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ABSTRACT 

 This study explored the relationships between perceptions of sexual exclusivity, 

confidence in pregnancy prevention, and attitudes toward condom use among emerging 

adults. Additional research questions were posed to explore how heterosexual couples 

communicatively established sexual exclusivity, as well as how they communicate about 

STI status, testing, and contraception. A mixed-method design was employed to 

investigate these concepts. An online survey was conducted (N=124) to explore statistical 

relationships while a men’s focus group (n=4) and a women’s focus group (n=5) were 

conducted to address the qualitative research questions. Results indicated that perceived 

sexual exclusivity and confidence in pregnancy prevention each predicted attitudes 

toward condom use among the sample, and that much communication between couples 

regarding sexual health topics is conducted through implicit channels. Gender differences 

are discussed, as well as implications for public health and message development.  
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CHAPTER 1 

 

INTRODUCTION 

 Though HIV diagnoses have declined in the last decade (Centers for Disease 

Control and Prevention, 2016), the number of reported cases of other sexually transmitted 

infections—namely, chlamydia, gonorrhea, and syphilis—increased for the second year 

in a row in 2015 (National Center for HIV/AIDS, Viral Hepatitis, STD, and TB 

Prevention, 2015). STIs can affect anyone, though women are less likely to show 

symptoms, and therefore less likely to get tested or seek treatment and more likely to see 

long-term, adverse effects from untreated STIs (American Sexual Health Association, 

2016). The CDC estimates that more than 20,000 women suffer infertility caused by an 

undiagnosed STI each year. Additionally, adolescents and young adults remain highly 

affected, with half of all STI diagnoses each year reported in those aged 15 to 24 (Centers 

for Disease Control and Prevention, 2017). The National Survey of Sexual Health and 

Behavior conducted by Indiana University found that the most significant drop off in 

condom use occurs from late teens into emerging – defined as ages 18 to 30 (Arnett, 

2000), with reported condom use for males dropping from 79 percent in the 14 to 17 age 

group to 45 percent among 18 to 24 year olds. Similarly, women in the 14 to 17 age 

group reported using condoms for vaginal intercourse 58 percent of the time, while those 

18 to 24 years old reported only 38 percent (Center for Sexual Health Promotion, Indiana 

University School of Public Health, 2017). It is clear that emerging adults are an 

important age group for study among those interested in sexual health. 

 Correct, consistent use of latex condoms is highly effective in reducing risk of 

STI transmission (Centers for Disease Control and Prevention, 2016). Condoms are also 
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one of many methods available for use as contraception. While other methods—birth 

control pills, progesterone injections, and long-acting reversible contraception 

(LARCs)—are effective in preventing pregnancy when used properly and/or properly 

administered by a healthcare provider, only condoms also provide protection against 

STIs. Research indicates that use of these other birth control options may decrease 

condom use among women (Cushman, et al., 1998). It is for this reason that an 

examination of a potential relationship between the use of other birth control methods 

and condom use is important. In this study, I explore this relationship by measuring 

respondents’ confidence in pregnancy prevention when a contraception method other 

than a condom is used.  

 The body of research on condom use also suggests a relationship between number 

of sexual partners and attitudes toward condom use, such that when individuals have only 

one current sexual partner, condom use decreases (Brown, 2015) (Cushman, et al., 1998) 

(Lehmiller, VanderDrift, & Kelly, 2014). However, when we consider that some STIs are 

asymptomatic, relying on sexual exclusivity to mitigate STI risk should be of concern to 

those interested in public sexual health. This study further explores any significant 

relationship between perceived sexual exclusivity of a sexual relationship by an 

individual and attitudes toward condom use.  

 Gender is also an important factor in the decision-making process with regards to 

condoms, as research finds there is disagreement along heteronormative gender lines for 

whom the responsibility for condom use lies (Brown, 2015). The research presented here 

explore differences between men and women. Finally, I consider any interaction effects 
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caused by the presence of both non-condom birth control methods and perceived sexual 

exclusivity, as some sexual relationships present the potential for both variables.  

 While quantitative analysis will uncover any statistical associations between these 

variables, it lacks the context necessary to provide nuance and on-the-ground 

perspectives of the communicative processes involved in the hypothesized relationships. 

When it comes to the decision-making process regarding condom use, research shows 

that those processes are complex and multi-faceted (Brown, 2015) (Lehmiller, 

VanderDrift, & Kelly, 2014). The communicative phenomena that accompany those 

decisions are often conversations that can be collaborative, contentious, or somewhere in 

between, and those differences often depend on the particular topics, motivations, 

concerns or warrants that are presented (Bird, Harvey, Beckman, & Johnson, 2001). In 

order to more thoroughly understand how the proposed variables—sexual exclusivity, 

confidence in pregnancy prevention, and gender—influence attitudes toward condom use 

and sexual health communication, it is important that we develop a picture of what those 

conversations look like by exploring these concepts qualitatively.  

 This research aims to improve understanding of how the considerations of both 

pregnancy prevention and STI risk and prevention affect attitudes toward condom use 

and the communicative processes that lead to decision-making between sexual partners. It 

also looks to explore how individuals perceive those conversations and what influences 

decisions about exclusivity, condoms, contraception, and STI testing. It is my hope that 

the results contribute a body of knowledge that leads to more effective sexual health 

messaging and behavioral interventions. Finally, I hope that this research uncovers 

attitudes that may contribute to myths about who needs to use condoms. Low perceived 
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risk may not positively correlate with the reality of risk of STI contraction, especially 

when we consider that many safer sex conversations between sexual partners may be 

happening after risky sexual behavior. However, there may be other effective ways to 

mitigate STI risk, particularly regular STI testing, and it is important to understand how 

certain individuals may be talking about testing with their partner(s).  

Therefore, using a concurrent triangulation design for mixed-methods, I have 

conducted a mixed method study that investigates potential relationships between 

perceived sexual exclusivity, confidence in pregnancy prevention, and attitudes toward 

condom use and explores the communicative process between sexually exclusive, 

heterosexual partners concerning the establishment of sexual exclusivity, discussions of 

STI-testing and status, and contraception decision-making. The following rationale will 

explicate the theoretical framework and prior research informing the study’s focus. 
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CHAPTER 2 

RATIONALE 

 While this is foremost a study of sexual health communication, it is also 

ultimately one concerned with sexual health behavior—we study health communication 

with the hope that our findings will contribute to a body of knowledge that works to 

address issues of health promotion and improves health outcomes (Kreps, 2012). 

Therefore, the theoretical framework of this study is one that addresses questions like, 

“What influences behavior?” and “What is the best predictor of behavior?” This study 

will look at those factors that influence a behavior—here, condom use—and how 

communication plays a role in those relationships.  

Theoretical Framework: The Integrated Behavior Model 

Sociocognitive behavioral models are used regularly to examine the relationship 

between health communication processes and behavior (Montano & Kasprzyk, 2008). In 

the quantitative portion of this study, I use Fishbein’s Integrated Behavior Model (IBM) 

(Fishbein, Kaspryzk, & Montano, 1998) as the theoretical framework by which to explore 

attitudes toward condom use. Fishbein himself went on to apply the IBM in order to 

predict condom use, and so it seems a natural choice for this study (Fishbein, Kaspryzk, 

& Montano, 1998). IBM is built of several theoretical models, which I outline briefly 

below.  

Theory of Reasoned Action. Fishbein first introduced the Theory of Reasoned 

Action (TRA) in 1967. This theory argues that the best determinant of a behavior is 

behavioral intent, and behavioral intent is comprised of two influencers—attitude toward 
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the behavior and subjective norms associated with the behavior (Montano & Kasprzyk, 

2008). TRA defines attitudes as a) “beliefs, feelings, and dispositions to act certain ways” 

and b) beliefs about the behavior and the outcome of performing that behavior (Montano 

& Kasprzyk, 2008). With TRA, Fishbein established an important difference between 

attitudes toward an object and attitudes toward a behavior (Montano & Kasprzyk, 2008). 

In the case of condom use, this means that one can have a favorable attitude to condoms 

as an object (“Condoms are a good thing.”), and yet hold a negative attitude toward using 

a condom (“I do not like using condoms.”). The second source of influence derives from 

subjective norms, which are defined as a) an individual’s belief about what their peers 

think about a certain behavior and b) what an individual believes to be normal, and their 

motivation to comply with that norm (Montano & Kasprzyk, 2008). While attitudes and 

subjective norms are arguably important factors of behavioral intent, they alone do not 

sufficiently address other influencers.  

Theory of Planned Behavior. Theory of Planned Behavior addresses some 

deficiencies in TRA, by taking into account the relationship between an individual and 

how they understand the potential outcomes of a behavior (Montano & Kasprzyk, 2008). 

In addition to attitudes and norms, this third influencer is called ‘perceived control’, and 

often thought of as ‘efficacy.’ In other words, how much control over the behavior does 

the individual believe that they have? Do they believe that they are able to perform the 

behavior? In health communication and behavioral intervention scholarship, this addition 

is especially poignant. Consider HIV and STI prevention messages: if the individual does 

not believe they have much control over whether they contract and STI, they do not feel 

able to correctly, consistently use condoms, or they feel that they cannot convince their 
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partner to do so, then public health messaging will likely fail to result in condom use. 

While highly tested and still utilized today, TPB lacks the nuance required to tease apart 

these constructs—particularly attitudes for the purposes of this study. Therefore, I have 

used the attitudes pathway of Fishbein’s Integrated Behavior Model. 

Integrated Behavior Model. The Integrated Behavior Model (IBM) is an attempt 

to integrate TRA and TPB with other behavior theories (Montano & Kasprzyk, 2008). It 

still argues that attitudes, norms, and perceived behavioral control influence behavioral 

intent, which is the best predictor of behavior (Fishbein, Kaspryzk, & Montano, 1998). 

However, the model is a more thorough explanation of the previously established 

constructs and their influences on behavioral intent. It also attempts to account for the 

influences of external factors like environmental constraints and skills on behavioral 

intent as well as directly on behavior.  

Before I move on, it is important to acknowledge the critiques of behavior models 

for the means of health promotion. There are many, but for the purposes of this research, 

feminist critiques of the minimization of factors like power dynamics, socio-economic 

context, and social marginalization (Daykin and Naidoo, 1995) are particularly important 

to keep in mind, as the subjects of this research deal heavily in gendered interactions. 

This is explored further in ‘Limitations.’  

 In this study, I have conceptualized ‘attitudes’ through the lens of IBM with 

regards to condom use, specifically the effects of perceived sexual exclusivity of a 

relationship and confidence in non-condom pregnancy prevention method on 

instrumental attitudes toward condom use. IBM makes an important distinction made 

between experiential attitudes and instrumental attitudes. Montaño and Kaspryzk define 
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experiential attitudes as an “individual's emotional response to the idea of performing the 

behavior” (i.e. affect). Instrumental attitudes are “beliefs about the outcome of a 

behavior” and are cognitive, rather than affectual (Montano & Kasprzyk, 2008). In other 

words, experiential attitudes are a sense of the favorableness or un-favorableness of a 

behavior, while instrumental attitudes describe what an individual believes about the 

results of performing the behavior themselves.  

These two types of beliefs do not necessarily need to be in conjunction. For 

example, one could have positive experiential attitudes toward condom use (“I think 

condoms are beneficial for public health,” or, “Using condoms when one has sex is a 

smart thing to do”) and at the same time hold negative instrumental attitudes toward 

condom use (“I don’t need to use a condom with my partner, because we are exclusive 

and not at risk for an STI,” or, “Sex will not result in pregnancy, so my partner and I 

don’t need to use a condom). In order to understand how individuals make decisions 

about condom use, with considerations of both STI risk-factors and pregnancy prevention 

at play, we must understand where these differences between experiential and 

instrumental attitudes exist, and how they affect behavioral intent. As alluded to in one of 

the above examples, individuals who understand themselves to be in exclusive 

relationships may not feel that condoms are a necessary method of preventing STIs. 

Therefore, it is important to understand if there is a relationship between perceived sexual 

exclusivity and instrumental attitudes toward condom use. 
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Attitudes and Alcohol and Drug Use 

It is important to note that alcohol and drug use affect condom use. Research 

shows that inebriation affects condom use within the context of this model, specifically 

increasing behavioral intent to resist condom use (Davis, Jacques-Tiura, Stappenbeck, & 

Danube, 2016). Intoxicated participants saw increases in each of the influential factors of 

the IBM with regards to condom use resistance: “more favorable attitudes and normative 

perceptions” and increased self-efficacy (Davis, Jacques-Tiura, Stappenbeck, & Danube, 

2016). In order to analyze the specific constructs of this study, alcohol and drug use have 

been treated as control variables. 

Perceived Sexual Exclusivity 

For the purposes of this study, perceived sexual exclusivity is defined as an 

individual’s understanding that a) they are not having sex with anyone outside of the 

sexual relationship dyad and b) their partner is not having sex with anyone outside the 

sexual relationship dyad. Much of the research that looks to examine the relationship 

between exclusivity between sexual partners uses the term ‘monogamy’ to describe the 

relationship (Warren, Harvey, & Agnew, 2012, Lehmiller, VanderDrift, & Kelly, 2014, 

Corbett, Dickson-Gomez, Hilario, & Weeks, 2009). I have chosen not to use the term 

‘monogamy’ in this study, due to its value-laden nature. Monogamy has been used in 

popular culture, religious discourse and other situations (e.g. abstinence-only sex 

education) in such a way that values the practice over other ways of maintaining sexual 

health. As such, using the term in any of the study materials arguably perpetuates a 

hierarchy of ‘good’ and ‘bad’ sexual practices. In hoping to remove biases and encourage 

accurate self-reporting from participants, and following the example set by Lehmiller, 
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VanderDrift, and Kelly in their comparative research on friends-with-benefits 

relationships (FWBR) and romantic relationships (2014), I have defined the practice of 

maintaining a single sexual partner for a given time as ‘sexual exclusivity.’ 

 Research suggests a link between increased sexual exclusivity and both decreased 

condom use and decreased safer sex communication. In contrast to romantic partners, 

couples who engage in regular sex but lack expectations of sexual exclusivity—called 

friends-with-benefits relationships in the cited study—are more likely to practice safer 

sex (i.e. use a condom) and spend more time discussing risk factors like extra-dyadic sex 

(Lehmiller, VanderDrift, & Kelly, 2014). Additionally, as “emotional safety”—which is 

associated with intimate (not casual) relationships—increases, likelihood of condom use 

decreases (Comer & Nemeroff, 2000).  

As couples become more serious, there is often an expectation of sexual 

exclusivity. This expectation is made explicit in what Warren, Harvey & Agnew (2012) 

call “monogamy agreements”; in their study, more than half of couples interviewed 

reported having explicit monogamy agreements. These agreements, along with HIV and 

STI testing, are used by couples instead of condom use to mitigate risk of infection 

(Corbett, Dickson-Gomez, Hilario, & Weeks, 2009), with monogamy agreements used 

more frequently than testing and sharing results (Warren, Harvey, & Agnew, 2012). 

Couples also use condom non-use as a way to create intimacy (Corbett, Dickson-Gomez, 

Hilario, & Weeks, 2009). Fewer instances of safer-sex communication, decreased 

condom use, and sexual exclusivity agreements favored over STI and HIV testing lead 

me to argue that couples who perceive themselves to be sexually exclusive—regardless 

of whether those agreements are kept and potentially lacking important sexual health 
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information about their partners—neglect to use condoms due to negative instrumental 

attitudes toward condom use. 

H1: Perceived sexual exclusivity (PSE) will negatively predict instrumental attitudes 

toward condom use (Attitudes).  

Confidence in Pregnancy Prevention 

 Condoms are not only used for HIV and STI prevention. Many women, slightly 

more than 15 percent of the U.S. female population, still rely on the male condom to 

prevent pregnancy (Daniels, Daughtery, Jones, & Mosher, 2015). However, there are 

other, more consistently effective ways to prevent pregnancy than the male condom, and 

it is important to understand the effect of these methods, and the perceived assurance that 

sex will not result in pregnancy that may accompany them, on instrumental attitudes 

toward condom use. This study looked at confidence in pregnancy prevention (CPP) and 

its relationship to Attitudes. CPP is defined, for the purposes of this study, as the level of 

assuredness that sex with a particular partner will not result in pregnancy.  

 Pregnancy prevention methods that are high in effectiveness and low in user error 

should correlate to high CPP. Methods with high effectiveness and low risk for user error 

include those administered by a health professional: intrauterine devices, subdermal 

implants, progestin injections, and tubal ligation (or other surgical sterilization, i.e. male 

sterilization).  Since 2002, the use of long-acting reversible contraceptive methods 

(LARCs), which include intrauterine devices and subdermal hormonal implants, has 

significantly increased in women aged 15-44, and most significantly in women aged 25-

34 (Branum & Jones, 2015).  
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Research indicates that condom use decreases once women start long-term 

hormonal birth control methods (Cushman, et al., 1998) and that those using the birth 

control pill use condoms inconsistently and as a backup birth control method (Weisman, 

Plichta, Nathanson, Ensminger, & Robinson, 1991).  

H2: Confidence in pregnancy prevention (CPP) will negatively predict Attitudes. 

