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Unintended pregnancies are found in university students with insufficient health literacy on preventing
pregnancy. Thus, the objective of the current two-phase study was to analyze the situation of health literacy
concerning contraception among female university students and to evaluate the effects of the “Sex Must Safe”
program on health literacy intention and practice regarding condom and emergency contraceptive pill uses among
female university students in Chon Buri province, Thailand.

A cross-sectional study design was used in phase 1. Data was collected between February and May
2017. A self-administered questionnaire, developed by the Ministry of Public Health based on evolving concept of
health literacy, was used to collect data from 418 university students. Descriptive statistical analysis was used for
the data analysis. A quasi-experimental study design was used in phase 2. Multistage sampling was conducted to
collect data from 73 selected university students (36 intervention group and 37 comparison group) between
September 2017 and January 2018. The intervention group participated in an 8§ week “Sex Must Safe” program and
follow up period at week 20. Once again, a self-administered questionnaire was used. Descriptive statistics, the
chi-square test, Fisher’s exact test, paired samples t-test, independent samples t-test, Mann-Whitney U test, and

generalized estimating equations were used for the data analysis.

The results showed that majority of the students did not have sufficient knowledge related to health
(78.2%), mainly knowledge on health and health services, knowledge and understanding about health and
communicating to improve expertise. The data collected were used to improve the ‘Sex Must Safe’ program.
Whereas, the results indicated the health literacy mean scores of the intervention group were found significantly
higher than the control group (p-value = 0.002, 95% confidence interval [CI]: 3.43-15.47) following the
intervention, a mean difference between the two groups for intentions regarding condom and emergency
contraceptive pill use was not statistically significant (p-value = 0.111, 95% CI = -2.22-2.15). Analysis of the
practice scores was only conducted on university students who had sexual intercourse. The reported mean
difference, is in favor of the intervention group, which was statistically significant (p-value = 0.004, 95% CI =
0.27— 1.45). The intervention was demonstrated to increase health literacy and practice among the female
university students. The finding of this study would be able to offer a new practical program to prevent unintended

pregnancy.
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CHAPTER |
INTRODUCTION

This study was designed to evaluate the effects of the “Sex Must Safe”
program on health literacy intention and practice regarding condom and emergency
contraceptive pill uses among female university students in Chon Buri province,
Thailand. Background and rationale, objectives, research questions, conceptual
framework, operational definition, approach and expected outcomes are included in
this chapter.

1.1 Background and rationale

Youth is one of the developmental phases of the human life cycle between
childhood and maturity period (Assembly 2011). Youth has to undergo various
changes in terms of physical, cognitive, emotional, and sexual development
(Huberman 2015). This is important for maturity preparation (Lloyd 2007). World
Health Organization (WHO) defined “adolescent” as an individual whose age is
between 10 to19 years old. WHO describes “youth” as people with ages between 15
to 24 years old and “young people” as persons with ages between 10 to 24 years old
(Goodburn and Ross 1995). However, this study focuses on university students who
have ages between 18 to 24 years old. Youth interested in and curious at
the same time about body changing, opposite sex and sex-related issues (Fonseca and
Greydanus 2007) which, become risk factors of premarital sexual behavior,
adolescent pregnancy, abortion, sexually transmitted diseases (STDs) and Acquired
Immunodeficiency Syndrome (AIDS) (Stanger-Hall and Hall 2011).

Unintended pregnancy among youth is a worldwide problem in both
developed and developing countries (Organization 2015). Unintended pregnancy is
often related to individual characteristics, knowledge, attitude, practice, and age at
first sexual intercourse (Richter and Mlambo 2005). Misconceptions of sex and
discontinuation of contraception have been a cause of global adolescent pregnancy
(Ziyane and Ehlers 2006). Consequently, adolescent pregnancy significantly affects
maternal and child health, for instance, higher rates of depression, school dropout,
economic problem, preterm birth, and low birth weight (Organization 2014).



In 2014, the estimated number of global unintended pregnancy between
15 to 19 years of age was 16 million. Of those numbers, 1 million pregnancies had
age less than 15 years old. Statistics indicate that the average global birth rate among
15 to 19 year old was 49 per 1,000 adolescent (worldwide range was 1 to 299 per
1,000 adolescent), which the highest was sub-Saharan Africa. Also, 95% of this birth
rate occurred in low and middle-income countries. It was observed that the worldwide
teenage pregnancy rate has not decreased until now (Organization 2015). However,
the birth rate in the USA was presented the highest birth rate among the developed
countries.

It’s declining trend from 61.8 births per 1,000 adolescent females in 1991 to 24.2
births per 1,000 adolescent females in 2014. (Hamilton, Martin et al. 2015).

