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Abstract

Emerging adults account for a significant portion of yearly STI cases with Latinxs living
in border regions often being disproportionally affected. Moreover, Latinas may hold much of
the responsibility for sexual health when compared to their male counterparts; however, culture
may serve as both a protective and risk factor for deleterious sexual behaviors. These disparities
highlight the importance of assessing Latina sexual risk and to a further extent, perceptions of
sexual and reproductive health services. The present study assessed how cultural constructs were
associated with sexual risk and STI testing views among Latinas and how these associations may
be moderated by parental sex messages. It was hypothesized that cultural constructs would be
positively associated with sexual risk and negatively associated with STI testing perceptions;
however, familial communication would moderate these relationships relative to the type of
messages employed. Latina college students (N=444) were recruited from a Hispanic Serving
Institution and completed the following measures: sociodemographics; the Attitudinal Familism
Scale, the Marianismo Belief Scale, the Intragroup Marginalization Inventory, the Child and
Adolescent Sexual Messages Scale, the Sexual Risk Survey, and the Adapted STI Testing
Beliefs measure. Multiple hierarchical negative binomial and hierarchical regressions were
conducted to test these associations. Five of the six hypotheses were partially supported
highlighting nuances in these associations. These present findings indicate that cultural
constructs may serve as both protective and risk factors for sexual behaviors, and familial
messages about sex moderate these relationships. Latinas and their families may benefit from

interventions focused on individualized sex communication to frame culture as a strength.
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Chapter 1: Introduction

Prevalence

Currently, the United States has higher prevalence rates of sexual risk behaviors than
most other industrialized countries (World Population Review, 2022). Sexual risk behaviors are
those that contribute to adverse health outcomes for one or more persons (Senn, 2013) and can
be biologically, psychologically, or socially detrimental (Alonso-Martinez et al., 2021). These
include behaviors such as having multiple sexual partners, engaging in condomless sex, and
having sex while using drugs. At particular risk are ethnic minorities such as Latinx individuals
who may encounter additional barriers to sexual and reproductive health information that white
individuals may not (Phillips et al., 2020). Lack of sexual health information may leave Latinxs
prone to disparate rates of HIV, STIs, cervical cancers, increased number of partners, and sex
without contraceptives among other adverse outcomes (Buhi et al., 2014; Centers of Disease
Control [CDC], 2014; CDC, 2020; McQuillan et al., 2017; Metusela et al., 2017; Santa Maria et
al., 2014). Furthermore, those from U.S./Mexico border regions such as El Paso may encounter a
higher prevalence rate of STIs such as chlamydia and syphilis (Border Report Section 5, 2018).
Although sexual risk consequences impact both sexes, women are held to different standards
within Latinx communities and are influenced by cultural constructs differently than men
(Casique, 2019; Ertl et al., 2018; Guillermo-Ramos, 2009; Manago et al., 2014). It seems
pertinent to determine how women are specifically influenced by certain cultural constructs with
regard to their sexual behaviors.

Increased rates of sexual risk behaviors elucidate the importance of access to Sexual and
Reproductive Healthcare (SRH) services for Latinas. SRH includes services such as prenatal

care, contraception, and abortion which have been associated with reduced maternal mortality



rates (Guerra-Reyes et al., 2021). Aside from affecting their reproductive health, access to these
services benefits their overall healthcare as well (Kingsberg et al., 2019). Other preventative
measures such as mammograms, pap smears, and STI testing are also vital for women’s health
yet are often overlooked when discussing SRH (Price, 2010). Currently, much of the literature
assesses health seeking behaviors in a qualitative manner (Decker et al., 2021). This exposes a
gap in the literature regarding measuring the Latina perspective in seeking sexual and
reproductive services utilizing a quantitative approach.
Sexual Risk, Sexual and Reproductive Healthcare Seeking, and College Students

In addition to Latinas being at increased risk for adverse sexual outcomes, emerging
adults are especially susceptible to increased sexual risk behaviors (Arnett, 2000). Every year,
those aged 15-24 years account for a quarter of those who are sexually active yet comprise 50%
of new STI cases (CDC, 2022; Garcia-Reid et al., 2018). For those who are both Latinas and
emerging adults, this may create overlapping disadvantaged identities. For example, condom use
for college-going Latinas is relatively low (Ertl et al., 2021) which may contribute to an increase
in risk for pregnancy and STIs. Health outcomes associated with risky sexual practices such as
pregnancy may result in a discontinuity of college enrollment (Garcia-Reid et al., 2018). Overall,
young/emerging adulthood confers high rates of health risks (Ertl et al., 2021), suggesting it is
important to determine what constructs specifically impact Latina sexual risk behaviors during
college.

With regard to SRH seeking perceptions, Latina emerging adults may not seek services
for a variety of reasons such as receiving inadequate care, misinformation, or fear (Caal et al.,
2013; Galloway, 2017). For example, Latinx adolescents aged 12-19 are more likely to receive

inadequate care compared to white individuals (Galloway, 2017) which may leave them



vulnerable to misinformation and sexual health risk. In addition, fear of disclosure to their
families and lack of confidentiality from the provider may contribute to Latina emerging adults
seeking services less frequently (Caal et al., 2013). Despite fearing that their family members
may become aware of their SRH access, Latinas demonstrate a desire for accurate SRH
information from their families and report the dissemination of SRH information as vital to their
health (Cashman et al., 2011). Moreover, college students are less likely to exhibit sexual risk
behaviors if more services are made explicitly available to them (Eisenberg et al., 2013). As the
probability of becoming sexually active increases with age, assessing sexual and reproductive
health seeking perceptions in this population is paramount.

To adequately address SRH seeking perceptions, barriers regarding treatment-seeking
must be identified. Identification of salient barriers may allow researchers to narrow the scope as
to which constructs may be most pressing in border communities. Much of the literature
highlights that accessibility and culture are often two types of barriers encountered by Latinxs
when seeking sexual and reproductive healthcare.

Healthcare Seeking Barriers
Accessibility Barriers

SRH services are important for the overall wellbeing of women, making it imperative to
assess sexual heath-seeking behaviors (Kingsberg et al., 2019; National Academies of Sciences,
Engineering, and Medicine, 2021) and potential barriers. Overall, those between 15 to 24 years
of age are most affected by sexual health issues such as contracting STIs, with women of color
being disproportionately affected (Cipres et al., 2017). Latinas in particular exhibit fewer sexual
health-seeking behaviors, such as receiving preventative care, due to a variety of structural

barriers. First, they are more likely to be marginalized by healthcare systems when quality



services are made inaccessible through a lack of funding for clinics most frequented by women
of color (Azmitia-Martinez, 2018). This may perpetuate a distrust of medical professionals in
that their experiences of seeking care may be invalidated. Other barriers include decreased access
to healthcare compared to other U.S. populations (Price, 2010; Planned Parenthood, 2015) to
include inadequate coverage. These gaps in medical coverage may result from working low-
paying and dangerous jobs in emergent Latinx communities (Guerra-Reyes et al., 2021).
Moreover, Latinxs may also be undocumented further restricting available government resources
to access SRH. Additionally, studies have identified how language may serve as a barrier for
seeking SRH care in emergent Latinx communities (Desai & Samari, 2020; Guerra-Reyes et al.,
2021). Overall, these forms of structural barriers, although important and remain present, may
not be as salient in border communities that have an established infrastructure for Latinxs
(Jacquez et al., 2016). It may be pertinent to assess how other barriers such as cultural constructs
may relate to SRH seeking perceptions in these border communities.
Cultural Barriers

Culture plays a central role in the Latinx community, and may contribute to barriers in
seeking sexual and reproductive healthcare by way of social stigma, parental views, and
generational differences. The stigma of being labeled “dirty” for seeking out sexual health
services (Galloway et al., 2017) may be maintained by cultural beliefs such as marianismo.
Latinas may be tentative about seeking SRH services in efforts to avoid being stigmatized since
SRH seeking may go against these beliefs (Bernstein & Cruse, 2021). Furthermore, parental
beliefs may also play a role in Latina’s health seeking behaviors (Caal et al., 2013). Negative
parental beliefs towards SRH have been associated with a decrease in SRH seeking and an

increase in hiding services received such as STI testing (Caal et al., 2013; Morales-Aleman et al.,



2020). In some cases, parents may go as far as interfering with the receipt of services by
discarding informational pamphlets or contraceptives (Caal et al., 2013). Additionally,
generational differences such as being a first-generation Latina versus second or third generation,
may contribute to views on access to SRH (Caal et al., 2013). Specifically, those who are first-
generation may have stricter views about SRH than those in subsequent generations. According
to Morales-Aleman and Scarinci (2016), generational differences in sexual health exist, but these
differences may not be as substantial in communities that straddle both the U.S. and Mexico.
These border communities are distinctive compared to emergent Latinx communities where
travel to Latin America may be more sparse (Jacquez et al., 2016). It is important to further study
college going Latinas on the border and how culture plays a role in sexual health as they have
one of the fastest growing college enrollment rates in the U.S. (Mora, 2022) and are
disproportionately impacted by adverse sexual health outcomes (Sanchez et al., 2016).
Sociocultural Constructs

Cultural values that have been identified to either deter or promote sexual health in
Latinas include familismo, marianismo, and interconnectedness. Familismo (familism) and
marianismo take a central role in those who grow up within the Latinx community (Ertl et al.,
2018). Familism is the notion that one should suppress individual needs for the needs of the
family (Manago et al., 2014). In regard to SRH, if the family is disapproving of obtaining these
services, the individual may be less likely to seek them out or may experience cognitive
dissonance when obtaining them (Caal et al., 2013). Marianismo is the concept that women need
to remain pure until marriage and subjugate themselves to the needs of others (i.e., men; Castillo
et al., 2010). This positions women below men in the familial hierarchy and may deter women

from engaging in intercourse at an early age, but it may also discourage them from bringing up



concerns about sexual health with their male partners (Becker et al., 2014; Ertl et al., 2018).
Moreover, the Latinx community values interconnectedness of family and social support which
have been viewed as protective factors for sexual risk behaviors (Garcia Saiz et al., 2021). Those
who hold interconnectedness in high regard may view group exclusion by way of intragroup
marginalization as detrimental (Castillo et al., 2007; Llamas et al., 2018). Although these cultural
constructs share similarities, they have their own distinct characteristics. Disentangling these
sociocultural constructs further may help identify which subcomponents of certain cultural
constructs contribute to the risk and protection of sexual behaviors.
Familism

A review of the literature has highlighted that the relationship between familism and
sexual risk is nuanced. Some suggest familism to be a risk factor for certain unhealthy behaviors,
while others have suggested it is a protective factor (Velazquez et al., 2017). For sexual health
seeking perceptions, much of the literature has identified negative associations between familism
and SRH seeking (Cuffe et al., 2016), although one study has found a positive association
(Roman, 2020). The subsequent sections will further address discrepancies found in the literature
on how familism is associated with both sexual risk and SRH seeking perceptions and whether
associations are risky or protective in nature.
Familism and Sexual Risk

The sexual health literature posits that Latinas may exhibit disparate rates of sexual risk
for a plethora of reasons tied to familism, two of the most predominant include viewing sex as a
cultural taboo (Cashman et al., 2011; Matsuda et al., 2022; Shaw, 2009) and problems
communicating about sexual and reproductive health (Cashman et al., 2011; Galloway et al.,

2016). Individuals with high levels of familism endorse acting in ways that benefit the family



(Ayon & Aisenberg, 2010) and adhering to family values or mores. In many Latinx households,
sex is seen as a taboo topic and discussing it may go against these values. Reasoning behind the
stigma in discussing sexual health may emanate from the belief that such conversations may
prompt Latinas to engage in sexual activity (Hyde et al., 2013; Peterson-Burch et al., 2018). By
limiting discussions about sex, parents may believe that their children are less likely to engage in
sexual acts. This may not be true; rather adherence to familism values may predispose them to
lower condom utilization intentions (Velazquez et al., 2017). Moreover, one study found that
familism did not affect sexual activity among those who have already had sex (Killoren et al.,
2011). The silence surrounding sexual topics may contribute to vague discussions concerning
safe sex practices (Hyde et al., 2013; Matsuda et al., 2022). When sex is discussed with women
within the home, conversations often focus on purity and abstinence until marriage (Manago et
al., 2014). These topics suggest that abstinence is the extent to which sex should be discussed
which may leave young Latinas vulnerable due to a lack of sexual knowledge and information.
Although well meaning, promoting familistic values may limit communication about sex and
leave Latinas vulnerable to negative health outcomes.

Alternatively, familism may serve as a protective factor in the form of familial support
and interconnectedness. Familism has been viewed as a protective factor for other health related
issues by encouraging adherence to medication, increased communication, and social support
(Corona et al., 2017; Gallegos & Segrin, 2021; Guillermo-Ramos, 2009; Li et al., 2016).
Moreover, familism may encourage close relationships and enable Latinas to model healthy
behaviors exhibited by others in the familial system (e.g. positive sexual health communication;
Streit et al., 2017). For example, those with greater familistic values tend to have more positive

attitudes toward condom use (Velazquez et al., 2017). In addition, the presence of family values



among teenagers who self-identify as virgins has been associated with reduced intentions to have
sex (Killoren et al., 2011), being less likely to engage in oral sex (Espinoza-Hernandez et al.,
2016), and less acculturated Latinas are less likely to engage in sexual risk behaviors (Ertl et al.,
2018). Overall, literature on familism and sexual risk highlights gaps of precision on what
aspects of familism are associated with sexual risk behaviors.
Familism and Sexual Reproductive Health Services

Aside from sexual risk, familism has been negatively associated with sexual health
service utilization for reasons associated with parental views, familial honor, and subjugation of
self (Barral et al., 2019; Caal et al., 2013). Negative maternal views of pap smears may deter
young Latinas from seeking regular SRH services (Caal et al., 2013; Perez & Cruess, 2011).
Forgoing necessary annual health exams related to sexual health may leave Latinas vulnerable to
health issues such as HPV and cervical cancers. In relation to STI testing, adolescents and young
adults have reported a decrease in STI testing while on their parent’s insurance (Cuffe et al.,
2016). This may indicate that Latinas are hesitant to bring awareness of their sexual status to
their parents (Cuffe et al., 2016). In addition to negative parental views on testing affecting the
utilization of services, the conflict between SRH needs and adherence to familial values has been
associated with detrimental effects on Latinas such as increased stress (Caal et al., 2013). For
example, there may be a potential to dishonor the family through contracting an STI leading to
the stress of deciding whether or not to seek treatment or testing because their parents may find
out (Gillmore et al., 2011). Moreover, fear of family disapproval and familism have also
permeated into other marginalized group’s diminished motivation to obtain STI testing (Collazos
et al., 2019). This focus on family indicates that despite Latinas becoming adults, parents may

still influence how daughters seek sexual and reproductive healthcare (Caal et al., 2013). These



factors may also contribute to shame at broaching topics of sexual and reproductive health in fear
of disrespecting parents or to avoid burdening the family with health problems (Caal et al.,
2013). Overall, the above studies suggest that it may be important to study Latina sexuality while
taking family and cultural values into consideration.

Conversely, familism has been associated with other forms of SRH treatment seeking in
which recommendations from family members may persuade one to receive HPV cancer
screenings (Roman, 2020), although studies assessing a similar association with STI testing have
not been identified. A dearth of literature on the positive association between familism and STI
treatment perceptions indicates a need for further research. In summary, the discrepancies
between aspects of familism being risk or protective factors for sexual risk and STI testing
perceptions suggest a need to further examine these relationships with more scrutiny.
Marianismo
Marianismo and Sexual Risk

In addition to familism, Latinas are expected to follow marianismo scripts which
contribute to sexual risk behaviors by way of sexual passivity, attitudes towards condoms, and
sex communication (Villar-Loubet et al., 2011). These scripts contain expectations that women
should remain pure until marriage and be submissive to men (Ertl et al., 2018; Caranza, 2013).
Marianismo beliefs may enable Latinas to remain passive in regard to sexual behaviors (Ertl et
al., 2018) and place others’ needs or wants before their own. By deferring their needs, they may
be less likely to enforce condom use if their partner refuses to use protection (Ertl et al., 2018).
Furthermore, recently immigrated Latinas who display greater sexual risk hold more marianismo
beliefs about being pillars to the family (Ertl et al., 2018). This indicates that Latinas who view

their role as a source of strength for their families may not prioritize their needs or wants



regarding sexual health and instead focus on areas that may be more important to the family unit.
Marianismo family pillar beliefs have also been negatively associated with sexual precursor
behaviors for adolescents, but these have the opposite effects in older Latinas (Sanchez et al.,
2016). These age effects emphasize a need to study emerging adults separately from both
adolescents and older adults. Traditional gender roles of marianismo have also been associated
with decreased condom use and increased negative attitudes towards utilizing condoms
(Velazquez et al., 2017). While women hold much responsibility surrounding family planning,
they are in submissive roles that interfere with their abilities to bring up topics of a sexual nature
(Castillo & Caver, 2009; Ertl et al., 2018; Lescano et al., 2009; Villar-Loubet et al., 2011).
Furthermore, Latinas who display increased subordination or silencing marianismo beliefs may
feel unable to negotiate condom use with partners (Castillo & Caver, 2009; Castillo et al., 2010;
Lescano et al., 2009; Moreno et al., 2011). This may contribute to increased adverse sexual
health outcomes even within monogamous relationships. According to Guarini et al. (2011), as
Latinas acculturate to living in countries that hold more liberal views concerning sex (e.g., U.S.)
they may exhibit more sexual risk behaviors. This phenomenon is known as the immigrant
paradox in which protective factors are lost through acculturation (Guarini et al., 2011). In
border cities that have an eclectic culture, acculturation may not play such a predominant role as
it does in other parts of the country. This highlights a need to assess how marianismo may be
associated with sexual risk in these communities.

Despite marianismo contributing to sexual risk through sexual silence and an inability to
communicate about sexual health, marianismo may also contain positive aspects. For example,
marianismo may delay sexual onset and encourage a smaller number of partners (Becker et al.,

2014). In addition, marianismo beliefs of remaining pure have been associated with fewer sexual
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risk behaviors (Ertl et al., 2018). Guilt and shame surrounding sex may work to mitigate some
risks, but it may not be true in all instances. The associations between sexual risk and
marianismo beliefs should be further scrutinized to determine whether certain components of
marianismo are either protective or risk factors for detrimental sexual behaviors in emerging
adults.
Marianismo and Sexual Reproductive Health Seeking

As marianismo may influence sexual risk behaviors, it may also impact sexual and
reproductive health, namely STI testing perceptions. Latinas may already avoid discussions with
partners about sexual health for fear of being seen as promiscuous or any other repercussions that
may be associated with communication (Levinson et al., 2018); however, this fear and avoidance
have not yet been attributed to marianismo beliefs. As Latinas have more disparate rates of
sexual risk associated with marianismo beliefs, it is important to assess whether these beliefs are
also associated with STT testing perceptions in order to promote Latina sexual wellbeing.
Marginalization
Marginalization and Sexual Risk

Given that the U.S./Mexico border region is predominantly Latinx (87%; Texas
Population Projections, 2018) general discrimination may be encountered less often by Latinas
(Krogstad & Lopez, 2020). A more nuanced assessment of discrimination such as intragroup
marginalization may better capture instances in which Latinas encounter marginalization from
their own ethnic group rather than from those outside their ethnic group.

Discrimination in general has been linked to many adverse outcomes in the Latinx
community such as psychological distress (Sanchez et al., 2016), sexual risk (Ertl et al., 2022;

Sanchez et al., 2016), and increased pregnancy-related stress (Rosenthatl & Lobel, 2018),
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although literature on intragroup marginalization and sexual risk is sparse. Intragroup
marginalization is the concept in which individuals may be marginalized by others within their
family, friend, or ethnic groups (Castillo et al., 2007). Latinas may experience intragroup
marginalization while attending college due to possible incongruencies between cultural values
and the expectations of college culture through acculturative stress (Castillo et al., 2008;
Thornhill et al., 2021; Rischall & Meyer, 2019). These experiences with intragroup
marginalization may contribute to sexual risk behaviors such is the case with general
discrimination. In prior literature, intragroup marginalization has significantly predicted other
adverse health outcomes such as increased rates of depression and anxiety symptoms in Latinas
(Mata-Greve & Torres, 2019). These forms of psychological distress as a byproduct of general
discrimination have also been related to increased sexual risk behaviors (Sanchez et al., 2016).
Further research is required to determine whether intragroup marginalization may also be
directly related to sexual risk behaviors.