However, this may be dependent upon number of sexual partners. When 

Cushman, et al. (1998) analyzed their results by number of sexual partners that the 

women had during the study period, they found that those with one sexual partner 

decreased condom use from 20 percent to 10 percent upon starting long-term hormonal 

birth control, while those who had more than one sexual partner increased condom use 

from 25 percent to 31 percent (p. 240). This suggests that, for women, CPP is not enough 

to decrease condom use when they have multiple sexual partners, further suggesting that 

STI risk mitigation is still an influencing factor in condom-use decisions, until sexual 

exclusivity is established.  

H2a: PSE will have a moderating effect on H2, such that at higher levels of PSE, CPP 

will be a stronger predictor of Attitudes.  

Gender 

In Brown’s interviews with adolescents regarding condom use and other forms of 

contraception, she found that pregnancy was the primary concern for her male 

interviewees, with consideration for STI risk neglected (Brown, 2015). Bird’s interviews 

with heterosexual couples 18-25 found that some female respondents reported concerns 

for pushback against requests to use condoms if they were already using another type of 
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contraception, or if another form of pregnancy prevention was available (Bird, Harvey, 

Beckman, & Johnson, 2001). Considering both Brown and Bird’s findings, it seems that, 

perhaps, pregnancy registers as a more serious negative result of condom non-use than 

STI contraction for men.  

H2b: Gender will have a moderating effect on H2, such that CPP will be a stronger 

predictor of Attitudes for men than for women.  

Examining Communicative Processes in Context 

These variables, though they have been operationalized and will be measured 

quantitatively, exist outside the realm of survey responses and within the context of 

human interaction. For example, in Brown’s research on gender and decision-making 

among adolescents with regards to contraception use, she found that relationship status 

affected the relationship between gender and understood responsibility for birth control, 

with “decision-making being shared in long-term relationships” (Brown, 2015). This 

suggests that, as relationships become more serious, adolescent males and females 

change their attitudes toward contraception, including condom use, and that they may 

engage in a collaborative decision-making process that is shaped by a variety of 

contextual factors. As this study focuses on emerging adults, it is important to see how 

this stands against reports of conversations about contraception decisions among those in 

their late teens and through their twenties (Arnett, 2000).  

Perceived sexual exclusivity being one of the primary variables under 

examination, this study also explores the communicative experiences of individuals in 

sexually exclusive relationships. In fact, the safest sexual practices with regards to the 
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contraction of STIs may be exclusive sex between partners who have been tested 

(Healthier Scotland: The Scottish Government, 2017). The qualitative portion of this 

study explored the communicative experiences of those in exclusive couples, specifically.  

 Moreover, the number of qualitative studies I have thus far referenced indicates 

their usefulness in examining sexual health topics as they pertain to experiences of 

individuals, particularly the communicative aspects of engaging in safer sex behaviors. 

Instead of seeking to predict outcomes, qualitative research seeks to integrate and make 

sense of observed phenomena in context (Bhattacherjee, 2012). Therefore, to extend the 

knowledge generated by the proposed hypotheses, I proposed the following research 

questions:  

RQ1: How do members of sexually exclusive couples describe their experiences 

establishing sexual exclusivity? 

RQ2: How do members of sexually exclusive couples describe their experiences 

communicating about STI status and testing? 

RQ3: How do members of sexually exclusive couples describe their experiences 

communicating about contraception use? 

RQ4: How do members of sexually exclusive couples perceive their prior communication 

and decision-making processes regarding sexual exclusivity, STI status and testing, and 

contraception? 

RQ5: What are the differences and similarities among men’s and women’s perspectives 

and experiences of communicating about sexual exclusivity, STI status and testing, and 

contraception?  
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CHAPTER 3 

METHOD 

 The overarching goal of this research is to improve our understanding of variables 

related to decision-making that leads – or does not lead – to condom use for some. Mixed 

method designs can help researchers translate their findings to health care interventions 

and policies by generating more comprehensive pictures of social issues (Kreps, 2012). 

For this study, I have used a concurrent triangulation design. Concurrent triangulation 

designs are efficient, intuitive, and allow different members of the research team to 

contribute along their strengths (Creswell 2009). Quantitative data collection and analysis 

occurs roughly simultaneously to the qualitative portion of the study (Creswell, 2009). 

The results of the quantitative phase provide specific insights into the research problem 

by answering “If?” and “To what degree?” while the qualitative phase explains and 

builds on quantitative findings, answering the “How?” and “Why?” through in-depth 

exploration of participants’ experiences (Creswell, 2009). 

 The quantitative portion of this study was an online questionnaire seeking to 

examine the relationship(s) between perceived sexual exclusivity (PSE), confidence in 

pregnancy prevention (CPP) and instrumental attitudes toward condom use (Attitudes). 

Phase two consisted of two focus groups that sought to explore conversations between 

sexually exclusive, heterosexual couples with regards to establishing sexual exclusivity 

and how the topics of STI status and testing and contraception were discussed.  
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Quantitative Method 

The survey portion of this study explored the variables of interest and their 

relationships to instrumental attitudes toward condom use.  

 Participants. All participants read and signed a consent form prior to taking the 

survey. See Appendix A for consent form. Participants (N=124) were distributed an 

online survey via snowball and convenience sampling. The sample was predominantly 

white (n=105), majority female (n=86), ranging in age from 18 to 34 years. Emails and 

social media posts were used to encourage participants to share the link to the survey 

with other, willing participants, and indicate that I am interested in studying the sexual 

health of emerging adults. The Women’s Center, The Department of Communication, 

and the Office of Wellbeing displayed flyers and encouraged the students with whom 

they engage to participate in the survey. Recruitment materials for the survey were be 

distributed to classes within the Department of Communication. Those in sexually 

exclusive couples will be especially encouraged to participate, in order to improve 

recruitment for the focus group phase. The more broadly reaching recruitment efforts 

targeted those with sexual experiences to report on, regardless if within the context of 

sexually exclusive couples.  

 Measures. The following items will be used to measure the variables of interest. 

See Appendix A for full survey instrument. 

 Demographics. Participants were asked to report their age, race, gender, sexual 

orientation, and level of education. 
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Condom use. Respondents were asked to report on their condom use. Questions 

asked if respondents how frequently (1= never, 2= sometimes, 3= about half the time, 4= 

most of the time, 5= always) they used condoms when they had vaginal sex (M=2.49, 

SD=1.83), oral sex (M=1.60, SD=1.64), and anal sex (M=4.46, SD=2.29) within the last 

30 days.  

Birth control method. Respondents were asked to record if they and their partner 

had used any of the listed contraception methods during vaginal intercourse during the 

last 30 days. Respondents could record using more than one method. The responses were 

then grouped as follows: Birth control pills, ImpIUD (hormonal implants or IUDs), 

Condoms, Others (diaphragm/cervical sponge, spermicide, and other), and None’s 

(fertility awareness, withdrawal, and nothing). The responses occurred in the following 

frequencies –  

Table 1 

Frequencies of Birth Control Method(s) Used 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Birth control pills 35 28.2 34.3 100 

 Implant or IUD 18 14.5 17.6 100 

 Condoms 25 20.2 24.5 100 

 Others 4 3.2 3.9 100 

 Nones 21 16.9 20.6 100 

Missing  22 17.7   

Total  124 100   
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 Perceived sexual exclusivity. A perceived sexual exclusivity (PSE) scale was 

developed for the purpose of this study. Preceded by the prompt “Think of your most 

recent sexual partner,” levels of agreement with five statements were measured on a 7-

point Likert scale (1=strongly disagree, 2=disagree, 3=disagree somewhat, 4=neither 

agree nor disagree, 5=agree somewhat, 6=agree, 7=strongly agree) (M=5.72, SD=1.85, 

α=0.92). There were four measures in the scale. A sample measure: My partner and I 

only have sex with each other.  

 Confidence in pregnancy prevention. A confidence in pregnancy prevention 

(CPP) scale was developed for the purposes of this study. Levels of agreement with 

statements will be measured on a 7-point Likert scale (1=strongly disagree, 2=disagree, 

3=disagree somewhat, 4=neither agree nor disagree, 5=agree somewhat, 6=agree, 

7=strongly agree) (M=4.24, SD=1.65, α=0.83). There were four measures in the scale. A 

sample measure: I am confident that sex with my partner will not result in pregnancy.  

 Instrumental attitudes toward condom use. Instrumental attitudes toward 

condom use (Attitudes) was measured using a 7- point Likert scale (1=strongly disagree, 

2=disagree, 3=disagree somewhat, 4=neither agree nor disagree, 5=agree somewhat, 

6=agree, 7=strongly agree), adapted from the semantic differential scale used by 

Fishbein, Kaspryzk, and Montano (1998). The original scale employed frequently-used 

descriptors from interviews to choose adjective pairs (Fishbein, Kaspryzk, & Montano, 

1998). The adapted scale asked respondents to think of the next time they would have 

sex, and respondent with levels of agreement to statements expressing particular attitudes 

toward condoms (M=5.53, SD=1.73, α=0.92). There were nine measures in the scale. A 
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sample measure: Using a condom next time would be necessary. Negatively worded 

measures were recoded.  

HIV and STI testing and diagnosis. Respondents were asked to report on STI 

status and testing with a 5-point Likert item, (1=definitely yes, 2=probably yes, 3=might 

or might not, 4=probably not, 5=definitely not). Specifically, respondents were asked to 

report if they had ever been tested for HIV or STIs (M = 3.36, SD = 1.90), whether they 

had ever been diagnosed with HIV (M = 1.00, SD = 0.00), and whether they had ever 

been diagnosed with an STI (M = 1.38, SD = 1.15). These items were recoded.  

Control variables. This survey controlled for sexual activity, by asking 

respondents to record whether or not they had been sexually active in the last 30 days (1= 

yes, 2 = no) (M =1.36, SD=0.48), as well as whether or not they had engaged in vaginal 

intercourse in the last 30 days (1=definitely yes, 2=probably yes, 3=might or might not, 

4=probably not, 5=definitely not). This item was recoded (M=3.65, SD=1.88). 

Additionally, the survey asked respondents to report frequency of use of alcohol prior to 

sex (1=never, 2=rarely, 3=sometimes, 4=most of the time, 5=always) (M=2.53, SD=1.05) 

and frequency of use of drugs prior to sex 1=never, 2=rarely, 3=sometimes, 4=most of the 

time, 5=always) (M=1.31, SD=0.69). 

Qualitative Method 

The focus groups aimed to provide context for any potential relationships, or lack 

thereof, found by the questionnaire data. They also served to explored the intersections of 

study research questions, explore dyadic communication phenomena, and compare and 

contrast the experiences of men and women.  
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 Participants. Participants for the focus groups were recruited from Wake Forest 

University students and the social networks of those students. Participants were Wake 

Forest University undergraduate and graduate students, and members of heterosexual, 

sexually exclusive couples. Focus group participants (N=9) were split into a women’s 

group (n=5) and a men’s group (n=4). The focus group participants included three 

complete couples and 3 individuals whose partners were not a part of either group. Some 

demographic information about the participants was gathered. The participants ranged in 

age from 21 to 26 years old with an average age of 23 (SD=1.66). Committed dating 

relationships (n= 6), engagements (n=1), and marriages (n=2) were the types of sexually 

exclusive relationships represented by participants in the groups.  

Recruitment for the qualitative portion occurred –  in part – at the end of the 

quantitative portion, when respondents of the questionnaire were presented with the 

opportunity to include their contact information if they are a) Wake Forest University 

student b) 18 years or older c) part of a sexually exclusive couple and d) willing to 

participate in a corresponding focus group. Participants were additionally recruited 

through flyers distributed across the Wake Forest University Reynolda Campus and 

through in-person recruitment during Communication department classes.  

 Procedures. The focus groups were conducted in private meeting rooms at Wake 

Forest University. Two focus groups were conducted, each lasting between an hour and 

an hour and a half. Focus group participants were separated into men and women. When 

discussing sensitive subjects, a sense of similarity and shared experience can aid in 

encouraging disclosure (Finch & Lewis, 2003), and mixed-gender groups have the 

potential to hinder rapport building and stunt the depth of conversation (Stewart & 
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Shamdasani, 1999). Additionally, by separating groups into men and women, members of 

couples were not in the same focus group, allowing us to compare and contrast their data.  

All participants read and signed a consent form prior to the focus groups 

including the following information: study description, voluntary nature of the study, 

procedures to withdrawal from the study, length of participation time, possible risks or 

discomforts, benefits, confidentiality, and study team contact information. Informed 

consent was obtained from both participants in the study and those participants’ partners. 

Participants were emailed informed consent documents prior to the focus group to email 

addresses they specified to the research team. They had the opportunity to review and 

sign their informed consent form prior to the group as well as at the beginning of the 

group. Partners of participants were required to review and sign informed consent 

documents prior to the group, so that they were aware of the content that their partner 

would be disclosing. See Appendix B and C for consent forms. 

Upon arrival in the meeting rooms, participants received consent materials, 

introductions were made and rules and procedures regarding confidentiality and group 

conduct were established. These rules were introduced by the facilitator at the beginning 

of the focus group. They covered expectations of confidentiality, respect for other 

participants, respect for the “judgment free” environment of group. Informed consent was 

reviewed again at the beginning of the procedure to ensure that participants fully 

understand their rights and are comfortable with the procedure. 

The focus groups were led by facilitators; the men’s group were led by a male 

member of the research teams and the women’s group led by a female member of the 

research team. This served to maintain the sense of similarity established as beneficial for 



22 

 

disclosure. As the success of focus groups and richness of data is tied to moderator skills 

(Stewart & Shamdasani, 1999), facilitators received training in focus group procedures 

such as methods to support standardization and flexibility.  

Responsibilities of the facilitator. Each facilitator was responsible for protecting 

participant safety, privacy, and confidentiality. They ensured that all participant voices 

were heard without pressuring participants to make disclosures that they were 

uncomfortable with. Finally, the facilitators avoided introducing bias by inserting their 

own thoughts, opinions, or experiences into the conversation. Both focus group 

facilitators on this project participated in a one-hour training session prior to conducting 

the focus groups. Facilitators took field notes during the focus groups about themes as 

they emerge, important quotes, and other insights. 

Focus group questions. The script was divided into three topics: establishment of 

sexual exclusivity, discussion of STIs, status/testing, and contraception, It was comprised 

of mainly open-ended questions; with broad questions regarding major topics and follow-

up questions and probing statements used to gather more contextual information. For full 

script, see Appendix D.  

 Preparation of the Data. Focus group sessions were audio-recorded. Recordings 

were transcribed resulting in 40 pages of single-spaced pages of data. As focus groups 

were conducted and transcribed, a coding system was used to organize the data for 

analysis and presentation. Unique identifiers were assigned to participants in order 

distinguish between speakers. Members of the women’s focus group were labeled with a 

W for women and a number to indicate (1, 2, 3, etc.). The same system was used for the 
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men’s focus group data. Members of the men’s focus group were labeled with a M for 

men and a number to indicate (1, 2, 3, etc.). 

 Analytical Process. To analyze the data produced by the qualitative portion of 

this study, I conducted a thematic analysis of the participants’ responses and discussion 

during the focus groups, “identifying, analysing and reporting patterns (themes) within 

data” (Boyatzis, 1998). I used the constant comparative method (Glaser & Strauss, 1967) 

for each research question, and have reported them below, separating them by group, 

women and men.  

  To conduct this thematic analysis, I immersed myself in the transcripts and 

recordings from the focus groups and began to consider the ideas that were important to 

the participants (Creswell, 2007). I then began the open coding or initial coding stage, 

examining the data and identifying phrases that best summarize them (Tracy, 2013). 

 Moving on to second level coding, I analyzed codes for repetitions or similar 

perceptions among participants, and began to organize, synthesize, and categorize these 

codes into overarching interpretive themes (Aronson, 1994; Tracy, 2013). I noted when 

themes recurred, and began to construct an understanding of the salience, depth, and 

breadth of the communicative patterns and phenomena exhibited by the study participants 

(Owen, 1984). Subsequently, properties, which illustrate different dimensions of each 

theme were identified and further developed as I reviewed the data. This continued until 

themes and properties were easily distinguishable and succinct (Boyatzis, 1998; Glaser & 

Strauss, 1967). Given the small sample size of the focus groups, to be included in the 

presentation of results a theme needed to be reported by more than one participant. 

Themes for each group (women and men) were also contrasted and compared to better 
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understand the nature communication phenomena between sexual partners from women’s 

and men’s perspectives. The presentation of results is arranged by conversation topic 

(research questions one to three) with the participants’ perceptions of the conversation 

following each (research question four).  
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CHAPTER 4 

RESULTS 

Quantitative Results  

Preliminary results. Preliminary tests to look for important relationships were 

conducted. Bivariate correlations showed significant relationships between many of the 

study variables (see Table 2). Perceived sexual exclusivity was significantly correlated to 

attitudes toward condom use, r=-0.32, p<0.01, as was confidence in pregnancy 

prevention, r= -0.25, p<0.05.  

In general, gender was not found to be a significant influence in this study. 

Independent samples t-tests were conducted to look for significant differences between 

men and women among the study variables. No significant relationships were found 

between men and women in the variables of interest in this study, though the results of 

the independent samples t-test indicate that the relationship between gender and attitudes 

toward condom use approached significance, with mean attitudes slightly lower for men 

(M=5.10, SD=1.71) than for women (M=5.71, SD=1.74), t (113) = -1.73, p =0.09, r=0.01.  