The estimated number of Thai youth was 10.2 million in 2012, which is 15%
of the total population (Cappa, Wardlaw et al. 2012). In 2016, the number of
adolescent females aged 15 to 19 years old was 2,262,832. The birth rate of
adolescent females at this age was 44.8 cases per 1,000 youths (Bureau of
Reproductive Health, 2016), which increased from 31.1 cases per 1,000 youths in
2000 (Sukrat 2014). However, the birth rate of adolescent females in Thailand was
higher than the average birth rate of adolescent females in Asia - Pacific regions
(Williamson 2013).

According to Abortion Surveillance in Thailand report 2013, two — third of
youth had their first sexual intercourse at 17 years old and more than half of them did
not use contraception. Of total abortion numbers, 29.0 % of abortions were between
the ages of 15 - 19 years old and 31.5% occurred between the age of 20 - 24 years old
(Bureau of Reproductive Health 2014). The youth who had an abortion were more
likely to be in confusion, frustration, extreme anxiety suffered by young others
(UNFPA Thailand, 2014). According to the findings in 2011, 53% of abortions are
adolescents, and 30% are students (Thai health 2013).Pregnancy is caused by many
factors, including individual, family and social factors. The main factors of individual
consist of knowledge, attitudes, and beliefs about sex issues. Example of other factors
was access to contraceptive, family relationship, unappreciated parenting, sexual
abuse by family member or coercion, socioeconomic status, pressure from peers who

have had sex and social deterioration (Langille 2007).



At present, the combination of increased adolescent pregnancy and
decreasing contraception use in Thailand are serious issues. While Thailand
demonstrated great success in increasing contraceptive prevalence from 1969 to 2006,
progress stalled from 2006 to 2009. Contraceptive prevalence decreased by
2.5 percentage points (from 81.1 percent in 2006 to 78.6 percent in 2011) according to
the UNICEF, high pregnancy and low contraception are caused by many factors,
including the female adolescent’s lack of sex and contraception education (especially,
where and how to use and access condoms and birth control pills), lack of negotiating
power that influenced their ability to demand the use of contraception, the censorship
of condom marketing and unregulated information about reproductive health on the
internet may be decreasing contraceptive use or encouraging improper birth control
methods, drugs and alcohol, differences in ethnic cultural norms and others between
medical professionals and clientele, and physiological changes. As a whole, this could
point to greater rates of adolescents having sexual intercourse and using improper or
no contraceptives, leading to pregnancy (UNICEF 2015).

Quoted from the study entitled dispensing of emergency hormonal
contraceptive pills, pregnancy test kits, and pharmacy services for sexually
transmitted infections by drug stores in Chon Buri province, is a survey from 2009 to
2010 from 634 pharmacies (70%) in Chon Buri province, the sale of emergency
contraceptive pills has reached by 16,870 boxes per month, and the sale of the
pregnancy test kit has reached 6,943 boxes per month. Pharmacies located near the
educational institutions have shown higher sales according to statistical significance
(p < 0.05). From the above information, emergency contraceptive pills are used
excessively, especially from the pharmacies near entertainment area and the
pharmacies near the educational institution. The sale is increased during the weekend
and during public holidays (Osiri and Phoolcharoen 2012).

According to the administration of emergency contraceptive pills, if taken
emergency contraceptive pills within 24 hours after having sex, the effectiveness of
the pill to prevent pregnancy is only 85%. In addition a prevalent side effect from the
use of emergency contraceptive pills are nausea, vomiting, stomach pain, chest pain,
sporadic bleeding while having the period, premature period or delayed period.
Furthermore, the side effects resulted from higher hormones in the body such as the



abnormality in the oval, endometrial disorder as well as the risk to ectopic pregnancy
equivalent to 2% etc. Hence, the user should not use emergency contraceptive pills for
more than 4 pills a month or 2 packages per month (Dilokpattanamongkol P 2016).

According to the study on the use of emergency contraceptive pills during
the past year, its trend has shown that the misuse of emergency contraceptive pills has
increased; especially the excessive use of emergency contraceptive pills resulted from
unclear information marked on the package so that the users have misconception on
emergency contraceptive pill which is used to prevent pregnancy in case of
“emergency only”. Some teenagers used the emergency contraceptive pills every day,
and have unprotected sex on purpose while taking emergency contraceptive pills to
prevent pregnancy which is inappropriate (Padpai S 2010).

Therefore, sex education is important for youth. Sex education can improve
social skills resulting in decrease unintended pregnancy and STDs (Kay, Jones et al.
2010). In Thailand, undergraduate students should take the sexual education course
which focuses on body parts, sexual development, dating relationship, STD and
HIV/AIDS, pregnancy prevention and related sexual activities. In fact, the sex
education in Thailand is taught only on biological parts because of the limitation of
Thai culture. Sex is still considered as "dirty issue"”, the society and parents tend to
ignore or avoid to discuss about this openly (Kay, Jones et al. 2010).