Alternatively, a lack of intragroup marginalization in the form of a positive affiliation
with one’s family, friends, and ethnic group may be protective. Garcia-Reid et al. (2018)
identified that Latinx adolescents with strong ethnic group identification displayed lower levels
of sexual risk behaviors; however, this association has not been established within emerging
adults. Greater sexual well-being has been associated with positive affiliation to a person’s own
ethnic group and stronger commitment to their ethnic identity (Garcia-Reid et al., 2018). Family
support and orientation have also been linked to healthier sexual practices such as fewer sexual
partners for adolescents (Caal et al., 2013). This commitment to ethnic identity and family may
serve as a protective factor for risk-taking. Intragroup marginalization must be explored more

closely to determine the impact of marginalization on Latina sexual behaviors.
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Marginalization and Sexual Reproductive Health Services

Less is known about associations between intragroup marginalization and STI testing
perceptions. Previous literature has suggested that marginalization by others enacted through
stigma or gossip may dissuade women from utilizing SRH services (Hall et al., 2018). The focus
on interconnectedness and support systems in Latinx communities may either discourage or
encourage Latinas to seek out services contingent upon group views. The paucity of literature on
how intragroup marginalization may be associated with STI testing perceptions indicates a need
for further research.
Parental "Communication
Communication and Sexual Risk

Sociocultural factors also contribute to communication between parents and emerging
adult Latinas in which conversations about sex may be gendered and heteronormative,
disregarding pertinent information for safety (Ertl et al., 2022). This could take many different
forms such as focusing on abstinence and placing the responsibility of sexual safety on women.
Information provided may also fail to address the reasoning behind what is asked of Latinas,
such as being asked to dress more conservatively when men are around (Espinoza-Hernandez et
al., 2016). Sexual messages such as these may contribute to verguenza (shame) about one’s body
and to a further extent, sex (Espinoza-Hernandez et al., 2016). These messages may not prepare
Latinas when having sexual encounters, thus leaving them at risk for a variety of negative health
outcomes such as STIs.

Despite these pitfalls, sexual standards that promote shame in young women in Latinx
communities may be protective in that they discourage young girls from having sex (Espinoza-

Hernandez et al., 2016). In essence, parental-adolescent sexual communication has been
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identified as one of the best predictors of risky sexual behavior (Gaioso et al., 2015; Lantos et al.,
2019; Padilla-Walker, 2018). This communication with parents has also been related to delayed
sexual onset although it may be less effective at stopping sexual behaviors in teens who have
already begun to have sex (Grossman et al., 2019; Killoren et al., 2017). Parental involvement in
the form of monitoring a child’s whereabouts has also been associated with decreased sexual risk
in adolescent girls (Ethier et al., 2016) but the same association has not been observed in
emerging adults. These inconsistencies about the relationship between communication and
Latina sexual risk indicate a need to further assess how families communicate about sex and how
this may impact emerging adults’ sexual behavior.
Communication and Sexual Reproductive Health Services

Moreover, communication about sex may encourage positive STI testing perceptions.
Sexual communication has been associated with intentions to utilize condoms in future sexual
interactions (Eversole et al., 2016; Malcom et al., 2013), and this may potentially extend to STI
testing views. In addition, communicating with extended family members may be beneficial as
Latinas may be more open to discussing contraception and safe sex (Grossman et al., 2019). This
ability to communicate about safe sex with family may engender Latinas with more positive
views of STI testing and sexual wellbeing. The type of communication and the association with
STI testing perceptions, however, have not been previously assessed. The discrepancy between
communicating about sex and the influence that it may have as a protective or risk factor for both
sexual risk behaviors and STI testing views suggests that communication may have a more

nuanced effect in which the content of parental messages plays a critical role.
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Theory

Nuances in Latina sexual health outcomes call for a closer assessment of cultural
constructs and sexual behaviors and how these relationships may be impacted by familial
conversations about sex. This interplay may be best observed through an intersectionality lens.
The intersectionality lens, which is credited to Crenshaw (1991), may be used as both a
framework and theory. Intersectionality suggests that social identities are interdependent and a
person may have different levels of oppression and privilege based on those differing identities.
Many other studies have suggested that the intersectionality perspective is important when
assessing the sexual and reproductive health of minority women (Clonan-Roy, 2019; Ertl et al.,
2022; Houk, 2021; Rosenthal & Lobel, 2020).

This framework accounts for the multiple marginalized identities a person may have and
how these overlapping identities may provide both advantages and disadvantages (Ertl et al.,
2022; Warner et al., 2018). Identities are interwoven and to study one identity, researchers must
take into consideration other identities that bring into context individual experiences while
accounting for sociostructural positions (Warner et al., 2018). Latina values such as familism and
marianismo hold strict positional expectations that influence them in ways that are different from
men within the same ethnic group and different from other ethnic minority women. These
identities do not work in isolation and should be investigated in a non-additive way as is
evidenced by nuanced findings in prior literature. This study postulates that the different
identities of Latinas as women, Latinx, daughters, and how they view those roles in terms of
familism, gender, and community may be associated with sexual health behaviors; how they

communicate with their families about sex may moderate these relationships.
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The Present Study - Study Aims and Hypotheses

The present study aimed to fill gaps within the literature in which cultural constructs such
as familism, marianismo, and intragroup marginalization may play dual roles as protective and
risk factors for deleterious sexual behaviors and STI testing perceptions. This was done within
the framework of intersectionality theory to better capture how these factors are uniquely
moderated by different types of familial communication. Hypotheses are the following: 1)
Higher levels of familism will be associated with increased sexual risk behaviors; however,
parental communication about sex will moderate this relationship relative to the types of
messages employed (Figure 1); 2) Higher levels of marianismo will be associated with increased
sexual risk; however, greater communication about sex will moderate this relationship relative to
the types of messages employed (Figure 2); 3) Higher levels of intragroup marginalization will
be associated with increased sexual risk behaviors; however, greater communication about sex
will moderate this relationship relative to the types of messages employed (Figure 3); 4) Higher
levels of familism will be associated with more negative STI testing views; however, greater
levels of communication about sex will moderate this relationship relative to the types of
messages employed (Figure 4); 5) Higher levels of marianismo will be associated with more
negative STI testing views; however, greater levels of communication about sex will moderate
this relationship relative to the types of messages employed (Figure 5); and 6) Higher levels of
intragroup marginalization will be associated with more negative STI testing views, and this

relationship will not be moderated by familial communication (Figure 6).
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Chapter 2: Methods
Participants

An a priori power analysis using G*Power, a statistical analysis tool, determined 453
participants would be required for adequate power. The test family was set to F tests and the
statistical test was set to linear multiple regression: Fixed model, R? deviation from zero. Power
was set to .80, a =.05, and effect size was set to f>=.046. Effect size was determined from a
correlation between marianismo and sexual risk behaviors (e.g., number of sexual partners,
condom use) that was derived from a study investigating the relationships between cultural
beliefs and sexual risk among Latinx emerging adults (» = -0.21; Ertl et al., 2018). Moreover, a
second correlation between marianismo beliefs (e.g., importance of female virginity) and sexual
risk behaviors (» = 0.26, Deardorff et al., 2013) was obtained. Another correlation between
attitudinal familism and parental adolescent communication (» =.34; Barber, 2011) was also
identified. However, because the latter two correlations were larger, the former correlation was
used for the power analysis to detect the smallest possible effect size. The number of predictors
was set to 18 to account for all the subscales of the variables including the moderator.

Five hundred and two participants were ultimately recruited for the present study.
However, 48 were excluded for not meeting the inclusion criteria. Inclusion criteria for the
present study consisted of participants being female, college students, between the ages of 18-25,
and self-identifying as Hispanic/Latina. An additional 10 participants were excluded for not
passing at least three of the four attention checks. This resulted in a final sample size of 444
Latina college student responses (Mauee = 20.01, SD = 2.13) retained for analyses.

Measures

Independent Variables
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Sociodemographic. A 32-item demographic questionnaire assessed participants’ age,
ethnicity, education level, parental education level, and parental income (Appendix A).
Furthermore, sexual orientation and current relationship status were also assessed.

Attitudinal Familism Scale. The Attitudinal Familism Scale (AFS; Steidel & Contreras,
2003; Appendix B) measured beliefs and attitudes about a person’s family. This 18-item scale
contained four subscales: familial support, family interconnectedness, familial honor, and
subjugation of self for the family. Questions were answered on a 10-point Likert scale from (1)
strongly disagree to (10) strongly agree. Scores were then summed to obtain a total familism
score that ranged from 18-180. Internal consistency of this scale was adequate (o =.83) and
similar to that of past studies (o =.83; Steidel & Contreras, 2003).

Marianismo Beliefs Scale. The Marianismo Beliefs Scale (MBS; Castillo et al., 2010;
Appendix C) is a 24-item questionnaire consisting of 5 subscales that assessed family pillar
beliefs (whether a woman is the source of strength for her family), virtuous and chaste beliefs
(remaining virginal and pure until marriage), subordinate beliefs (respecting men’s opinions and
subjugating themselves to other’s needs), silencing self to maintain harmony beliefs (which
includes not discussing topics pertaining to sex and personal feelings), and lastly spiritual pillar
beliefs (responsibility of the family’s spiritual growth). Items were answered on a 4-point Likert
scale ranging from (1) strongly disagree to (4) strongly agree and then calculated as mean scores
within each subscale and a grand mean for an overall score. Internal consistency for the present
study was excellent for all subscales (a0 = .76 - .90).

Intragroup Marginalization Inventory. The Intragroup Marginalization Inventory
(IMI; Castillo et al. 2007; Appendix D) is a 42-item questionnaire consisting of 3 subscales

assessing marginalization from family, friends, and others of the same ethnic group. Items were
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answered on a 7-point Likert scale from (1) Never/Does Not apply to (7) Extremely Often.
Scores from each item were summed to calculate a total score for each of the subscales. Example
items included, “My family has a hard time accepting my new values” and, “People of my ethnic
group say that I have changed”. This measure demonstrated acceptable reliability for all
subscales in the present study (a = .81 - .85).
Moderator Variable

Family Sex Communication Quotient. The Family Sex Communication Quotient
(FSCQ; Warren & Neer, 1986; Appendix E) is an 18-item questionnaire which measures the
quality of family communication about sex. The three subscales include comfort, quantity of
information, and value ascribed to sexual information. Questions were answered on a 5-point
Likert scale from (SA) strongly agree to (SD) strongly disagree on participant perceptions
regardless of whether or not they had talked about sex to their parents. The total scores were
obtained by adding up item responses. An example item included “I feel better informed about
sex if I talk to my parents.” This scale demonstrated high reliability in prior studies (o = .92;
Warren & Neer, 1986); however, in the present study reliability varied from poor to excellent.
The value subscale in particular demonstrated the lowest reliability (o = .24) followed by the
information subscale (o = .79) and the comfort subscale (o = .92). Since one of these subscales
demonstrated poor reliability, the Childhood and Adolescent Sexual Messages Scale was utilized
for analyses instead.

Childhood and Adolescent Sexual Messages Scale. The Childhood and Adolescent
Sexual Messages Scale (CASMS; Kim & Ward, 2007; Appendix F) is a 36-item questionnaire
that measures the frequency of different types of sexual themes adolescents felt were reinforced

by parents. Questions were answered on a 4-point Likert scale from (0) none to (4) a lot in which
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higher values indicated greater amounts of parental communication on specific themes. These
subscales include acceptance (sex is a normal aspect of life; o = .81), gendered sex roles (men
initiate sex while women are passive and limiting; o = .92), abstinence (sex should only occur
within a marital relationship; a = .89), relational (sex should occur only in a loving relationship;
a = .88), and taboo (sex should not be discussed; a = .85). This scale demonstrated adequate
reliability for the taboo subscale (o = .74) and excellent reliability for all other subscales (o = .84
- .92) in the present study.
Dependent Variables

Sexual Risk Survey. The Sexual Risk Survey (SRS; Turchik & Garske, 2009; Appendix
G) is a 23-item survey in which sexual risk behaviors were described and participants indicated
how often they had engaged in those behaviors over the past 6 months. Raw scores required
recoding to account for the negative skew. Frequencies from each item were recoded so that
frequencies of 0 were coded as “0.” The remainder of the frequencies were recoded in the
following manner: the first 40% of the frequencies were coded as 1, the next 30% of frequencies
were coded as 2, the following 20% of frequencies were coded as 3, and the final 10% of
frequencies were coded as 4. Recoded scores were then summed to obtain a total score. Subscale
scores were also totaled once recoded. The five subscales included: sexual risk-taking with
uncommitted partners, risky sex acts, impulsive sexual behaviors, intent to engage in risky sexual
behaviors, and risky anal sex acts. The internal consistency of the measure in the present study
was adequate for the uncommitted (o = .88), risky sex acts (o = .84), impulsive sexual behaviors
(a = .70), and risky anal sex acts (a = .81) subscales, but poor for the intent to engage in risky

sexual behaviors subscale (o = .48).

23



Adapted Health Belief Model Scale for STI Testing. The Adapted Health Belief Model
Scale for STI testing (HBM; Appendix H) is a 36-item survey that was adapted to measure views
on testing for STIs. Items were answered on a 5-point Likert scale ranging from (1) strongly
disagree to (5) strongly agree. This survey was comprised of five subscales used to measure the
benefits of getting tested for STIs, barriers to getting tested, seriousness of STIs, susceptibility to
STIs, and health motivators. Example items included: “Health professionals doing STI tests are
rude to women” and “I would be ashamed to lie on a gynaecologic examination table and show
my private parts to have an STI test.” The validity of this adapted measure was assessed through
a laboratory pilot test. Afterwards, minimal modifications were made to keep the integrity of the
original measure. The survey demonstrated adequate reliability (a = .65-.86) which is similar to
the original survey assessing cervical cancer and pap smear testing views (a =.86; Guevenc et al.,
2010).
Procedure

University Institutional Review Board approval was obtained prior to data collection.
Data were collected from June 7th, 2023 to October 20th, 2023. Measures were counterbalanced
and entered into Qualtrics, an online survey platform, to mitigate order effects (Allen, 2017).
Participants were recruited via SONA, a secure web-based recruiting system, and asked to sign a
separate online consent form on Qualtrics to protect confidentiality. Once consent was obtained,
voluntary participants were directed to complete a series of questionnaires. Subsequently,
participants received course credit for completing the survey, were debriefed regarding the study,
and were provided with university and community resources (i.e., Counseling and Psychological

Services, Planned Parenthood) to encourage safer sex practices.
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Approach to Analyses

Descriptive analyses were used to generate participant characteristics on familism,
marianismo, intragroup marginalization, family communication, sexual risk behaviors, and STI
testing views among Latina college students on the U.S./Mexico border. Predictors were mean-
centered to reduce nonessential multicollinearity between the interaction terms and main effects
and to improve interpretability. Given that sexual risk was calculated using count data, an
overdispersion of zero values was to be expected in which either a Poisson or Negative Binomial
regression would be appropriate (Green et al., 2021). A Poisson regression was conducted to test

the main effects of the independent variables on sexual risk. The resulting model had a ﬂz to

degrees of freedom ratio greater than 1.2 indicating an overdispersion of data in which a
Negative Binomial model would be a more appropriate approach (Osborne et al., 2017; Payne,
2017). Furthermore, the Poisson and Negative Binomial models were compared using Akaike’s
Information Criterion (AIC; see Table 1). The Negative Binomial regression model with
estimated parameters had a lower AIC value (2421.54) than the Poisson model (3423.93)
indicating that the former was a better fitting model. Analyses were conducted using a
hierarchical negative binomial regression approach to reduce the probability of type 1 error
caused by an overly restrictive variance assumption (Omari-sasu et al., 2016). In addition, a
Bonferroni correction was utilized to account for type 1 error due to the amount of pairwise
comparisons conducted. Corrected alpha levels were obtained by dividing .05 by the number of
subscales tested for each hypothesis. The Bonferroni adjusted alpha now indicated significance
for the main effects of familism constructs at p<.0125 (.05/4), for marianismo constructs at

p<.01 (.05/4), and for intragroup marginalization constructs at p<.016 (.05/3).
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A series of hierarchical negative binomial regression models were used to test for main
and interactive effects and to determine if the moderator (i.e., family communication(Z1))
affected the relationship between the cultural constructs (e.g., familism (X1), marianismo(X2),
intragroup marginalization (X3)) and sexual risk-taking (Y1). Furthermore, hierarchical
regressions were also used to test for the main and interactive effects on STI testing views (Y2).
Hierarchical analyses were conducted in the following order: 1) Regression of Y on X. 2)
Regression of Y on X and Z. Statistical changes in R? during step two implied a predictive effect
of the moderator on Y. 3) Regression of Y on X,Z and the cross product term X*Z. A statistical
change in R? during step three suggested a significant moderation effect of Z on the relationship
between Y and X. SPSS Process 4.2 (Hayes, 2022) was used for further interpretation and
visualization of statistically significant moderation effects.

Table 1: Model Information Criteria for Predicting Sexual Risk

Criterion Poisson Negative-Binomial
Value df  Value/df Value df Value/df

Pearson Chi-square  1959.30 379 5.17 297.05 378 786

Log likelihood -1696.97 -1194.77

AIC 3423.93 2421.54

BIC 3483.58 2485.16

Note. AIC: Aikaike’s Information Criterion; BIC: Bayesian Information Criterion.

A missing data pattern on SPSS (2020) was used to determine the missing data
mechanisms. The missing data percentage displayed was set to 0.01 to identify the lowest
amount of missing data from the variables of interest. The resulting pattern highlighted minimal

amounts of multivariate data missing completely at random. Specifically, only the sexual risk
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total and anal sex variables had missing data over 5% (8.3% and 6.5% respectively; Figure 7).
Since the sexual risk total and anal sex variables violated the 5% threshold, the next step was to
proceed with multiple imputations (Kontopantelis et al., 2017). Two imputations were required
for sexual risk total and anal sex according to von Hippel’s (2020) two-stage calculation using a
quadratic rule (Figure 8). After multiple imputations in SPSS (2020), skewness and kurtosis were
used to assess whether the data were normally distributed. Using cut-off scores of |Sk|<2 and
|Ku|<7 as guidelines (Kim, 2013), all of the variables were normally distributed except for risky
anal sex (|Sk| = 6.060, [Ku| = 63.774) and intent to engage in risky sex (|Sk| = 2.827, |[Ku| =
10.306). Since sexual behaviors can be considered count data, in which non-normality is to be
expected due to the overdispersion of zeros (Green et al., 2021), these scales were not modified

as a negative binomial analytical approach was more appropriate (Green et al., 2021).
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Figure 7: Missing Data Patterns of Model Variables to Determine the Missing Data

Mechanisms

Note. Depicts missing data patterns for all model variables to determine the pattern of missing
data mechanism and is consistent with MCAR.
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Figure 8: von Hippel’s Multiple Imputation Formula
Note. Formula utilized to determine the number of imputations required for missing data.

Chapter 3: Results

Descriptive Analyses

Participants in the study were 100% female with a mean age of 20.01 (SD = 2.13; see
Table 2) and 89.2% of participants reported still living at home with their parents. Furthermore,
78.7% of participants identified as heterosexual, 11.8% as bisexual, 2.2% as lesbian, 1.8% as
asexual, and 5.4% as pansexual. About 43% of participants were single, 18.7% were dating,
34.2% were in a committed relationship, 1.1% were engaged, 1.1% were married, 0.7% were in
an open relationship, and 0.9% indicated being in some other type of relationship. With respect
to generational status, 15.1% of participants indicated that they were first generation, 52.3%
indicated that they were second generation, 18.7% indicated being third generation, 9.7%
indicated being fourth generation, and 4.3% indicated being fifth generation. Overall, about half
of the participants (51.4%) indicated that they were currently in a sexual relationship.