Interestingly, the only study variable with a significant difference between men 

and women was whether respondents had been tested for HIV or an STD in the last 30 

days (Test). Based on the independent samples t-test, men reported less testing (M=2.74, 

SD=1.91) than did women (M=3.65, SD=1.84), t (98) = -2.26, p<0.05, r=0.22.   

Perceived sexual exclusivity and attitudes toward condom use. A simple linear 

regression was then conducted to test whether increased perceived sexual exclusivity 

predicted positive instrumental attitudes toward condom use. Results showed that 
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perceived sexual exclusivity accounts for 10 percent of variance in reported attitudes 

toward condom use, R2=0.10, F (1,102) = 11.14, p<0.01. More specifically, as perceived 

sexual exclusivity increases, positive instrumental attitudes toward condom use decrease, 

b = -0.32, p<0.01. I wanted to ensure that the above relationship could not be explained 

by use of drugs and/or alcohol prior to sex, and that we also controlled for sexual activity 

within the last 30 days. To test this, a multiple regression was conducted with attitudes 

toward condom use as the dependent variable and perceived sexual exclusivity, sexual 

activity, frequency of alcohol use prior to sex, and frequency of drug use prior to sex as 

the independent variables. Results indicated that, controlling for those variables, 

perceived sexual exclusivity still negatively predicts attitudes toward condom use, b= -

0.25, p<0.05. These results supported H1 and, therefore, show us that the more a person 

understands that neither they, nor their partner, are having sex outside of the relationship, 

the less likely they are to have positive instrumental attitudes toward condom use.  

Confidence in Pregnancy prevention and attitudes toward condom use. H2 

predicted that confidence in pregnancy prevention would predict attitudes toward condom 

use. A simple linear regression was used to test this. Results indicated that confidence in 

pregnancy prevention accounts for six percent of the variance in reported attitudes toward 

condom use, R2=0.06, F (1,101) = 6.90, p<0.05. More specifically, as confidence in 

pregnancy prevention increases, positive attitudes toward condom use decrease, b= -0.25, 

p<0.05. Controlling, once more, for sexual activity, frequency of drug use prior to sex, 

and frequency of alcohol use prior to sex, results of multiple regression analysis show 

that confidence in pregnancy prevention continues to predict attitudes toward condom 

use, b= -0.29, p<0.01. These results support H2, and show that the more confident a 
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person is that sex with their partner will not result in pregnancy, the less likely they are to 

have positive instrumental attitudes toward condom use.  

H2a predicted that perceived sexual exclusivity would have a moderating effect 

on the relationship between confidence in pregnancy prevention and attitudes toward 

condom use. A two-step, hierarchical regression was conducted to test for interaction 

effects cause by PSE in the relationship between CPP and Attitudes. On step one, 

Attitudes was entered as the dependent variable and perceived sexual exclusivity and 

confidence in pregnancy prevention as independent variables. The results indicate that 

perceived sexual exclusivity and confidence in pregnancy prevention account for about 

13% of variance in attitudes toward condom use R2 = 0.132, F (2,101) = 8.69, p<0.001. 

More specifically, when controlling for perceived sexual exclusivity, the relationship 

between confidence in pregnancy prevention and attitudes toward condom use weakened 

slightly, b = -0.23, p<0.05 A product term was created (PSExCPP) by multiplying PSE 

by CPP, and was entered on step two to test for interaction. Results for the interaction 

term were found to be non-significant at step two, b = -0.62, p=0.12, R2 = 0.15, F (3,101) 

= 6.17, p<0.001, indicating that the relationship between CPP and Attitudes is not 

impacted by how sexually exclusive one perceives their relationship to be.  

H2b predicted that gender would also have a moderating effect on the relationship 

between CPP and Attitudes toward condom use, such that confidence in pregnancy 

prevention would be a stronger predictor of attitudes toward condom use for men than for 

women.  

A two-step, hierarchical regression was conducted to test for interaction effects 

cause by gender in the relationship between CPP and Attitudes. On step one, Attitudes 
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was entered as the dependent variable and Gender and CPP as independent variables. 

Results showed that gender and confidence in pregnancy prevention account for about 

seven percent of variance in attitudes toward condom use, R2=0.07, F (2, 99) = 4.86, 

p<0.01. When controlling for gender, the relationship between confidence in pregnancy 

prevention continues to negatively predict attitudes toward condom use, b=-0.26, p<0.01. 

A product term was created (GCPP) by multiplying Gender by CPP, and was entered on 

step two to test for interaction effect. Results were non-significant at stage two for the 

interaction term, indicating that Gender is not an interaction variable, b= -0.25, p=0.58, 

R2= 0.07, F (3,99) = 3.31, p<0.05. The effect of CPP, therefore, on attitudes toward 

condom use is not significantly affected by gender.  

Additional results. In order to explore any additional variables that may be related 

to our variables of interest, I conducted regressions to test for significant relationships. 

Due to other studies that found relationships between use of long-acting reversible birth 

control methods and decreased condom use, I was particularly interested in the 

relationships between birth control type and Attitudes. 

Effects of birth control type on attitudes toward condom use. Certain types of 

birth control were found to be related to attitudes toward condom use. Multiple regression 

analysis was used to test for the amount of variance in attitudes toward condom use 

explained by types of birth control methods used. Attitudes was entered as the dependent 

variable and the birth control method variables were entered as independent variables. 

Results indicate that birth control methods reported account for 36 percent of variance in 

attitudes toward condom use R2=0.36, F (5, 101) = 12.31, p<0.001. Specifically, use of 

birth control pills (Pills), b= -0.33, p<0.001, and use of either hormonal implant or IUD 
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(ImpIUD), b= -0.39, p<0.001, were the strongest negative predictors of attitudes toward 

condom use. Therefore, respondents who reported use of birth control pills or IUDs 

and/or implants by they or their partners were more likely to report negative attitudes 

toward condom use.  

Effects of variables of interest on reported condom use. Since respondents also 

reported frequency of condom use for vaginal, oral, and anal sex, I tested whether our 

variables of interest (PSE, CPP, and Attitudes) were related to reported condom use. 

Multiple regression analyses were used to test whether each variable was a 

significant predictor of reported condom use. Frequency of condom use during vaginal, 

oral sex, and anal sex were each respectively used as dependent variables while Attitudes, 

PSE, and CPP were entered as independent variables.  Results indicate that perceived 

sexual exclusivity, confidence in pregnancy prevention, and attitudes toward condom use 

account for a significant portion of variance in reported condom use for vaginal sex, 

R2=0.61, F (3, 73) = 40.07, p<0.001. When controlling for perceived sexual exclusivity 

and confidence in pregnancy prevention, attitudes toward condom use is a very 

significant predictor of reported condom use for vaginal sex, b=0.80, p<0.001, indicating 

that those with positive attitudes toward condom use were more likely to report 

frequently using condoms during vaginal sex. When controlling for the other two 

independent variables, neither PSE nor CPP predicated reported condom use during 

vaginal sex.  

Nine percent of variance in reported condom use during oral sex is accounted for 

by PSE, CPP, and Attitudes, R2=0.09, F (3, 90) = 3.93, p<0.05. When controlling for PSE 

and CPP, Attitudes predicted reported condom use during oral sex, b = 0.25, p <0.05. 
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When controlling for the other two independent variables, neither PSE nor CPP 

predicated reported condom use during oral sex. Reported use of a condom during anal 

sex was not found to be significantly related to Attitudes, PSE, or CPP. 

Qualitative Results 

Two focus groups were conducted – a women’s group and a men’s group. Our 

research questions for this portion of the study explored how couples communicate about 

(RQ1) the establishment of sexual exclusivity, (RQ2) STI testing/STI status, and (RQ3) 

contraception, and (RQ4) how they feel about their conversations and/or their decision-

making processes on these topics. A number of significant themes emerged during each 

focus group. Results associated with RQ1-3 are presented in order for women and men. A 

subsection has been added at the end of each of these RQs to explore the perceptions of 

communication and decision-making processes associated with exclusivity, STIs, and 

contraception (answering RQ4). Finally, results from an analysis women and men’s data 

will be compared (answering RQ5).  

Research Question 1: Establishing Sexual Exclusivity – Women. Women 

reported a number of experiences in relation to communicatively establishing sexual 

exclusivity with their partners. Three themes emerged that characterize women’s reports 

of establishing sexual exclusivity: making assumptions about relationship titles, 

concluding that other sexual relationships did not exist or had ended, and factors that 

facilitate establishing sexual exclusivity. While explicit conversations did happen for 

some, the majority of communication about sexual exclusivity occurred through implicit 

channels.  See Table 2 for overview of RQ1 themes for women. 
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 Making assumptions about relationship titles. When asked to discuss how they 

established sexual exclusivity with their partner women reported making assumptions 

about their sexual exclusivity status based on titles. The significance of these assumptions 

appeared in three forms: (1) women assumed the dating/girlfriend title implied 

exclusivity, (2) women assumed the married/wife title implied exclusivity, and (3) 

outside events triggering an examination of exclusivity assumptions. 

 The communication strategy with the most consensus among the women in the 

group was establishing a title for role in the relationship (‘girlfriend’ or ‘wife’). All of the 

participants reported that the title of girlfriend or wife indicated that sexual exclusivity 

was implied. For example, one participant talked about the conversation where that title 

was established, saying, “So for him, it was like, can I call you my girlfriend? And I said. 

Yeah that's OK. To me, that title meant exclusivity” and later, “Looking back, it's 

amazing to think that it was mostly an assumption on both of our parts – that this title 

now meant . . . You know it encompassed so much more than just like, oh you now have 

the title of girlfriend. Now this means that we're exclusive” (W1). A married woman in 

the group reported understanding that adopting the title of ‘wife’ would imply sexual 

exclusivity, and that, though conversations occurred, most of the establishment of 

exclusivity was assumed: “Because we were making that leap it almost felt like it didn't 

need to be said, because it was kind of assumed . . .  there was always an understanding 

that we would have no outside physical relationships from the onset.” (W5).  

Another emerging property relates to the examination of previously held 

assumptions about the couple’s exclusivity. This occurred when outside events triggered 

conversations about what constitutes cheating. One participant reported communicating 
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about the concept of cheating in a series of explicit conversations with her partner: “He 

had been talking with friends of his about how they would ever feel if their girlfriend 

cheated on them. And so, he texted me and was like ‘What is –you know -  what does 

cheating mean to us? -  and it was like, we agreed on that piece when we had a more 

explicit conversation later” (W2).  

Concluding that other sexual relationships did not exist or had ended. Another 

way that women communicatively established sexual exclusivity was through concluding 

that their partners were only having a sexual relationship with them. Women made these 

conclusions via two pathways: (1) declaring assumptions that other sexual relationships 

did not exist and waiting for confirming/disconfirming replies and (2) asking partners if 

they are “done” with previous sexual relationships.  

Women reported various strategies for gathering information about their partner’s 

exclusivity. This woman discussed how she declared her perception of exclusivity as a 

strategy to confirm her partner was not having other sexual relationships. She did this 

instead of asking explicit questions:   

It was one of those conversations that we had before sex . . .  it was a broad 

statement like, “I trust that you're not with anyone,” more so than the question – 

“Oh. By the way are you sleeping with anyone besides me?” It was more of just 

like, “I'm sure you're not sleeping with anyone else and I trust that we can have 

this kind of intimacy” and kind of hoping that he would correct me if that was not 

the case (W1).  

 Another strategy reported in the group was asking partners about the overall status 

of known past relationships. For example, one participant reported that, prior to 

establishing a titled relationship, but during the early periods of establishing that the 
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relationship was sexually exclusive, the status of prior relationships with other people 

was addressed:  

We had a conversation about, like, are you able . . .  are you done with the other 

person? We had a conversation face to face [addressing] are you done with this? 

Are we moving to something different? What do we want out of this? . . ., and 

actually the girlfriend title came two months later (W3). 

It is important to note that learning about the existence of prior sexual partners in 

relation to establishing sexual exclusivity was not reported to be inherently negative. 

When a partner’s past sexual behaviors aligned with the participant’s, learning about 

them was expressed as a positive experience. One participant talked about how learning 

that the timeline for her partner’s most recent sexual partner (outside the couple) was 

similar to hers engendered relief and assuaged some negative feelings:  

Later I found out that he had had sex with someone right before we got together 

and instead of that bothering me any way that made me feel very relieved.  

Because I felt as though maybe I was sleeping with other people more than he 

was and it, for me, it signified that we were on the same page. (W2).  

 

In this case, finding out about a partner’s previous sexual relationship supported her 

assumptions about his current behavior. 

Factors that facilitate establishing sexual exclusivity. The women in the group 

discussed factors that influenced the desire to communicate about exclusivity. These 

included: (1) the quality of the romantic connection between partners and (2) justification 

for non-condom use.  

Recognition of the seriousness of the emotional component of the relationship 

was reported for some participants. In one case, a woman discussed her relationship in a 

manner that made it clear that it was her and her partner’s emotional connection that 
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warranted a conversation establishing exclusivity. Emotional connection, she said, made 

the conversation easier:  

I think perhaps the simplest thing was intimacy [that motivated the conversation]. 

I think we knew going into the relationship [that turned into a titled relationship] 

that we both wanted that  . . . We knew something was there and so I guess that 

was just the decision. I mean there was never a question for either of us. It wasn't 

just like a playing around type thing and I think because both of us felt that way 

we felt open about having that conversation. (W3).  

Another perspective reported among the women was the influence of the desire to 

cease condom use on the decision to communicate about exclusivity. One of our 

respondents recounted that wanting to transition to not using a condom was a primary 

motivator for establishing exclusivity. She reported, “One of the major conversations 

about being sexually exclusive had to do with condoms. And it was you know . . . We 

were okay with not using a condom if we knew that we were the people we each were 

sleeping with” (W1).  

 Perceptions regarding communication and decision-making process. Participants 

reported that direct communication about exclusivity often resulted in positive feelings. 

When decisions were made based on assumptions women reported that their perceptions 

of that process were tied to how they feel about their relationship now. 

 When explicit conversations that established exclusivity were had, they often 

resulted in the participants feeling relieved or comforted by the specificity. For example, 

our married participant recounted that her conversation about exclusivity with her 

partner, though perhaps feeling a bit unnecessary, was nevertheless beneficial: “We 

talked about that and how of course it didn’t need to be said. But, there was security in 

just . . . clarifying something we knew” (W5). Another participant agreed, adding the 
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security component to the benefits of explicit conversations: “In that conversation and in 

the conversations following, there was something calming about the attachment and 

feeling that security, which was definitely nice for me” (W3).    

Participants reported that communicatively establishing sexual exclusivity 

increased intimacy in their relationships. For some participants, the process of negotiating 

the boundaries of the sexual relationship allowed them to better understand the values 

and expectations of their partners. One woman said: 

Having those conversations was always a really positive thing for me because I 

think that a lot of his emotional feelings were conveyed through those kinds of 

conversations . . .  we were very, very frank and I felt like, in talking with him 

about that and having more of those conversations and really listening to him . . . 

because it's a lot of what he values and what are our intimacy means for him, and 

so that's important to me, figuring out the different places we fall on that (W2).  

Even those women who felt like they more closely aligned with their partner’s views on 

exclusivity from the outset reported building relational intimacy from an explicit 

conversation. Our married participant, who had waited to become sexually active with 

her partner until marriage, reported that discussing that choice was beneficial for their 

relationship.  

I think it really allowed us to lay that foundation for our relationship and of course 

it's not an easy thing to do ever but it was definitely the right choice for us. We 

just . . . we hoped to make it a point and so it was a really special thing for us to 

sort of make that decision together and then follow through (W5).  

 When women did not have explicit conversations about exclusivity, they 

nevertheless perceived explicitness as a positive practice. Regret regarding vague 

conversations was mitigated by contentment with their relationship. When a participant 

was discussing the amount of assumptions involved in making the leap from ‘girlfriend’ 

to sexually exclusive, she said, “I'd say it worked out all right. Probably looking back I 
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wish I could have been a little more explicit about that. But we’re here, so, obviously it 

worked out” (W1). 

Research Question 1: Establishing Sexual Exclusivity – Men. The men’s group 

participants largely expressed that sexual exclusivity was a positive, expected, and 

natural step in a romantic relationship. They reported that communicatively establishing 

exclusivity happened through implicit channels, rather than explicit ones. Two themes 

emerged that characterize men’s reports of establishing sexual exclusivity: making 

assumptions about relationship titles and factors that facilitate establishing sexual 

exclusivity. See Table 2 for overview of RQ1 themes for men. 

Making assumptions about relationship titles. An agreed upon experience of the 

men in the group was that exclusivity was primarily an implied agreement. Perceptions of 

this agreement were based on two assumptions: (1) men assumed the relationship title 

implied exclusivity, (2) men assumed long-term relationships implied sexual exclusivity. 

 Participants placed a great deal of significance on whether or not the relationship 

was ‘titled.’ One participant recounted what he understood to be an implied exclusivity 

agreement when he and his partner discussed introducing the term ‘girlfriend’ to the 

relationship:  

We had a discussion where, about a month of having been on a few dates, where I 

asked, when we both were home over Christmas break, “what's going on in this 

relationship? Can I refer to you as my girlfriend now?  What does this mean?” 

But then words like sexual exclusivity were never really involved, just the idea of, 

we're dating one another and you kind of know what's implied by that (M3).  