Report of sexual behaviors among youth in Eastern regional university
of Thailand showed that 34.1% of youth lived in dormitory both inside and outside
of the university, 61.5% had sexual intercourse, 70.1% had boyfriend/girlfriend
and 76.0% used condom during sexual intercourse (Thongnopakun, Maharachpong et
al. 2016). In Chon Buri province, Ministry of Public health, reported that there were
3,286 childbirths in 2015, which the birth rate of age between 15 to 19 years old was
66.3 cases per 1,000 youths. This number was the first highest in Thailand (Bureau of
Reproductive Health Ministry of Public Health, 2015). Moreover, Muang, Sriracha,
Banglamung district were the top three districts which had the highest rate of teenage
childbearing (Ministry of Social Development and Human Security 2014).

Overall the “Sex Must Safe” program needs to be created in order to
enhance preventive sexual risk behavior by using condom and emergency

contraceptive pills appropriately and correctly. It can be seen that university students



have high sexual risk behavior and low contraceptive use which led to the problem of
unintended pregnancy. In this study, focus the is on female university students
because it has affected maternal and child health for instance the higher rates of
depression, school dropout, economic problem, preterm birth, and low birth weight.
However, there were few studies using a health literacy and self-efficacy theory to
improve the appropriate condom and emergency contraceptive pill use among
university students. Therefore, this study aims to develop the “Sex Must Safe”
program based on health literacy and self-efficacy theory and evaluate the effects of
the program on health literacy, intention and practice regarding condom and
emergency contraceptive pill uses among female university students in Chon Buri

province, Thailand.

1.2 Study objectives

1.2.1 General objective
To evaluate the effects of the “Sex Must Safe” program on health literacy

intention and practice regarding condom and emergency contraceptive pill uses
among female university students in Chon Buri province, Thailand.
1.2.2 Specific objectives

1.2.2.1 To determine the health literacy of female university students on
contraceptive use (Phase 1).

1.2.2.2 To determine the effects of the “Sex Must Safe” program on
health literacy intention and practice regarding condom and emergency contraceptive
pill uses among female university students. (Phase 2);

1) To compare a) health literacy, b) intention, and c) practice scores on
condoms and emergency contraceptive pills use before and after intervention and also
a 3- month follow up of the comparison and the intervention groups.

2) To compare a) health literacy, b) intention, and c) practice scores on
condoms and emergency contraceptive pills use before and after intervention and also

a 3- month follow up between the comparison and the intervention groups.



1.3 Research question

Is the “Sex Must Safe” program able to improve the health literacy,
intention, and practice regarding condom and emergency contraceptive pill uses

among female university students?

1.4 Hypothesis

1.4.1 The post-test and follow up mean scores on health literacy, intention,
and practice regarding condom and emergency contraceptive pill uses are higher than
baseline in the intervention group.

1.4.2 After the intervention, health literacy, intention, and practice on
condom and emergency contraceptive pills mean scores of the intervention group are

higher than those of the comparison group.

1.5 Conceptual framework

This concept of the study aims to evaluate the effects of “Sex Must Safe”
program to health literacy, intention, and practice on condom and emergency
contraceptive pill uses by comparing experimental group and comparison group
before and after intervention and also a 3 month follow up of the universities students.

The conceptual framework is shown in Figure 1.1



Stage I: Initial Survey n =418

Characteristic factors
- Age - Monthly income

- Class year - Current residence type
- Grade average point

- Marital status of parents

Aspect and pattern of sexual behavior

- Having a boyfriend/ casual sex partners

Development of the
“Sex Must Safe”

- Having hugging and kissing experience

- Having sexual experiences

- Drink containing alcohol/ substance abuse program

before having sexual intercourse

- Experience in use of medication/ equipment
to prevent pregnancy
- Accessibility to medication/ equipment to

prevent pregnancy

Health literacy for pregnancy prevention

Behaviors to prevent unintended pregnancy

Figure 1.1 Conceptual framework



Stage I1: Quasi experimental study Initial Survey n =73

Independent Variable

variable

Characteristic factors

- Age

- Class year

- Grade average point

- Marital status of parents
- Monthly income

- Current residence type

Sex activity

- Having a boyfriend/
casual sex partners

- Having sexual
experiences

- Drink containing
alcohol/ substance
abuse before having
sexual intercourse

- Experience in use of
condom and emergency

Knowledge of condom
and emergency
contraceptive pill

Attitudes towards
condom and emergency
contraceptive pill

- Perceived self-efficacy
of condom and emergency
contraceptive pill

- Expectation on condom
and emergency
contraceptive pill use

Social and
environmental factors

- Peer norms influence

- Social media influence
- Accessibility to condom
and emergency
contraceptive pill

Intervention

Intervention
Group

“Sex Must Safe”
Program

1. “Knowing about
condoms and
emergency
contraceptive pills”