Table 2: Participant Characteristics and Descriptive Statistics

Participants (n = 444)

Variable/Characteristic Frequency Range
(n)/Mean (SD)
Women 100% (422)
Age 20.01 18 —25
(2.13)

AFS
Support 5.75 (1.50) 1.17-9.67
Interconnectedness 7.08 (1.49) 1.80 —10.00
Honor 3.74 (1.40) 1.00 - 8.00
Subjugation 5.25(1.95) 1.00 - 10.00
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MBS

Family 2.77 (0.59) 1-4
Chaste 2.20 (0.66) 1-4
Subordinate 1.42 (0.46) 1.60 - 4
Silence 1.28 (0.42) 2-4
Spirit 1.85(0.76) 1-4
IMI
Friend 33.51 (13.55) 17 - 87
Family 30.30 (12.02) 12 - 80
Ethnic 30.68 (12.00) 13 -86
CASMS
Acceptance of Sex 1.30 (0.94) 0-3
Gender Roles 1.50 (0.76) 0-3
Abstinence 1.00 (0.93) 0-3
Relational Sex 2.04 (0.82) 0-3
Taboo 1.15(0.75) 0-3
SRS
Uncommitted 2.38 (2.89) 0-16
Risky Sex Acts 2.52 (2.47) 0-20
Impulsive Sex Acts 2.09 (1.83) 0-9
Intent to Engage 0.35(0.75) 0-5
Risky Anal 0.33 (0.91) 0-12
HBM
Testing Benefits 14.48 (2.80) 4-20
Barriers 38.79 (8.81) 14 - 60
Seriousness 23.92 (5.90) 7-35
Susceptibility 4.89 (2.39) 3-13
Motivation 27.16 (4.49) 7-35

Note. AFS: Attitudinal Familism Scale- higher scores indicate greater familistic values; MBS:
Marianismo Beliefs Scale- higher scores indicate greater marianismo values; IMI: Intragroup
Marginalization Inventory- higher scores indicate greater perceived marginalization; CASMS:
Child and Adolescent Sexual Messages Scale- higher scores indicate greater frequency of sexual
messages; SRS: Sexual Risk Survey- higher scores indicate greater participation in risk
behaviors; HBM: Health Belief Model- higher scores indicate greater perceptions associated
with STIs.

Sexual Risk
Bivariate Analyses
Table 3 displays the bivariate correlations between the predictor variables and sexual

risk. Familism and marianismo subscales were not correlated with sexual risk, with the exception
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of MBS chaste which was negatively correlated with sexual risk (» = -.127). Additionally, all
intragroup marginalization subscales were positively correlated with sexual risk including friend

(r=.164), family (» = .104), and ethnic marginalization (» = .114).
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Table 3: Correlation Matrix of Study Variables and Sexual Risk

Variable 1. 2. 3. 4. 5. 6. 7. & 9 10. 1. 12, 13.
1. SRS 1

2. AFS Support -.01 1

3. AFS Interconnectedness -.05 .67 1

4. AFS Honor -.03 S7 35 1

5. AFS Subjugation -.01 62 63 .61 1

6. MBS Family .07 37 34 38 41 1

7. MBS Chaste -13 34 37 41 42 36 1

8. MBS Subordinate -.02 Jd6 .12 33 23 18 45 1

9. MBS Silence -.06 Jd6 12 34 21 15 46 .76 1

10. MBS Spirit .01 34 33 35 36 46 54 39 43 1

11. IMI Friend .16 -12 -20 .02 -13 -09 -02 .19 .22 -03 1

12. IMI Family 10 -19 -25 -14 -25 -14 -13 03 .02 -11 S3 1

13. IMI Ethnic a1 -20 -28 -07 -16 -07 -08 .15 .14 -11 71 .68 1

Note. Bold indicates significance at p<.05; SRS: Sexual Risk Survey; AFS: Attitudinal Familism Scale; MBS: Marianismo Beliefs
Scale; IMI: Intragroup Marginalization.
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Multivariate Analyses

The relationships between all cultural construct subscales (i.e., familism, marianismo,
intragroup marginalization) and sexual risk were assessed in 12 negative binomial regression
models to test for the main effects of the predictor variables. Of those twelve analyses, only 2 of
the main predictors were associated with sexual risk (i.e., MBS chaste, IMI friend; Table 4).
Subsequently, 10 additional hierarchical negative binomial regression models were conducted to
test for moderation effects, given the five subscales addressing family communication. This
resulted in a total of 22 analyses assessing the moderation of the relationship between cultural
constructs and sexual risk by familial sexual messages. Two models displayed statistically
significant interactions between the predictor variable and moderator variable on sexual risk:
MBS Chaste X CASMS Acceptance (Model 1) and MBS Chaste X CASMS Abstinence (Model

2).
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Table 4: Main Effects of MBS Chaste and IMI Friend on Sexual Risk

Predictors B SE IRR Wald X? p
MBS Chaste -1.61 59 0.20[0.06, 0.64] 7.46 006
IMI Friend 0.07 .03 1.07[1.01, 1.14] 5.35 021

Note. Bold indicates significance at p<.05; MBS: Marianismo Beliefs Scale; IMI: Intragroup Marginalizatio
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In step 1 of Model 1, the hierarchical negative binomial regression model assessing the
relationship between MBS chaste and sexual risk was statistically significant (see Table 5; log
likelihood ratio X2 (1, N = 444) = 6.49, p = .011). When the moderator, CASMS acceptance, was
added in step 2, the model continued to be statistically significant (X?> (2, N=444) = 11.79,p =
.003) with CASMS acceptance being a statistically significant predictor of sexual risk (Wald X?
(1 dfy=5.17, p = 0.023). In step 3, the model was once again statistically significant (X?> (3, N =
444) = 17.47, p < .001), and the interaction term was a statistically significant predictor of sexual
risk (Wald X? (1 df) = 6.17, p = 0.013). SPSS Process 4.2 (Hayes, 2022) was used to further
visualize and interpret this interaction (see Figure 9). Simple effects coefficients were computed
for three levels of CASMS Acceptance at =1 SD from the mean and at the mean. One standard
deviation increase in chastity beliefs was associated with 40% fewer sexual risk behaviors when
controlling for parental messages regarding the acceptance of sex as normal (OR = 0.60,

CL: 0.17 — 2.19). Furthermore, one standard deviation increase in perceptions of sex being
normalized by parents was associated with 125% increase in sexual risk behaviors when
controlling for chastity beliefs (OR = 2.25, CI: 0.99 — 5.09). Lastly, a one standard deviation
increase in perceived sex acceptance messages was associated with a 338% change in the effect
between chastity beliefs and sexual risk (OR = 4.38, CI: 1.37, 14.04). Overall, the significant
interaction suggests that the association between chastity beliefs and sexual risk is negative when
there are lower levels of acceptance messages; however, this relationship becomes positive when

there are higher levels of acceptance messages which indicates a buffering interaction.
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Table S: Hierarchical Negative Binomial Regression of MBS Chaste and CASMS Acceptance on Sexual Risk

Predictors B SE IRR Wald X? p
Step 1

MBS Chaste -1.61 59 0.20[0.06, 0.64] 7.46 006
Step 2

MBS Chaste -1.42 54 0.24[0.08, 0.70] 6.83 .009
CASMS Acceptance 0.92 40 2.50[1.14, 5.52] 5.17 023
Step 3

MBS Chaste -0.51 .66 0.60[0.17, 2.19] 0.59 442
CASMS Acceptance 0.81 42 2.25[0.99, 5.09] 3.78 052
Cha*Acc (Interaction) 1.48 .60 4.37[1.37, 14.04] 6.17 013

Note. Bold indicates significance at p<.05; MBS: Marianismo Beliefs Scale; CASMS: Childhood and Adolescent Sexual Messages
Scale.
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Figure 9: Model 1 Interaction Between MBS Chaste and CASMS Acceptance on Sexual

Risk
Note. Interaction was statistically significant when probed through SPSS Process 4.2.

Table 6 displays the hierarchical negative binomial regression model assessing the
relationship between MBS chaste and sexual risk (Model 2). In step 1, the model was statistically
significant (log likelihood ratio X? (1, N = 444) = 6.49, p = .011). When the moderator, CASMS
abstinence, was added in step 2, the model continued to be statistically significant (X? (2, N =
444) = 8.25, p = .016). In step 3, the model was once again statistically significant (X?> (3, N =
444) = 14.69, p = .002) and the interaction term was a statistically significant predictor of sexual
risk (Wald X? (1 df) = 7.28, p = 0.007). SPSS Process 4.2 (Hayes, 2022) was used to further
visualize and interpret this interaction (see Figure 10). Simple effects coefficients were computed
at three levels of CASMS Abstinence (£1 SD from the mean and at the mean). One standard
deviation increase in chastity beliefs was associated with 53% fewer sexual risk behaviors when
controlling for parental messages regarding abstinence (OR = 0.47, CI: 0.13 — 1.69).

Furthermore, one standard deviation increase in abstinence messages was associated with 24%
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decrease in sexual risk behaviors when controlling for chastity beliefs (OR = 0.76, CI: 0.30 —
1.95). Lastly, a one standard deviation increase in perceived abstinence messages resulted in a
78% change in the relationship between chastity beliefs and sexual risk (OR = 0.22, CI: 0.08,
0.66). Overall, the significant interaction suggests that there is a slight negative association
between chastity beliefs and sexual risk when there are fewer levels of abstinence messages.
Additionally, when there are higher levels of abstinence messages this relationship is enhanced,

indicating a synergistic interaction.
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Table 6: Hierarchical Negative Binomial Regression of MBS Chaste and CASMS Abstinence on Sexual Risk

Predictors B SE IRR Wald X? p
Step 1

MBS Chaste -1.61 59 0.20[0.06, 0.64] 7.46 006
Step 2

MBS Chaste -1.36 .61 0.26[0.08, 0.84] 5.05 025
CASMS Abstinence -0.57 42 2.50[1.14, 1.28] 1.87 172
Step 3

MBS Chaste -0.76 .66 0.47[0.13, 1.69] 1.35 245
CASMS Abstinence -0.27 48 0.76[0.30, 1.95] 0.33 .569
Cha*Acc (Interaction) -1.50 56 0.22]0.08, 0.66] 7.28 007

Note. Bold indicates significance at p<.05; MBS: Marianismo Beliefs Scale; CASMS: Childhood and Adolescent Sexual Messages

Scale.
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Figure 10: Model 2 Interaction Between MBS Chaste and CASMS Abstinence on Sexual

Note. Interaction was statistically significant wllllz:sri(probed through SPSS Process 4.2.
Sexual Health
Bivariate Analyses

Table 7 displays the bivariate correlations between familism subscales and STI testing
views. AFS interconnectedness and AFS honor were negatively correlated with perceived testing
benefits (» = -.10 and » = -.12, respectively). None of the AFS subscales were correlated with
perceived barriers or seriousness. AFS familial support, AFS interconnectedness, and AFS
subjugation were negatively correlated with perceived susceptibility (» = -.13, r = -.14, r = -.12,
respectively). AFS interconnectedness and AFS subjugations were positively correlated with

health motivation (» = .10 and r = .14, respectively).
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Table 7: Correlation Matrix of Familism and STI Testing Views

Variable 1. 2. 3. 4. 5. 6. 7 8. 9.

1. AFS Familial Support 1

2. AFS Interconnectedness .67 1

3. AFS Honor S7 35 1

4. AFS Subjugation .62 .63 .61 1

5. HBM Testing Benefits -0 -10 -12 -.07 1

6. HBM Barriers -03  -06 .06 01 .04 1

7. HBM Seriousness -.02 .00 .02 S30 17 28 1

8. HBM Susceptibility -13  -14 -14 -12 .07 .06 .08 1

9. HBM Motivation .08 10 10 Jd4 22 -22 .04 -.06 1

Note. Bold indicates significance at p<.05; AFS: Attitudinal Familism; HBM: Health Belief
Model for STI Testing Views.

Table 8 displays the bivariate correlations between marianismo subscales and STT testing
views. MBS chaste, MBS subordinate, MBS silence, and MBS spiritual pillar were negatively
correlated with perceived testing benefits (» = -.19, r = -.19, r = -22, r = -.17, respectively).
None of the MBS subscales were associated with perceived barriers. MBS silence was negatively
correlated with the perceived seriousness of STIs (» = -.11). MBS family pillar, MBS chaste, and
MBS spiritual pillar were negatively correlated with perceived susceptibility to STIs ( = -.13, r
= -.18, r = -.13, respectively). MBS subordinate and MBS silence were negatively correlated

with health motivation (» = -.11 and » = -.15, respectively).
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Table 8: Correlation Matrix of Marianismo and STI Testing Views

Variable 1. 2. 3. 4. 5. 6. T 8 O 10.
1. MBS Family Pillar 1

2. MBS Chaste 36 1

3. MBS Subordinate A8 45 1

4. MBS Silence A5 46 76 1

5. MBS Spiritual 46 54 39 43 1

6. HBM Testing -03 -19 -19 -28 -17 1

Benefits

7. HBM Barriers -01 .06 .02 .09 .04 .04 1

8. HBM Seriousness 02 -01 -07 -11 .02 17 .28 1

9. HBM Susceptibility -13 -18 .00 .01 -13 .07 .06 .08 1
10. HBM Motivation 08 -04 -11 -14 -01 .21 -22 .04 -06 1

Note. Bold indicates significance at p<.05; AFS: Attitudinal Familism; HBM: Health Belief

Model for STI Testing Views.

Table 9 displays the bivariate correlations between intragroup marginalization subscales
and STI testing views. IMI family was positively correlated with perceived testing benefits (» =
.16). IMI friend, IMI family, and IMI ethnic were positively correlated with perceived barriers to
obtaining STI tests (» = .12, » = .21, and r = .14 respectively). IMI friend, IMI family, and IMI
ethnic were positively correlated with perceived seriousness of STIs (» = .10, » = .18, and » =
JA1). IMI friend, IMI family, and IMI ethnic were positively correlated with perceived

susceptibility to STIs (» = .13, » = .11, r = .11). IMI friend and IMI family were negatively

correlated with health motivation (» =-.10 and » =-.11).
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Table 9: Correlation Matrix of Intragroup Marginalization and STI Testing Views

Variable 1. 2. 3. 4. 5. 6. 7 8.
1. IMI Friend 1

2. IMI Family S3 1

3. IMI Ethnic J1 .68 1

4. HBM Testing Benefits -.06 .16 .02 1

5. HBM Barriers A2 21 14 .04 1

6. HBM Seriousness .10 18 A1 17 28 1

7. HBM Susceptibility A3 A1 A1 .07 .06 .08 1

8. HBM Motivation -10 -11  -06 22 -22 .04 -06 1

Note. Bold indicates significance at p<.05; IMI: Intragroup Marginalization Inventory; HBM:
Health Belief Model for STI Testing Views.
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Multivariate Analyses

Main effects between cultural construct subscales (e.g., familism, marianismo, and
intragroup marginalization) and STI views were assessed through 60 linear regressions. Of those
60 linear regressions, 29 resulted in statistically significant main effects (see Tables 10 -12) for
which hierarchical regressions were conducted to test for moderation effects of familial
communication messages. A total of 145 hierarchical regressions were further conducted to
determine whether the relationships between cultural constructs and STI views were moderated
by familial communication messages. This resulted in 12 statistically significant moderation
models of the cultural constructs (familism, marianismo, and intragroup marginalization) and

STI views.
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Table 10: Main effects of Familism on STI Testing Views

Variable Testing Benefits Barriers Seriousness Susceptibility Motivation

B SE pB B SE yis B SE pB B SE yis B SE yis
AFS Fam -01 .09 -.01 -16 28 -.03 -07 .19 -.02 -21 .08 -.13 23 .14 .06
AFS Inter -19 .09 -10 -36 .28 -.06 01 .19 .00 -23 .08 -.14 29 14 .10
AFS Honor -24 .10 -.12 .38 30 .06 07 21 .02 -08 .08 -.05 0 .16 .03
AFS Sub -10 .07 -.07 .03 22 .01 09 15 .03 -15 .06 -.12 32 11 14

Note. Bold indicates significance at p<.05; AFS Fam: Attitudinal Familism Scale - Family Support; AFS Inter: Attitudinal Familism
Scale — Interconnectedness; AFS Sub: Attitudinal Familism Scale - Subjugation.
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Table 11: Main effects of Marianismo on STI Testing Views

Variable Testing Benefits Barriers Seriousness Susceptibility Motivation

B SE pB B SE yis B SE pB B SE yis B SE yis
MBS Fam -14 23 .03 -.12 71 -.01 21 48 .02 -52 .19 -13 S8 36 .08
MBS Chaste -80 .20 -19 .82 .64 .06 -07 43 -01 -65 .17 -18 -30 32 -.04
MBS Sub -1.13 .29 -19 .29 93 .02 -87 .62 -.07 -02 .25 .00 -1.05 46 -.11
MBS Silence  -1.45 .31 -.22 1.88 1.02 .09 -1.60 .67 -.11 06 27 .01 -1.58 .50 -15
MBS Spirit -61 .17 -17 40 56 .04 A7 37 .02 -40 .15 -13 -08 28 -.01

Note. Bold indicates significance at p<.05; MBS Fam: Marianismo Belief Scale Family Pillar; MBS Sub: Marianismo Belief Scale
Subordinate.
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Table 12: Main effects of Intragroup Marginalization on STI Testing Views

Variable Testing Benefits Barriers Seriousness Susceptibility Motivation

B SE pB B SE yis B SE pB B SE yis B SE yis
IMI Friend -01 .01 -.06 .08 03 .12 04 .02 .10 02 .01 .13 -03 .02 -10
IMI Family 04 .01 .16 .16 04 21 09 .02 .18 02 01 .11 -04 .02 -11
IMI Ethnic .01 .01 .02 A1 04 .14 05 .02 11 02 01 .11 -02 .02 -.06

Note. Bold indicates significance at p<.05
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Familism. There were 3 statistically significant moderations between familism constructs
and STI views. Specifically, gendered sex roles and relational messages moderated the
relationships between the family support, interconnectedness, and subjugation subscales on
perceived susceptibility and health motivation.

Model 3 assessed the relationship between family support and perceived susceptibility. In
step 1, the overall model was statistically significant (F (1, 443) = 8.19, p = .004, R’=.019) such
that family support was negatively associated with perceived susceptibility to STIs (8= -.136, p
=.004). In step 2, the moderator, gendered sex role messages, was introduced and the model
continued to be statistically significant (F (2, 442) = 4.374, p =.013, R>=.020); however, there
was no statistical change in R? (AR?=.001, p = .452). In step 3, when the interaction (Family
Support X Gendered Sex Roles) was entered, the model was statistically significant (F (3, 441) =
4.476, p = .004, AR’=.010, p < .032) and the interaction was positively associated with perceived
susceptibility to STIs (f=.104, p =.032). SPSS Process 4.2 (Hayes, 2022) was used to further
visualize and interpret this interaction (see Figure 11). Overall, high levels of family support
were associated with less perceived susceptibility to STIs; however, this association depended on
the level of gendered sex role messages. At greater levels of gendered sex role messages, high
family support was associated with greater perceived susceptibility to STIs. Furthermore, the
Johnsen-Neyman technique highlighted that the relationship between family support and
perceived susceptibility to STIs was significant when there were low to moderate gendered sex

role messages (below 1.96) but not at higher levels.
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Figure 11: Model 3
Note. Statistically significant interaction between AFS Family Support and CASMS Gendered
Sex Roles on Susceptibility probed through SPSS Process 4.2.