Talking about oneself and their partner as “in a relationship” was also considered to be a 

way to communicate sexual exclusivity. For example, a participant said “,It [sexual 
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exclusivity] was assumed. We didn't really . . . once we got into a relationship, we didn't 

have to worry about either side you know going off to whatever direction (M1).”  

 Another way male participants made assumptions about the association between 

relationship titles and sexual exclusivity is that they understood it to be part of the natural 

progression of the relationship over time. Not surprisingly, the phrase “long-term 

relationship” was equated with sexual exclusivity. A group member said, “I've been with 

my partner for eight years and there was never really a conversation. Just being together 

for that length of time, it was just assumed” (M2). He later went into more detail: 

To be sexually exclusive was the same thing as being a long-term relationship. It 

was part of it. I think that's part of the reason why for a number of us that it was 

never really negotiated. It was just the natural progression of the relationship from 

being interested in each other, to becoming intimate, and then sticking with that 

and having it work out. That seems like that’s how it was for people who didn't 

have a discussion. You just saw a natural progression (M2).  

Factors that facilitate establishing sexual exclusivity. There were a few 

influential factors that motivated more explicit communicative processes. Men reported 

emotional elements as a primary reason for having conversations that established sexual 

exclusivity. The following factors motivated sexual exclusivity communication: (1) a 

desire to minimize uncertainty or relationship turbulence, (2) the desire to build and 

maintain trust within the relationship, and (3) emotional attachment or love for their 

partners. 

When discussing what motivated him to have a conversation about the nature of 

the relationship with his partner, one participant recounted: “When it came time to put 

words and say, “Hey, we've gone through this turbulent time in the beginning. What are 

we now? . .  it was less about being nervous and more about finding comfort and placing 
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us in a very specific box” (M2). Another participant reiterated the desire to reduce 

uncertainty, remembering how uncomfortable he found an undefined relationship to be:  

Having had past experiences where things were unsure between myself and the 

other person, that is a very uncomfortable and stressful situation . . .  And that not 

knowing has been harmful for me in the past and so I wanted to be very upfront. 

“What are we calling this and what does that mean?” (M3) 

Participants also reported that establishing exclusivity minimized uncertainty about their 

partner’s feelings toward them. An example of this line of thinking, “I was nervous and I 

feeling and hoping that she feels the same way. After I knew that, after we had that 

conversation, it was a relief” (M4).  

 Men thought that establishing sexual exclusivity with their partners allowed the 

couple to build and maintain trust. When asked to elaborate on how trust factored in to 

their decisions to establish boundaries of their relationships, one of the participants 

responded with a summation, “It's just stuff that's there under the surface. I mean if you're 

going to be committed to someone, then you want to trust them and you want them to 

trust you. You want to feel comfortable and safe” (M3).  

Building on the idea of trust, another member of the group introduced romantic 

emotion as a motivation for establishing exclusivity, saying, “The trust was also 

important for me and I fell in love almost immediately. There was no draw to anything 

else. I've only ever wanted exclusivity” (M1). He went on to detail the conversation 

where he asked his now wife for an exclusive relationship:  

I knew I'm in love with her and I want nothing else than to be with her. I was 

incredibly nervous. After the first date, we talked on the phone when I got home 

and I was like - I've got to make this like official. I’ve got to ask her; will you be 

my girlfriend officially? 
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 Perceptions regarding communication and decision-making process. The men 

that talked more explicitly about sexual exclusivity noted that it was something that had 

to be approached with caution, but in retrospect, they are still happy with their direct 

communication approach. Men who took a less direct approach reported a positive 

perception of explicit talk about the relationship in general, but not exclusivity in 

particular. Finally, some group members reported that the potential consequences of the 

conversation outweigh the positives. 

Men recognized the emotional risks they were taking when approaching their 

partners about becoming a sexually exclusive couple. They reported that the threat of 

rejection induced anxiety before and during the conversation, even with an anticipated 

positive response from their partner:  

I was definitely anxious going into the conversation because you don’t want to 

put yourself out there and be let down. I still think I had a good feel for how my 

partner felt about me, knowing that she’d probably return the same sentiment, but 

there's still anxiety (M3).  

Risk, however, was not sufficient to deter conversations about exclusivity. A group 

member described he and his partner’s assessment of risk as such:  

I had already committed. But, we had been friends for a year or two before that 

and spent quite a lot a lot of time together, so I think there was a fear on her part 

too, she was afraid that if it didn't work that she was going to not be able to spend 

time with me and I wouldn’t want to spend time with her, because I’d probably be 

upset. The decision overall went well. It was just a little difficult for us both (M2). 

 Men expressed a preference for conversations about relationship titles over 

conversations about specific sexual behaviors. One man summarized this preference 

when her remarked, “The reason that you put words to it and you say yes we are dating  . 

. .  Probably more of a legitimate conversation than ‘yes we're sexually exclusive’ was 

‘yes we're together.’ It was more of a knowing that you two were together. This is the 
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label: we're a couple” (M2). Because they perceived to have gained all the clarity that 

they needed from relationship titles conversations, men were comfortable negating to 

discuss sexual exclusivity.  

 Discussing sexual exclusivity in explicit terms was also understood by some to be 

unromantic – “I think it would seem more mechanical and cold to have a conversation 

that's like: I want to trust you and in order to trust you I think we should not have sex 

with other partners. That kind of kills the romance pretty quickly” (M3). For these 

reasons, men had positive perceptions of their decision to engage in more explicit 

conversations about romantic titles, but did not view their lack of explicit communication 

surrounding sexual exclusivity as problematic. 

Research Question 2: Communication about STU Status & Testing – 

Women. Women reported a variety of important issues that are central to their 

experiences communicating about STI status and testing. Four themes emerged that 

characterize these experiences for women: timing of the conversation, interpersonal 

communication factors prompting the conversation, intrapersonal communication factors 

motivating the conversation, and risk factors influencing comfort level with the 

conversation. See Table 3 for overview of RQ2 themes for women. 

Timing of conversation. An important aspect that women reported regarding STI 

conversations was the timing of those conversations. All five women in the group 

reported discussing STI status and/or testing either (1) after they had already had sex with 

their partners or (2) immediately before engaging in unprotected sex with their partners. 

The participant who reported discussing status immediately before her first time having 

unprotected sex with her partner reenacted the conversations as, “I trust you’re not 
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sleeping with someone. I've been tested - have you been tested – Okay. And that was a 

twelve second conversation before sex” (W1). Those conversations that occurred at some 

point after having sex with their partners – were either prompted by conversations that 

they had with someone other than their partner or otherwise facilitated by factors 

discussed below.  

Interpersonal communication factors prompting the conversation. Women in 

the study reported two primary interpersonal communication factors that prompted their 

decisions to have conversations about STIs, (1) communication with friends about STIs 

and (2) communication with a medical professional about STIs.  

Several of the women’s group participants reported communicating with their 

partners about STI status and testing only after having spoken with another party about it. 

For some, it was a conversation with friends that inspired the conversation. As one 

participant notes, it wasn’t discussed one-on-one until after the topic had been brought up 

in a group setting. She recounts:  

I had a friend in undergrad, and she and I were big proponents of Student Health’s 

free testing. My boyfriend and I had the same friend group all through undergrad 

and so we were all talking about it sort of in a joking way, like “Hey go get tested 

y'all, all twenty-five of you!” We had this free testing and we obviously had 

already slept together several times and then talked about it then (W3).  

As such, the interpersonal communication with her friends instigated the action, which 

led to the conversation with her partner. Another participant recounted a similar 

experience: “I went with a bunch of friends on Valentine’s Day – a bunch of single 

friends and I am like after the fact is like oh. I guess I’m going to tell my boyfriend I just 

did that. So I texted him and he was like, Oh that’s a good idea. I guess I should go and 

get tested too” (W2).  
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 Friends were not the only outside parties with whom participants communicated 

first about STI status and testing. This participant reported setting up STI testing as part 

of her annual gynecological visit, and then informing her partner, which led to further 

conversation on the matter; she said, “Oh yeah, I have to have a pap smear. I'm going to 

get tested again just in case. And then that led to the conversation about, well, have you 

ever had unprotected sex?” (W4).  

Preferences or beliefs influencing the need for the conversation.  Women in the 

study also discussed personal preferences or beliefs that shaped their decisions about 

whether or not the conversations about STIs was needed, specifically (1) a desire not to 

use condoms and (2) not feeling like those conversations were necessary. One woman, 

who discussed her conversation as motivated by the desire to cease condom use, said:  

The conversation came from my general hatred for condoms [I said] “Can we 

please not have sex with a condom.”  [Then I thought] Actually wait a second, 

have you been tested? I’ve been tested. Have you been tested? OK great. That was 

more of our conversation rather than . . . I trust you’re not sleeping with someone. 

I've been tested - have you been tested – Okay (W1).  

In that conversation, the participant utilized STI status as a negotiation technique to 

achieve condom non-use as well as a way to implicitly reestablish sexual exclusivity.  

 Additionally, one woman recounted that her conversation centered not perceiving 

a need to get tested, as illustrated by the following: “We didn't talk about it . . . because 

we are each other's only sexual partner and that's the only time we have ever been sexual 

in our lives.” (W5).  

Risk factors influencing comfort level with the conversation. Women reported 

several emotional and communicative risk factors that influenced their level of comfort 

approaching the topic of STIs with their partners, specifically that (1) the topic was 
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embarrassing, (2) they feared judgment and stigmatization from their partners, and (3) 

there are negative implications for positive STI test results. 

Women in the group found the topic to be embarrassing and nerve-wracking. That 

embarrassment, in part, came from a fear of being perceived as the less sexually 

responsible party – “I was more embarrassed because he was like, “No I’ve never had 

unprotected sex.” And I was like, “Oh, I have.”  (W4). Even if they approached the 

conversations with their partners as if it were a low-risk conversation, they expressed that 

presenting it as such was a communication strategy to try to assuage some of their own 

discomfort with the topic. For example, one of the women remarked, “I’m definitely 

downplaying the idea this was a nonchalant conversation. This was something I was very 

nervous to have . . . If I act like it’s no big deal, then it won’t be, but internally I'm really 

freaked out that this is going to be this big thing  . . . but it is nerve-wracking! It’s 

embarrassing.” (W1).  

Stigma was also discussed, particularly in relation to perception they will be 

judged for having a desire to get tested. One participant, who in other parts of the 

discussion expressed a lot of comfort discussing sex health topics, describes the unique 

nature of discussing STIs, saying, “There’s definitely a lot of discomfort. There's 

definitely a level of stigma around testing…there's a lot of a lot of negative attitudes 

towards even thinking about getting tested and then towards the possibility of having 

something” (W2).  

The conversation was, additionally, uncomfortable for women because of the high 

perceived emotional risk involved in receiving undesirable information as a result. One 

participant discussed the idea of testing positive for an STI and expanded upon it:  
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If we have a conversation and if he were to be tested positive or knew that he had 

something and had to tell me about it then, I would have to hear about the other 

girl that he got it from. Which sounds silly, and definitely hypocritical, because 

it's not like I didn't sleep with other people, and I definitely had unprotected sex 

before (W3). 

She went on to add that it was not simply jealousy, but the emotional investment in the 

sexual relationship that would make hearing about positive test results particularly hard - 

if that happens and there’s a conversation where there's no emotions, it doesn’t matter. 

It's less nerve wracking than for someone I really care about and want to be with for a 

long time” (W3).  

 Perceptions regarding communication and the decision-making processes. 

Perceptions of communication around ST status and testing were linked with the timing 

of the conversations. Four out of the five women in the group expressed disappointment 

in the timing and/or content of their conversations with their partner about STIs. Those 

who were disappointed in timing either wish they addressed status and testing before 

exposure or in a non-sexual context (i.e. not in the heat of the moment). The following 

quote best exemplifies the wish for an earlier conversation:  

I was more nervous because I was being hard on myself, thinking, it’s too late 

now, if he does have something, I’ve already exposed myself to it and like I was 

disappointed in myself for not having that conversation earlier. Like, come on like 

I should've known. You know, I tried to ignore it at the beginning. It seems so 

minor when you first start having sex, but it’s really not. So I was just 

disappointed in myself (W4).  

Further, our participant who recounted her “twelve second conversation before 

sex” later expressed that she regretted the timing of that conversation, saying, “And you 

know it was in the heat of the moment and it probably should not have happened in that 

moment. It should have happened at a calm moment” (W1). She went on to express 

concern that asking her partner about status at that moment gave him a potential incentive 
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to lie or not disclose important information – “you know mine was just words leading up 

to sex there is always this thought, like, did he just tell me that I so we'd have sex?” 

Research Question 2: Communication about STU Status & Testing – Men. 

Overall, the men reported that they had little conversation with their partner about STI 

and status – in fact, only one participant recounted an explicit conversation about STIs. 

The themes that arose during the men’s discussion of STI conversations were: status 

discussed through the language of ‘Are you clean,’ conversations in relations to stopping 

condom use, and conversations as unnecessary.  See Table 3 for overview of RQ2 themes 

for men. 

Status discussed through the language of ‘Are you clean?’ There was a 

consistency within the group in the use of a particular euphemism to discuss STI status – 

language of ‘cleanliness.’ The one male participant that recounted an explicit 

conversation about STI status and testing revealed that the topic is often spoken in 

euphemism, particularly using the language of cleanliness to refer to being tested 

negative or presuming oneself to not have any sexually transmitted infections. For 

example, he remembered his conversation about STIs with his partner and reenacted it 

thus – “She was clean and she hadn’t had any partners between getting that test and me… 

She said, I'm clean, and I said yes I am too” (M3). The other men also discussed the 

concept of STI status through the use of this euphemism throughout the STI portion of 

the focus group, reinforcing that this is a commonly understood way to describe a person 

with no STI diagnosis.  

Preferences or beliefs influencing the need for the conversation. The majority of 

men reported that they did not need to have conversations with their partners regarding 
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STI status and testing. The reasons stated for this were (1) they did not believe 

themselves to be at risk, (2) they trusted their partners, (3) they had known their partners 

prior to becoming sexually active, and (4) STI conversations are more relevant for single 

people.  

Two men specifically stated why they did not believe themselves to have an STI, 

despite not having been tested. One, who remained abstinent until marriage with his wife, 

who had also made that choice, knew that his risk was very low. He said, “We were both 

virgins so there wasn't an issue, and then also because of faith-based reasons we weren't 

going to have sex until we were married anyway” (W1). The other reported that he’d 

used condoms with past partners, and therefore was not at risk, saying, “Up to that point I 

had only ever protected sex with previous partners so I knew that I didn't have anything” 

(M3). He even went as far as to report saying to his partner “I can’t have anything” 

during their conversation about STI status.  

Men also reported that they did not feel that conversations about STIs were 

necessary because they trusted their partners. Trustworthiness was discussed as an overall 

character trait, and not specifically related to sexual health behaviors or decision-making. 

For example, one participant described the relationship between his character assessment 

of his partner, his assessment of the quality of their relationship, and his assessment of 

their need to communicate about STIs:  

We never had a conversation about it actually. It may be naive on my part but I 

had a feeling of trust for her… I just I think on both sides there was a sense of 

trust. If that was an issue, it would come up. Because neither of us would want to 

do that to the other, especially knowing where I wanted the relationship to go 

(M4).  
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 Similarly, participants reported that knowing their partner for a long time 

contributed to their negative attitudes toward the need to communicate about STIs. One 

of the men, who has been with his now fiancée for more than eight years, said the 

following when asked if he had discussed STIs with his partner: “No, I feel like it was not 

really on the radar and we had known each other for a while before that, so maybe it was 

because of comfort and an already established trust. But it wasn't a question that either of 

us have, you know been, exposed to anything” (M2).  

 Finally, men expressed the belief that conversations about STI testing and status 

were more relevant for single people than those in relationships. One man described the 

irrelevance of communicating about STIs for those in relationships, saying, “I imagine 

being single and kind of playing the field . . . I imagine there you would take note of 

these things, they’d be more salient to you” (M2).  

Stopping condom use as a motivating factor for the conversation. An emerging 

theme among the men was that conversations about STI status and testing happened in 

relation to stopping condom use with their partner. Our one participant who reported on 

an explicit conversation described that it happened in relation to ceasing condom use. He 

reported using a condom with his partner until they had a conversation that established 

that they would no longer use them for STI protection. Describing the topics covered in 

that conversation, he said, “She told me that she had this implant birth control and to get 

that you have to have get an STI test. We didn't have that discussion before we became 

exclusive but before we had unprotected sex, we discussed birth control and the fact that 

neither of us have anything” (M3).  
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 Perceptions regarding communication and decision-making process. The 

majority of the men in the group did not have explicit conversations about STI status and 

testing. Some reported that the felt their approach was suitable because STI conversations 

were more relevant to people who are less careful. They stated that although they see the 

benefits of explicit conversations in general, they were still largely satisfied with that 

approach because of the trust they had established with their partner.  These men reported 

that they did not feel that explicit conversations about STIs were pertinent to them, by 

and large.  

Men reported a belief that conversations about STIs are for other people. Some 

group members expressed that they perceived that kind of communication as something 

that irresponsible people should be doing, rather than people like them. For example, one 

of the participants explained his view of STIs as follows:  

I guess I sound like I'm frowning upon it [having an STI status and testing 

conversations] but I feel like there’s a negative connotation to it . . . I personally 

did not have a conversation explicitly about STDs, I just feel like for some reason 

there's an inherent . . . if someone has it, you should have been more aware (M4).  

