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(ABSTRACT)

College students are engaging in high rates of
behavior related to risk of infection from Human
Immunodeficiency Virus (HIV) and other sexually
transmitted diseases (STDs). A cognitive-behavioral
skills training program for heterosexual college
females focused on sexual assertiveness skills and the
reduction of risk-related behaviors was designed and
evaluated and compared to an education-only program.

Forty-three heterosexual female undergraduates
completed pre-intervention, post-intervention, and
follow-up assessments of: 1) HIV/STD-related knowledge,
beliefs, and social norms, 2) sexual, alcohol, and
drug-related behaviors (self-reports and monitoring),
and 3) sexual assertiveness role-plays (videotaped).

The participants were randomly assigned to the



education-only group (control) and the education-plus
skills training group (experimental). The focus of the
skills training was on rehearsal of positive
behavioral, cognitive, and social alternatives to risk-
related behaviors with an emphasis on specific coping
strategies.

Analysis of covariance on posttest and follow-up
scores, using pretest scores as covariates, showed that
skills training participants compared to education-
only participants scored higher on sexual assertiveness
skills, specific knowledge of HIV infection, and self-
efficacy to perform lower risk sexual behaviors. Skills
training compared to education-only participants also
reported less frequency of drug use and unprotected
oral sex. Self-efficacy and HIV infection knowledge
score differences between groups were maintained at 1-
month follow-up, although the lower reported frequency
of high risk behaviors was not maintained. However, at
follow-up consumption of four or more alcoholic
beverages on one occasion was reported as less by the
skills training participants and the overall reported
frequency of high risk behaviors also was reported as
approaching significantly less at follow-up by skills
training participants.

Effective and ineffective aspects of this program

as well as the key issue of personal vulnerability and



other barriers and facilitators of behavior change are

discussed.
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SKILLS TRAINING WITH HETEROSEXUAL FEMALES
FOR THE PREVENTION OF HIV INFECTION, OTHER SEXUALLY
TRANSMITTED DISEASES, AND SEXUAL ASSAULT
Introduction
Background

Human immunodeficiency virus (HIV) infection and
acquired immunodeficiency syndrome (AIDS) possess
unique psychological and social ramifications since HIV
infection is preventable if individuals modify the
behavior which brings them into contact with the virus
(Miller, Turner, & Moses, 1990). Therefore,
psychological theories of behavior change should play a
major role in the development of AIDS prevention
programs. This kind of program is also applicable to
preventing other sexually transmitted diseases and, in
some instances, sexual assault.

Prevention programs that influence diverse
populations (e.g. men, women, youth, minorities) are
urgently needed. Preventive interventions must focus
on all persons engaging in behaviors likely to
facilitate HIV infection, which means all sexually
active individuals regardless of sexual orientation or
drug-using history. For example, attention is now
being paid to sexually active teenagers and young
adults (Franzini, Sideman, & Dexter, 1988; MacDonald,

Wells, Fisher, Warren, King, Doherty, & Bowie, 1990;
1



Schinke, Gordon, & Weston, 1990; Miller et al, 1990).
However, minimal evaluation of education or behavior
change strategies exist for these populations (Miller
et al, 1990; Turner, Miller, & Moses, 1989).

A blinded HIV-seroprevalence survey was conducted
at 19 univeristies throughout the United Stated to
estimate the prevalence of HIV infection among
university students (Gayle, Keeling, Garcia-Tunon,
Kilbournce, Narkunas, Ingram, Rogers, & Curran, 1990).
Of the 16,863 specimens in the sample, 0.2 percent (one
per 500 students tested), were positive for antibodies
to HIV. The seroprevalence rate was lower than the
rates found among groups known to be at increased risk
of HIV infection, but the authors concluded that HIV
infection and the potential for its transmission exists
in the college population and prevention efforts are
needed.