Model 4 assessed the relationship between interconnectedness and perceived
susceptibility to STIs. In step 1, the overall model was statistically significant (F (1, 435) =
9.323, p =.002, R?=.021) such that interconnectedness was negatively associated with
perceived susceptibility (= -.145, p = .002). In step 2, the moderator, gendered sex roles, was
introduced and the model continued to be statistically significant (F (2, 434) = 4.931, p = .008,
R’=.022); however, there was no statistical change in R’ (AR?=.001, p = .459). In step 3, when
the interaction (Interconnectedness X Gendered Sex Roles) was entered, the model was
statistically significant (F (3, 433) = 4.840, p = .003, AR’=.010, p = .033) and the interaction was
positively associated with perceived susceptibility (f=.103, p =.033). SPSS Process 4.2
(Hayes, 2022) was used to further visualize and interpret this interaction (see Figure 12). Overall,

high levels of interconnectedness were associated with less perceived susceptibility; however,
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this association depended on the level of gendered sex role messages. At greater levels of
gendered sex role messages, high interconnectedness was associated with greater perceived
susceptibility to STIs. Furthermore, this relationship was significant at low to moderate levels of

gendered sex role messages (below 1.96).
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Figure 12: Model 4
Note. Statistically significant interaction between AFS Interconnectedness and CASMS
Gendered Sex Roles on Susceptibility probed through SPSS Process 4.2.

Model 5 assessed the relationship between subjugation and health motivation. In step 1,
the overall model was statistically significant (F (1, 436) = 8.488, p <.004, R?=.019) such that
subjugation was positively associated with health motivation (f=.138, p <.004). In step 2, the
moderator, relational messages, was introduced and the model continued to be statistically
significant (F (2, 435) = 10.797, p < .001, R’ = .047); however, there was no statistical change in
R’ (AR?=.028, p < .001) such that relational messages were positively associated with health
motivation. In step 3, when the interaction (Subjugation X Relational) was entered, the model

49



was statistically significant (F (3, 434) = 8.564, p < .001, AR*=.009, p < .047) and the interaction

was positively associated with health motivation (= .095, p = .047). High levels of subjugation
were associated with greater health motivation; however, this association depended on the level
of relational messages such that when participants perceived fewer relational messages, greater
subjugation was associated with less health motivation (see Figure 13). Furthermore, this

relationship was significant at higher levels of relational messages (above 2.13).
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Figure 13: Model 5
Note. Statistically significant interaction between AFS Subjugation and CASMS Relational on
Motivation probed through SPSS Process 4.2.
Marianismo. There were 2 statistically significant moderations between marianismo
constructs and STI views. Specifically, relational and taboo messages moderated the
relationships between the spiritual pillar and silence subscales on perceived testing benefits and

health motivation.
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Model 6 assessed the relationship between spiritual pillar beliefs and perceived testing
benefits. In step 1, the overall model was statistically significant (¥ (1, 436) = 12.548, p <.001,
R?=.028) such that spiritual pillar beliefs were negatively associated with perceived testing
benefits (f=-.167, p <.001). In step 2, the moderator, taboo messages, was introduced and the
model continued to be statistically significant (F (2, 435) = 7.072, p < .001, R?=.031); however,
there was no statistical change in R’ (AR?=.004, p = .210). In step 3, when the interaction
(Spiritual Pillar X Taboo) was entered, the model was statistically significant (¥ (3, 434) =
6.727, p < .001, AR’=.010, p = .016) and the interaction was negatively associated with
perceived testing benefits (f=-.115, p <.016). Overall, high levels of spiritual pillar beliefs
were associated with fewer perceived testing benefits; however, this association depended on the
level of taboo messages such that increases in taboo messages was associated with a more
negative relationship (see Figure 14). This relationship was significant when there were

moderate to high levels of taboo messages (above 1.15).
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Figure 14: Model 6
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Note. Statistically significant interaction between MBS Spirit and CASMS Taboo on Test
Benefits through SPSS Process 4.2.

Model 7 assessed the relationship between silence beliefs and health motivation. In step
1, the overall model was statistically significant (F (1, 434) =9.831, p =.002, R’=.022) such
that silence was negatively associated with health motivation (£ =-.145, p =.002). In step 2, the
moderator, relational, was introduced and the model continued to be statistically significant
(F (2,433)=12.286, p < .001, R’=.054) and there was a statistical change in R’ (AR’=.032, p <
.001) such that relational was positively associated with health motivation (f=.178, p <.001).
In step 3, when the interaction (Silence X Relational) was entered, the model was statistically
significant (F (3, 432) = 9.829, p < .001, AR’=.010, p < .031) and the interaction was positively
associated with health motivation (f=.104, p <.031). Overall, greater levels of silence beliefs
were associated with less health motivation; however, this association depended on the level of
relational messages. Greater relational messages buffered the negative relationship between
silence and health motivation (see Figure 15). However, this relationship was significant at low

to moderate levels of relational messages (below 2.19).
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Figure 15: Model 7
Note. Statistically significant interaction between MBS Silence and CASMS Relational on
Motivation through SPSS Process 4.2.

Intragroup Marginalization. There were 5 statistically significant moderations between
familism constructs and STI views. Specifically, acceptance, gender sex roles, relational, and
taboo messages moderated the relationships between the friend, family, and ethnic subscales on
perceived testing benefits, barriers, and motivation.

Model 8 assessed the relationship between family marginalization and perceived testing
benefits. In step 1, the overall model was statistically significant (¥ (1, 435) = 10.754, p <.001,
R?=.024) such that family marginalization was positively associated with perceived testing
benefits (= .155, p <.001). In step 2, the moderator, acceptance, was introduced and the model
continued to be statistically significant (F (2, 434) = 11.407, p <.001, R’=.050) and there was a

statistical change in R? (AR?=.026, p <.001) such that acceptance was positively associated with

perceived testing benefits (= .161, p <.001). In step 3, when the interaction (Family X
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Acceptance) was entered, the model was statistically significant (F (3, 433) = 8.979, p <.001,
AR’=.009, p = .047) and the interaction was negatively associated with perceived testing benefits
(f=-.093, p =.047). Overall, high levels of family marginalization were associated with greater
perceived testing benefits; however, this association was enhanced at higher levels of acceptance
messages (see Figure 16). This relationship was significant at low to moderate levels of

acceptance messages (below 1.83).
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Figure 16: Model 8
Note. Statistically significant interaction between IMI Family and CASMS Acceptance on Test
Benefits through SPSS Process 4.2.

Model 9 assessed the relationship between friend marginalization and perceived barriers.
In step 1, the overall model was statistically significant (F (1, 432) =5.998, p = .015, R°= .014)
such that friend marginalization was positively associated with perceived barriers (f=.117,p =
.015). In step 2, the moderator, gendered sex roles, was introduced and the model continued to be

statistically significant (F (2, 431) = 3.108, p = .046, R?=.014) but there was no statistical change

54



in R? (AR?=.001, p = .633). In step 3, when the interaction (Friend X Gendered Sex Roles) was

entered, the model was statistically significant (F (3, 430) = 3.620, p = .013, AR*=.010, p =.033)

and the interaction was positively associated with perceived barriers (f=.105, p =.033).

Overall, high levels of friend marginalization were associated with greater perceived barriers;

however, this association depended on the level of gendered sex role messages. At greater levels

of gendered sex role messages, this relationship was enhanced (see Figure 17). This association

was significant at moderate to high levels of gendered sex role messages (above 1.55).

41.00

40.00

39.00

Barriers

38.00

37.00

Gendered

Sex Roles
- -.83
.00
—~..83

-15.00 -10.00 -5.00 .00 5.00 10.00 15.00

Friend Marginalization

Figure 17: Model 9

Note. Statistically significant interaction between IMI Friend and CASMS Gendered Sex Roles
on Barriers through SPSS Process 4.2.

Model 10 assessed the relationship between friend marginalization and perceived

barriers. In step 1, the overall model was statistically significant (£ (1, 433) = 6.272, p = .013, R’

=.014) such

that friend marginalization was positively associated with perceived barriers (f=

119, p =.013). In step 2, the moderator, relational, was introduced and the model continued to
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be statistically significant (F (2, 432) = 3.591, p = .028, R>=.016) but there was no statistical
change in R’ (AR?=.002, p = .340). In step 3, when the interaction (Friend X Relational) was
entered, the model was statistically significant (F (3, 431) = 4.278, p = .005, AR*=.013, p = .019)
and the interaction was positively associated with perceived barriers (f=.113, p =.019).
Overall, high levels of friend marginalization were associated with greater perceived barriers;
however, at lower levels of relational messages this effect was suppressed (see Figure 18).

Specifically, this relationship was significant at moderate to high levels of relational messages

(above 1.82).
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Figure 18: Model 10
Note. Statistically significant interaction between IMI Friend and CASMS Relational on Barriers
through SPSS Process 4.2.

Model 11 assessed the relationship between ethnic marginalization and perceived
barriers. In step 1, the overall model was statistically significant (£ (1, 429) = 8.933, p = .003, R’

=.020) such that ethnic marginalization was positively associated with perceived barriers (£ =
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143, p =.003). In step 2, the moderator, acceptance, was introduced and the model continued to
be statistically significant (F (2, 428) = 6.921, p = .001, R*=.031) and there was a statistical
change in R’ (AR’=.011, p = .029) such that acceptance was negatively associated with
perceived barriers (f=-.105, p =.029). In step 3, when the interaction (Ethnic X Acceptance)
was entered, the model was statistically significant (F (3, 427) = 6.129, p < .001, AR*=.010, p =
.036) and the interaction was positively associated with perceived barriers (£ =.100, p = .036).
Overall, high levels of ethnic marginalization were associated with greater perceived barriers;
however, this association depended on the level of CASMS Acceptance (see Figure 19). At
lower levels of acceptance messages, high ethnic was associated with greater perceived barriers,
but at lower levels this relationship was buffered. This relationship was significant at moderate to

high levels of acceptance messages (above 0.89).
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Figure 19: Model 11
Note. Statistically significant interaction between IMI Ethnic and CASMS Acceptance on
Barriers through SPSS Process 4.2.
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Model 12 assessed the relationship between ethnic marginalization and perceived
barriers. In step 1, the overall model was statistically significant (£ (1, 429) = 8.933, p = .003, R’
=.020) such that ethnic marginalization was positively associated with perceived barriers (£ =
.143, p =.003). In step 2, the moderator, relational, was introduced and the model continued to
be statistically significant (F (2, 428) = 4.875, p = .008, R’=.022) but no statistical change in R’
was observed (AR?=.002, p = .366). In step 3, when the interaction (Ethnic X Relational) was
entered, the model was statistically significant (F (3, 427) = 6.902, p < .001, AR>=.024, p < .001)
and the interaction was positively associated with perceived barriers (f=.155, p <.001).
Overall, high levels of ethnic marginalization were associated with greater perceived barriers;
however, this association was buffered at lower levels of relational messages (see Figure 20).

This relationship was significant at moderate to high levels of relational messages (below 0.01 or

above 2.26).
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Figure 20: Model 12
Note. Statistically significant interaction between IMI Ethnic and CASMS Relational on Barriers
through SPSS Process 4.2.
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Chapter 4: Discussion

The present study aimed to utilize an intersectionality framework to assess nuances in the
relationships between cultural constructs such as familism, marianismo, and intragroup
marginalization and the sexual behaviors of Latinas (e.g. sexual risk, STI testing perceptions).
Furthermore, the study also aimed to identify how these relationships may be moderated by
family messages about sex. Table 13 displays the study hypotheses and describes whether they
were supported or not supported. Hypothesis 1 was not supported in that familism was not
associated with sexual risk behaviors. Hypothesis 2 was partially supported in that the
marianismo chastity subscale was associated with sexual risk and was moderated by familial
messages about sex; however, this association was negative rather than positive. Hypothesis 3
was partially supported in that marginalization from friends was associated with increased sexual
risk behaviors; however, this relationship was not moderated by familial messages. Hypothesis 4
was partially supported in that high levels of familism were associated with both positive and
negative perceptions about STI testing, and several of these relationships were moderated by
familial messages. Hypothesis 5 was supported in that marianismo beliefs were negatively
associated with perceptions about STI testing, and these relationships were moderated by
familial messages. Lastly, Hypothesis 6 was partially supported in that intragroup
marginalization was associated with both negative and positive perceptions about STI testing,

and these relationships were moderated by familial messages.
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Table 13: Hypotheses and Support

Hypotheses

Statistical Conclusion

Comments

H1: Familism will be associated
with increased sexual risk behaviors and
sex communication will moderate this
relationship

Not Supported: No direct
association with subscales and no
moderation.

H2: Marianismo will be
associated with increased sexual risk and
sex communication will moderate this
relationship

Partially Supported: Marianismo
associated with sexual risk and was
moderated by familial messages about sex

Chastity moderated by both
acceptance and abstinence messages

H3: Intragroup marginalization
will be associated with increased sexual
risk and sex communication will
moderate this relationship

Partially Supported:
Marginalization from friends associated with
increased sexual risk behaviors; no
moderation

H4: Familism will be associated
with more negative STI testing views and
sex communication will moderate this
relationship

Partially Supported: Familism
associated with positive and negative STI
testing perceptions and moderated by
familial messages.

Family support moderated by
gendered sex roles. Interconnectedness
moderated by gendered sex role, relational,
and taboo messages. Subjugation moderated
by relational messages.

HS: Marianismo will be
associated with more negative STI
testing views and sex communication
will moderate this relationship

Supported: Marianismo beliefs
negatively associated with STI testing
perceptions and moderated by familial
messages

Spiritual pillar beliefs moderated by
taboo messages. Silence beliefs moderated
by taboo and relational messages.
Subordinate beliefs moderated by relational
messages.

H6: Intragroup marginalization
will be associated with more negative
STI testing views and sex
communication will not moderate this
relationship

Partially Supported: Intragroup
marginalization associated with negative and
positive STI testing perceptions and
moderated by familial messages

Family marginalization moderated by
acceptance and taboo messages. Friend
marginalization moderated by gendered sex
role and relational messages. Ethnic
marginalization moderated by acceptance
and relational messages.
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Sexual Risk
Familism

That familism constructs were not associated with sexual risk behaviors contradicts prior
studies conducted with adolescent Latinas (Guilamo- Ramos et al., 2009; Ma et al., 2014), yet is
consistent with one prior study by Killoren and colleagues (2011). Two interpretations seem
noteworthy: familism may be associated with specific sexual risk behaviors, rather than general
sexual risk as has been noted in other studies (Guilamo- Ramos et al., 2009; Ma et al., 2014).
Alternatively, familism may be a mediating factor rather than a focal predictor of sexual risk. A
meta-analysis conducted by Cabral and colleagues (2023) investigated the relationship between
cultural constructs and sexual risk. Half of the studies they included familism indicated that
familism mediated the relationship between acculturation and sexual risk. Given these
conflicting findings, prospective studies should continue to address discrepancies in the literature
regarding the associations between familism and sexual risk.
Marianismo

That marianismo chastity beliefs were associated with sexual risk is partially congruent
with prior literature in that Latinas who endorse chastity beliefs are less likely to exhibit sexual
risk behaviors (Ertl et al., 2018). However, contrary to prior findings (Ertl et al., 2018; Sanchez
et al., 2016), other marianismo components such as family pillar, subordinate, silence, and
spiritual pillar beliefs were not associated with sexual risk behaviors. The discrepancies with
these findings may indicate that some of the effects of marianismo on sexual risk may be lost
through acculturative processes. Prior studies have noted that certain protective benefits are lost
through acculturation in what is known as the “immigrant paradox” (Guarini et al., 2011). In

border communities, the acculturative experience of Latinas may have unique implications
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(Nagayama et al., 2020), which may contribute to the retention of more salient cultural
influences, in this case, chastity beliefs. Future studies should continue to investigate the role of
acculturation as a possible mediator of the relationship between marianismo and sexual risk.
Furthermore, Latinas who endorsed greater chastity beliefs were more likely to engage in
sexual risk behaviors when they perceived parental messages normalizing sexual intercourse
(acceptance messages), but less likely to engage in those risk behaviors when messages were
centered around abstinence (abstinence messages). These associations may indicate that chastity
values contribute to insufficient sexual safety information such as condom usage and condom
negotiation, while acceptance messages are construed as sexual permissiveness by Latinas.
Similarly, Deardorff and colleagues (2013) have found that greater virginity values were
negatively associated with condom negotiation in Latinxs. Prior studies have also revealed
associations between parental communication and engagement in risk behaviors (Deardorff et
al., 2013; Deutsch & Crockett, 2015; Parkes et al., 2011). Perhaps ambiguous messages may
contribute to interpretations of acceptance as permissiveness (Leyser-Whalen & Jenkins, 2021).
Abstinence messages may be protective in that they may delay sexual intercourse for Latinas
who may not have the necessary information to practice safe sex. Moreover, a parsimonious
explanation for both types of messages could be that Latinas who endorse chastity beliefs are
more likely to heed parental messages. These Latinas may value obedience to elders as an
important component of Latinidad. One such study identified that obedience to parents was an
essential value among Latina Mother-Daughter dyads who immigrated (Carranza, 2013).
Prospective studies should assess whether these associations may be due to the ambiguity of
messages and insufficient information about safe sex, or if these may be due to value placed on

obedience.
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Intragroup Marginalization

That intragroup marginalization from friends was positively associated with sexual risk
behaviors is consistent with prior literature (Pahl et al., 2023; Sanchez et al., 2016). Friend
support may be more influential in mitigating sexual risk than family, as is the case with
depression (Kugbey et al., 2015) and addictive behaviors according to a systemic review (Bassuk
et al., 2016). Possible interpretations may indicate that social rejection contributes to sexual risk
(Woerner et al., 2016) in efforts to establish social relationships, or as a maladaptive coping
strategy. With regard to social relationships, Latinas may impulsively seek out ways to establish
intimacy due to rejection from friends; this intimacy may come in the form of impulsive sexual
acts and hookups. One study found that peer rejection in childhood predicted sexual risk
throughout adulthood (Lansford et al., 2014); however, Latinas were not included in this sample.
Regarding maladaptive coping, socially marginalized Latinas may be more amenable to risky
sexual behaviors to avoid future rejection from a romantic partner. That familial messages did
not moderate this relationship may indicate that perceived marginalization may overshadow any
protective aspects of familial sex messages. Prospective studies may want to address whether
engagement in risk behaviors from Latinas who are marginalized by friends may be due to
consciously seeking sexual intimacy or being less likely to enforce sexual boundaries as a way to
avoid future rejection.
Sexual Health
Familism

Greater familistic values were associated with both positive and negative perceptions
about STI testing. Specifically, familial honor was negatively associated with perceived testing

benefits; family support, interconnectedness, and subjugation were negatively associated with
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perceived susceptibility to STIs; and subjugation was positively associated with health
motivation. Furthermore, associations with susceptibility and health motivation were moderated
by familial communication about sex. These findings further highlight nuances associated with
the role of familism and sexual health-seeking perceptions in Latinas.

Testing Benefits. Latinas who endorsed greater familial honor values also perceived
fewer benefits associated with STI testing. Familial honor may contribute to the perception that
the behaviors of an individual reflect on the family. Latinas may view fewer benefits to STI
testing for fear this will reflect poorly on their family or indicate engagement in sexual
promiscuity. One study found that Latinas believed their parents would view service utilization
as shameful and promote future sexual engagement (Caal et al., 2013). Furthermore, Caal and
colleagues (2013) also observed that Latinas may forego service-seeking to please their parents,
which may reflect the absence of a moderative effect by familial messages in the present study.
Assumptions of parental responses and intrinsic beliefs about the reflection of behaviors on the
family may outweigh familial sex messages. Given the scarcity of literature, prospective studies
should continue to assess the alignment of parental messages and intrinsic assumptions Latinas
may have about parents’ values regarding sexual health-seeking.

Susceptibility. Latinas who endorsed greater family support and interconnectedness
values reported less susceptibility to STIs which may indicate a reliance on family support in lieu
of pursuing STI testing or a false sense of safety due to relationship status. Low levels of
perceived susceptibility may contribute to decreased testing (Cianelli et al., 2019; Collazos et al.,
2019) which can have negative health consequences. Findings here are reflected in past studies
associated with HIV in which familism was negatively associated with testing in Latinos (Ma &

Malcolm, 2015; Ramirez-Ortiz et al., 2020). Latinas may rely on family support rather than
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engaging in negatively perceived behaviors such as STI testing (Lamson et al., 2020). This may
be especially true in border populations as there may be a strong impact of community and
culture on health behaviors (Ingram et al., 2024). Alternatively, given that a significant portion of
sexually active Latinas were in a monogamous relationship, they may view monogamy as
protective to STI susceptibility. Latinas in monogamous relationships may not perceive
themselves to be susceptible to STIs (Hickey & Cleland, 2012; Lamson et al., 2020) as they may
not be engaging in “typical” risky behaviors such as having multiple sexual partners (Mclellan-
Lemal et al., 2013).