Because he perceived an explicit conversation regarding STIs and testing to be irrelevant 

to him, this participant was comfortable with negating to talk more directly with his 

partner about the topic.  

 Despite only one participant reporting on an explicit conversation about STI 

status and testing, other men expressed a perception of the potential benefits of engaging 

in that kind of communication with their partners. One man retrospectively considered a 

more explicit discussion, but those thoughts were mitigated by trust in his partner and no 

negative outcomes of his decision: “I think looking back on it having a conversation, it 
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would been beneficial. I'm sure about it. But like I said earlier there's that sense of trust 

and I knew one where I want to go so…” (M4).  

The one participant who communicated explicitly on the subject reported that the 

conversation helped him learn more about his partner and gave him peace of mind: “I 

will say, after we talked about it, because I am the only one who did have a conversation 

about this, I definitely felt better, more comfortable after talking about it.  It’s another 

thing that's checked off your mind, that you don’t have to worry about (M3).” 

Research Question 3: Communication about Contraception – Women. 

Several themes emerged as women reported on their communication experiences and 

decisions with their partners surrounding the topic of contraception, namely timing of the 

conversations, communication through ultimatums, and certain types of contraception 

were debated between partners. See Table 4 for overview of RQ3 themes for women. 

Timing of conversations. When women discussed the timing of their 

conversations about contraception, they reported it has happening (1) spread across 

multiple points/moments in the relationship and (2) immediately before and during sex. 

One woman, when reporting that she had experienced these contraception conversations 

at multiple points with her partner, attributed that recurrence to becoming more familiar 

with your partner as time passes:  

It happens in pieces. I think when you're in a serious relationship that comes up a 

lot more frequently. People are more familiar with people’s habits and the things 

that they do. But even in transition from the gray period to ‘we are now dating’ he 

asked several times [about contraception]. And we made sure that we are twenty-

twenty on that (W3).  
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Another woman reported that the conversation happened in stages as she and her partner 

tried different methods: “We did have a lot of those because we both tried different forms 

of contraception and different . . . I’ve been on birth control, we’ve used condoms, we 

talked about getting an IUD” (W2).  

 When women reported discussing contraception before and during sex, it was 

either to negotiate condom non-use or as a last-minute attempt to be sure that pregnancy 

would not occur. The woman who, cited previously, discussed her STI status in a “twelve 

second conversation right before sex” also cited that conversation when talking about her 

IUD and negotiating condom use: “I mean I keep coming back to my one story because 

that's all there is, one story, right for sex we talked about contraception, STIs and 

condoms” (W1). One woman explained that her partner asked her about contraception 

during sex: “He was like, are you on birth control? And you know, we proceeded, and at 

the end I was like, shoot I'm not comfortable with just birth control so I was like, pull 

out” (W3).  

 Communication through ultimatums. Women also discussed issuing ultimatums 

to their partners with regards to contraception, specifically requiring (1) withdrawal as a 

consistent practice or (2) condom use in addition to other birth control methods. 

Some women reported requiring their partners to withdraw prior to ejaculation every time 

they have sex and some reported requiring condom use – regardless of the presence or 

absence of a hormonal method. The same woman cited above recounted another instance 

where she presented withdrawal as a non-negotiable practice.  

I told him explicitly I don't want you to get in the habit of finishing inside me. 

You have to pull out every single time. And he made the rebuttal comment, “You 



51 

 

know we already have a condom, we already have birth control, why do I have to 

do that? I was like, simply because if we aren’t using one I don't want you to like 

accidently do that (W3). 

 She, as well as another participant, reported that they required condom use on certain 

occasions, despite being on birth control pills. One woman discussed condoms as a 

proactive method to prevent urinary tract infections and that she had no qualms with 

issuing an ultimatum when it came to her health and comfort:  

You do not understand the pain that that this causes me, so you either use a 

condom and don't whine about it or you don't have sex period. And because I was 

in so much pain, it was not hard. I would be like, no we're not having sex . . . 

because I really don't think it's their decision if it helps it you (W3).  

Another woman had a similar experience – “We have to use them because I keep getting 

recurring yeast infections and if I don’t use one, I’ll get one. He doesn't like it; I don’t 

particularly like it either but it’s like, well, this is the way it has to be” (W4).  

Certain types of contraception were debated between partners. For some women, 

certain birth control methods or practices were debated at certain points throughout their 

sexual relationships. Interestingly, the same practices that prompted some women to issue 

ultimatums – (1) withdrawal and (2) condom use – were experienced within an overall 

negotiation process by other women.  

One woman, after explaining that she was not on birth control at the time, 

discussed how the discussing of withdrawing prompted additional discussion/debate 

about protection methods. She said: 

We had sex in the shower, and so there weren’t condoms there and it just 

proceeded. We stopped before that was a concern, but I remember afterwards, OK 

we need to not do that. That’s not a good idea. He made the comment like, I 

would have pulled out, but I was like well there needs to be some more things 

going on there. 
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Having perceived that withdrawal, if it had come to that, would have been insufficient, 

she offered a rebuttal of “more things going on” in the future, in other words, another 

method in addition to withdrawal. She later reported “not trusting that [withdrawal as a 

method] very much.” 

 Condom use was also reported as being seen as negotiable, but women reported 

their partners negotiated in favor of non-use more than the women themselves. 

Particularly when another birth control method was present, women reported that men 

attempted to communicatively negotiate condom non-use by presenting it as unnecessary. 

For example, “When I was on the pill and during the course of that we didn’t use them 

because it was something he said was going to be more enjoyable, more pleasurable. He 

was like, this is great that you're on that because now we don’t have to use them” (W2). 

In fact, all of the participants expressed the understanding that their partner would prefer 

to not use condoms, and one even expressed condom non-use as a way to make sex more 

exciting: “Sometimes for a treat, I’m like, “We’re going to have sex without a condom” 

(W4).  

 Perceptions regarding communication and the decision-making process. 

Women’s perceptions of communication around contraception were linked to the way the 

decisions were made.  Women who reported they used direct communication and 

negotiated decisions were largely satisfied. However, timing of the conversation and the 

influence of past relationships in those conversations contributed to regret. 

  Women perceived their conversations with their partners, in general, as easy, 

collaborative, and/or clear, and perceived their partner’s contributions to the conversation 

as indicative of concern for her. With regards to ease, conversations about preventing 
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pregnancy were much easier for the women than those approaching the subject of STIs, 

and ease of the conversation contributed to happiness with the communication overall. 

One participant described the difference between the two subjects:  

So having all of the conversations were always about preventing pregnancy, it 

was never about . .  . to protect against STIs or ever in regards to that. And that's 

just an easier conversation. I don’t know if it's because there's like, in your mind 

it's a more immediate present risk (W2).  

Women who perceived their conversations to be more collaborative were also pleased 

with their communication experiences. The participant who had the most detailed 

discussion with her partner – one that involved him accompanying her to the 

gynecologist to discuss birth control options – described her partner’s involvement in the 

discussion, “He was very active, with we were both really active like in the conversation 

and made like decision together” and later discussed their mutual contentment with the 

clarity of the conversation, saying:  

I think we were really happy with the clarity of the conversations because you 

know we had talked about it so openly before we went and got some expertise on 

it. And then even after it was already a done deal, I didn't feel any regret. You 

know I really hope he didn't feel any regret, he didn’t say anything that sort of 

indicated that he did and so I guess . . .we were both pretty confident in the 

conversations (W5).  

Finally, women understood their partner’s participation in discussions about 

contraception to be indicative of concern for her. A participant explained, “I also like his 

input and like felt like he cared even though I was the one who made it, it still made me 

feel like really secure like in my decision” (W5). Even when the conversation was 

considered flawed, the woman still understood her partner to be showing concern for her 

needs, and this increased liking:  

He was like,  “I'm sorry I never asked if you wanted me to wear a condom, but 

I'm happy to wear a condom. I’m sorry, that was very rude.” Which I thought was 
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really nice and I was like that’s really sweet and that makes me like you even 

more. 

 When women perceived that these matters are ultimately her decision they tended 

to feel more satisfied with the outcome of their conversations. They found feeling in 

control over the decision to be largely empowering. A woman described the opportunity 

and responsibility of women to handle birth control stated, “On the one hand, I hate that it 

has to be a me thing. I mean he can just not wear a condom and I’d have to take a pill or 

get an IUD. At the same time, I like that contraception is my decision. It's like, this is my 

hands and I’m in control” (W2). Another woman echoed that second sentiment with, “I 

felt definitely like in control, like this is my body, like this like this is ultimately my 

decision” (W5). These women had more explicit conversations about a variety of birth 

control options with their partners, and in particular were the ones who expressed the 

most overall satisfaction with their conversations about contraception.  

Though the women who felt empowered by the control they wielded over the 

contraception decision felt satisfied with their conversations about contraception, the 

group noted a few problems. First, some perceived their conversation, similar to those 

about exclusivity and STIs, as not happening soon enough. When the timing of the 

conversation was delayed when reported less satisfaction with the way the process 

unfolded. This participant said: 

We actually never really talked about condoms the first time. We just had 

unprotected sex and then just didn't really talk about it and then like six months 

into our actual dating, which would have been like eight months after becoming 

sexually exclusive, he asked [if he should wear a condom]. It was nice that he 

initiated it I think, even though it was late (W3).  

Another issue related to time is the power of past relationships and conversations. This 

woman expressed what she thought was a problematic influence in the conversation she 
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had with her current partner. This issue influenced her perception of her communication 

choices when discussing contraception. 

I think my dislike for condoms has come through past relationships of guys telling 

me that they hate it, they hate it, they hate it and so eventually it becomes like oh 

you hate it I must hate it OK we're good. I do prefer without it, but I think the strong 

feelings have come through multiple people before. I think that's definitely where 

the tone of the conversations I've now had comes from, it’s been because of those 

conversations in the past (W1).  

 

Research Question 3: Communication about Contraception – Men. An 

examination of the way men discussed their contraception conversations with their 

partners yielded three themes: timing of the conversations, his roles and limitations in the 

conversation, and the conversation as an information gathering experience. See Table 4 

for overview of RQ3 themes for men. 

Timing of the conversations. When men reported on the timing of their 

conversations about contraception, they indicated that it happened (1) early in the 

relationship, (2) during sex, and/or (3) when there was a change in contraception method. 

When explaining why conversations about contraception had not happened since early in 

his relationship, one participant said, “as time went on [our method] obviously proved its 

worth.  I think that's why the conversations about it were probably a little more front 

loaded than negotiating in the years later” (M2). Another reported not addressing it until 

the middle of unprotected sex with his partner. He also explained that it was a 

combination of the heat of the moment and not feeling at risk that resulted in him waiting 

until during sex: “The first time I kind of fell into that invincibility complex, you know. 

And got lost in the heat of the moment. But midway through I just had a thought about it. 

And I asked are you on birth control? She just said, yeah” (M4).  
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Men also reported discussing contraception if there was a change in method. Two 

participants discussed this explicitly, one saying, “We had one conversation when my 

wife got an implant in her arm” (M1) and the other expanding on the concept:  

I think it happens every time there's a new form of contraception introduced… if 

you're using condoms it's OK So this is our new normal. We're going to be using 

condoms. And then, OK well now we're using birth control pills. Once that’s 

established, it’s not out of your mind but you don't need to negotiate it (M2).  

His roles and limitations in the conversation. Men also discussed what they 

contributed to the communication with their partners about contraception in terms of 

what they thought their roles and limitations were, specifically that they (1) should agree 

and support her decisions and (2) that they did not have much input anyway. Men 

reported feeling that it was their place to agree with and support whatever their partner 

brought to the discussion. Recounting his discussion, one participant had this to say with 

regards to his part in the communication process:  

Our conversation was less of what do you think I should do? what should we do 

as a couple about birth control? Than it was I’m thinking about these birth control 

pills for these one two three reasons…my only role in that is to say sure let's do it 

if that's what you want to do and then all of we'll figure it out together  (M2).  

Further, men thought that they should support their partner’s decision because they did 

not have much input anyway. Another participant said, “I agreed with whatever she said. 

I don’t really have a way that I couldn’t. Whatever she said and whatever she decides, 

that’s what I would agree with” (M4).  

 The conversation as an information gathering experience. Men discussed their 

experience with communicating about contraception as an information gathering 

experience, particularly an opportunity to learn (1) what type of birth control method 

their partner was using and (2) how effective it was at preventing pregnancy. Most of the 
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participants did not report knowing much about the contraception that their partners 

chose (outside of condoms) until their partner explained it to them. For example, one 

participant recalled his partner telling him about her IUD and how it worked:  

When we talked about that, she told me she had that it was completely effective. She said 

it was that it is like a physical barrier that blocks her from physically getting pregnant and 

it's also, if something were to get past the physical barrier, there is like a hormonal aspect 

of it that blocks her from getting pregnant (M3).  

Another reported using the conversation to gauge the effectiveness of the chosen birth 

control method: “So the only conversations surrounding that especially initially were: 

Does this really work? And that pretty much it, can you trust it?” (M2).  

 Perceptions regarding decision-making processes. Men reported they felt their 

communication approaches about contraception were beneficial, when they were explicit, 

when they expressed the underlying belief that what method(s) of contraception they used 

with their is ultimately their partner’s choice, particularly with regards to the connection 

between hormonal methods and their partner’s body. There was dissatisfaction when men 

felt the conversations may have happened later than they should.  

Even those who had rather brief conversations about contraception perceived the 

to be informative and reassuring. In fact, that reduction in anxiety was even cited as 

improving the whole sexual experience: “It's certainly a comforting conversation to have 

knowing that pregnancy is not a factor. Even if it was a brief – Are you on birth control?- 

even that is pretty comforting. It relieves the anxiety and makes the overall experience a 

little better” (M4).   All four men reported satisfaction with the conversations that they 

had with their partners about contraception.  
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Men perceived the decision to use birth control and what type to use to be, in the 

end, their partner’s decision. While they enjoyed being informed and understanding the 

reduced risk of pregnancy mitigated anxiety, they also felt that contraception was 

affecting her body, and thus is her choice. One participant recalled saying to his partner, 

“This is a decision about your body and if you are one hundred percent sure about it I 

trust that” (M3). Furthermore, in regards to trust, men also reported trusting their 

partner’s judgment in conversations about contraception. That same participant also 

reported telling his partner, “It’s like, I trust that you know, if you have done enough 

research that you feel comfortable” (M3).  

That being said, one participant – who had reported first bringing up the topic of 

contraception during sex – did report dissatisfaction with his communication approach. 

He said he somewhat regretted his timing, saying, “Looking back I definitely could have 

been a little more tactical. Thinking having an open conversation about it prior to having 

sex” (M4).  

Research Question 5: Comparisons of Men and Women’s Perspectives. 

Establishing Sexual Exclusivity. Both men and women primarily communicated 

exclusivity through channels that implied it as an expectation, rather than outright 

establishing it. Most notably, both men and women understood sexual exclusivity 

expectations to be built into relationship titles. Women reported communicatively 

explored sexual exclusivity more explicitly than men, particularly through discussions 

that drew boundaries and defined cheating.  
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Women reported having positive attitudes toward explicit conversations, whereas 

men reported more negative attitudes toward explicit conversations about sexual 

exclusivity. Women said that – when they did have conversations about exclusivity – it 

was a positive step forward in their relationships. One woman said, “We were very frank. 

I felt like in talking with him about that and having more of those conversations, I really 

liked that. Because it's a lot about what he values and what are our intimacy means for 

him and so that's important to me” (W2).  Men, on the other hand, expressed that 

conversations surrounding the title of their relationships were much more important to 

them than conversations about exclusivity. As noted previously, one man described his 

perspective on the establishment of sexual exclusivity thus: “Probably more of a 

legitimate conversation than ‘yes we're sexually exclusive’ was ‘yes we're together’ 

(M2). Others remarked that explicit conversations are unromantic, saying that a 

conversation specifically laying out an expectation of no outside sexual partners “kind of 

kills the romance pretty quickly” (M3).  

Communication about STU Status & Testing. Women reported having a few 

conversations about STIs and testing, the discomfort surrounding which was mitigated by 

discussions in social or group contexts or the context of testing as part of a routine 

medical appointment. They were also dissatisfied with these conversations. Four out of 

five women in the group expressed disappointment in the timing and/or the content of 

their conversations with their partners about STIs. Men reported nearly no 

communication about STIs, and the communication that was reported was initiated by the 

female partner and discussed in conjunction with contraception.  
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Women reported feeling embarrassed and potentially stigmatized by approaching 

the subject of STI status and testing. Men reported beliefs that trustworthiness was related 

to negative STI status as well as admitting to buying into negative stereotypes toward 

those who would contract STIs. This influenced their beliefs about the importance of 

explicit conversations about STIs, because they felt that their partners were trustworthy 

and that they would have initiated the conversation, had it been necessary. One man said, 

“I had a feeling of trust for her . . . for me it was something that I never considered to be 

an issue. It may have been naive but I just I think on both sides there was a sense of trust. 

If that was an issue, it would have come up” (M4). 