STD/HIV-related knowledge, attitudes, and risk
behavior were assessed among college students
(MacDonald et al, 1990). A significiant number of
students reported high-risk behaviors which included
substance use, irregular or no condom use, anal
intercourse, 10 or more partners, or a previous STD.
The reported factors associated with not using a condom
included increased number of sexual partners,

embarrassment about buying condoms, difficulty



discussing condom use with a prospective partner, use
of oral contraceptives, belief that condoms interfere
with sexual pleasure, and insufficient HIV/STD
knowledge. The authors concluded that these factors
are amenable to change and suggested that educational
and behaviorally based interventions with the goal of
broader changes in social norms are needed to improve
condom use and reduce HIV/STD risk.

Many young adult heterosexuals at increased risk
for HIV infection and other sexually transmitted
diseases do not yet recognize their susceptibility, do
not perceive the seriousness of the AIDS threat, or are
not motivated to adopt behavioral modifications
(Kegeles, Adler, & Irwin, 1988). Sexually active
adolescents were knowledgeable and acknowledged the
importance of condoms as preventive methods for
sexually transmitted diseases. Yet, they indicated
negative intentions to use condoms and showed no
increase in condom use or decrease of multiple sex
partners. Misperceptions existed about partners'
attitudes toward condom use. For example, males'
believed partners wanted them to use condoms, when in
fact the females were mildly negative about their
partners using condoms. Additionally, females were
uncertain about males' desire to use condoms when the

males were quite positive about it. These
3



misperceptions continued since males and females
apparently did not discuss condom use. Moreover,
regardless of knowledge and belief in the importance of
condoms for prevention of sexually transmitted
diseases, individuals may not feel personally
vulnerable to contracting STDs from their partners
(Kegeles et al, 1988). Thus , condoms may not be used.
Sexual practices of college women who utilized
gynecologists at a university student health service in
1975, 1986, and 1989 were compared to examine behavior
changes before and after the onset of the current
epidemics of sexually transmitted diseases (DeBuono,
Zinner, Daamen, & McCormack, 1990). The use of condoms
as the usual method of birth control increased from 6
percent to 14 percent to 25 percent in 1975, 1986, and
1989, respectively. The "regular" use of condoms
during sexual intercourse increased to 41 percent in
1989 from 21 percent in 1986 and 12 percent in 1975.
No significant differences were found in the surveys
across the years in the number of male sexual partners
or the frequency of fellatio, cunnilingus, or anal
intercourse. It was concluded that in this population
there has been little change in sexual behavior after
the onset of new epidemics of sexually transmitted
disesases, with the exception of an increase in the use

of condoms. Nevertheless, regular condom use still
4



fell below 50 percent (DeBuono et al, 1990).

A study of heterosexual male college students'
condom use at a state university (Baffi, Schroeder,
Redican, & McKluskey, 1989), concluded programs should
be designed to encourage women to suggest condom use or
provide condoms to their male partners. This
conclusion was based on men reporting they were willing
to use condoms if the suggestion were made by their
partners.

All these studies suggest relatively low levels of
protective behaviors. Protective behaviors may be
increased with programs focusing on communication,
skills training, and normative changes. These programs
need to be guided by behavior change principles.
Behavior Change Strategies and Framework

Fundamental elements of behavior change include:
recognition of a problem, motivation to act, and the
necessary knowledge, beliefs, and skills to perform the
action. However, individual attributes are often not
sufficient to maintain behavior change. Impediments in
the social environment often must be removed if
behavior change is to be supported over time (Turner et
al, 1989). For example, changing norms that support
unprotected sex to "protected sex only" can both remove
a barrier to behavior change and facilitate sustained

change. Thus, the facilitation and maintenance of



behavior change involves education (e.g. information,
skills training, media promotion), motivation, and
support for behavior change (Brownell, Marlatt,
Licktenstein, & Wilson, 1986).

In light of the components and processes of
behavior change, the AIDS Risk Reduction Model (ARRM)
was propsed as "an heuristic device intended to
facilitate the conceptual organization of research on
individual behavior change, and intervention
development and evaluation" (Catania, Kegeles, &
Coates, 1990, p. 55). The general framework is derived
from social psychological concepts related to problem-
solving, health beliefs, self-efficacy, emotional
influence, and interpersonal processess. ARRM is also
basically a stages of change model composed of three
major stages: a) recognition and labeling of high risk
behaviors, b) making a commitment to reduce high risk
behaviors and increase low risk behaviors, and c)
seeking and enacting strategies to obtain these goals.