Furthermore, family support and interconnectedness were moderated by familial
messages regarding gendered sex roles such that Latinas perceived themselves to be more
susceptible to STIs. These familism constructs may result in collectivistic values and engender a
sense of social support without interfering with autonomy as may be the case with subjugation.
Gendered sex-role messages may contribute to the perception that men are inherently sexually
motivated and not always faithful (Mclellan-Lemal et al., 2013; Teitelman et al., 2013).
Therefore, Latinas may perceive themselves to be more susceptible to STIs due to their partner’s
perceived promiscuity, although another qualitative study found that Latinas did not perceive
themselves as susceptible to STIs (Mclellan-Lemal et al., 2013). These inconsistencies may be
explained by the reliance on family support and interconnectedness while maintaining autonomy
when Latinas are exposed to these messages. Carvajal et al. (2017) have assessed perceptions of
adolescent and emerging adult Latinas and found family social support and autonomy to be
important factors when accessing contraceptives; the same may be true here. Prospective studies
should continue to assess this relationship and determine whether autonomy plays a role in

perceived susceptibility to STIs.
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Motivation. Latinas who endorsed greater subjugation values reported greater health
motivation. Subjugation values may highlight the importance of the role one plays within the
family structure. Latinas who endorse these positional beliefs may be more health motivated due
to the perceived importance of their role within their familial structure. This is consistent with
one prior study which observed that Latinas may be motivated to take care of their reproductive
health so that they stay healthy and continue to care for their children (Mann et al., 2016).
Emerging adult Latinas in college may have similar experiences in which their role within the
family structure is important (Covarrubias et al., 2018), and maintaining their health may be a
way to continually support family. Future studies should further assess whether the roles a Latina
may have in a family may impact health motivation and whether this may extend to SRH service
utilization.

Furthermore, relational messages moderated the relationship between subjugation and
health motivation, such that Latinas who endorsed subjugation values and experienced greater
relational messages also reported greater health motivation. Parents who communicate about the
relational components of sex may also be more prone to focus on other precursors to sex such as
safety. This is congruent with another study in which African American students who received
more relational messages from family also demonstrated greater sexual assertiveness and
condom self-efficacy (Fletcher et al., 2014). Given the similarities of Latina and African
American intersectional identities (Small et al., 2023) Fletcher and colleagues’ (2014) findings
may also be applicable here. However, one must be cautious with overgeneralizing results as
women of color may use different strategies to mitigate STIs (Cipres et al., 2017). Latinas who
already benefit from subjugation values may further benefit from relational messages in that

there may be an increased focus on maintaining one’s health. Prospective studies should further
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assess whether parents who promote relational messages also provide Latinas with safe sex
information.
Marianismo

Greater marianismo beliefs were negatively associated with STI testing views.
Specifically, endorsing chaste, subordinate, silence, and spiritual beliefs were associated with
fewer perceived testing benefits. Endorsing family pillar, chastity, and spiritual pillar beliefs
were associated with less perceived susceptibility. Lastly, endorsing silence beliefs were
associated with decreased health motivation. Four of these relationships were moderated by
familial communication.

Testing Benefits. That marianismo beliefs were negatively associated with testing
benefits may be reflective of a lack of education on STI testing and greater perceived stigma due
to the possible threat to marianismo ideals. This is congruent with other studies in which
marianismo beliefs were associated with lack of knowledge about HIV (Cianelli et al., 2015),
and lack of knowledge contributed to greater perceived stigma (Cianelli et al., 2015; Champion
et al., 2013). Similar associations have also been found with respect to Latinas’ STI knowledge
and their associated risk (Cashman et al., 2011; Champion et al., 2013; Lee et al., 2015).
Moreover, one prior study found that Latinas believed stigma associated with STIs may
outweigh the potential benefits to testing (Balfe et al., 2010). Prospective studies should further
assess whether these perceptions of testing benefits are driven by knowledge about STIs and
whether this association impacts service utilization.

Furthermore, spiritual pillar beliefs were moderated by parental taboo messages in which
higher levels of taboo messages were associated with fewer perceived testing benefits. Latinas

who endorse spiritual pillar beliefs may lack important knowledge about STIs, and taboo
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messages may intensify their inability to seek information about sexual health. This is supported
by prior literature in which a lack of knowledge and communication may impact sexual health
prioritization (Cashman et al., 2011). Latinas may also be hesitant to ask about sex due to
implications made about their sexual activity by parents (Friedman & Bloodgood, 2010) in
which parents assume Latinas are sexually active when they ask questions about sex. Prospective
studies should continue to assess whether this relationship may be contingent on STI testing
knowledge and an inability to acquire accurate sexual health information.

Susceptibility. Endorsing family pillar, chaste, and spiritual pillar beliefs were all
associated with decreased perceived susceptibility to STIs. These beliefs are similar in that they
may set internal standards for what Latinas should strive for, while subordinate and silence
beliefs are more focused on Latinas in relation to others. That these Latinas perceived less
susceptibility to STIs indicates three possible interpretations regarding sexual behaviors and self-
perceptions. First, Latinas endorsing these marianismo beliefs may not be engaging in behaviors
that may put them at risk for STIs, which is partially consistent with previous literature. A recent
study identified that Latinas endorsing chaste beliefs were more likely to practice abstinence;
however, when they did engage in intercourse, these beliefs were a risk factor for decreased STI
testing (Ertl & Fresquez, 2023). In this study spiritual pillar beliefs were not protective for sexual
risk or STI testing which lends itself to the second possible interpretation. Latinas endorsing
these beliefs may perceive a false sense of safety due to nonengagement in “typical” risk
behaviors. Prior literature has investigated perceptions of risk for STIs/HIV, and women may
exclude themselves from those at high risk (Balfe et al., 2010; Mclellan-Lemal et al., 2013), as
high-risk behaviors may be perceived to include having multiple partners or engaging in

promiscuity rather than intercourse in monogamous relationships (Balfe et al., 2010; Gravningen
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et al., 2015; Wong et al., 2012). Although, according to a literature review, monogamy may not
be as preventative to STIs as once thought (Conley et al., 2015). Lastly, Latinas endorsing these
marianismo beliefs may also view STI testing as a behavior only engaged in by women who do
not follow these ideals. STI testing may have detrimental effects as these behaviors may threaten
the self-perception of being “good” women (Balfe et al 2010; Wong et al., 2012), and to a further
extent marianismo beliefs of how Latinas should portray themselves. Prospective studies should
assess whether lower perceptions of STI susceptibility may be due to a perceived lack of sexual
risk-taking which would require testing or if STI susceptibility may be associated with negative
self-perceptions.

Motivation. That silence beliefs were associated with decreased health motivation
further supports the interpretation that Latinas endorsing silence beliefs may take a more passive
approach to health. Baeza and colleagues (2022) have stipulated that silence associated with
marianismo may stem from a place of selflessness. Furthermore, relational messages moderated
this association such that there was an increase in health motivation. Latinas who receive
relational messages may also be more likely to receive other precursory information about safe
sex which may engender ways to take care of their partner. One study found that women may
view getting tested as a way to ensure that their partner is clear of STIs, specifically when
women were unable to ask their partners to get tested or a partner was unwilling to test for STIs
(Oliffe et al.,2013). Prospective studies should continue to assess whether relational messages
may restructure marianismo beliefs to serve as a protective factor for health motivation by
addressing their partner’s sexual health status in a covert manner.

Intragroup Marginalization
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Greater perceived intragroup marginalization was associated with both negative and
positive perceptions about STI testing. Specifically, family marginalization was positively
associated with test benefits; generally, intragroup marginalization was positively associated
with barriers. Friend marginalization was positively associated with susceptibility, and family
marginalization was positively associated with seriousness. Furthermore, family communication
moderated associations with test benefits, barriers, and health motivation. These findings further
highlight nuances in how marginalization may serve as both protective and risk factors to STI
testing perceptions.

Testing Benefits. Latinas who perceived greater marginalization from family also
perceived greater benefits to STI testing. This lends itself to the possible interpretation that
Latinas who are marginalized by family may be more autonomous and therefore more likely to
rely on their own self-efficacy in obtaining information for health-related concerns. One such
study found that emerging adults from marginalized populations may obtain health information
to combat perceptions of being “at-risk” and challenge cultural negativity and/or discrimination
(Schmitz et al., 2018). Similarly, Latinas may have to navigate gendered racism due to the
intersection of their identities (Barcelos, 2017; Rosenthal & Lobel, 2018) in which assumptions
may be made about their sexual activities (Lightfoot et al., 2017). Latinas may be viewed as
overly sexual and promiscuous when attempting to navigate sexual healthcare systems.
Experiences of family marginalization may instill a sense of resilience in which, despite these
challenges, they view advocating for their sexual wellness as beneficial.

Furthermore, when Latinas expressed greater marginalization from family and greater
messages normalizing sex (acceptance messages), they reported more STI testing benefits. This

further supports the notion that Latinas may rely on their own self-efficacy in the absence of
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familial cohesion. This normalization of sex may contribute to decreased stigma associated with
engaging in sexual health behaviors. Moreover, there may be greater perceived testing benefits
when sex is less stigmatized, as a prior study found stigma to affect STI testing intentions
through self-efficacy (Thomas et al., 2020). Prospective studies should assess whether
acceptance messages may contribute to a decreased sense of perceived stigma and whether this
association may contribute to increased service utilization.

Barriers. Friend and ethnic marginalization were associated with greater perceived
barriers to STI testing. Marginalization from these more distal relations may result in perceived
judgment from others (Hall et al., 2018). This fear of judgment may extend to anticipated
judgment from healthcare professionals as an additional barrier to testing.

Furthermore, gendered sex roles and relational messages contributed to greater perceived
barriers to STI testing when Latinas felt marginalized by friends and their ethnic groups. These
messages may portray women as less sex driven and only sexually active within serious
relationships (Oliffe et al., 2013). Obtaining STI testing may contradict these perceptions in
which case Latinas may be viewed as overly sex driven and further stigmatized. Moreover, those
who test positive for an STI may also perceive judgment from others about their sexual health
behaviors (Oliffe et al., 2013). However, Latinas who are marginalized but experience more
acceptance messages perceived fewer barriers to STI testing. Normalizing sexual messages may
mitigate perceived judgment by others such that STI testing is viewed as a positive health
behavior that others may engage in (Balfe et al., 2010; Hogan et al., 2010).

Seriousness. Intragroup marginalization from family was associated with a greater
perceived seriousness of contracting an STI which could indicate that infection may have greater

perceived negative consequences. Contracting an STI may be viewed as engaging in socially
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undesirable activities and contributing to further marginalization (Levinson et al., 2017; Siddiqui
et al., 2016). Although intragroup marginalization may stem from perceived incongruencies
between cultural values and the expectations of college (Castillo et al., 2008), Latinas may still
value parental perceptions of sexual health (Caal et al., 2013). There may be a fear of further
marginalization and the impact an STI diagnosis may have on family interconnectedness. The
literature has demonstrated that social connections are important to Latinas (Castillo et al., 2007,
Llamas et al., 2018) and sexual health problems may jeopardize those already fragile
relationships. Another possibility is that when marginalized by family, Latinas may be more
prone to relying on their own self-efficacy to prevent STIs. This inability to rely on family may
contribute to the perception that the responsibility of a negative outcome is to be dealt with
independently and hence, be a more serious issue.

Susceptibility. Intragroup marginalization from friends was associated with greater
perceived susceptibility to STIs. This may further indicate that Latinas may be engaging in
sexual risk behaviors to establish social connections (Woerner et al., 2016) and support, in which
case there may be a real and present risk of contracting an STI. Alternatively, as marginalization
from friends may be attributed to negative perceptions of assimilation to college culture, college-
going Latinas may perceive greater marginalization from friends as they become more educated.
Moreover, given the high rates of STI contraction in the border region (Border Report Section 5,
2018), educated Latinas in college may have greater awareness regarding one’s susceptibility to
infection. Further in-depth studies should continue to assess this association to determine
whether perceived susceptibility to STIs may stem from engagement in sexual risk behaviors or

from being more informed as a college student.
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Limitations and Strengths

The present study contains four notable limitations. First, the current study utilized cross-
sectional data which limits causal inferences about Latina sexual behaviors indicating that future
longitudinal studies are required to assess temporality among constructs. Secondly, the present
study utilized an adapted STI testing perception measure which has not been previously
validated and did not assess sexual health service utilization. This indicates that results should be
interpreted with caution. Thirdly, the motivation subscale assessed general health motivation
rather than STI testing motivation, again suggesting caution in interpreting the results. Lastly,
although the measurements used were chosen for their emphasis on the Latina experience,
intersectionality could have been better captured by the inclusion of other factors such as
generational status and the role one plays within the family.

Despite these limitations, this study has three noteworthy strengths. First, an
intersectionality framework allowed for the contextualization of cultural values and familial
messages to enrich understanding of Latina sexual behaviors. Secondly, the current study
contributes to the limited numbers of quantitative studies focused on sexual health seeking and
perceptions. Lastly, this study contributes significantly to literature on intragroup marginalization
which is a relatively novel form of discrimination and has yet to be assessed with sexual health
perceptions.

Clinical Implications and Future Directions

The findings of this study regarding the relationships between cultural constructs and
sexual behaviors of Latinas are nuanced. That cultural constructs may be both protective and risk
factors for Latinas’ engagement in sexual risk behaviors and contribute to negative STI testing

views warrants prevention and intervention efforts geared at ameliorating deleterious sexual
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behaviors. Latinas have been noted to exhibit greater sexual risk behaviors compared to their
white counterparts (Cipres et al., 2017; Galloway, 2017) and report lower SRH service utilization
(Makrides et al., 2023). Cognitive behavioral therapy targeting sexual self-consciousness may
help foster healthy boundary skills and assertiveness to mitigate sexual risk behaviors in Latinas.
Additionally, Latinas may also benefit from continuous sexual education and promotion of self-
efficacy skills for SRH treatment seeking. One study has found an association between
comprehensive sexual education and self-efficacy regarding condom use and partner
communication in Mexican adolescents (de Castro et al., 2018) which bolsters confidence in
using similar interventions on the U.S./Mexico border. Lastly, given that familial sex messages
may serve as both risk and protective factors, Latinx families may benefit from personalized and
culturally sensitive family communication training to promote safe sex practices and utilize their
cultural values as strengths.

Prospective studies are warranted to assess the temporality of the observed associations,
as familial messages may change contingent upon perceived Latina sexual activity by parents.
Moreover, given the present findings on sexual risk, future studies may want to further assess the
moderation of chastity beliefs by familial messages. Furthermore, prospective studies are
warranted to assess the effects of these constructs on SRH service utilization and health-seeking
behaviors in Latinas given the scarcity of literature regarding these topics. Investigation of these
topics in border communities is essential given the uniqueness of how salient cultural constructs
may be in these culturally rich communities compared to more acculturated locations. As more
contributions are made to the literature concerning SRH utilization among Latinas, future studies
may concentrate on interventions that promote service utilization for this underserved

population.
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Conclusions

The present study assessed how family communication about sex may moderate the
relationships between cultural constructs (e.g., familism, marianismo, intragroup
marginalization) and sex-related behaviors (e.g., risk, health-seeking perceptions) in Latinas
attending college within a border community. This study utilized an intersectionality framework
in which the Latina experience was captured with the inclusion of variables addressing the
importance of family, roles of women, and experiences of social marginalization due to
education attainment. Multiple hierarchical negative binomial regressions and hierarchical
regressions were conducted to test these associations and identified nuanced relationships
between family communication and cultural constructs on the sexual behaviors of Latinas.
Specifically, marianismo chastity beliefs were generally protective, but friend marginalization
was a risk factor for deleterious sexual behaviors. That familism was not associated with sexual
risk is incongruent with prior literature which may indicate that these relationships may operate
differently in culturally diverse environments. Furthermore, familism, marianismo, and
intragroup marginalization were associated with more negative perceptions of STI testing;
although, marginalization was also associated with positive perceptions. Many of these
relationships were moderated by different familial sex messages which engender future empirical
research. Prospective studies should further investigate these relationships and assess temporality
as well as the possible association these constructs may have with service utilization. Clinically,
Latinas may benefit from fostering healthy boundary skills and self-efficacy to mitigate sexual
risk and promote STI treatment seeking. Furthermore, families may benefit from communication

training contingent on cultural values to promote overall sexual health.

75



References

Arnett, J. J. (2000). Emerging adulthood: A theory of development from the late teens through
the twenties. American Psychologist, 55(5), 469-480. https://doi.org/10.1037/0003-
066X.55.5.469

Allen, M. (2017). The SAGE Encyclopedia of Communication Research Methods. SAGE
Publications, Inc. https://doi.org/10.4135/9781483381411

Ayon, C., & Aisenberg, E. (2010). Negotiating cultural values and expectations within the public
child welfare system: A look at familismo and personalismo. Child & Family Social

Work, 15(3), 335-344. https://doi.org/10.1111/].1365-2206.2010.00682.x

Azmitia--Martinez, X. (2018). The current political climate and its effects on women of color
and their ability to access reproductive and sexual healthcare [Unpublished doctoral
dissertation/master’s thesis]. California State University Northridge.

Baeza, M. J., De Santis, J. P., & Cianelli, R. (2022). A concept analysis of self-silencing. Issues
in Mental Health Nursing, 43(8), 766-775.
https://doi.org/10.1080/01612840.2022.2053009

Barcelos, C. (2017). Culture, contraception, and colorblindess: Youth Sexual Health Promotion
as a gendered racial project. Gender & Society, 32(2), 252-273.
https://doi.org/10.1177/0891243217745314

Barral, R. L., Cartujano, B., Perales, J., Ramirez, M., Cowden, J. D., Trent, M. E., Ramaswamy,
M., & Kessler, S. F. (2019). Knowledge, beliefs, and attitudes about contraception among
rural Latino adolescents and young adults. The Journal of Rural Health, 36(1), 38—47.

https://doi.org/10.1111/jrh.12390

76


https://doi.org/10.1111/j.1365-2206.2010.00682.x

Bassuk, E. L., Hanson, J., Greene, R. N., Richard, M., & Laudet, A. (2016). Peer-delivered
recovery support services for addictions in the United States: A systematic review.
Journal of Substance Abuse Treatment, 63, 1-9.
https://doi.org/10.1016/j.jsat.2016.01.003

Becker, D., Thing, J. P., Baezconde-Garbanati, L., Schwartz, S. J., Soto, D. W., & Unger, J. B.
(2014). Cultural measures associated with risky sexual behaviors among Latino youth in

Southern California: A longitudinal study. Perspectives on Sexual and Reproductive

Health, 46(4), 193-201. https://doi:10.1363/46e1514.

Bernstein, A., & Cruse, L. R. (2021). Centering the Student Voice: Community Colleges and
Sexual and Reproductive Health Access in Texas and Mississippi. Institute for Women's
Policy Research.

Border report section 5 - sexually transmitted diseases. (2018). Border Report Section 5 -
Sexually Transmitted Diseases. Texas DSHS. Retrieved March 27, 2023, from
https://www.dshs.texas.gov/hiv-std-program/hiv-dashboard/texas-dshs-hiv-std/border-
report-section-5

Buhi, E. R., Marhefka, S. L., Wheldon, C. W., Tilley, D. L., Klinkenberger, N., Lescano, C., &
Hoban, M. T. (2014). Sexual and reproductive health disparities in a national sample of
Hispanic and non-Hispanic White U.S. college students. Journal of Health Disparities
Research and Practice, 7(1), 19-36.