Communication about Contraception. Both men and women reported feeling 

like decisions about contraception type are ultimately the woman’s decision. Men 

reported that they felt their role was to agree and to support her decision on type of 

contraception for use as pregnancy prevention, while women reported increased liking 

and appreciation because of that support. This was particularly the case with 

conversations about hormonal birth control methods. Women also reported that – though 

the expectation of contraception as a woman’s responsibility is somewhat irritating – they 

feel that the control over their bodies is empowering and positive. Men reported that they 

appreciated learning about the details of their partner’s hormonal birth control method, 

that it made them feel more comfortable. This was particularly the case with a man who 

had reported that he had covered both pregnancy prevention and STI status and testing in 

the same conversation with his partner, saying, “I think it made me feel more comfortable 

with her, knowing that those two things STIs and pregnancy [prevention] - were 
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explicitly stated. Or, if I didn't explicitly think about them at that time, those two things 

weren’t going to be an issue. It was good” (M3).  
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CHAPTER 5 

DISCUSSION 

The goal of this study was to examine the influence of perceived sexual 

exclusivity and confidence in pregnancy prevention on attitudes toward condom use 

among emerging adults and to explore how heterosexual couples communicatively 

establish sexual exclusivity and talk about STI status, testing, and contraception. 

Accordingly, I conducted an online survey to assess the relationships between 

measureable variables and conducted focus groups to collect in-depth contextual 

information about communication experiences.  

 The following discussion begins with an exploration of the implications of 

the relationship between sexual exclusivity and attitudes, then moves to the relationship 

between confidence in pregnancy prevention and attitudes, then discusses gender 

differences in the data and additional qualitative findings, and finally addresses 

methodological and theoretical insights.  

Sexual Exclusivity, Relationship Titles, and Attitudes Toward Condom Use 

Finding that those who perceive a relationship to be sexually exclusive are less 

likely have positive instrumental attitudes toward condom use – in other words, less 

likely to believe that they need to, should, or would benefit from the use of condoms with 

their current sexual partner – is in line with other research that suggests that condom use 

decreases as the number of one’s sexual partners does (Brown, 2015) (Lehmiller, 

VanderDrift, & Kelly, 2014).  These studies support the relationship between number of 

sexual partners and condom use, while this research adds the perception of sexual 

exclusivity as a predictor of both attitudes and reported condom use.  
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It is important to note that the developed scale for PSE in this study was not 

designed to be related to length of relationship, intimacy, or any communicative variable 

that could predict communication about sex health topics, and that past research – as well 

as the qualitative findings of this study – indicated that safer sex communication is 

negatively associated with some types of sexually exclusive relationships (Comer & 

Nemeroff, 2000) (Lehmiller, VanderDrift, & Kelly, 2014). As such, one’s perception of 

exclusivity could be mitigating perception of STI risk in the relationship, without solid 

evidence (test results) of - or communication about status or risk. Many STIs are 

asymptomatic – and can remain so while negatively impacting a person’s health. 

Negating condom use and testing could expose one to more risk of contraction than they 

acknowledge.  

The focus group participants often indicated that conversations about exclusivity 

were motivated by a desire to cease condom use. Additionally, focus group data 

uncovered that relationship titles may be more important to some couples than 

conversations centered on specific sexual behaviors. Instead of the explicit exclusivity 

agreements found in past research used to mitigate STI risk (Warren, Harvey, & Agnew, 

2012), our participants indicated that implicit exclusivity agreements might be a more 

frequent and preferred (especially by men in this study) practice – particularly through 

the expectations of sexual exclusivity implied by relationship titles like ‘dating’ or 

‘boyfriend/girlfriend.’ Future sexual health education campaigns might consider the gap 

in risk assessment that an assumption of no STI risk due to the establishment of certain 

relationship titles creates. For example, it may be important for messaging to address the 

importance of coming to explicit agreement about the sexual boundaries of a relationship 
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in addition to the emotional expectations, to discuss that a lack of symptoms is not always 

indicative of no risk, or to encourage conversations about vague terms like ‘dating.’  

Confidence in Pregnancy Prevention and Attitudes Toward Condom Use  

This study’s quantitative findings support the claim that those who perceive less 

pregnancy risk are less likely to hold positive instrumental attitudes toward condom use 

and are less likely to use a condom, and are in line with previous research, particularly 

studies that have found that women on LARCs decrease condom use (Branum & Jones, 

2015) (Cushman, et al., 1998) This research adds to that body of knowledge, specifying 

(1) that women hold negative attitudes toward condom use when using LARCs, (2) that 

men with partners on LARCS - as well as birth control pills – also hold negative attitudes 

toward condom use, and (3) men and women who employ hormonal birth control are 

significantly less likely to use condoms. In this study, the strongest, negative predictors of 

condom use were the use of birth control pills, IUDs, and hormonal implants.  

Condoms were understood—by participants in the focus groups—primarily as a 

birth control method, indicated by the reports that stopping condom use was discussed in 

conjunction with beginning a hormonal birth control method. This was particularly true 

for the men in our study. This is in line with other research that reported only a quarter of 

men and one fifth of women in a nationally representative sample used a condom when 

they/their partner used the birth control pill (Santelli, et al., 1997). There are several 

sexual health implications of this. The most obvious is that hormonal birth control 

methods do not protect against STIs. When we place this in conversation with reports that 

condom use significantly decreases as people transitions from their late teens to their 

early twenties (Center for Sexual Health Promotion, Indiana University School of Public 
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Health, 2017), with the fact that more than half of STI diagnoses effect those 15 to 24 

(Centers for Disease Control and Prevention, 2017), and with the fact that use of 

hormonal birth control methods increases in this age group (Branum & Jones, 2015) – we 

begin to craft a holistic picture of what may be happening. It is possible that as young 

adults age and gain greater access to highly effective, hormonal birth control, they 

perceive less threat of pregnancy and cease condom use. 

From the qualitative perspective, we see some potential reasons for this 

relationship. Previous research suggested that those using the birth control pill use 

condoms inconsistently and as a backup birth control method (Weisman, Plichta, 

Nathanson, Ensminger, & Robinson, 1991). The qualitative results are consistent with 

this, and further underscore a potential prioritization of pregnancy prevention over STI 

prevention. Those using birth control pills and LARCs for birth control reported that 

using those types of birth control methods with their partner meant they did not have to 

worry as much about condom use.  

Public health experts and healthcare providers could encourage those – women 

and men – who rely on hormonal birth control to continue to use condoms for STI 

prevention. It should be noted, however, that a majority of our survey respondents were 

college educated, and that it may take more targeted communication efforts than a simple 

– “This IUD does not protect against sexually transmitted infection” – on the part of 

health professionals to encourage continued use of condoms once pregnancy is no longer 

perceived as a threat. Including information on STI risk and accessible testing options 

along with the information on the effectiveness of hormonal birth control methods when 
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these medications are prescribed could be one way to close the gap between pregnancy 

prevention and STI prevention.  

Although, condoms may not be the only way to mitigate STI risk. The individuals 

in this study found success through open – even if occasionally flawed – communication, 

as well as through STI testing. This supports claims that exclusivity and STI testing can 

be a safe alternative to condom use (Healthier Scotland: The Scottish Government, 2017). 

It may be that, for certain populations, ceasing condom use upon discussing or starting 

hormonal contraception could be a healthy option – when testing and thorough sexual 

health conversations are encouraged. Further research would be needed to explore the 

potential for decentering condom use as the only pathway to STI mitigation.  

Gender Differences  

Gender was not found to be a statistically significant interaction variable for any 

of the predicted hypotheses in this study, nor was any particular variable – aside from 

likelihood of having been STI/HIV tested – found to show significant differences 

between men and women. Attitudes toward condom use was found to have gender 

differences that approached significance, with women having slightly more positive 

attitudes toward condoms than men. Lack of many gender differences in the survey data 

could indicate that men and women in the survey sample are experiencing these 

phenomena in ways that are not inherently determined by their gender. However, the lack 

of gender differences could also be connected to relatively small sample size (N = 124) 

resulting in a lack of statistical power. 

The focus groups, however, uncovered some potentially important differences 

among the men and women’s reports. Prior qualitative research that found less significant 
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differences between adolescent boys and girls than may have been expected (Brown, 

2015). However, in these focus groups, differences, which require further study, began to 

emerge. This study contributes to our overall understanding of how men and women 

differ and converge regarding sexual health by exploring how women and men think and 

talk about sexual health communication, and how that may impact individual and public 

health outcomes.  

STI and HIV testing. The only statistically significant difference between men 

and women found in the survey data was likelihood of having been tested for HIV and/or 

STIs; women in this sample were more likely to report being tested than men. This 

pattern was also reflected focus group data, where four of the five women in the group 

recounted stories surrounding being tested for HIV and other STIs and none of the men 

did. Focus group members were not explicitly asked to indicate whether or not they had 

been tested so this difference may indicate more about men’s comfort level discussing 

STI testing in the focus group instead of their actual testing practices. However, it is also 

possible that the results may point to important difference in exposure to opportunities 

and motivations to be tested between women and men. Particularly, women in the group 

reported that gynecological visits are time when they discuss and have access to birth 

control and regular women’s health screenings. Women in the study also reported testing 

as a practice that had a social element to it – more than one respondent indicated that they 

had gone to get tested with a group of friends. Public health campaigns could look to 

explore this social aspect sexual health in order to normalize testing, as well as address a 

potential gap in men’s motivation or social opportunities to incorporate testing into a 

context where, perhaps, social or emotional risk is mitigated by the presence of trusted 
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friends. For example, university health centers could develop programming that 

encourages students to come in groups of friends for screenings and develop messaging 

that decentered uncomfortable conversations from the topic of STIs and presented that 

communication as a casual way to make important health precautions.  

Stigma and embarrassment. Women in this study reported in the qualitative 

portion of the study that stigma and embarrassment hindered conversations about STIs. 

They were concerned, in part, that their partners would perceive a request for STI 

communication as indicative of sexual promiscuity or irresponsibility. This is interesting 

to consider in conjunction with the problematic assumptions that men made with regard 

to STI risk, which are further discussed below, as well as admittedly negative attitudes 

that men reported toward those who contracted STIs, or even needed to have those 

conversations. Even within a sample that was comfortable enough with sexual health to 

speak to a stranger about their sexual health communication experiences, these women 

found the pressure of these conversations with their partners affected their overall 

experience as well as effectiveness. Public health messaging that addressed stigma – 

perhaps presenting alternative narratives that portrayed those conversations with your 

partner as edifying or worked to undermine assumptions that women who are interested 

in being proactive about their sexual health are sexually immoral or irresponsible – may 

help negate some of the barriers to communication these women perceived.  

Assumptions about STI risk. A number of assumptions about the risk of STIs 

were expressed, particularly by men in the study, that are interesting to explore. First, the 

men indicated a belief that condom use made it impossible for STI contraction to occur. 

While it is certainly true that condoms are an effective way to mitigate STI risk, they are 
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not foolproof, and should not negate testing as an additional or alternative safer sex 

practice. Communication by health professionals about the added benefits of STI 

screenings – as well as information about access to those services – could address this.  

Most interesting with regards to assumptions was the relationship between trust 

and STI risk. Men reiterated their understanding that their overall trust in their partner to 

either (1) not have conducted risky sexual behavior at any time or contracted any 

infections or (2) bring up the topic of STIs herself, were it necessary. When we remember 

that women felt hindered in approaching their partners about the topic by stigma and 

embarrassment, we see that this is a perfect storm for negating the subject altogether. By 

working to decrease stigma associated with STI conversations and testing practices, 

communication and health scholars and professionals can reduce this communicative gap 

between partners and encourage healthier sex behaviors.   

Emotion and sexual health decisions. The differences between men and women 

in our focus group work to combat gender stereotypes, but especially assumptions about 

the intersection of emotion and sex for men and women. Contrary to what stereotypical 

portrayals of gender would indicate, men described as much, if not more, emotionally 

driven decision-making with regards to sex as did women and reported it as being a 

prominent factor in the way they understood sexual health from early points in their 

relationships. Women, in contrast, reported thinking and talking about sexual health – 

particularly STI risk – in ways that acknowledged emotion and affection, but did not 

center it. Communication scholars and public health professionals should not fail to 

acknowledge the emotional component of sexual health decision-making, and should 
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consider that men may be particularly influenced to negate safer sex communication – 

especially regarding STIs – because of their affection for a partner. 

Responsibility for contraception decisions. Previous research found that 

decision-making with regards to birth control was perceived to be “shared in long-term 

relationships” (Brown, 2015). While this was sometimes the case for the participants in 

this study, most of the focus group members said they understood many aspects of the 

contraception decision – particularly what type(s) of birth control to use – to be the 

woman’s decision. Though men in Brown’s study indicated that they believed women 

ought not shoulder all the responsibility, both men and women interviewees also 

indicated an expectation of female responsibility for contraception (Brown, 2015). For 

the men in this study, this was particularly true when they did not genuinely understand 

how their partner’s birth control worked. There was also a reported understanding – 

shared by the women in the study, also – that since hormonal methods were directly 

associated with her body, that the ultimate decision was hers. Women in the study, 

however, did report positive attitudes toward their partner’s supportive involvement in 

the decision-making process, and thus working to better educate men on the available 

birth control options might positively impact couples’ overall perceptions of the 

outcomes of their conversations about contraception. Furthermore, educating men on 

what contraception methods do and don’t provide in terms of sexual health may 

encourage them to consider continued condom use for the purposes of infection 

prevention or encourage STI testing and open communication with their partner. 

Additional Qualitative Insights  
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           Interrelatedness of conversations. The focus groups illustrated just how 

interrelated communication about sexual exclusivity, STIs, and contraception is, as well 

as how much assumption and inference is involved between couples as they 

communicatively navigate these topics. In several cases, participants reported covering 

more than one of the primary topics in the same conversation. This is not necessarily a 

negative practice, however most participants highlighted large gaps in their 

communication with their partners and many, particularly women, noted that they 

experienced regret concerning timing, clarity, and content. Communication scholars 

should note this; at times this overlap in topic muddied the waters and prevented both 

accurate and satisfying conversations for participants. The times and places for 

conversations about exclusivity, contraception, and STI risk may not all coincide. 

Interpersonal professionals, healthcare providers, counselors, and other professionals who 

may intervene in relationship communication should encourage communication skills 

that allow individuals to distinctly establish boundaries between topics so as to cover the 

breadth and depth of conversation to better achieve consensus and clarity.  

Conversations that missed the mark. Participants’ reports of dissatisfaction 

with some of their conversations – particularly the timing and content of STI 

conversations, and particularly for women – indicate an awareness by our participants 

that there is room to improve their safer sex communication strategies. Participants 

thought they should have had sexual health conversations earlier, with the women in the 

group feeling more strongly about this than the men. For many of our participants, these 

negative perceptions of their communication strategies were mitigated by positive health 

and relationship status. It is important to remember, however, that this alone does not 
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reduce risk, and in fact may encourage non-communication has a habit in future sexual 

relationships.  

Earlier conversations on sexual exclusivity, STI status and contraception could be 

important in assessing STI risk accurately and establishing at the onset what each partner 

is comfortable with in regards to sex health. Being clear and upfront earlier was discussed 

as a communicative strategy that women in the sample actively wished for and men in the 

sample indicated would have been beneficial. The women in this study reported a belief 

that explicit sexual health conversations increased relational intimacy, while the men 

thought that explicit conversations lacked romance. It is important to note, however, that 

the participants in this study may have been in the best of situations when it comes to 

romantic or sexual relationships; the women, specifically, may not face the kinds of 

emotional or physical risk that other populations may face when approaching sexual 

health with their partners.  

Communication scholars should look to developing interpersonal strategies to 

help mitigate stigma associated sexual health conversations, particularly those that would 

benefit women in taking a proactive role in initiating conversation about sexual health 

and those that would encourage men to perceive the importance of those conversations. 

Sex health campaigns might look to address this by encouraging early conversations and 

emphasizing the emotional or romantic benefits of such conversations for certain 

populations.  

Methodological Insights  

The mixed method design created a more complete picture of the issues 

surrounding sexual exclusivity, STI status and testing, and contraception. Overall, the 
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quantitative and qualitative data are quite complementary – they verified each other. Both 

the quantitative findings and the experiences reported during the focus groups support the 

relationships between perceived sexual exclusivity and attitudes toward condom use, as 

well as between confidence in pregnancy prevention and attitudes toward condom use. 

Participants in the focus groups likely would have scored high on both the PSE and CPP 

scales, based on the types of responses they gave regarding exclusivity and discussions of 

contraception. Many participants in the focus groups discusses never having used 

condoms or having used them at times, but as a backup birth control method or when 

other methods were unavailable.  

The qualitative results further revealed the interrelatedness of these variables, as 

we see that conversations often address more than one of these sex health factors at a 

time. It is important to note here just how much inference and implication was involved 

in communication, about sexual exclusivity and STIs in particular. The use of mixed 

method designs is particularly useful in the design of public health education campaigns. 

This design helped us understand statistical relationships between variables but also 

generated personal accounts that humanize communication issues that can lead to public 

health problems. All in all, the design of this study allowed us to contribute a more 

holistic, nuanced view of the patterns and communication phenomena that occur within 

the sexual health communication contexts that we explored and for the specific 

population we gained access to, and gave us a way to understand how those 

communication patterns might be changed to encourage healthier sexual decision-making 

and increased satisfaction with communication experiences.  