Behavior change is conceptualized as a process and
interventions must take into account the multiple steps
leading to the final product, i.e., sustained behavior
change. As stated by the authors (Catania et al,
1990), ARRM emphasizes the "goal of understanding why
people fail to progress over the change process" (p.

56). Additionally, the authors highlighted the



importance of incorporating information and instruction
specific to each stage of the change process in
prevention program development. For example, knowledge
of HIV transmission, perceived vulnerablity, and social
networks and norms that influence the labeling of high
risk behaviors as problematic (e.g. use of condoms
implying lack of trust in sexual partner) are critical
components for stage one of problem perception of high
risk behaviors.

More broadly, the conceptualization of AIDS
prevention programs calls for an integrative framework
based on a multilevel approach that considers the
interactive relationships of biological, psychological,
sociocultural, and political/historical factors within
a larger environmental context. Even primarily
psychological (i.e. individual) behavior change
programs must recognize individual behavior is embedded
in a sociocultural context that strongly determines its
characteristics. Attempting to change specific,
intimate behaviors that are carried out on a personal
basis in an interpersonal setting, leads to
examinations of social and cultural factors.

Behavior changes to prevent the transmission of
HIV infection are interpersonal in nature and are
affected by sex role norms, gender, economics, and

culture (Mays & Cochran, 1988). Mays and Cochran



(1988) suggested a number of social, psychological, and
cultural considerations for intervention designs
including: sex serving as a form of financial or
emotional support; physical or emotional abuse
" resulting from a partner's request to take part in
lower risk behaviors; and cultural norms governing
sexual behavior such as virginal women, sex only within
marriage, and female naivete. Rodin and Ickovics
(1990) also addressed the issue of women and AIDS as a
priority item for the psychological research agenda on
women's health issues. They stressed that gender-
related issues must be studied in all areas of HIV
infection, including behavioral risk reduction as well
as the disease process. These issues include
psychological and physiological reactions that may
differ on the basis of sex such as hormonal and genetic
differences, sex roles, social conditions, and
socioeconomic factors that may influence exposure to
HIV and the disease progression.

More generally, it is apparent interventions must
be tailored to the social and cultural realities of a
particular target group. However, it is not clear how
socially and culturally relevant programs are to be
designed and delivered. Formative research is
considered one important aspect of designing

specifically relevant programs targeted to different



population/cultural segments. The formative research
for the present project will be discussed in a later
section.

Interpersonal Intervention for AIDS Prevention

AIDS prevention approaches at the personal and
interpersonal levels encompass attitudes, values,
beliefs, and behaviors related to social behaviors,
sexual behaviors and drug and alcohol consumption. 1In
addition, programs try to develop interventions which
change social network norms in order to support
behavior changes. It is now apparent that educational
interventions can increase knowledge concerning health
risk, but actually the probability of increasing risk
reduction behaviors are influenced by factors other
than knowledge gains (Kelly & St. Lawrence, 1988).
These factors include specific cognitive, behavioral,
affective, social, and environmental influences.

A cognitive-behavioral approach to AIDS risk
reduction via skills training has been implemented and
evaluated for gay men (Kelly, St. Lawrence, Hood, &
Brasfield, 198%a) and heterosexual males and females
(Franzini et al, 1988). The Kelly et al (1989a)
project involved very intensive training in
assertiveness, behavioral self-management, and social
support development. This training consisted of twelve

75- to 90-minute weekly sessions led by two clinical



psychologists and two project assistants. The
experimental intervention for gay men increased AIDS
risk knowledge, increased behavioral skills for
refusing sexual coercions and adoption of "safer sex"
practices, and greatly reduced the reported frequency
of high-risk sexual practices. Maintenance of behavior
change was exhibited at an 8-month follow-up. It is
important to note two critical factors in this program:
the men were highly motivated because of the relative
high risk for contracting HIV and the training was very
extensive (J. Kelly, personal communication, June,
1990).