Caal, S., Guzman, L., Berger, A., Ramos, M., & Golub, E. (2013). "Because you're on birth
control, it automatically makes you promiscuous or something": Latina women's
perceptions of parental approval to use reproductive health care. Journal of Adolescent

Health 53, 517-622. http://dx.doi.org/10.1016/j.jadohealth.2013.05.003

77


http://dx.doi.org/10.1016/j.jadohealth.2013.05.003

Cabral, P., Chinn, M., Mack, J., Costarelli, M., Ross, E., Henes, E., Steck, L., Williams, A. J.,
Lee, Y. B, Fretes, S., Fernandez, G., Garcia, L., Sato, L., Patrocinio, Y., & Shah, D.
(2023). Psychosocial and cultural processes underlying the epidemiological paradox
within U.S. latino sexual risk: A systematic review. Behavioral Sciences, 13(3), 226.
https://doi.org/10.3390/bs13030226

Carranza, M. E. (2013). Value transmission among Salvadorian mothers and daughters:
Marianismo and sexual morality. Child and Adolescent Social Work Journal, 30(4), 311—
327. https://doi.org/10.1007/s10560-012-0291-z

Carvajal, D. N., Gioia, D., Mudafort, E. R., Brown, P. B., & Barnet, B. (2017). How can primary
care physicians best support contraceptive decision making? A qualitative study
exploring the perspectives of Baltimore Latinas. Women'’s Health Issues, 27(2), 158—166.
https://doi.org/10.1016/j.whi.2016.09.015

Cashman, R., Eng, E., Siman, F., & Rhodes, S.D. (2011). Exploring the sexual health priorities
and needs of immigrant Latinas in southeastern United States: A community-based
participatory research approach. AIDS Education and Prevention, 22(3) 236-248.

https://doi.org/10.1521/aeap.2011.23.3.236

Castillo, L. G., & Caver, K. A. (2009). Expanding the concept of acculturation in Mexican
American rehabilitation psychology research and practice. Rehabilitation Psychology,

54(4), 351-362. https://doi.org/10.1037/a0017801

Castillo, L. G., Conoley, C. W., Brossart, D. F., & Quiros, A. E. (2007) Construction and
validation of the intragroup marginalization inventory. Cultural Diversity and Ethnic

Minority Psychology, 13(3), 232-240. https://doi.org/10.1037/1099-9809.13.3.232

78


https://doi.org/10.1521/aeap.2011.23.3.236
https://doi.org/10.1037/a0017801

Castillo, L. G., Perez, F. V., Castillo, R., & Ghosheh, M. R. (2010). Construction and initial
validation of the marianismo beliefs scale. Counselling Psychology Quarterly, 23(2),
163—175. https://doi.org/10.1080/09515071003776036

Casique, 1. (2019). Gender differences in the sexual well-being of Mexican adolescents.
International Journal of Sexual Health, 31(1), 1-16.
https://doi.org/10.1080/19317611.2018.1561587

Centers for Disease Control and Prevention. (2013). Reported STDs in the United States.
Washington, DC: National Center for HIV/AIDS, Viral Hepatitis, STD, and TB
Prevention. https://www.cdc.gov/std/stats/archive/Surv2013-Print.pdf

Centers for Disease Control and Prevention. (2014, December). Sexually Transmitted Diseases
Surveillance 201 3. https://www.cdc.gov/std/stats/archive/Surv2013-Print.pdf

Centers for Disease Control and Prevention. (2022, April 12). Adolescents and stds. Centers for
Disease Control and Prevention. https://www.cdc.gov/std/life-stages-populations/stdfact-
teens.htm

Centers for Disease Control and Prevention. (2020). Hispanics/Latinos.
https://www.cdc.gov/nchhstp/healthdisparities/ hispanics.html

Champion, J. D., Harlin, B., & Collins, J. L. (2013). Sexual risk behavior and STI health literacy
among ethnic minority adolescent women. Applied Nursing Research, 26(4), 204-209.
https://doi.org/10.1016/j.apnr.2013.06.003

Cianelli, R., Villegas, N., Irarrazabal, L., Castro, J., Ojukwu, E. N., Adebayo, O. W., Ferrer, L.,
& Montano, N. P. (2019). HIV testing among heterosexual Hispanic women in South
Florida. Journal of Nursing Scholarship, 51(4), 427-437.

https://doi.org/10.1111/jnu.12470

79



Cipres, D., Rodriguez, A., Alvarez, J., Stern, L., Steinauer, J., &a Seidman, D. (2017).
Racial/ethnic differences in young women's health-promoting strategies to reduce
vulnerability to sexually transmitted infections. Journal of Adolescent Health, 60(5),
556-562. https://doi.org/10.1016/j.jadohealth.2016.11.024

Clonan-Roy, K. (2019). Latina girls' sexual education in the (new) Latinx diaspora. Girlhood
Studies, 12(2), 65-81. https://doi.org/10.3167/ghs.2019.120206

Collazos, F., Markle, S. L., Chavez, L., Brugal, M. T., Aroca, P., Wang, Y., Hussain, ., &
Alegria, M. (2019). HIV testing in clinical and community settings for an international
sample of Latino immigrants and nonimmigrants. Journal of Latinx Psychology, 7(1),
59-75

Conley, T. D., Matsick, J. L., Moors, A. C., Ziegler, A., & Rubin, J. D. (2015). Re-examining the
effectiveness of monogamy as an STI-preventive strategy. Preventive Medicine, 78, 23—
28. https://doi.org/10.1016/j.ypmed.2015.06.006

Corona, R., Rodriguez, V. M., McDonald, S. E., Velazquez, E., Rodriguez, A., & Fuentes, V. E.
(2017). Associations between cultural stressors, cultural values, and Latina/o college
students' mental health. Journal of Youth and Adolescence, 46(1), 63-77.

https://doi.org/10.1007/s10964-016-0600-5

Covarrubias, R., Valle, 1., Laiduc, G., & Azmitia, M. (2018). “you never become fully
independent”: Family roles and independence in first-generation college students.
Journal of Adolescent Research, 34(4), 381-410.

https://doi.org/10.1177/0743558418788402

80


https://doi.org/10.1007/s10964-016-0600-5

Crenshaw, K. (1991). Mapping the margins: Intersectionality, identity politics, and violence
against women of color. Stanford Law Review, 43(6), 1241-1299.
https://doi.org/10.2307/1229039

Cuffe, K. M., Newton-Levinson, A., Gift, T. L., McFarlane, M., & Leichliter, J. S. (2016).
Sexually transmitted infection testing among adolescents and young adults in the United
States. Journal of Adolescent Health, 58(5), 512-519.
https://doi.org/10.1016/j.jadohealth.2016.01.002

de Castro, F., Rojas-Martinez, R., Villalobos-Hernandez, A., Allen-Leigh, B., Breverman-
Bronstein, A., Billings, D. L., & Uribe-Ztiiga, P. (2018). Sexual and reproductive health
outcomes are positively associated with comprehensive sexual education exposure in
Mexican high-school students. PLOS ONE, 13(3).
https://doi.org/10.1371/journal.pone.0193780

Deardorff, J., Tschann, J. M., Flores, E., de Groat, C. L., Steinberg, J. R., & Ozer, E. J. (2013).
Latino youths’ sexual values and condom negotiation strategies. Perspectives on Sexual
and Reproductive Health, 45(4), 182—190. https://doi.org/10.1363/4518213

Decker, M. J., Atyam, T. V., Zarate, C. G., Bayer, A. M., Bautista, C., & Saphir, M. (2021).
Adolescents’ perceived barriers to accessing sexual and reproductive health services in
California: A cross-sectional survey. BMC Health Services Research, 21(1).
https://doi.org/10.1186/512913-021-07278-3

Desai, S., & Samari, G. (2020). Covid-19 and immigrants’ access to sexual and reproductive
health services in the United States. Perspectives on Sexual and Reproductive Health,

52(2), 69-73. https://doi.org/10.1363/psrh.12150

81



Deutsch, A. R., & Crockett, L. J. (2015). Gender, generational status, and parent—adolescent
sexual communication: Implications for Latino/a adolescent sexual behavior. Journal of
Research on Adolescence, 26(2), 300-315. https://doi.org/10.1111/jora.12192

Dillon, F. R., Ertl, M. M., Verile, M., Siraj, N., Babino, R., & De La Rosa, M. (2019). A social
ecological study of psychological distress among recently immigrated, Latina young

adults. Journal of Latinx Psychology, 7(1), 39-58. https://doi.org/10.1037/1at0000106

Eisenberg, M. E., Hannan, P. J., Lust, K. A., Lechner, K. E., Garcia, C., & Frerich, E. A. (2013).
Sexual health resources at Minnesota colleges: Associations with students’ sexual health
behaviors. Perspectives on Sexual and Reproductive Health, 45(3), 132—138.
https://doi.org/10.1363/4513213

Ertl, M. M., Dillon, F. R. , Cabrera Tineo, Y. A., Verile, M., Jurkowski, J. M., & De La Rosa, M.
(2018). Sexual risk during initial months in US among Latina young adults. AIDS Care,

30(3), 353-360. https://doi.org/10.1080/09540121.2017.1368442

Ertl, M. M., Martin, J. L., Dillon, F. R., & Sheu, H. (2021). Associations between ethnic identity
commitment, discrimination, and sexism with sexual risk among Latina college students.

Journal of Latinx Psychology, 10(3), 207-224. http://dx.doi.org/10.1037/1at0000206

Ertl, M. M., & Fresquez, C. L. (2023). Do traditional gender role beliefs promote abstinence and
sexual health behaviors among Latina College students? Archives of Sexual Behavior.
https://doi.org/10.1007/s10508-023-02760-x

Espinoza-Hernandez, G., Vasilenko, S. A., & Bamaca-Colbert, M. Y. (2016). Sexual behaviors
in Mexico: The role of values and gender across adolescence. Journal of Research on

Adolescence, 26(3), 603-609. https://doi.org/10.1111/jora.12209

82


https://doi.org/10.1037/lat0000106
https://doi.org/10.1080/09540121.2017.1368442
http://dx.doi.org/10.1037/lat0000206
https://doi.org/10.1111/jora.12209

Ethier, K. A., Harper, C. R., Hoo, E., & Dittus, P. J. (2016). The longitudinal impact of
perceptions of parental monitoring on adolescent initiation of sexual activity. Journal of
Adolescent Health, 59(5), 570-576. https://doi.org/10.1016/j.jadohealth.2016.06.011

Eversole J.S., Berglas, N.F., Deardorff J., Constantine N.A. (2016) Source of sex information
and condom use intention among Latino adolescents. Health Education & Behavior,
44(3):439-447. https://doi:10.1177/1090198116671704

Fisher, T. D. (1993). A comparison of various measures of family sexual communication:
Psychometric properties, validity, and behavioral correlates. Journal of Sex Research, 30,
229-238. https://doi. org/10.1080/00224499309551706

Fletcher, K. D., Ward, L. M., Thomas, K., Foust, M., Levin, D., & Trinh, S. (2014). Will it help?
Identifying socialization discourses that promote sexual risk and sexual health among
African American youth. The Journal of Sex Research, 52(2), 199-212.
https://doi.org/10.1080/00224499.2013.853724

Friedman, A. L., & Bloodgood, B. (2010). “something we’d rather not talk about”: Findings
from CDC exploratory research on sexually transmitted disease communication with girls
and women. Journal of Women’s Health, 19(10), 1823—-1831.
https://doi.org/10.1089/jwh.2010.1961

Gaioso, V. P., Villarruel, A. M., Wilson, L. A., Azuero, A., Childs, G. D., & Davies, S. L.
(2015). A path analysis of Latino parental, teenager and cultural variables in teenagers'
sexual attitudes, norms, self-efficacy, and sexual intentions. Revista Latino-Americana de
Enfermagem, 23(3), 500-511. https://doi.org/10.1590/0104-1169.0398.2581

Gallegos, M. L. & Segrin, C. (2022). Family connections and the Latino health paradox:

Exploring the mediating role of loneliness in the relationships between the Latina/o

83



cultural value of familism and health. Health Communication, 37(9), 1204-1214.

https://doi.org/10.1080/10410236.2021.1909244

Galloway, C. T., Duffy, J. L., Dixon, R. P., & Fuller, T. R. (2017). Exploring African-American
and Latino teens perceptions of contraception and access to reproductive health care
services. Journal of Adolescent Health, 60(3), S57-S62.

https://doi.org/10.1016/j.jadohealth.2016.12.006

Garcia-Reid, P., Lardier, D. T., Reid, R. J., & Opara, 1. (2018). Understanding the influence of
sexual risk taking, ethnic identity, and family and peer support on school importance
among Hispanic adolescents. Education and Urban Society, 52(7), 1011-1038.
https://doi.org/10.1177/0013124518787827

Garcia-Reid, P., Lardier, D. T., Reid, R. J., & Opara, 1. (2020). Understanding the influence of
sexual risk taking, ethnic identity, and family and peer support on school importance
among Hispanic adolescents. Education and Urban Society, 52(7), 1011-1038.

https://doi.org/10.1177/0013124518787827

Garcia Saiz, E., Sarda, V., Pletta, D. R., Reisner, S. L., & Katz-Wise, S. L. (2021). Family
functioning as a protective factor for sexual risk behaviors among gender minority
adolescents. Archives of Sexual Behavior, 50(7), 3023-3033.
https://doi.org/10.1007/s10508-021-02079-5

Gillmore, M. R., Chen, A. C. C., Haas, S. A., Kopak, A. M., & Robillard, A. G. (2011). Do
family and parenting factors in adolescence influence condom use in early adulthood in a
multiethnic sample of young adults?. Journal of Youth and Adolescence, 40(11),

https://doi.org/10.1007/s10964-011-9631-0

84


https://doi.org/10.1080/10410236.2021.1909244
https://doi.org/10.1016/j.jadohealth.2016.12.006
https://doi.org/10.1177/0013124518787827

Gravningen, K., Braaten, T., & Schirmer, H. (2015). Self-perceived risk and prevalent chlamydia
infection among adolescents in Norway: A population-based cross-sectional study.
Sexually Transmitted Infections, 92(2), 91-96. https://doi.org/10.1136/sextrans-2014-
051927

Green, J. A. (2021). Too many zeros and/or highly skewed? A tutorial on modelling health
behavior as count data with Poisson and negative binomial regression. Health Psychology
and Behavioral Medicine, 9(1), 436—455.

https://doi.org/10.1080/21642850.2021.1920416

Grossman, J. M., Lynch, A. D., Richer, A. M., Desouza, L. M., & Ceder, 1. (2019). Extended-
family talk about sex and teen sexual behavior. International Journal of Environmental

Research and Public Health, 16(3), 480. https://doi.org/10.3390/ijerph16030480

Guarini, T. E., Marks, A. K., Patton, F., & Coll, C. G. (2011). The immigrant paradox in sexual
risk behavior among Latino adolescents: Impact of immigrant generation and gender.
Applied Developmental Science, 15(4), 201-209. https://doi.org/
10.1080/10888691.2011.618100

Guerra-Reyes, L., Palacios, 1., & Ferstead, A. (2021). Managing precarity: Understanding

Latinas’ sexual and reproductive care-seeking in a midwest emergent Latino community.

Qualitative Health Research, 31(5), 871-886. https://doi.org/10.1177/1049732320984430

Guilamo-Ramos, V., Bouris, A., Jaccard, J., Lesesne, C. & Ballan, M. (2009). Familial and
cultural influences on sexual risk behaviors among Mexican, Puerto Rican, and
Dominican youth. AIDS Education and Prevention, 21(B), 61-79.

https://doi.org/10.1521/aeap.2009.21.5_supp.61

85


https://doi.org/10.1080/21642850.2021.1920416
https://doi.org/10.3390/ijerph16030480
https://doi.org/10.1177/1049732320984430
https://doi.org/10.1521/aeap.2009.21.5_supp.61

Guvenc, G., Akyuz, A., & Agikel, C. H. (2010). Health belief model scale for cervical cancer
and PAP SMEAR test: Psychometric Testing. Journal of Advanced Nursing, 67(2), 428—
437. https://doi.org/10.1111/j.1365-2648.2010.05450.x

Hall, K. S., Manu, A., Morhe, E., Harris, L. H., Loll, D., Ela, E., Kolenic, G., Dozier, J. L.,
Challa, S., Zochowski, M. K., Boakye, A., Adanu, R., & Dalton, V. K. (2018).
Development and validation of a scale to measure adolescent sexual and reproductive
health stigma: Results from young women in Ghana. The Journal of Sex Research, 55(1),
60-72. https://doi.org/10.1080/00224499.2017.1292493

Hayes, A. F. (2022). Introduction to Mediation, Moderation, and Conditional Process Analysis:
A Regression-Based Approach (Vol. 3). The Guilford Press.

Hickey, M. T., & Cleland, C. (2012). Sexually transmitted infection risk perception among
female college students. Journal of the American Association of Nurse Practitioners,
25(7), 377-384. https://doi.org/10.1111/1.1745-7599.2012.00791 .x

Hogan, A. H., Howell-Jones, R. S., Pottinger, E., Wallace, L. M., & McNulty, C. A. (2010).
“...they should be offering it”: A qualitative study to investigate young peoples’ attitudes
towards Chlamydia screening in GP surgeries. BMC Public Health, 10(1).
https://doi.org/10.1186/1471-2458-10-616

Hu, J., Amirehsani, K., Wallace, D. C., & Letvak, S. (2013). Perceptions of barriers in managing
diabetes. The Diabetes Educator, 39(4), 494-503.
https://doi.org/10.1177/0145721713486200

Hyde, A., Drennan, J., Butler, M., Howlett, E., Carney, M., & Lohan, M. (2013) Parents'
constructions of communication with their children about safer sex. Journal of Clinical

Nursing 22(23-24), 3438-3446. https://doi.org/10.1111/jocn.12367

86


https://doi.org/10.1111/jocn.12367

Ingram, M., Wilkinson-Lee, A. M., Mantina, N. M., Velasco, M., Coronado, G., Gallegos, M., &
Carvajal, S. C. (2024a). A community-based participatory approach in applying the
sociocultural resilience model in U.S—mexico border communities. Progress in
Community Health Partnerships: Research, Education, and Action, 18(1), 131-139.
https://doi.org/10.1353/cpr.2024.a922337

Jacquez, F., Vaughn, L., Zhen-Duan, J., & Graham, C. (2016). Health care use and barriers to
care among Latino immigrants in a new migration area. Journal of Health Care for the
Poor and Underserved, 27(4), 1761-1778. https://doi.org/10.1353/hpu.2016.0161

Karoly, H. C., Callahan, T., Schmiege, S. J., & Feldstein Ewing, S. W. (2016). Evaluating the
Hispanic paradox in the context of adolescent risky sexual behavior: The role of parent
monitoring. Journal of Pediatric Psychology, 41(4), 429—-440.

https://doi.org/10.1093/ipepsy/jsv039

Killoren, S. E., Updegraff, K. A., & Christopher, F. S. (2010). Family and cultural correlates of
Mexican-origin youths' sexual intentions. Journal of Youth and Adolescence, 40(6), 707-

718. https://doi.org/10.1007/s10964-010-9587-5.

Kim, H.-Y. (2013). Statistical notes for clinical researchers: assessing normal distribution using
skewness and kurtosis. Restorative Dentistry & Endodontics, 38(1), 52-54.
https://doi.org/10.5395/rde.2013.38.1.52

Kim, J. L., & Ward, L. M. (2007). Silence speaks volumes: Parental Sexual Communication
among Asian American emerging adults. Journal of Adolescent Research, 22(1), 3-31.
https://doi.org/10.1177/0743558406294916

Kingsberg, S. A., Schaffir, J., Faught, B. M., Pinkerton, J. A. V., Parish, S. J., Iglesia, C. B.,

Gudeman, J., Krop, J., & Simon, J. A. (2019). Female Sexual Health: Barriers to optimal

87


https://doi.org/10.1093/jpepsy/jsv039
https://doi.org/10.1007/s10964-010-9587-5

outcomes and a roadmap for improved patient—clinician communications. Journal of

Women's Health, 28(4), 432—443. https://doi.org/10.1089/jwh.2018.7352
Kontopantelis, E., White, I. R., Sperrin, M., & Buchan, 1. (2017). Outcome-sensitive multiple

imputation: A simulation study. BMC Medical Research Methodology, 17(1).

https://doi.org/10.1186/s12874-016-0281-5

Krogstad, J. M., & Lopez, G. (2020, August 20). Roughly half of Hispanics have experienced
discrimination. Pew Research Center. Retrieved March 27, 2023, from

https://www.pewresearch.org/fact-tank/2016/06/29/roughly-half-of-hispanics-have-

experienced-discrimination/

Kugbey, N., Osei-Boadi, S., & Atefoe, E. A. (2015). The Influence of Social Support on the
Levels of Depression, Anxiety and Stress among Students in Ghana. Journal of
Education and Practice, 6(25), 135-140.