2. “Existing solution
selection”

3. “Communication and
creating understanding”
4. “Realizing self-
values”

5. “Life’s path”

6. “Verifying if the
information is reliable”

Dependent

Primary outcome

- Health literacy of
condom and
emergency
contraceptive pill
uses

A

Comparison group
Non “Sex Must Safe”
Program

Secondary
outcome
- Intention and
practice on condom
and emergency
contraceptive pill
uses

Figure 1.1 Conceptual framework (continuous)




1.6 Operational definition

“Sex Must Safe” program: refers to the sex education program which
comprises of 1) mastery experience, 2) vicarious experience, 3) verbal persuasion, and
4) emotional arousal components related to health literacy and self-efficacy concepts
in order to provide proper practice for condom and emergency contraceptive pill uses.

Intention on condom and emergency contraceptive pills: refers to the
willingness of female university students to use condom and emergency contraceptive
pills whenever they have sexual intercourse.

Practice on condom and emergency contraceptive pills refers to the
willingness of female university students who had sexual intercourse to use condom
and emergency contraceptive pills during sexual intercourse.

Health literacy of condom and emergency contraceptive pills use: refers
to the cognitive and social skills which determine the motivation and ability of
individuals to gain access to, understand and use information in ways which promote
condom and emergency contraceptive pills use. The health literacy is divided into
6 components as follows;

1. Access to health information and health service to use condom and
emergency contraceptive pills. This component is composed of sources of information
selection, information inquiry from the experts, information acquisition problems,
choosing reliable source, acquiring information and verifying information from
reliable source.

2. Cognitive health regarding the use of condom and emergency
contraceptive pills which means knowledge, memory, understanding, analysis or
systematic comparison on the use of condom and emergency contraceptive pills.

3. Communication skills to enhance the competence to use the condom
and emergency contraceptive pills which means the skills in listening, speaking,
reading and writing. The development of these skills would enable communication
which can facilitate better understanding and persuasion for others to practice using
condom and emergency contraceptive pills.

4. Decision skills in choosing appropriate practice in using condom and
emergency contraceptive pills which means the ability to express declination or the
ability to avoid the situation which can lead to unprotected sex (without using condom
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and emergency contraceptive pills by using reasoning and the analysis on the
advantages and the disadvantages, consequences resulted from their actions. In
addition, this skill includes the skill to convince others to comply to use condom and
emergency contraceptive pills to prevent pregnancy.

5. Self-management for health condition for using condom and
emergency contraceptive pills means the ability to set up a goal and plan to use
condom and emergency contraceptive by achieving this planned goal including the
ability to revise their own practices. This skill includes the awareness of changes and
the ability to cope with the consequences.

6. Media and information literacy for the use of condom and emergency
contraceptive pills means the ability to evaluate acquired information, to verify the
accuracy, the reliability of the data which has been presented, the comparison to
channel media selection, the message evaluation from the media before making a
decision related to the use of condom and emergency contraceptive pills.

Knowledge of condom and emergency contraceptive pills: refers to an
understanding of basic knowledge and using condom and emergency contraceptive
pills correctly.

Attitudes towards condom and emergency contraceptive pills: refers to
the rationale and motivational beliefs, feelings, values and disposition which effects
the attitudes to use condom and emergency contraceptive pills of female university
students.

Peer norms influence: refers to perceived forces of friends which lead to
the use or not use of condom and emergency contraceptive pills.

Social media influence: refers to the perceived influence of media online
such as website, mobile technologies, magazines, social blogs, photographs, pictures,
video and etc., regarding condom and emergency contraceptive pills.

Accessibility to condom and emergency contraceptive pills: refers to the
capability of female university students to access, buy and use condom and
emergency contraceptive pills at all times, which is divided into ease of access,
convenient to use, and to be at reasonable price.

Unintended pregnancy: refers to pregnancies that are mistimed, unplanned
or unintended at the time of conception.
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Sexual Intercourse: refers to sexual activity between two persons that
involves inserting the penis into the vagina.

Experience in using condom and emergency contraceptive pills: refers
to the experience in using condom and emergency contraceptive pills by female
university student respondents.

Female university students: refers to undergraduate Thai female university
students who are studying both full time and part-time.

Class year: refers to the first year to the fourth year of undergraduate
students.

Grade average point: refers to the cumulative grade-point average of
the respondents at the last semester of participating.

Marital status of parents: refers to living together, widowed, and divorced/
separated.

Having a boyfriend/ casual sex partners: refers to having or never having
boyfriend/ casual sex partners.

Sexual experiences: refers to having or never having vaginal sex.