In contrast, the Franzini et al. study targeted at
heterosexuals revealed continued wide spread practice
of risky sexual behavior for all participants, even
though knowledge increased about the transmission of
HIV. This intervention involved three one-hour
training sessions which included modeling of assertive
interactions, role playing, behavior shaping,
corrective feedback, verbal reinforcement assertiveness
training, and an AIDS educational lecture. Behavioral
training had a positive effect on overall assertiveness
as assessed by role-play ratings, although few
significant findings were shown for individual
components of assertive behaviors. Thus, findings were

apparently not consistent across studies with gay men
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and heterosexuals.

While most studies on sexual behavior are limited
by their reliance on self-report, the inconsistency
between the two studies may be related to two critical
differences between the populations. Gay men often
feel very vulnerable to HIV infection. Heterosexual
college students do not. (Dr. J. Kelly, personal
communication to Dr. R. Winett, June 1990). Further,
as noted, the training in Kelly et al was far more
extensive than Franzini et al, with eighteen vs. three
hours, respectively.

The interpersonal/personal approach to AIDS
prevention with an emphasis on cognitive-behavioral
training apparently has the potential for effective
behavior change if participants not only gain
knowledge, but receive extensive skills training and
acquire a reasonable sense of personal vulnerability.
Additionally, the effectiveness of programs may be
enhanced for different population segments when more
consideration is given to sociocultural factors
affecting initial and sustained behavior change.
Skills Training Interventions for AIDS Prevention

The sexual assertiveness of heterosexual females
is an important skill for preventing HIV infection,
other sexually transmitted disesases, and sexual

assault. A prototype cognitive-behavioral program
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emphasizing sexual assertiveness has already been
developed for preventing sexual coercion (Muehlenhard,
Julsonnet, Carlson, & Flarity-White, 1989). Sexual
assertiveness requires specific skills including
communication skills and assertiveness skills for
sexual situations (e.g. refusing a high risk behavior
and suggesting a low risk alternative, if desired).
Additionally, individuals need to learn and master
technical skills (e.g. how to put on a condom) and
other supportive communication and interpersonal skills
(e.g. refusal skills for sexual activity, asking a
partner to modify sexual behavior by using a condom).

Perceived self-efficacy has been given a primary
role in interpersonal training programs for gaining
control over HIV risk behaviors and situations
(Bandura, 1988). Programs that focus on developing
self-efficacy help individuals to change their behavior
by increasing individuals' belief in their competency
(Turner, Miller, & Moses, 1989).

However, programs based on principles of a social
influence model must not only increase self-efficacy,
but raise the level of general skills and specific
social skills related to the target behavior (Turner et
al, 1989). However, the specific requisite skills for
AIDS prevention, such as using condoms consistently

during sexual intercourse, will depend on an
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individual's sense of "empowerment" or their belief and
ability to appropriately handle one's self in risk
situations.

Skills training intervention procedures typically
include problem-solving, behavioral rehearsal,
modeling, role-playing, practice, feedback, and
social/environmental support. Sexual assertiveness
training for AIDS prevention, in addition, must be
designed in a socially and culturally appropriate way.

Promoting behavior change for AIDS prevention is a
difficult task. The behaviors targeted for change
generally are private; they are immediately
reinforcing; the negative consequences of the behavior
are distant; and the behaviors occur within an
interpersonal/social context. The private nature of
the behaviors being assessed also leads to the inherent
problem of relying on situational role-plays and self-
report of alcohol, drug, and sexual behaviors.

The present research was based on prior work on
interpersonal skills training for HIV prevention.
However, this project sought to use formative research
to better target and refine procedures for heterosexual
females, with the formative research process developing
specific situations and behaviors appropriate for the
target gruop. The formative research step was followed

by a pilot test to further refine and test out
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procedures. This preliminary work is described,

followed by the description of the overall project.

14



FORMATIVE RESEARCH AND PILOT RESEARCH

Focus groups and a pilot study were completed
prior to the development, implementation, and
evaluation of the skills training program. The results
and conclusions were utilized to design the program
format and evaluation.