Lamson, A. L., Clark, R. J., Bellamy, R. W., Hodgson, J. L., Knight, S. M., Baugh, E. J., &
Flores, J. (2020). Latina Sexual Health Care (in) the US: Community-based participatory
research and her lived experience. Journal of Feminist Family Therapy, 32(1-2), 76-96.
https://doi.org/10.1080/08952833.2020.1755167

Lansford, J. E., Dodge, K. A., Fontaine, R. G., Bates, J. E., & Pettit, G. S. (2014). Peer rejection,
affiliation with deviant peers, delinquency, and risky sexual behavior. Journal of Youth
and Adolescence, 43(10), 1742—1751. https://doi.org/10.1007/s10964-014-0175-y

Lantos, H., Manlove, J., Wildsmith, E., Faccio, B., Guzman, L., & Moore, K. A. (2019). Parent-
teen communication about sexual and reproductive health: Cohort differences by
race/ethnicity and nativity. International Journal of Environmental Research and Public

Health, 16(5), 833. https://doi.org/10.3390/ijerph16050833

88


https://doi.org/10.1186/s12874-016-0281-5
https://www.pewresearch.org/fact-tank/2016/06/29/roughly-half-of-hispanics-have-experienced-discrimination/
https://www.pewresearch.org/fact-tank/2016/06/29/roughly-half-of-hispanics-have-experienced-discrimination/
https://doi.org/10.3390/ijerph16050833

Lee, Y. M., Florez, E., Holm, K., Horwitz, J., & Waters, R. (2015). Latino adolescent
perspectives toward sexually transmitted infection educational programs. International
Journal of Nursing Knowledge, 27(1), 17-23. https://doi.org/10.1111/2047-3095.12074

Lescano, C.M., Brown, L.K. Raffaelli, M & Lima, L. (2009). Cultural factors and family-based
HIV prevention intervention for Latino youth. Journal of Pediatric Psychology, 34(10),

1041-1052. https://doi.org/10.1093/jpepsy/jsn146

Levison, J. H., Levinson, J. K., & Alegria, M. (2018). A critical review and commentary on the
challenges in engaging HIV-infected Latinos in the continuum of HIV care. AIDS and
Behavior, 22(8), 2500-2512. https://doi.org/10.1007/s10461-018-2187-1

Leyser-Whalen, O., & Jenkins, V. (2021). The continuum of sexual and reproductive health talk
types daughters have with mothers and siblings. Sexuality Research and Social Policy,
19(1),401-415. https://doi.org/10.1007/s13178-021-00553-2

Li, J.-B., Lis, A., & Delvecchio, E. (2016). Familism and depressive symptoms among Italian
adolescents: The mediating effect of parental attachment. Children and Youth Services
Review, 71, 130—136. https://doi.org/10.1016/j.childyouth.2016.11.002

Lightfoot, A. F., Thatcher, K., Siman, F. M., Eng, E., Merino, Y., Thomas, T., Coyne-Beasley,
T., & Chapman, M. V. (2017). “what I wish my doctor knew about my life””: Using
photovoice with immigrant Latino adolescents to explore barriers to healthcare.
Qualitative Social Work, 18(1), 60-80. https://doi.org/10.1177/1473325017704034

Llamas, J. D., Morgan Consoli, M. L., Hendricks, K., & Nguyen, K. (2018). Latino/a freshman
struggles: Effects of locus of control and social support on intragroup marginalization and
distress. Journal of Latina/o Psychology, 6(2), 131-148.

https://doi.org/10.1037/1at0000089

&9


https://doi.org/10.1093/jpepsy/jsn146

Ma, M., & Malcolm, L. R. (2015). Cultural influences on HIV testing among Latino youth.
Culture, Health & Sexuality, 18(4), 470—480.
https://doi.org/10.1080/13691058.2015.1084650

Ma, M., Malcolm, L. R., Diaz-Albertini, K., Klinoff, V. A., Leeder, E., Barrientos, S., & Kibler,
J. L. (2014). Latino cultural values as protective factors against sexual risks among
adolescents. Journal of Adolescence, 37(8), 1215-1225.
https://doi.org/10.1016/j.adolescence.2014.08.012

Makrides, J., Matson, P., Arrington-Sanders, R., Trent, M., & Marcell, A. V. (2023). Disparities
in sexually transmitted infection/HIV testing, contraception, and emergency
contraception care among adolescent sexual minority women who are racial/ethnic
minorities. Journal of Adolescent Health, 72(2), 214-221.
https://doi.org/10.1016/j.jadohealth.2022.08.030

Malcolm, S., Huang, S., Cordova, D., Freitas, D., Arzon, M., Jimenez, G. L., Pantin, H., &
Prado, G. (2013). Predicting condom use attitudes, norms, and control beliefs in Hispanic
problem behavior youth: The effects of family functioning and parent-adolescent
communication about sex on condom use. Health Education & Behavior, 40(4), 384—

391. https://doi.org/10.1177/1090198112440010.

Manago, A. M., Ward, L. M., & Aldana, A. (2014). The sexual experience of Latino young
adults in college and their perceptions of values about sex communicated by their parents
and friends. Emerging Adulthood, 3(1), 14-23.
https://doi.org/10.1177/2167696814536165

Mann, L., Tanner, A. E., Sun, C. J., Erausquin, J. T., Simén, F. M., Downs, M., & Rhodes, S. D.

(2016). Listening to the voices of Latina women: Sexual and reproductive health

90


https://doi.org/10.1177/1090198112440010

intervention needs and priorities in a new settlement state in the United States. Health
Care for Women International, 37(9), 979-994.
https://doi.org/10.1080/07399332.2016.1174244

Marquez, B., Dunsiger, S. L., Pekmezi, D., Larsen, B. A., & Marcus, B. H. (2016). Social
Support and physical activity change in Latinas: Results from the SEAMOS saludables
trial. Health Psychology, 35(12), 1392—1401. https://doi.org/10.1037/hea0000421

Matsuda, Y., DeBastiani, S. D., Thalasinos, R. D., Norris, A. E., & De Santis, J. P. (2022).
Cultural influences on Hispanic mother-daughter communication about sex. Journal of

Transcultural Nursing, 33(3), 355-362. https://doi.org/10.1177/104365962210830

Mata-Greve, F., & Torres, L. (2018). Rejection and Latina/o mental health: Intragroup
marginalization and intragroup separation. American Journal of Orthopsychiatry, 89(6),

716-726. https://doi.org/10.1037/0rt0000368

McLellan-Lemal, E., Toledo, L., O’Daniels, C., Villar-Loubet, O., Simpson, C., Adimora, A. A.,
& Marks, G. (2013). “a man’s gonna do what a man wants to do”: African American and
Hispanic women’s perceptions about heterosexual relationships: A qualitative study.
BMC Women’s Health, 13(1). https://doi.org/10.1186/1472-6874-13-27

McQuillan, G., Kruszon-Moran, D., Markowitz, L. E., Unger, E. R., & Paulose-Ram, R. (2017).
Prevalence of HPV in Adults Aged 18-69: United States, 2011-2014. NCHS data brief,
(280), 1-8. https://www.cdc.gov/nchs/data/databriefs/db280.pdf

Metusela, C., Ussher, J., Perz, J., Hawkey, A., Morrow, M., Narchal, R., Estoesta, J., &
Monteiro, M. (2017). “In my culture, we don’t know anything about that”: Sexual and
reproductive health of migrant and refugee women. International Journal of Behavioral

Medicine, 24(6), 836—845. https://doi.org/10.1007/5s12529-017-9662-3

91


https://doi.org/10.1177/104365962210830
https://doi.org/10.1037/ort0000368

Mora, L. (2022, October 7). Hispanic enrollment reaches New High at four-year colleges in the
U.S., but affordability remains an obstacle. Pew Research Center. Retrieved January 4,
2023, from https://www.pewresearch.org/fact-tank/2022/10/07/hispanic-enrollment-
reaches-new-high-at-four-year-colleges-in-the-u-s-but-affordability-remains-an-obstacle/

Morales-Aleman, M. M., & Scarinci, I. C. (2016). Correlates and predictors of sexual health
among adolescent Latinas in the United States: A systematic review of the literature,
2004-2015. Preventive Medicine, 87, 183—193.
https://doi.org/10.1016/j.ypmed.2016.03.005

Morales-Aleman, M. M., Ferreti, G., & Scarinci, I. C. (2020). “I don’t like being stereotyped, I
decided I was never going back to the doctor”: Sexual healthcare access among young
Latina women in Alabama. Journal of Immigrant and Minority Health, 22(4), 645—652.
https://doi.org/10.1007/s10903-019-00932-3

Moreno, C. L., Morrill, A. C., El-Bassel, N. (2011). Sexual risk factors for HIV and violence
among Puerto Rican women in New York City, Health & Social Work, 36(2), 87-97,

https://doi.org/10.1093/hsw/36.2.87

Nagayama, H. G. C., Cobba, C. L., Martinez, C. R., Garcia Isaza, A., McClure, H. H., & Eddy, J.
M. (2020). Linking acculturation factors, family environments, and mental health
outcomes among Latino families in traditional, emerging, and crisis immigrant receiving
contexts in the United States. In Mental and behavioral health of immigrants in the
United States: Cultural, environmental, and structural factors (pp. 3—24). essay,
Academic Press.

Oliffe, J. L., Chabot, C., Knight, R., Davis, W., Bungay, V., & Shoveller, J. A. (2012). Women

on men’s sexual health and sexually transmitted infection testing: A gender relations

92


https://doi.org/10.1093/hsw/36.2.87

analysis. Sociology of Health & Illness, 35(1), 1-16. https://doi.org/10.1111/j.1467-
9566.2012.01470.x

Omari-Sasu, A. Y., Issac, A. M., & Boadi, R. K. (2016). Statistical models for count data with
applications to road accidents in Ghana. International Journal of Statistics and
Applications, 6(3), 123 — 137. https://doi.org/10.5923/j.statistics.20160603.05

Osborne, J.W. (2017). Regression and linear modeling: Best practices and modern methods. Los
Angeles, CA: Sage.

Padilla-Walker, L. M. (2018). Longitudinal change in parent-adolescent communication about
sexuality. Journal of Adolescent Health, 63(6), 753-758.

https://doi.org/10.1016/j.jadohealth.2018.06.031

Pahl, K., Williams, S. Z., Capasso, A., Lewis, C. F., & Lekas, H. M. (2023). A longitudinal
pathway from ethnic-racial discrimination to sexual risk behaviors among black women
and Latinas: Ethnic-racial identity exploration as a protective factor. Social Science &
Medicine, 316, 115061. https://doi.org/10.1016/j.socscimed.2022.115061

Parkes, A., Henderson, M., Wight, D., & Nixon, C. (2011). Is parenting associated with
teenagers’ early sexual risk-taking, autonomy and relationship with sexual partners?
Perspectives on Sexual and Reproductive Health, 43(1), 30—-40.
https://doi.org/10.1363/4303011

Parsons, N. K., Richards, H. C., & Kanter, G. D. P. (1990). Validation of a scale to measure
reasoning about abortion. Journal of Counseling Psychology, 37(1), 107-112.

https://doi.org/10.1037/0022-0167.37.1.107

Payne, E. H., Gebregziabher, M., Hardin, J. W., Ramakrishnan, V., & Egede, L. E. (2017). An

empirical approach to determine a threshold for assessing overdispersion in Poisson and

93


https://doi.org/10.1016/j.jadohealth.2018.06.031
https://doi.org/10.1037/0022-0167.37.1.107

negative binomial models for count data. Communications in Statistics - Simulation and
Computation, 47(6), 1722—1738. https://doi.org/10.1080/03610918.2017.1323223

Perez, G. K. & Cruess, D. (2014). The impact of familism on physical and mental health among
Hispanics in the United States. Health Psychology Review, 8(1), 95-127.

https://doi.org/10.1080/17437199.2011.569936

Peterson-Burch, F. M., Olshansky, E., Abujaradeh, H. A., Choi, J. J., Zender, R., Montgomery,
K., Case, A., Sorkin, D. H., Chaves-Gnecco, D., Libman, 1., Lucas, C. T., Zaldivar, F., &
Charron-Prochownik, D. (2018). Cultural understanding, experiences, barriers, and
facilitators of healthcare providers when providing preconception counseling to
adolescent Latinas with diabetes. Research Journal of Women's Health, 5, 2.

https://doi.org/10.7243/2054-9865-5-2

Phillips, G., McCuskey, D. J., Felt, D., Curry, C. W., Ruprecht, M. M., Wang, X., & Beach, L.
B. (2020). Association of HIV Education with HIV testing and sexual risk behaviors
among US Youth, 2009-2017: Disparities between sexual minority and sexual majority
youth. Prevention Science, 21(7), 898-907. https://doi.org/10.1007/s11121-020-01153-z

Planned Parenthood. (2015, March). Addressing sexual and reproductive health disparities

among African Americans. Retrieved

https://www.plannedparenthood.org/files/3614/2773/6927/AA_Disparities.pdf
Price, K. (2010). What is reproductive justice?: How women of color activist are redefining the
pro-choice paradigm. Meridians Feminism Race Transnationalism, 10(2), 42-65.

https://doi.org/10.2979/meridians.2010.10.2.42

Ramirez-Ortiz, D., Sheehan, D. M., Moore, M. P., Ibafiez, G. E., Ibrahimou, B., De La Rosa, M.,

& Cano, M. A. (2020). HIV testing among Latino emerging adults: Examining

94


https://doi.org/10.1080/17437199.2011.569936
https://doi.org/10.7243/2054-9865-5-2
https://www.plannedparenthood.org/files/3614/2773/6927/AA_Disparities.pdf
https://doi.org/10.2979/meridians.2010.10.2.42

associations with familism support, nativity, and gender. Journal of Immigrant and

Minority Health, 22(5), 1039—1048. https://doi.org/10.1007/s10903-020-01000-x
Roman. (2020). Factors associated with up to date cervical cancer screening among Hispanic

refugee and nonrefugee women in Miami Dade County, FL [University of Miami].

https://scholarship.miami.edu/esploro/outputs/doctoral/Factors-Associated-with-Up-To-

Date/991031457289802976#file-0

Rosenthal, L. & Lobel, M. (2020) Gendered racism and the sexual and reproductive health of
Black and Latina Women. Ethnicity and Health, 25(3), 367-392.

https://doi.org/10.1080/13557858.2018.1439896

Sanchez, D., Whittaker, T. A., Hamilton, E., & Zayas, L. H. (2016). Perceived discrimination
and sexual precursor behaviors in Mexican American preadolescent girls: The role of

psychological distress, sexual attitudes, and marianismo beliefs. Cultural Diversity and

Ethnic Minority Psychology, 22(3), 395-407. http://dx.doi.org/10.1037/cdp0000066

Santa Maria, D., Markham, C., Swank, P., Baumler, E., McCurdy, S., & Tortolero, S. (2014).
Does parental monitoring moderate the relation between parent—child communication and
pre-coital sexual behaviors among urban, minority early adolescents?. Sex Education,
14(3), 286-298.http://dx.doi.org/10.1080/14681811.2014.886034

Schmitz, R. M., Sanchez, J., & Lopez, B. (2018). LGBTQ+ Latinx Young Adults’ health
autonomy in resisting cultural stigma. Culture, Health & Sexuality, 21(1), 16-30.
https://doi.org/10.1080/13691058.2018.1441443

Shaw, D. (2009). Access to sexual and reproductive health for young people: Bridging the
disconnect between rights and reality. International Journal of Gynecology and

Obstetrics, 106(2), 132-136. https://doi.org/10.1016/j.ij20.2009.03.025

95


https://scholarship.miami.edu/esploro/outputs/doctoral/Factors-Associated-with-Up-To-Date/991031457289802976#file-0
https://scholarship.miami.edu/esploro/outputs/doctoral/Factors-Associated-with-Up-To-Date/991031457289802976#file-0
https://doi.org/10.1080/13557858.2018.1439896
http://dx.doi.org/10.1037/cdp0000066

Siddiqui, N. Y., Ammarell, N., Wu, J. M., Sandoval, J. S., & Bosworth, H. B. (2016). Urinary
incontinence and health-seeking behavior among white, black, and latina women. Female
Pelvic Medicine & Reconstructive Surgery, 22(5), 340-345.
https://doi.org/10.1097/spv.0000000000000286

Small, L., Beltran, R. M., Cordero, L., Lau, C., Shanur, S., & Miyashita Ochoa, A. (2023). The
invisibility of Black and Latina women in sexual health care: shifting from biological
individualism to intersectionality. Culture, Health & Sexuality, 25(8), 1084—1100.

https://doi.org/10.1080/13691058.2022.2124458

Steidel, A. G., & Contreras, J. M. (2003). A new familism scale for use with Latino populations.
Hispanic Journal of Behavioral Sciences, 25(3), 312-330.
https://doi.org/10.1177/0739986303256912

Streit, C., Carlo, G., Killoren, S. E., & Alfaro, E. C. (2017). Family members’ relationship
qualities and prosocial behaviors in U.S. Mexican young adults: The roles of familism
and ethnic identity resolution. Journal of Family Issues, 39(4), 1056—1084.
https://doi.org/10.1177/0192513x16686134

Lugo Steidel, A., & Contreras, J. (2003). A new familism scale for use with Latino populations.
Hispanic Journal of Behavioral Sciences, 25(3), 312-30.

https://doi.org/10.1177/0739986303256912

Teitelman, A. M., Tennille, J., Bohinski, J., Jemmott, L. S., & Jemmott, J. B. (2013). Urban
adolescent girls’ perspectives on multiple partners in the context of the sexual double

standard and intimate partner violence. Journal of the Association of Nurses in AIDS

Care, 24(4), 308-321. https://doi.org/10.1016/j.jana.2013.04.001

96


https://doi.org/10.1080/13691058.2022.2124458
https://doi.org/10.1177/0739986303256912

Texas Population Projections (2018). Texas Border Public Health. Texas Border Public Health |
Texas DSHS. Retrieved March 27, 2023, from https://www.dshs.texas.gov/border-health

Thomas, J. A., Ditchman, N., & Beedle, R. B. (2020). The impact of knowledge, self-efficacy,
and stigma on STI testing intention among college students. Journal of American College
Health, 70(5), 1415-1425. https://doi.org/10.1080/07448481.2020.1799808

Turchik, J. A. & Garske, J. P. (2009). Measurement of sexual risk taking among college students.

Archives of Sexual Behavior, 38(6), 936-948. https://doi.org/10.1007/s10508-008-9388-z

Velazquez, E., Corona, R., Easter, R., Barinas, J., Elshaer, L., & Halfond, R. W. (2017). Cultural
values, mother—adolescent discussions about sex, and Latina/o adolescents’ condom use
attitudes and intentions. Journal of Latina/o Psychology, 5(3), 213-226.

https://doi.org/10.1037/1at0000075

Villar-Loubet, O. M., Vamos, S., Jones, D. L., Lopez, E., & Weiss, S. M. (2011). A cultural
perspective on sexual health: HIV positive and negative monolingual Hispanic women in
South Florida. Hispanic Health Care International, 9(2), 82-90.
https://doi.org/10.1891/1540-4153.9.2.82

von Hippel, P. T. (2020). How many imputations do you need? A two-stage calculation using a
quadratic rule. Sociological Methods & Research, 49(3), 699-718.
https://doi.org/10.1177/0049124117747303

Warner, L. R., Settles, I. H., & Shields, S. A. (n.d.). Intersectionality theory in the psychology of
women. APA Handbook of the Psychology of Women: History, Theory, and
Battlegrounds (Vol. 1)., 521-539. https://doi.org/10.1037/0000059-027

Warren, C., & Neer, M. (1986). Family sex communication orientation. Journal of Applied

Communication Research, 14, 86—107. https://doi.org/10.1080/00909888609360307

97


https://doi.org/10.1007/s10508-008-9388-z
https://doi.org/10.1037/lat0000075
https://doi.org/10.1080/00909888609360307

Woerner J., Kopetz, C., Lechner W, V., & Lejuez C. (2016). History of abuse and risky sex
among substance users: The role of rejection sensitivity and the need to belong. Addictive
Behaviors, 62, 73-78. https://doi.org/10.1016/j.addbeh.2016.06.006.