CHAPTER I
LITERATURE REVIEW

The purpose of this study is to evaluate the effects of the “Sex Must Safe”
program on health literacy intention and practice regarding condom and emergency
contraceptive pill uses among female university students in Chon Buri province,
Thailand. The reviewed literature of the study has been organized as follows:

2.1 Adolescent and development

2.2 Concept of contraceptive

2.2.1 Definitions of contraceptive
2.2.2 Situation of contraception use
2.2.3 Contraceptive methods
2.2.4 Concept of condom
2.2.5 Concept of emergency contraceptive pills
2.3 Unintended pregnancy
2.3.1 Definitions of unintended pregnancy
2.3.2 Situation of unintended pregnancy and contraception

2.4 Act for prevention and solution of the adolescent pregnancy problem in
Thailand, B.E. 2016

2.5 Concept and theories related to this study

2.5.1 Health Education

2.5.2 Health Literacy

2.5.3 Bandura’s Social Learning Theory
2.6 Research related to this study
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2.1 Adolescent and development

2.1.1 Definitions of adolescent
WHO defined “adolescent” as the period in lifespan growth and
development from childhood to maturity period, from ages 10 to19 years old. “Youth”
a person with ages between 15 to 24 years old and “young people” as persons with
ages 10 to 24 years old [4]. The adolescent period rapidly changes in four dimensions:
1) physical 2) cognitive 3) emotional and 4) social development [25]. However, this
study focuses on female university students who study in Chon Buri province, age
between 18 to 24 years old.
2.1.2 Adolescent development
1) Physical development
Adolescent is one of the critical periods in the life span [26]. There are
two major changes; firstly general adolescent has developments like increase of
weight and height. Secondly, the sexual organ is composed of primary and secondary
development. Primary sexual organ consists of penis and vagina development.
Secondary sexual organ development contains the aspects of menstruation, pubic hair,
breast, hips expansion, voice, testis, and shoulder [27].
2) Cognitive development
Adolescent is the crucial period for development of formal logical
operations including abstract thinking (thinking about possibilities), the ability to
reason from known principles (form own new ideas or questions), the ability to
consider many points of view according to varying criteria (compare or debate ideas
or opinions), and the ability to think about the process of thinking. So adolescents
need to develop their cognition, cognitive development refers to the development of
the ability to think and reason.
During adolescent, complex thinking processes are used to focus on less
self - centered concepts as well as personal decision-making, including the following:
2.1) Adolescent has increased thoughts about more global concepts
such as justice, history, politics, and patriotism.
2.2) Adolescent often develops idealistic views on specific topics or
concerns.

2.3) Adolescent may debate and develop intolerance opposing views.
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2.4) Adolescent begins to focus their thinking on making career
decisions.
2.5) Adolescent begins to focus their thinking on emerging role in
adult society [28].
3) Emotional development
A realistic and logical sense of identity in the context of relating to others
and learning to manage stress and emotions involved in emotional development
among adolescent [29]. This is an imperative proces about life - long issues for
everyone. To be mature, the adolescent goes through many vulnerable emotional
stages, they openly express those emotions and has unstable emotions, and they learn
from the reaction feedback after their actions [30].
4) Social development
Adolescent needs to have their identity and to be accepted therefore social
development is an essential part of this period. They need good relationships and trust
from family members, friends, and other adults. Moreover, they want to gain a sense
of social network, attachment to school, ability to navigate in multiple cultural

contexts, and commitment to civic engagement [31].

2.2 Concept of contraceptive

2.2.1 Definitions of contraceptive

Contraceptive or birth control is the prevention of conception through the
use of many devices, agents, sexual practices, chemicals, drugs, and surgical
procedures. However, the purpose of contraceptive is to prevent a woman from
unwanted pregnancy [32, 33].

Contraception or the pregnancy prevention is the prevention to avoid
pregnancy by various mechanisms such as ovulation prevention, the prevention to
stop the conceived oval and the sperm to procreate and the prevention to stop the fetus
to develop in the uterus [34].

Contraception refers to one of the methods to prevent procreation or to
prevent the development of the fetus which has been procreated or the destruction of

the fetus which has been procreated and have been implanted to the uterus [35].
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For this study, the definition of the contraception is the procreation
prevention or the prevention of procreated fetus to be implanted on the uterus or the
destruction of the conceived oval to be implanted on the uterus to avoid pregnancy.

2.2.2 Situation of contraception use

Global Situation

In many parts of the world, contraceptive use has significantly increased
especially in Asia and Latin America. However, it is still not common in sub-Saharan
Africa. According to the survey, the use of modern contraceptive has slightly
increased from 54% in 1990 to 57.4% in 2015. Besides, the proportion of women
aged 15-49 years-old has been increased from 2008 — 2015. In Africa, the proportion
has been increased from 23.6% to 28.5%. In Asia, the proportion has been increased
from 60.9% to 61.8%. In Latin America and the Caribbean, the percentage is static at
66.7%. Men do not share the responsibility of using contraception. An only relatively
small subset of the mentioned prevalence rates are contributed by men as the most up-
to-date contraceptive methods assigned to men and are limited to male condoms and
sterilization (vasectomy) [36].