Theoretical Insights  
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The Integrated Behavior Model was used as the theoretical framework for this 

study, particularly the quantitative portion. Findings from our survey support the model, 

suggesting a pathway from perceived sexual exclusivity or confidence in pregnancy 

prevention to attitudes toward condom use, to behavior. A number of the qualitative 

findings complicate and nuance our understanding of the way this theory translates to 

lived experience, particularly the way emotions and stigma functioned for our 

participants, as well as the observable gender differences in experience and perceptions 

of decision-making processes.  

Remembering that, for the men in this study, affection and attachment weighed 

heavily on their decisions to have or not have conversations about sexual health, this 

prioritizing of emotions colors our understanding of sexual health behaviors through the 

lens of sociocognitive behavior models. Affection may have had an influence on other 

elements of the Integrated Behavior Model – norms, efficacy, attitudes – and affected 

behavioral intent. Emotions are not explicitly accounted for in the model, though ‘other 

factors’ are acknowledged to influence attitudes, norms, and perceived behavioral 

control. Despite their marginal placement in the model, the power of these other factors 

should not be overlooked. 

Stigma also weighed on behavioral intent, particularly for the women in the study. 

In the case of focus group data, much of the behavioral intent discussed was an intention 

to talk with their partners about sexual health topics. Stigma is particularly interesting 

from a theoretical perspective; it could function along multiple pathways of the model. 

Clearly, stigma is rooted in social norms. Perceiving stigmatization or embarrassment as 

a result of addressing STIs with a partner, however, influences instrumental attitudes 
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toward sexual health conversations. The influence of stigma or embarrassment on one’s 

confidence or on the communication skills required to overcome those barriers might 

hinder perceived behavioral control. Factors that play out on multiple levels of IBM 

undercut the apparent linearity that the model can imply.  

Limitations 

This study has several limitations with regards to generalizability. Most obviously 

is the homogenous sample for the overall study. Survey respondents were majority white, 

heterosexual, and highly educated. Though respondents did not report their family 

income, it is safe to assume at least a certain level of affluence, due to much of the 

recruitment efforts being conducted at an expensive, private university.  

The theoretical framework also has its limitations. IBM and its predecessors focus 

on behavioral intentions, and assume and value a certain level of rationality in decision-

making that may not account for the influence of culture, social structures, power 

dynamics etc. Feminist critiques of health promotion and the behavioral models that have 

been used to design interventions underscore that these approaches often ignore 

collective health decisions and influences, as well as the unique expectations, pressures, 

and barriers that women face with regards to their health – sexual health particularly 

(Daykin & Naidoo, 1995). It is the aim of mixed method to account for some of this by 

inviting lived experience in to the data.  

Our qualitative sample faced similar limitations, with an entirely white sample 

with participants from the same institution. Many of the barriers to communication, 

healthcare, and especially sexual healthcare and agency that women face – gender 
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dynamics and power, financial or other dependencies upon their male partner, 

intersections of race, class, and sexuality with gender – are not as prevalent or impactful 

for our sample. The focus groups were small and only one of each group was conducted. 

Many of the themes that emerged should be further studied with larger, more diverse 

groups.  

Finally, it is important to acknowledge the element of selection bias that is present 

in research of this kind. The survey sample had to be comfortable enough completing a 

questionnaire about sexual health topics; this has implications for the kind of experiences 

with sexual health and sexual health communication that our participants may have had – 

potentially limiting our sample to those with experiences and situations that are positive 

enough or safe enough to not dissuade them from taking the survey. For the qualitative 

sample, people who are in relatively healthy relationships and/or are already comfortable 

talking about sex are more likely to participate in the research, narrowing the 

generalizability of our results – particularly with respect to available communication 

strategies and the kinds of positive outcomes that could be expected. Ultimatums, for 

example, may not be a communication strategy available to a woman in a relationship 

with a partner who wields significant power over her safety, finances, or other aspects of 

wellbeing. Additionally, it is important to consider that the relational benefits of sexual 

health conversations reported by some participants may also be related to the privileges 

of safety or security – emotional, physical, otherwise. Selection bias plays a significant 

role in the sample this study gained access to, and therein the claims it can make about 

those whose experience with sexual health communication might look similar to the ones 

reported.  
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Conclusion and Future Directions 

It seems that people recognize, to some extent, the potential for improving upon 

their sexual health communication with their partners. Health scholars and practitioners, 

by working to decrease stigma surrounding sexual health, can empowered people to have 

conversations that they find satisfying and adequately address their sexual health 

concerns. Particular focus should be placed on de-stigmatizing STIs and reframing how 

we think about who is at risk.  Pure information is not enough – our sample was highly 

educated and still was not persuaded to prioritize STI prevention in addition to pregnancy 

prevention.  

Future research into these concepts may look to establish what kinds of messaging 

is most effective in negating stigma and mitigating assumptions about who is at risk for 

sexually transmitted infection. This population reported positive outcomes as a result of 

open communication, and indicated benefits of regular testing. Further research could 

look to explore other populations where thorough communication and regular testing may 

be sufficient to maintain sexual and relational health. Additionally, if individuals in 

healthy, happy relationships that report overall positive health and emotional outcomes 

are experiencing issues achieving satisfactory communication about sexual health, 

however, then it certainly begs the question of what potential communication barriers 

other populations might be facing. Further research could address this, examining broader 

or more diverse samples for ways sexual health communication between partners could 

be improved.  

Particular emphasis might be placed on the unique experiences of LGBTQ 

individuals and people of color in establishing sexual exclusivity and the sexual health 
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topics that surround it. Acknowledging the barriers that women face as a group, with a 

more nuanced look at the intersections of race, class, sexuality and other important 

factors, is important to continue to explore differences between genders.  
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APPENDICES 

Appendix A 

Informed Consent & Survey 

Attitudes toward Condom Use 

Informed Consent: 

Project Title: Instrumental Attitudes toward Condom Use Among College-aged 

Adults         

 

Study Description:  

This is an online research study being conducted by researchers at Wake Forest 

University. The purpose of the study is to explore sexual health topics and 

communication as they related to college-aged adults. In this study, you will be asked to 

answer a series of questions about your experiences and thoughts as they relate to your 

sexual health and behaviors. The surveys will be collected online through a program 

called Qualtrics. The research is for academic purposes. Survey completion takes 

approximately 10-15 minutes. 

 

Your participation in this research is completely voluntary. You may discontinue your 

participation at any time without penalty by closing your browser window. Any 

responses entered to that point will be deleted. You may also choose not to answer any 

question(s) you do not wish to answer for any reason. 

Possible Risks and Benefits     

You will receive no direct benefits from participating in this research study. However, 

your responses may help us learn more about sexual health communication.     There are 

no foreseeable risks involved in participating in this study. However, some of the 

questions that you will be asked may feel quite personal. If responding to questions 

regarding your sexual health and experiences causes you to feel too uncomfortable, you 

are free to discontinue participation completely or skip any question.        

Confidentiality 

The study team will take precautions to protect the confidentiality of your information, 

including collecting no clearly identifying information. Please note, however, that while 

in transmission on the internet, your responses may not be entirely secure. Your survey 

data will be stored on a secure server maintained by Qualtrics. In this data file, your data 

will not be linked to your identity in any way. The downloaded survey data will be kept 

in a secure location. Only authorized study team members will have access to the 
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research records and passwords for office computers and networks will be 

protected.  When research data are no longer scientifically useful, they will be destroyed. 

The information obtained from this study will be used for research purposes only. 

You have the right to ask questions. Contact Leah J Haynes at haynlj12@wfu.edu or 336-

906-9599, or Dr. Mollie Rose Canzona at canzonmr@wfu.edu with questions, 

complaints, or concerns about this research.  

You can also call this number if you feel you have been harmed as a result of your 

participation in this research study. If you have questions about your rights as a research 

subject, contact the Office of Research and Sponsored Programs, 336-758-5888.    

We encourage you to print or save a copy of this page for future reference.     

Electronic Consent      

By clicking "I accept", you indicate that you are at least 18 years old, have read this 

document in its entirety, and you are willing to participate in this research project. Click 

the arrow to advance to the survey.       

If you do not wish to participate, please close your browser window.          

 I accept 

 

Thank you for agreeing to take this survey. You will be presented with a series of 

questions about sex, sex health and communication. You may skip any question that you 

like, but we encourage you to answer all the questions if you feel comfortable doing so. 

Make sure you are paying close attention: you may see some questions that seem out of 

place. These questions are there to ensure the integrity of the survey responses.  

 

Please choose which best describes your age.  

 12-17 

 18-24 

 25-34 

 35-44 
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Please choose which best describes your race or ethnicity. 

 Black or African American 

 Latinx 

 White 

 Native American or American Indian 

 Asian or Pacific Islander 

 Prefer not to answer 

 Other ____________________ 

 

Please choose which best describes your gender.  

 Man 

 Woman 

 Trans-man 

 Trans-woman 

 Genderqueer 

 Non-binary 

 Other ____________________ 

 Prefer not to answer. 

 

Please choose which best describes your sexual orientation. 

 Straight/heterosexual 

 Gay/Lesbian 

 Bisexual 

 Pansexual 

 Asexual 

 Other ____________________ 

 Prefer not to answer. 
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Please choose which best describes your highest level of education. 

 Some high school, no diploma 

 High school graduate, diploma or GED equivalent 

 Some college credit, no degree 

 Trade/technical/vocational training 

 Associate's Degree 

 Bachelor's Degree 

 Master's/graduate Degree 

 Doctoral Degree 

 

Have you been sexually active in the last 30 days? 

 Yes 

 No 

 

Within the last 30 days... 

 

Did not 

have sex 

within 

the last 

30 days 

Never Rarely Sometimes 
Most of 

the time 
Always 

If you had 

sex, how 

often did 

you drink 

alcohol 

beforehand? 

            

If you had 

sex, how 

often did 

you use 

recreational 

drugs 

beforehand? 
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For the following response options, please think about the next time you might have sex. 

Please rate your level of agreement with the following statements.  
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Strongly 

Disagree 
Disagree 

Disagree 

somewhat 

Neither 

agree 

nor 

disagree 

Agree 

somewhat 
Agree 

Strongly 

agree 

Using a 

condom 

next time 

would be 

good. 

              

Using a 

condom 

next time 

would be 

pleasant. 

              

Using a 

condom 

next time 

would be 

comfortable. 

              

Using a 

condom 

next time 

would be 

stressful. 

              

Using a 

condom 

next time 

would be a 

turn on. 

              

Using a 

condom 

next time 

would be 

necessary. 

              

Using a 

condom 

next time 

would be 

smart. 

              

Using a 

condom 

next time 

would be 

healthy. 
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Using a 

condom 

next time 

would be 

easy. 

              

 

 

The following questions are meant to gather information about you and your most recent 

sexual partner. Thinking of your most recent sexual partner, please choose their 

sex/gender.  

 Male 

 Female 

 Other ____________________ 

 

Thinking of your most recent sexual partner, please rate your level of agreement with the 

following statement: My partner and I only have sex with each other. 

 Strongly Disagree 

 Disagree 

 Disagree somewhat 

 Neither Agree nor Disagree 

 Agree somewhat 

 Agree 

 Strongly Agree 

 

How confident are you in your response to the previous question? 

 Not confident 

 Somewhat not confident 

 Neither confident nor not confident 

 Somewhat confident 

 Confident 
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Thinking of your most recent sexual partner, please rate your level of agreement with the 

following statement: Since we began our sexual relationship, I have not had sex with 

anyone but my partner. 

 Strongly Disagree 

 Disagree 

 Disagree somewhat 

 Neither Agree nor Disagree 

 Agree somewhat 

 Agree 

 Strongly Agree 

 

How confident are you in your response to the previous question? 

 Not confident 

 Somewhat not confident 

 Neither confident nor not confident 

 Somewhat confident 

 Confident 

 

Thinking of your most recent sexual partner, please rate your level of agreement with the 

following statement: Since we began our sexual relationship, my partner has not had sex 

with anyone but me. 

 Strongly Disagree 

 Disagree 

 Disagree somewhat 

 Neither Agree nor Disagree 

 Agree somewhat 

 Agree 

 Strongly Agree 
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How confident are you in your response to the previous question? 

 Not confident 

 Somewhat not confident 

 Neither confident nor not confident 

 Somewhat confident 

 Confident 

 

Thinking of your most recent sexual partner, please rate your level of agreement with the 

following statement: My partner and I have sex with other people. 

 Strongly Disagree 

 Disagree 

 Disagree somewhat 

 Neither Agree nor Disagree 

 Agree somewhat 

 Agree 

 Strongly Agree 

 

How confident are you in your response to the previous question? 

 Not confident 

 Somewhat not confident 

 Neither confident nor not confident 

 Somewhat confident 

 Confident 

 

 

The following response options are meant to gather information about sex with your most 

recent sexual partner. Thinking about your most recent sexual partner, please rate your 

level of agreement with the following statements.  
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Strongly 

Disagree 
Disagree 

Disagree 

somewhat 

Neither 

agree 

nor 

disagree 

Agree 

somewhat 
Agree 

Strongly 

agree 

I 

don't 

know. 

I am 

confident 

that sex 

with my 

partner 

will not 

result in 

pregnancy 

 

                

I worry 

about 

unintended 

pregnancy 

when I 

have sex 

with my 

partner. 

 

                

No one 

has ever 

gotten 

pregnant 

from sex. 

 

                

There is 

no risk of 

pregnancy 

for me/my 

partner. 

 

                

Sex with 

my partner 

could 

result in 

pregnancy. 
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Have you had vaginal intercourse within the last 30 days?  

 Definitely yes 

 Probably yes 

 Might or might not 

 Probably not 

 Definitely not 

 

If you have had vaginal intercourse within the last 30 days, what type of birth control 

method did you or your partner use? Check all that apply.  

 Have not had vaginal intercourse 

 birth control pills 

 Depo-Provera (shots) 

 Intrauterine device (IUD) 

 Implanon (implant) 

 Condoms (male and female) 

 Diaphragm/cervical cap/sponge 

 Spermicide (e.g. foam) 

 Fertility awareness (calendar, mucous, basal body temperature) 

 Withdrawal 

 Other 

 Nothing 

 

 

Within the last 30 days, please indicate how frequently you/your partner used a condom... 

 Never Sometimes 

About 

half the 

time 

Most of 

the time 
Always 

Did not 

have this 

type of 

sex 

During 

vaginal 

intercourse 

            

During oral 

sex 
            

During 

anal 

intercourse 
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Have you ever been tested for HIV or a sexually transmitted disease/infection? 

 Definitely yes 

 Probably yes 

 Might or might not 

 Probably not 

 Definitely not 

 

Have you ever been diagnosed with HIV? 

 Definitely yes 

 Probably yes 

 Might or might not 

 Probably not 

 Definitely not 

 

Have you ever been diagnosed with a sexually transmitted infection/disease? 

 Definitely yes 

 Probably yes 

 Might or might not 

 Probably not 

 Definitely not 

 

If you are taking this survey for extra credit in one of your classes, please enter your 

email address below. Your email address will not be associated with any of your 

responses to this survey, and will only be recorded to ensure that you receive credit. If 

you are not taking this survey for extra credit for a class, please choose "Not applicable" 

continue to the next question.  

 Taking for extra credit ____________________ 

 Not applicable 
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Almost done! 

Thank you for your important contribution to this research. Please forward the link to 

others who may be interested in taking the survey! 

I’d like to invite you to participate in Phase 2 of this project. Phase 2 will extend our 

understanding of communication surrounding sexual health between partners of sexually 

exclusive, opposite-sex couples. 

WHO ARE WE LOOKING FOR? 

Wake Forest University students 18 years or older who are in sexually exclusive, 

opposite-sex relationships.  

WHAT WOULD I NEED TO DO? 

Attend one, hour to hour and a half long focus group and share your experiences. 

Participants will be provided with pizza during the focus group.  

INTERESTED? 

You may either contact me via the email address or phone number at the bottom of this 

screen or you may provide me with your email address so I can contact you directly. Both 

you and your partner can participate. In this case, you will be in separate focus groups 

(groups will be divided into men and women). If your spouse/partner isn't interested that 

doesn't matter, you are still very welcome to participate! Please note your information 

will be confidential and private. I will store your contact information in a password 

protected program and will only keep the information long enough to send you the 

materials and conduct the interview. After that it will be erased.  

Here's my contact information: 

Leah J Haynes, MA Candidate, Wake Forest University, Department of Communication 

•Email: haynlj12@wfu.edu 

•Phone: 336.906.9599 

Thank you for joining the effort to accelerate sexual health research! 

 

If you are interested in participating in Phase 2 of the study and would like to be 

contacted by the research team, please enter your email address below. 
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Appendix B 

Focus Group Participant Informed Consent 

Informed Consent  

Project Title: Instrumental Attitudes toward Condom Use Among College-

aged Adults 
 

 

Study Description  
 

This is a focus group research study being conducted by researchers at Wake Forest 

University. The purpose of the study is to learn more about the sexual health 

communication between sexually exclusive, heterosexual couples. In this study, you will 

be asked to participate in a focus group lasting between one hour and one and a half 

hours. You will be asked to respond to questions regarding past conversation with your 

current sexual partner. The research is for academic purposes.  