Formative research included focus groups sessions
with heterosexual females in which participants
completed a set of self-report, attitudinal/belief,
behavioral, and self-monitoring measures regarding
issues of HIV infection and other sexually transmitted
disease prevention (See Appendix B ). The goal of the
focus group was to identify specific role-play
situations for use in the sexual assertiveness skills
training intervention. Overall, the focus group data
indicated college women were highly educated about
general AIDS information as assessed by the the AIDS
Risk Behavior Knowledge Test (Kelly, St. Lawrence,
Hood, & Brasfield, 1989b). This is a 33-item objective
test of practical understanding of high-risk practices
and precautionary behavior changes. Group norms were
reported as supportive of safer sex practices, but
nearly all participants reported involvement in risk-
related situations and behaviors (e.g. sexual
intercourse without a condom, unprotected oral-genital

contact) and all participants estimated their behavior

15



over the past year as involving "slight" to a "good
deal" of risk. (See Appendix C for description of
results).

Based on information gathered from the focus
groups, role-play scenarios were developed to use in
the assessment of sexual assertiveness skills as well
as for training situations in the sexual assertiveness
skills training intervention (See Appendix D). A
knowledge assessment covering specific information
regarding HIV infection, sexually transmitted diseases,
and social and peer norms for this target population
was designed because of the ceiling for general AIDS
information. Individuals' report of perceived
invulnerability, participation in risk-related
activities, and the lack of communication and
assertiveness in sexual situations supported the
premise of this study.

A pilot test of the skills training program was
conducted with a group of five women. Questionnaires
assessing vulnerability, self-efficacy, outcome
expectancy, overall assertiveness, HIV/STD knowledge,
and risk-related behaviors were administered pre and
post intervention. Sexual assertiveness skills were
assessed in role plays with a male research assistant.
Role plays were audiotaped and rated by trained

research assistants on overall effectiveness and
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specific components of sexual assertiveness. (See
Appendix E for questionnaires and Appendix F for Role
Play Rating Form). Participants received four, one
hour training sesssions focused on AIDS risk education,
behavioral self-management, assertive training, and
decision making. Training sessions were discussion-
oriented, involved modeling and role playing of
assertiveness in risk-related situations, and
demonstration and practice of condom-related skills.
Ratings of overall sexual assertiveness as assessed in
the role-plays increased significantly, although actual
risk-related beliefs and behaviors did not change
significantly (See Appendix G for Pilot Study Summary).
A focus group was also conducted for heterosexual
male college students to obtain a "male perspective" on
the issue of increasing sexual assertiveness in
heterosexual females. Males were given the Skills
Training Questionnaire (See Appendix E) and the male
focus group supplement (See Appendix H). The males'
knowledge, beliefs, and behaviors were similar to those
of the females. Males reported a similar level of
HIV/STD knowledge to females (X=13.7, SD=1.77, range
10=16 out of possible 24) as assessed by the newly-
designed knowledge assessment covering specific as
opposed to general information. Group participants

did not feel personally vulnerable to contracting HIV
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or other STDs, felt that safer sex is accepted by
peers, but also took part in risk-related activities
(e.g. sexual intercourse without a condom). The males
were supportive of women being sexually assertive.

Such assertiveness was typically perceived as
beneficial for clarifying feelings and expectations in
a sexual situation. In general, the men felt that
assertiveness would be beneficial for increasing
communication with their partner.

Based on the results from the pilot program the
following changes were made in the overall skills
training program development and evaluation: 1) sexual
assertiveness role-play scenarios would be presented on
videotape using three prompts of increasing difficulty,
with a practice scenario given; 2) skills training
group sessions of greater intensity were designed
consisting of more modeling and feedback from the group
leader and group members (e.g. members practiced
responses to role play situations in subgroups with
feedback by other group members as well as with entire
group with feedback from group leader as well); 3) an
extended risk behavior self-monitoring form was
developed; and 4) a skills use measure was designed to
assess utilization of practice and use of skills

outside of group sessions.
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