Thailand Situation

In Thailand, the social norms enforced by parents, schools and other
guardians have prohibited “the premature cohabitation”. This concept has discouraged
the teenagers to have a sexual relationship during their schooling age [14]. However,
from the report from the behavioral monitoring on the HIV infection among grade
11" students in Thailand between 2009 - 2014 by the division of epidemiology,
department of disease control, in 2014, 24.2% of male students have had sex. The
average age of having the first sexual experience is 15.3 years old. The percentage of
using condoms during their first sex is 65.2%. 20.7% of male students have had sex at
the age below 15 years old. 18.9% of female students have had sex. The average age
of having the first sexual experience for female students is 15.4 years old. The
percentage of using condoms during their first sex is 64.2%. 14.2% of female students
have had sex at the age below 15 years old. By comparing with the data collected
from 2013, the data, from male students, has shown that the latest use of condoms has
been increased when they have had sex with a sexual partner or with a girlfriend. By
contrast, the number has been decreased when they have had sex with female
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prostitutes or when they have had same-sex relationship. This figure has maybe
resulted from the campaign to sensitize the unprepared pregnancy among teenagers.
This campaign has equipped the teenagers with the awareness. Consequently, the use
of condoms with the sexual counterparts has increased, without having to worry about
getting pregnant, the use of condoms with female prostitutes and same-sex sexual
partners, on the other hand, has decreased. For female students, the latest information
has shown the increasing trend of using condoms with sexual partners/ boyfriends or
with other men [37].

From the study entitled “Factors Related to the Sexual Health Behaviors
among Youth in Universities Located in the Eastern Region”, the study has found that
61.5% of youth have revealed that they have had sex. Among this number, 59.8% did
not use condoms during their first sexual encounter. Regarding the youth’s sexual
behavior, the study has found that only 24% has abstained themselves not to have sex
during their schooling years. In terms of self-prevention, 23.7% of the youth did not
use condoms every time they have sexual intercourse. More than 14.8% have had anal
sex with their sexual counterparts, and 46.2% have had oral sex with their sexual
counterparts. 73.1% of the youth had negotiated with their sexual counterparts to use
condoms every time they have sexual intercourse. Regarding contraception, 25.9% of
youth have counted the date to prevent pregnancy (7 days before and 7 days after),
24.7% have emergency contraceptive pills every time after having sexual intercourse
[23].

Regarding the situations of the emergency contraceptive pills sold by the
pharmacy, currently, there is the mobilization to allow individuals who have been
sexually harassed or individuals who have failed to protect themselves while having
sex to be able to buy emergency contraceptive pills at the pharmacy because the
access to the emergency contraceptive pills can reduce pregnancy-related protects as
well as abortion. Meanwhile, the use of the emergency contraceptive pills has
reflected unsafe sex phenomenon and has risks to getting sexually transmitted
diseases including HIV [38]. Quoted from the study entitled “Dispensing of
Emergency Hormonal Contraceptive Pills, Pregnancy Test Kits, and Pharmacy
Services for Sexually Transmitted Infections by Drug Stores in Chon Buri Province”

is a survey from 2009 to 2010 from 634 Pharmacies (70%) in Chonburi province, the
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sale of emergency contraceptive pills has reached 16,870 boxes per month, and the
sale of the pregnancy test kit has reached 6,943 boxes per month. Pharmacy located
near the educational institutions have shown higher sales according to statistical
significance (p < 0.05). From the above information, emergency contraceptive pills
are used excessively, especially from the pharmacy near entertainment area and the
pharmacy near the educational institution. The sale is increased during the weekends
and during public holidays [19]. Moreover, according to the study on the use of
emergency during the past year, the trend has shown that the misuse of contraceptive
pills has increased; especially the emergency contraceptive pills resulted from unclear
information marked on the package of the contraceptive pills box so that the users are
confused with the objectives of the emergency contraceptive pills. The indication does
not mention that the emergency contraceptive pills are used in emergency cases only.
Some teenagers have misunderstood and used the emergency contraceptive pills every
day, and have unprotected sex on purpose while taking emergency contraceptive pills
to prevent pregnancy which is inappropriate [21].

2.2.3 Contraceptive methods

There are various contraceptive methods, choosing the contraceptive
methods, personal taste varies according to the individual, sexual partner, group of
people or the policy regulated by particular countries. For instance, condoms are
popular among Japanese as they can prevent pregnancy and sexually transmitted
disease. In India, women condoms are more popular because Indian people believe
that contraceptive pills will cause obesity etc. However, factors which contribute to
efficient contraception are knowledge, understanding, and discipline on contraceptive
practices [39].