 

Your participation in this research is completely voluntary. You may discontinue your 

participation at any time without penalty by declining to answer questions or by leaving 

the room. You may also choose not to answer any question(s) you do not wish to answer 

for any reason. 

 

Possible Risks and Benefits 
  

You will receive no direct benefits from participating in this research study. However, 

your response may help us learn more about sexual health communication between 

couples. 

 

There are no foreseeable risks involved in participating in this study. However, some of 

the questions that you will be asked may feel quite personal. If responding to questions 

regarding your sexual health and experiences causes you to feel too uncomfortable, you 

are free to discontinue participation completely or decline to answer any question. 

 

    

Confidentiality 
 

The study team will take precautions to protect the confidentiality of your information. 

Recording devices will record the focus group session so as to gather all of the responses 

that participants give. However, names and other identifying information will be removed 

from the data.  

 

Audio recordings, transcripts, and focus group notes will be kept in a password-protected 

file, accessible only by the study team members. In this data file, your data will not be 

linked to your identity in any way. Once audio recordings have been transcribed, the files 

will be permanently deleted. Only authorized study team members will have access to the 

research records and passwords for office computers and networks will be protected. 
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When research data are no longer scientifically useful, they will be destroyed. The 

information obtained from this study will be used for research purposes only.  

 

Your privacy and the privacy of other team members is of the utmost importance. In 

signing this consent document, you are taking a voluntary pledge to avoid disclosing 

information about your participation in this study to anyone other than research team 

members. However, please note that this pledge is not legally binding, and the research 

team cannot legally prevent focus group members from disclosing information from the 

group’s proceedings.  

 

You have the right to ask questions. Contact The Department of Communication at 336-

758-5405, Leah J Haynes at haynlj12@wfu.edu, or Dr. Mollie Rose Canzona at 

canzonmr@wfu.edu with questions, complaints, or concerns about this research. You can 

also call this number if you feel you have been harmed as a result of your participation in 

this research study. If you have questions about your rights as a research subject, contact 

the Office of Research and Sponsored Programs, 336-758-5888.  

We encourage you to print or save a copy of this page for future reference. 

 

By signing below, you indicate that you are at least 18 years old, have read this document 

in its entirety, and you are willing to participate in this research project.  

 

__________________________________ Participant Name 

__________________________________ Date  

 

__________________________________ Researcher Name 

__________________________________ Date 
 

 

 

 

 

 

 

 

 

 

 

 

Appendix C 
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Focus Group Participant Partner Informed Consent 

Informed Consent 

Project Title: Instrumental Attitudes toward Condom Use Among College-

aged Adults 
 

 

Study Description  
 

This is a focus group research study being conducted by researchers at Wake Forest 

University. The purpose of the study is to learn more about the sexual health 

communication between sexually exclusive, heterosexual couples. In this study, your 

partner will be asked to participate in a focus group lasting between one hour and one and 

a half hours. Your partner will be asked to respond to questions regarding past 

conversations with you—their current sexual partner—regarding establishment of sexual 

exclusivity, contraception, condoms, sexually transmitted infections and testing, and 

other sexual health topics. The research is for academic purposes.  

 

Your consent to be discussed by your partner in this research is completely voluntary.  

 

Possible Risks and Benefits 
  

You will receive no direct benefits from participating in this research study. However, 

your partner’s responses may help us learn more about sexual health communication 

between couples. 

 

There are no foreseeable risks involved in participating in this study. However, some of 

the questions that your partner will be asked may feel quite personal. If you feel 

uncomfortable with your partner disclosing information about you and/or conversations 

that the pair of you have had regarding sex and sexual health, you may decline. 

 

    

Confidentiality 
 

The study team will take precautions to protect the confidentiality of your information. 

Recording devices will record the focus group session so as to gather all of the responses 

that participants give. However, names and other identifying information will be removed 

from the data.  

 

Audio recordings, transcripts, and focus group notes will be kept in a password-protected 

file, accessible only by the study team members. In this data file, your data will not be 

linked to your identity in any way. Once audio recordings have been transcribed, the files 

will be permanently deleted. Only authorized study team members will have access to the 

research records and passwords for office computers and networks will be protected. 

When research data are no longer scientifically useful, they will be destroyed. The 

information obtained from this study will be used for research purposes only.  
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Your privacy and the privacy of other team members is of the utmost importance. In 

signing this consent document, you are taking a voluntary pledge to avoid disclosing 

information about you and/or your partner’s participation in this study to anyone other 

than research team members. However, please note that this pledge is not legally binding, 

and the research team cannot legally prevent focus group members from disclosing 

information from the group’s proceedings.  

 

You have the right to ask questions. Contact The Department of Communication at 336-

758-5405, Leah J Haynes at haynlj12@wfu.edu, or Dr. Mollie Rose Canzona at 

canzonmr@wfu.edu with questions, complaints, or concerns about this research. You can 

also call this number if you feel you have been harmed as a result of your participation in 

this research study. If you have questions about your rights as a research subject, contact 

the Office of Research and Sponsored Programs, 336-758-5888.  

We encourage you to print or save a copy of this page for future reference. 

 

By signing below, you indicate that you are at least 18 years old, have read this document 

in its entirety, and you (signed “Participant Partner” below) are willing to be discussed by 

your partner (study participant) in this research project.  

 

__________________________________ Participant Partner Name 

__________________________________ Date  

 

__________________________________ Researcher Name 

__________________________________ Date  

 

 

 

 

 

 

 

 

 

 

 

 

Appendix D 

Focus Group Script 
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Focus Group Full Script 

 

Welcome and Introduction 

 

Good evening and welcome to our focus group. Thanks for taking the time to join me to 

talk about your sexual health. My name is Leah Haynes/Kory Riemensperger. I’m a 

Master’s student in the Communication Department here at Wake Forest University, and 

the advising professor for this study is Dr. Mollie Canzona. I’m hoping to learn more 

about the kinds of conversations you may be having with your partner about sexual health 

and exclusivity.    

 

You've probably noticed the recording devices. As you know we’re recording the session 

because we don't want to miss any of your comments. People often say very helpful 

things in these discussions and we can't write fast enough to get them all down so this is 

our way of making sure we capture your insights. We will be on a first name basis 

tonight, but we won't use any names in our reports. Our reports will not include any 

information that identifies you and we will all be making a promise to each other not to 

disclose what anyone says here tonight. 

 

Review Informed Consent  

 

I am passing around copies of our informed consent form. You may recognize it from 

when we corresponded by email. Let’s go over the information on these forms. We are 

going to review each item so fully understand how the process will go, what we are doing 

to protect your privacy, and all the issues you should consider before participating. I will 

then give everyone a chance to ask questions and if you want to participate you can sign 

the document. I’ll then give you a copy for your records, and we’ll get started. Does 

anyone have any questions so far? 

 

Review the entire informed consent document, pausing after each section to ask the group 

if they have any question).  

 

Does everyone understand the informed consent form? If so, please sign at the bottom 

and I will come around to collect them and give you a copy. Please remember, even if 

you sign the document you can withdraw from the group at any time. If you no longer 

want to participate you are free to leave. You may also choose to not answer any question 

I pose to the group. You are in control of your participation at all times.  

 

Acquire signatures and distribute additional copies of informed consent. 

 

Establish Ground Rules 

 

Because we’re having a group conversation it’s important to lay a few ground rules so 

that everyone feels comfortable, respected, and heard. 
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1. The first rule echoes what we talked about during the consent process. Please 

respect other group members by not discussing what any participant says during 

the discussion or the identity of any individual present once you leave the focus 

group. As part of the informed consent, you have pledged not to disclose anything 

concerning your participation in the study to anyone other than members of the 

research team. We want everyone to feel safe being as honest as possible during 

this group. To do so everyone needs to take this pledge seriously. However, as we 

already discussed it is also important to know that this pledge is not legally 

binding. We are all relying on each other to maintain the confidentiality of all 

participants. Does everyone feel comfortable respecting the privacy of everyone 

in this room? 

2. Please speak one at a time. Speaking one at a time lets everyone hear and react to 

each contribution. 

3. Please state your name prior to talking so that later we will be able to tell when 

different group members start talking. 

4. Please do not do anything that could cause another member of the group to feel 

uncomfortable, such as singling out an individual for criticism, name-calling, or 

making pejorative comments about any given contribution. All participants need 

to feel free to express their opinions without feeling judged by the group. 

5. Please do not pressure group members to make disclosures. We want to respect 

the boundaries of everyone in the room. 

 

 Does anyone have concerns or questions about the ground rules? 

 Does everyone feel like they can follow the ground rules? 

 

The last thing I'd like you to remember is there are no wrong answers but rather differing 

points of view and different experiences. I’m here to learn from you. Please feel free to 

share your point of view and experiences, even if they differ from what others have said.  

 

Rapport-Building Questions/Comments 

 

Okay, lets get started. Why don't we start with introductions? Please go around the room 

and tell everyone your first name and [insert timely rapport building comments/questions 

as needed. e.g. whether participants attended an unrelated campus event, comment on the 

weather, etc.] 

 

Thank you for introducing yourselves. Let’s begin thinking about the topics we came 

here to discuss. You were asked to participate in this study because you identified that 

you and your current sexual partner are exclusive. When we talk about conversations and 

decisions with regards to sexual health, please think of this relationship when you 

respond.  

 

Topics & Associated Questions 

 

Topic: Sexual Exclusivity 
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1. Think of your current sexual partner: How did you decide to be sexually 

exclusive?  

 Follow-up: What were the reasons you wanted to be sexually 

exclusive? 

2. Tell me about conversations you may have had with your partner about 

becoming sexually exclusive.  

 Follow-ups: What issues did the both of you bring up when deciding to 

become exclusive, what did you say, he say, what were you 

thinking/feeling? 

3. If you didn’t have an explicit conversation, how was the decision made?  

4. Thinking back, how do you feel about the conversation (or the way you 

came to that decision)?  

 Follow up: Clarity? Satisfaction/Regret? 

5. Thinking back, how do you feel about the decision?  

 Follow up: Satisfaction/regret?  

Topic: Sexually Transmitted Infections 

Thank you. Let’s move on to our next topic. For the next portion of our discussion we are 

going to talk about conversations that relate to sexually transmitted infections. A 

reminder that you are in control of your participation. You may choose to opt out of any 

question.  

1. Was the topic of sexually transmitted infections discussed during the 

conversations about being exclusive? 

 If no: why not? 
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2. What did kinds of things did you discuss about sexually transmitted 

infections? 

3. Did you talk about status or testing? 

 Follow-ups: Who brought it up? What did you say, he say, what were 

you thinking/feeling? 

 4. What about outside of conversations about exclusivity, have you discussed 

STI’s at other times?  

 Follow-ups: Who brought it up? When did those conversations 

happen? What did you say, s/he say, what were you thinking/feeling? 

 5. Thinking back, how do you feel about those conversations?  

 Follow-up: Clarity? Satisfaction/regret?  

Thank you. The next part of our discussion will center on contraception.  

Topic: Contraception 

1. Was contraception discussed during the conversations about being 

exclusive? 

 If no: why not? 

2. What did kinds of things did you discuss about contraception during those 

conversations about sexual exclusivity? 

3. Did you talk about pregnancy risk? 

 Follow-ups: Who brought it up? What did you say, he say, what were 

you thinking/feeling? 

4. What about outside of conversations about exclusivity, have you discussed 

contraception at other times? 
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 Follow-ups: Who brought it up? When did those conversations 

happen? What did you say, he say, what were you thinking/feeling? 

5. How do you and your partner decide whether or not to use a condom? 

 Follow-up: Are there times you do not use a condom? What are 

reasons you do not use a condom? 

6. Thinking back, how do you feel about the conversations you’ve had about 

condom use (or the way you come to decision a about condom use)?  

 Follow up: Clarity? Satisfaction/regret?  

7. Thinking back, how do you feel about your decisions?  

 Follow up: Satisfaction/regret? 

Thank you and Closing  

 

Thank you for your participation today. I appreciate your time and insights. We have 

information here to connect you with resources at the University Counseling Center, 

should you wish to reflect or discuss anything that may have arisen for you as a result of 

our conversation here today.  

 

Should you have additional question or concerns with regards to this study, feel free to 

contact Leah Haynes at haynlj12@wfu.edu or Dr. Mollie Canzona at 

canzonmr@wfu.edu. 

mailto:haynlj12@wfu.edu
mailto:canzonmr@wfu.edu


104 

 

Table 2 

Correlations among Study Variables 

  V1 V2 V3 V4 V5 V6 V7 V8 V9 V10 V11 V12 V13 V14 V15 V16 

V1: Attitudes     
                            

V2: Perceived sexual exclusivity -.32** 
 

              

V3: Confidence in pregnancy prevention -.25* 0.1 
              

V4: Sexual activity .47** -.28** 
-0.04              

V5: Alcohol use -.37** 0.01 
0.07 -.77**             

V6: Drug use -.34** 0.13 
0.04 -.71** .57**            

V7: Birth control pills -.30** 0.08 
-0.07 -.39** .35** .39**           

V8: Implants/IUDs -.27** .20* 
.31** -0.15 .25* 0.09 -0.17          

V9: Condoms as birth control .38** -0.01 
-0.1 -.29** .24* .27** 0.02 0.04         

V10: Other birth control 0.01 0.09 
0.07 -0.12 0.09 0.07 -0.04 0.04 -0.12        

V11: None -0.18 0.11 
-0.11 -.30** 0.18 .34** 0.19 -.24* -0.07 0.15       

V12: Condoms during vaginal sex .76** -.36** 
-0.08 .45** -.39** -.34** -.45** -0.16 .33** -0.06 -.40**      

V13: Condoms during oral sex .44** -.31** 
-0.16 .72** -.58** -.54** -.31** -0.17 -0.17 -0.1 -.25* .57**     

V14: Condoms during anal sex 0.13 -0.07 
0.06 0.14 *'-.25 -0.18 -0.09 -0.01 0.07 -0.02 -0.11 .22* .26**    

V15: STD/HIV Testing 0.11 0.09 
-0.27** 0.09 -.20* -0.01 -0.14 -0.15 0 0.04 0.09 0.17 .23* 0.06   

V16: STD diagnoses 0.02 0.85 
-0.17 0.05 -0.06 -0.06 -0.02 0.13 0.05 -0.11 -0.13 0.05 0.08 -0.07 .30**  

*p < 0.05 

**p < 0.01 

**p < 0.001 
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Table 3 

Establishing Sexual Exclusivity – Women & Men 

Women described these 

communication 

phenome/experiences, 

which are characterized by the following properties. 

Making assumptions 

about relationship titles 

 

Dating/girlfriend title implies exclusivity 

Marriage/wife title implies exclusivity 

Outside events triggering exploration of exclusivity assumptions 

 

 

Concluding that previous 

sexual relationships did 

not exist or had ended 

Declaring assumptions that other sexual relationships did not exist and 

waiting for confirming/disconfirming replies 

Asking partner if ‘done’ with previous sexual relationships 

Factors that facilitate 

establishing sexual 

exclusivity  

 

Quality of romantic connection 

Justifying condom non-use 

Men described these 

communication 

phenome/experiences, 

which are characterized by the following properties. 

Making assumptions 

about relationship titles 

Relationship title implies exclusivity 

Long-term relationships implied sexual exclusivity 

Factors that facilitate 

establishing sexual 

exclusivity 

Desire to minimize uncertainty or relationship turbulence 

Desire to build and maintain trust within the relationship 

Emotional attachment or love for their partners. 

 

Table 4 

STI Communication – Women & Men 

Women described these 

communication 

phenome/experiences, 

which are characterized by the following properties. 
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Timing of the 

conversation 

After they had already had sex with their partners 

Immediately before engaging in unprotected sex with their partners. 

Interpersonal 

communication factors 

prompting the 

conversation 

Communication with friends about STIs  

Communication with a medical professional about STIs. 

Preferences or beliefs 

influencing the need for 

the conversation 

Desire to not use condoms 

Not feeling like those conversations were necessary 

Risk factors influencing 

comfort level with the 

conversation 

 

The topic was embarrassing 

They feared judgment and stigmatization from their partners 

There are negative implications for positive STI test results. 

 

Men described these 

communication 

phenome/experiences, 

which are characterized by the following properties. 

Status discussed through 

language of “Are you 

clean?” 

 

Preferences or beliefs 

influencing the need for the 

conversation  

They did not believe themselves to be at risk 

They trusted their partners 

They had known their partners prior to becoming sexually active, and  

STI conversations are more relevant for single people. 

 

Stopping condom use as a 

motivating factor for the 

conversation 
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Table 5 

Contraception Communication – Women & Men 

Women described these 

communication 

phenome/experiences, 

which are characterized by the following properties. 

Timing of conversations Spread across multiple points/moments in the relationship 

Immediately before and during sex. 

Communication through 

ultimatums 

Requiring withdrawal as a consistent practice 

Requiring condom use in addition to other birth control methods  

 

Certain types of 

contraception negotiated 

between partners 

Withdrawal 

Condom use 

Men described these 

communication 

phenome/experiences, 

which are characterized by the following properties. 

Timing of conversations 
Early in the relationship 

During sex 

When there was a change in contraception method 

 

His roles and limitations in 

the conversation 

 

Should agree and support her decisions 

They did not have much input anyway 

 

As an information gathering 

experience/strategy 

Learning what type of birth control method their partner was using 

Learning how effective it was at preventing pregnancy 
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