World Population Review. (2022). STD rates by country 2022.

https://worldpopulationreview.com/country-rankings/std-rates-by-country

98


https://worldpopulationreview.com/country-rankings/std-rates-by-country

Appendix

Appendix A: Sociodemographic Survey
1. What is your biological sex?
Male
Female
Intersex

2. What is your gender?
Man
Woman

Gender Fluid
Non-Binary
Other (please specify):

3. Are you transgender?
o Yes
o No
o Prefer not to say

4. What is your age?

What is your race?

Asian or Pacific Islander

White

Black/African American

American Indian/Native American or Alaska Native
Native Hawaiian

Other (please specify):

© 0 O 0 0 0 W

6. What is your ethnicity?

o Hispanic or Latino
o Not Hispanic or Latino

What is your household income?
Less than $10,000
$10,000 - $19,999
$20,000 - $29,999
$30,000 - $39,999
$40,000 - $49,999
$50,000 - $59,999
$60,000 - $69,999
$70,000 - $79,999

© 0 O O 0 0 0O 0 N

99



o O O O

>

© o0 o0 o0 o0 o0 O O 0 0 O 0O 0 0 0 0 v

O
()

12.

O O O O O O

$80,000 - $89,999
$90,000 - $99,999
$100,000 - $149,999
More than $150,000

How many people live in your current household (including yourself)?

My household consists of (Select all that apply):
Great grandparents
Grandparents

Mother and/or father
Siblings

Mother and/or father in-law
Brother and/or sister in-laws
Daughter and/or son
Cousins

Niece and/or nephew
Grandchildren

God children

Uncles or aunts

Son and/or daughter in-laws
Guardian

Step-parents

Step Siblings

. Do you speak more than one language?

Yes
No

. What was the first language you spoke?

English
Spanish
Other (Please specify)

Do you still live at home or with your parent(s) or legal guardian(s)?
Yes
No

. What is the highest level of education obtained by your father?

Less than high school
High School Diploma
Some College

2 Year College

4 Year College
Graduate School
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14. What is the highest level of education obtained by your mother?
Less than high school

High School

Some College

2 Year College

4 Year College

Graduate School

15. What is the primary language spoken at home?
English
Spanish
Other, please specify

16. What is your sexual orientation?
Heterosexual

Bisexual

Gay

Lesbian

Asexual

Pansexual

17. What describes your current romantic relationship?
o Single

o Dating

o In a Committed relationship
o Engaged

o Married

o Open-Relationship

o Other, please specify:

18. How long have you been in this relationship for? (In Months)

19. Have you ever received Mental Health Services?
Yes
No

19b. If yes, what conditions were you treated for?
Substance Abuse

Depression

Anxiety

Post-Traumatic Stress Disorder
Schizophrenia

Other, please specify:

O O O O O O

20. Are you currently employed?
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Employed full time

Employed part time

Unemployed looking for work
Unemployed not looking for work

o O O O

21. What is your current GPA (on a 4.0 scale)

22. What country do you live in?
o United States
o Mexico

23. Where were you born?

o United States o Guatemala

o Argentina o Honduras

o Bolivia o Mexico

o Brazil o Nicaragua

o Chile o Panama

o Colombia o Paraguay

o Costa Rica o Peru

o Cuba o Puerto Rico

o Dominican Republic o Uruguay

o Ecuador o Venezuela

o FEl Salvador o Other (specity)
24.  What country/place/nationality do you identify with the most? (Check all that apply)

o United States o Guatemala

o Argentina o Honduras

o Bolivia o Mexico

o Brazil o Nicaragua

o Chile o Panama

o Colombia o Paraguay

o Costa Rica o Peru

o Cuba o Puerto Rico

o Dominican Republic o Uruguay

o Ecuador o Venezuela

o FEl Salvador o Other (specity)

25. Which generation applies to you?

o 1% generation = you were born in another country (Specity)

o 2" generation = you were born in the USA either parent was born in another country

o 3" generation = You were born in the USA, both parents were born in the USA, and all
grandparents were born in another country

o 4% generation = you and your parents were born in the USA and at least one grandparent
born in another country with the remaining born in the USA
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o 5% generation = you and your parents born in the USA and all grandparents born in the
USA
26. Please recall whether there was ever a time that you did any of the following (select all that

apply):

e Kissing

e Fondling over clothes or dry humping
e Fingering or genital rubbing

e Oral sex

e Vaginal penetrative sex,

e Anal penetrative sex

e None of the above

27. In the past year, how many partners have you had intercourse with?

e Drop down option 1-49
e 50 or more

28. Are you currently in a sexual relationship?

e Yes
e No

29. Over the past 6 months, how many times have you had vaginal penetrative sex?

30. Over the past 6 months, how many times have you had anal penetrative sex?

31. Over the past 6 months, how many times have you had oral sex?

32. Over the past 6 months, how many times have you been intimate with another person without

having penetrative sex?
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Appendix B: Attitudinal Familism Scale

Answer each of the following on a Likert Scale:

10.

11.

12.

13.

14.

Strongly disagree (1) to Strongly agree (10)

. Children should always help their parents with the support of younger brothers and sisters,

for example, help them with homework, help the parents take care of the children, and so
forth.

The family should control the behavior of children younger than 18.

A person should cherish the time spent with his or her relatives.

A person should live near his or her parents and spend time with them on a regular basis.

A person should always support members of the extended family, for example, aunts, uncles,
and in-laws, if they are in need even if it is a big sacrifice.

A person should rely on his or her family if the need arises.

A person should feel ashamed if something he or she does dishonors the family name.
Children should help out around the house without expecting an allowance.

Parents and grandparents should be treated with great respect regardless of their differences
in views.

A person should often do activities with his or her immediate and extended families, for
example, eat meals, play games, or go somewhere together.

Aging parents should live with their relatives.

A person should always be expected to defend his/her family’s honor no matter what the
cost.

Children younger than 18 should give almost all their earnings to their parents.

Children should live with their parents until they get married.

14



15. Children should obey their parents without question even if they believe they are wrong.

16. A person should help his or her elderly parents in times of need, for example, helping
financially or sharing a house.

17. A person should be a good person for the sake of his or her family.

18. A person should respect his or her older brothers and sisters regardless of their differences in

VIEWS.
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Appendix C: Marianismo Beliefs Scale
Answer the following questions on a 4-point Likert scale ranging from (1) strongly disagree to
(4) strongly agree.
Family pillar

A source of strength for her family

Considered the main source of strength of her family
Keep the family unified.

Teach their children to be loyal to the family

Do things that make my family happy.

SAEFE o

Virtuous and chaste

Remain(ed) a virgin until marriage.

Wait until after marriage to have children.
Be pure.

Adopt the values taught by her religion.
10. Be faithful to her partner

© % N o

Subordinate to others

11. Satisty her partner’s sexual needs without argument.
12. Not to speak out against men.

13. Respect men’s opinions even when she does not agree.
14. Avoid saying no to people

15. Do anything a male in the family asks her to do.

Silencing self to maintain harmony

16. Not discuss birth control.

17. Not express her needs to her partner.

18. Feel guilty about telling people what she needs.
19. Not talk about sex.

20. Be forgiving in all aspects.

21. Always be agreeable to men’s decisions.

Spiritual pillar

22. The spiritual leader of the family.
23. Responsible for taking family to religious services.
24. Responsible for the spiritual growth of the family.
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Appendix D: Intragroup Marginalization Inventory
Family Scale

For each of the following, indicate the extent to which you experience the situation with
members of your family.

Use the Following Rating:

Never/ Does not Apply Extremely Often 1234567
1. My family has a hard time accepting my new values.
2. My family wants me to act the way I used to act.

3. My family has a hard time understanding why I do not take part in some of my ethnic
group’s cultural practices.

4. My family has the same hopes and dreams about my future as me.

5. My family is accepting of my work/career goals.

6. My success in work/school has made my family closer to me.

7. Family members tease me because I don’t know how to speak my ethnic group’s language.
8. Family members tell me that I “act White.”

9. Family members tell me that I have too many White friends.

10. Family members criticize me because I don’t speak my ethnic group’s language well.

11. Family members tell me that I am “brown on the outside but white on the inside.”

12. Family members laugh at me when I try to speak my ethnic group’s language.

Friends Scale

For each of the following items, indicate the extent to which you experience the situation
with friends of your ethnic group.

Use the Following Rating:
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Never/ Does not Apply Extremely Often 1234567
1. Friends of my ethnic group have a hard time accepting my new values.
2. Friends of my ethnic group want me to act the way I used to act.

3. Friends of my ethnic group have a hard time understanding the pressures of my
work/school.

4. Friends of my ethnic group have the same hopes and dreams as me.
5. Friends of my ethnic group are accepting of my work/career goals.
6. My success in work/school has made friends of my ethnic group closer to me.

7. Friends of my ethnic group tease me because I don’t know how to speak my ethnic group’s
language.

8. Friends of my ethnic group tell me that I put work/school ahead of family.

9. Friends of my ethnic group tell me that I am a “sellout.”

10. Friends of my ethnic group tell me that I have too many White friends.

11. Friends of my ethnic group have a hard time accepting why I don’t act the way I used to.
12. Friends of my ethnic group laugh at me when I try to speak my ethnic group’s language.

13. Friends of my ethnic group tell me that my skin is too white to be a member of my ethnic
group.

14. Friends of my ethnic group tell me that [ am “brown on the outside but white on the
inside.”

15. Friends of my ethnic group tell me that I am not really a member of my ethnic group
because I don’t act like my ethnic group.

16. Friends of my ethnic group tell me that I am not really a member of my ethnic group
because I don’t look like my ethnic group.

17. Friends of my ethnic group criticize me because I don’t speak my ethnic group’s
language well.

Ethnic Group Scale
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For each of the following items, indicate the extent to which you experience the situations with
people of your ethnic group other than friends or family members.

Use the Following Rating:
Never/ Does not Apply Extremely Often 1234567

1. People of my ethnic group criticize me because I don’t speak my ethnic group’s language
well.

2. People of my ethnic group have the same hopes and dreams as me.

3. People of my ethnic group are accepting of my work/career goals.

4. My success in work/school has made people of my ethnic group closer to me.
5. People of my ethnic group say that I have changed.

6. People of my ethnic group are not as close to me as they used to be because of my
work/school achievements.

7. People of my ethnic group tease me because I don’t know how to speak my ethnic group’s
language.

8. People of my ethnic group tell me that I need to act more like them.

9. People of my ethnic group tell me that I am a “sellout.”

10. People of my ethnic group tell me that I have too many White friends.

11. People of my ethnic group laugh at me when I try to speak my ethnic group’s language.

12. People of my ethnic group tell me that I am not really a member of my ethnic group because
I don’t act like my ethnic group.

13. People of my ethnic group want me to act the way I used to act.
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Appendix E: Family Sex Communication Quotient

The following statements represent personal feelings about family discussions of sex. Please
select one of the five response categories that best describes your opinion: SA = Strongly Agree,
A = Agree, N = Neutral (or Don’t Know), D = Disagree, SD = Strongly Disagree. Also, please
answer these questions regardless of whether you have ever talked about sex with your parents.
Don’t spend much time on any one question; make a choice and move to the next. Don’t ask
others how they are answering their questions, or how they think you should answer yours.

—

. Sex should be one of the most important topics for parents and children to discuss.
2. I can talk to my parents about almost anything related to sex.

3. My parents know what I think about sex.

4. It is not necessary to talk to my parents about sex.

5. I can talk openly and honestly with my parents about sex.

6. I know what my parents think about sex.

7. The home should be a primary place for learning about sex.

8. I feel comfortable discussing sex with my parents.

9. My parents have given me very little information about sex.

10. Sex is too personal a topic to discuss with my parents.

11. My parents feel comfortable discussing sex with me.

12. Much of what I know about sex has come from family discussions.

13. Sex should not be discussed in the family unless there is a problem to resolve.
14. Sex is too hard a topic to discuss with my parents.

15. I feel better informed about sex if I talk to my parents.

16. The least important thing to discuss with my parents is sex.

17. 1 feel free to ask my parents questions about sex.

18. When I want to know something about sex, I generally ask my parents.
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Appendix F: Child and Adolescent Sexual Messages Scale
Indicate how frequently parents conveyed each message on a 4-point scale ranging from 0
(never) to 3 (a lot).

Men want sex all the time.

It’s difficult for men to resist their sexual urges.

Men want as much as they can get on the first date.

To catch a man, a woman should play “hard to get.”

Men want sex; women want relationships.

Men are most interested in women as potential sex partners.

It is up to women to limit the sexual advances of men and to keep men from going “too

far.”

8. In dating, the goal for men is “to score” with as many women as they can.

9. It is better for a woman to use her “feminine charm” to indicate her interest.

10. It is worse for a woman to sleep around than it is for a man.

11. Men lose respect for women who sleep with them too early in a relationship.

12. Men should be the initiators of romantic relationships.

13. Sex outside of marriage is a sin.

14. Sex belongs in married relationships only.

15. A woman should not live with a man outside of marriage.

16. People who have premarital sexual relations bring shame to the family name.

17. The primary goal of sexual intercourse is to have children.

18. People who have sex before marriage typically regret it later.

19. You should abstain from sex until marriage to avoid getting or getting someone pregnant.

20. Sex should be a deep and beautiful expression of love between two people.

21. Making love is different from having sex.

22. Partners should be emotionally intimate before they are physically intimate.

23. Having sex is serious and should not be taken lightly. It comes with a lot of
responsibilities.

24. Sex is best when the partners are in a loving and committed relationship.

25. Being sexual is a natural part of being human.

26. When it comes to sex, people should follow the “don’t ask/don’t tell” policy.

27. Sex is a private matter and should not be discussed in public.

28. Sex is a taboo topic and should not be talked about with others.

29. It is not appropriate for women to be too interested in sex or to plan for sex.

30. Physical affection between two people should not be displayed in public.

31. Having sex should be viewed as a normal part of dating relationships.

32. Women have just as many sexual desires as men.

33. Premarital sex is perfectly fine as long as “protection” is used to prevent STDs and
pregnancy.

34. No sexual act is immoral as long as both parties are consenting adults.

35. College is a time for sexual exploration.

36. It is better for men and women to have diverse sexual experiences before they are

married.

Nk =
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Appendix G: Sexual Risk Survey

Instructions: Please read the following statements and record the number that is true for you over
the past 6 months for each question on the blank. If you do not know for sure how many times a
behavior took place, try to estimate the number as close as you can. Thinking about the average
number of times the behavior happened per week or per month might make it easier to estimate
an accurate number, especially if the behavior happened fairly regularly. If you’ve had multiple
partners, try to think about how long you were with each partner, the number of sexual
encounters you had with each, and try to get an accurate estimate of the total number of each
behavior. If the question does not apply to you or you have never engaged in the behavior in the
question, put a “‘0’” on the blank. Please do not leave items blank. Remember that in the
following questions ‘‘sex’’ includes oral, anal, and vaginal sex and that ‘‘sexual behavior’’
includes passionate kissing, making out, fondling, petting, oral-to-anal stimulation, and hand-to-
genital stimulation. Refer to the Glossary for any words you are not sure about. Please consider
only the last 6 months when answering and please be honest.

In the past six months:
1. How many partners have you engaged in sexual behavior with but not had sex with?
2. How many times have you left a social event with someone you just met?

3. How many times have you ‘‘hooked up’’ but not had sex with someone you didn’t know or
didn’t know well?

4. How many times have you gone out to bars/parties/social events with the intent of ‘ ‘hooking
up’’ and engaging in sexual behavior but not having sex with someone?

5. How many times have you gone out to bars/parties/ social events with the intent of ‘‘hooking
up’’ and having sex with someone?

6. How many times have you had an unexpected and unanticipated sexual experience?

7. How many times have you had a sexual encounter you engaged in willingly but later
regretted?

For the next set of questions, follow the same direction as before. However, for questions 8-23,
if you have never had sex (oral, anal or vaginal), please put a “‘0’’ on each blank.

8. How many partners have you had sex with?

9. How many times have you had vaginal intercourse without a latex or polyurethane condom?
Note: Include times when you have used a lambskin or membrane condom.
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10. How many times have you had vaginal intercourse without protection against pregnancy?
11. How many times have you given or received fellatio (oral sex on a man) without a condom?
12. How many times have you given or received cunnilingus (oral sex on a woman) without a
dental dam or ‘‘adequate protection’’ (please see definition of dental dam for what is considered
adequate protection)?

13. How many times have you had anal sex without a condom?

14. How many times have you or your partner engaged in anal penetration by a hand (‘“fisting’”)
or other object without a latex glove or condom followed by unprotected anal sex?

15. How many times have you given or received analingus (oral stimulation of the anal region,
“‘rimming’’) without a dental dam or ‘‘adequate protection’’(please see definition of dental dam

for what is considered adequate protection)?

16. How many people have you had sex with that you know but are not involved in any sort of
relationship with (i.e., ‘“friends with benefits’’, ‘“fuck buddies’’)?

17. How many times have you had sex with someone you don’t know well or just met?
18. How many times have you or your partner used alcohol or drugs before or during sex?

19. How many times have you had sex with a new partner before discussing sexual history, IV
drug use, disease status and other current sexual partners?

20. How many times (that you know of) have you had sex with someone who has had many
sexual partners?

21. How many partners (that you know of) have you had sex with who had been sexually active
before you were with them but had not been tested for STIs/HIV?

22. How many partners have you had sex with that you didn’t trust?

23. How many times (that you know of) have you had sex with someone who was also engaging
in sex with others during the same time period?
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Appendix H: Health Belief Model on STI Testing

Likert-type response choices: strongly disagree (scores 1 point), disagree (scores 2 point), neutral
(scores 3 point), agree (scores 4 point) and strongly agree (scores 5 points). Higher scores
indicate stronger feelings about that construct

It is likely that I will get an STI in the future

My chances of getting STIs in the next few years are high

I feel I will get an STI some time during my life

The thought of STIs scares me

When I think about STIs, my heart beats faster

I am afraid to think about STIs

Problems I would experience with STIs would last a long time

STIs would threaten a relationship with my boyfriend, husband, or partner

If I had STIs my whole life would change

10. If I developed an STI, I would have to take medication for a long time*

11. I want to discover health problems early

12. Maintaining good health is extremely important to me

13. I'look for new information to improve my health

14. 1 feel it is important to carry out activities which will improve my health

15. I eat well balanced meals for my health

16. I exercise at least 3 times a week for my health

17. I have regular health check-ups even when I am not sick

18. If T have a sexually transmitted infection (STI) test regularly and the result is good, I
don’t need to worry too much about infections

19. Having regular STI Tests will help to find changes to the cervix, before they get worse

20. If an STI was found at a routine STI Test its treatment would not be so bad

21. I think that having a regular STI Test is the best way for STIs to be diagnosed early

22. Having regular STI Tests will decrease my chances of getting an STI (e.g., HPV, HIV,
chlamydia)*

23. 1 am afraid to have an STI Test for fear of a bad result

24. 1 am afraid to have an STI Test because I don’t know what will happen what will happen

25.1don’t know where to go for an STI Test

26. I would be ashamed to lie on a gynaecologic examination table and show my private
parts to have an STI Test

27. Having an STI Test takes too much time

28. Having an STI Test is too painful

29. Health professionals doing STI Test are rude to women

30. I neglect or cannot remember to have a STI Test regularly

31. I have other problems more important than having a STI Test in my life

32. 1 don’t have sex enough to get an STI Test regularly *

33. There is no health center close to my house to have a STI Test

34. If developing an STI is in my destiny, having an STI Test cannot prevent it

35. I prefer a female doctor to conduct an STI Test

36. I will never have an STI Test if I have to pay for it
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