WHO has divided the contraceptive methods into 2 methods accordingly
1) modern methods 2) traditional methods [40].



Table 2.1 Modern methods of contraception
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Method

Description

1. Combined oral contraceptives (COCs)

or “the pill”

Contains two hormones (estrogen and

progestogen)

2. Progestogen-only pills (POPs) or

"the minipill"

Contains only progestogen hormone,

not estrogen

3. Implants

Small, flexible rods or capsules placed
under the skin of the upper arm;
contains progestogen hormone only

4. Progestogen only injectables

Injected into the muscle or under the
skin every 2 or 3 months, depending
on product

5. Monthly injectables or combined

injectable contraceptives (CIC)

Injected monthly into the muscle,

contains estrogen and progestogen

6. Combined contraceptive patch and
combined contraceptive vaginal ring
(CVR)

Continuously releases 2 hormones — a
progestin and an estrogen- directly
through the skin (patch) or from the

ring.

7. Intrauterine device (IUD): copper

containing

Small flexible plastic device
containing copper sleeves or wire that

is inserted into the uterus

8. Intrauterine device (IUD)

levonorgestrel

A T-shaped plastic device inserted into
the uterus that steadily releases small

amounts of levonorgestrel each day

9. Male condoms

Sheaths or coverings that fit over a

man's erect penis

10. Female condoms

Sheaths, or linings, that fit loosely
inside a woman's vagina, made of thin,

transparent, soft plastic film
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Table 2.1 Modern methods of contraception (continuous)

Method

Description

11. Male sterilization (vasectomy)

Permanent contraception to block or cut
the vas deferens tubes that carry sperm

from the testicles

12. Female sterilization
(tubal ligation)

Permanent contraception to block or cut

the fallopian tubes

13. Lactational amenorrhea method
(LAM)

Temporary contraception for new mothers
whose monthly bleeding has not returned,
requires exclusive or full breastfeeding
day and night of an infant less than 6

months old

14. Emergency contraception pills
(ulipristal acetate 30 mg or

levonorgestrel 1.5 mg)

Pills taken to prevent pregnancy up to 5

days after unprotected sex

15. Standard Days Method or SDM

Women track their fertile periods (usually
days 8 to 19 of each 26 to 32 day cycle)

using cycle beads or other aids

16. Basal Body Temperature (BBT)
Method

Women takes her body temperature at the
same time each morning before getting
out of bed observing for an increase of 0.2

to 0.5 degrees celsius.

17. Two Day Method

Womn track their fertile periods by
observing presence of cervical mucus (if

any type color or consistency)

18. Sympto-Thermal Method

Women track their fertile periods by
observing changes in the cervical mucus
(clear texture), body temperature (slight
increase) and consistency of the cervix

(softening).
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Table 2.2 Traditional methods of contraception

Method Description

1. Calendar method or rhythm method Women monitor their pattern of
menstrual cycle over 6 months,

subtracts 18 from the shortest

2. Withdrawal (coitus interruptus) Man withdraws his penis from his
partner's vagina, and ejaculates
outside the vagina, keeping semen

away from her external genitalia

For this study, the researcher has limited the scope of the study to modern
methods only because the previous studies have shown that condoms are popular
among the teenagers who already had sexual encounters [37]. Meanwhile, the
previous studies also show that the teenagers do not use condoms every time they had
sexual intercourse, especially during their first sexual encounter. In addition, almost
one-fourth of the teenagers had taken the emergency contraceptive pills after they had
sex [23]. The Bureau of Reproductive Health, Ministry of Public Health has
recommended condoms and contraceptive pills as the suitable contraceptive methods
for teenagers [35]. For this reason, this study is focusing on the program management
which promotes the use of condoms among teenagers so that they will use the
condoms every time they have sex. Knowledge, understanding as well as skills are
provided. In case that the misuse of condom occurs, the teenagers will be able to
handle the situation correctly by taking the correct dose of emergency contraceptive
pills. This awareness also includes the sexually transmitted disease prevention and
unprepared pregnancy.

2.2.4 Concept of condom

Male condom is a sheath worn over the penis while having the sexual
intercourse to prevent pregnancy or to prevent sexually transmitted diseases [36].

Condom is the equipment to cover the male penis during the sexual

intercourse by blocking the semen to penetrate the vagina during ejaculation. It is also
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the effective equipment to prevent sexually transmitted diseases and HIV infection
[35].

Type of Condoms

Currently, there are 3 types of condoms available for sale

1. Natural membrane condom is made from material taken from
caecum part of the lamb intestine. The thickness is approximately 0.5 millimeter. It is
soft but not flexible. It can prevent pregnancy but it cannot prevent sexually
transmitted diseases. Currently, it is no longer popular.

2. Latex condom is produced from the natural rubber. These condoms
are high quality, slim and stick. There are many types such as rounded tip, bulb tip,
lubricated condom, spermicide condom etc. This type of condom can prevent both
pregnancy and sexually transmitted diseases.

3. Plastic condom is the condom made from polyurethane. This new
condom is thinner and stronger than the latex condom. Like the rubber condom, this
type of condom can prevent both pregnancy and sexually transmitted diseases.

Regarding the efficiency of condom, the criteria of the reliable and good
quality condom is that it must be in a condition which will not break, leak orsoak.
The condom has to be used correctly and regularly. Apart from birth control, condoms
can prevent sexually transmitted diseases and HIV infection.

Benefits of the use of condoms

1. To prevent birth control. In cases that the condom is good quality or
of high standard and they are used correctly, they can prevent pregnancy efficiently.

2. Convenient to carry

3. Condoms can be easily accessed. Condoms are affordable and
available at every convenient stores and pharmacy. Free condoms are also given with
at costs at any Ministry of Public Health’s Healthcare establishment.

4. Currently, many condom brands have developed condom flavors,
textures, colors to enhance sexual sensation including condom which prolongs
ejaculation or orgasm so that users can have longer pleasure.

5. Unlike contraceptive pills or other contraceptive methods, there is
no side effect from using condoms. If the users want to have a baby, they can stop
using condoms and they can get pregnant normally.
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6. Condoms can prevent sexually transmitted diseases and HIV
Disadvantages of the use of condom

1. Condoms have to be used for each sexual intercourse

2. Condoms disrupts the continuity of sexual sensation as the condoms
have to be used while the penis is erected.

3. During the intercourse, condoms reduce sexual pleasure and the
sexual intimacy as it reduces the feeling of being touched.

4.In some cases, the allergy resulted from the chemical on the
condom’s layer has been reported. The allergy is found in both men and women.

5. Inappropriate size of the condoms can lead to condom damage or
loose condoms may slip off.

2.2.5 Concept of emergency contraceptive pills

Emergency contraception means pregnancy prevention after having
unprotected sex and the protection has failed such as the condom was slipped off or
the contraceptive injection was forgotten etc. [41].

Emergency contraception pill or contraceptive medication used after having
sex is the contraceptive medication which consists of high dose of estrogen or
progesterone hormones. The mechanism to prevent the pregnancy is to postpone
ovulation period or to prevent the fetus to be developed. The emergency contraceptive
pill is taken in cases that the regular contraceptive pill was forgotten or during
unexpected incidents such as rape, condom leakage, condom slippage, broken
condom or having unprotected sex etc. For the most efficient result, the emergency
contraceptive pills must be taken immediately after sexual intercourse or within 72
hours. At present, there are 5 methods of emergency contraception as follows:

1. The use of mixed hormones type emergency contraceptive pills or
Yuzpe Regimen. This pill was the synthesis of estrogen and progestin. Two pills have
to be taken immediately or within 72 hours after having sex. Also, 12 hours later,
another 2 pills must be taken. The pills are available at most of the pharmacy. The
commercial name is known as Eugynon etc. The possibility of getting pregnant is
between 0.4 - 3.2% and there is a high level of side effects (50 - 70%) [42].

2. The use of contraceptive pills produced by single hormone or

Levonorgestrel Regimen comprising high doses of progestrogen such as 750
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milligrams of levonorgestrel. One pill has to be taken immediately or within 72 hours
after having sex, 12 hours later, another pill has to be taken. The commercial names
are known as Madonna and Postinor etc. The use of levonorgestrel has shown lesser
side effects compared to Yuzpe (15% had nausea and 30% reported that they had
irregular period) [43]. This pill is more efficient as the possibility to be pregnant is as
low as 0.4- 1.1%. Therefore, this pill is very popular. [44].

3. The use of Mifepristone or RU 486. The pill is taken by mouth and it
can stop ovulation and stop the function of Corpusluteum which disturbs the
implantation and the development of the fetus. The side effect is also lesser than
Yuzpe (40% have nausea). The postponement of the period is more efficient [45].
Even though the user has taken a smaller dose of 25-50 milligram, the pregnancy
prevention is still effective [46].

4. The use of the Intrauterine device. The contraceptive mechanism of this
device is to prevent the sperm to procreate with the oval and prevent the fetus
implantation which has been fertilized inside the uterus. The device should be used
within 5 days after having sex because if there is a pregnancy, it would cause an
abortion. The use of the intra uterine device is highly effective. The percentage of
being pregnant is 0.1% [47].

5. Menstrual Regulation is the vacuum of the fertilized egg or the
extraction of the newly implanted fetus by the use of vacuum force which should be
conducted before the next period or within 2 weeks after having sex [47].

Indication of the emergency contraceptive pills

The indication of the emergency contraceptive has indicated that it is used
for pregnancy prevention in case of “emergency only”. The definition of emergency
is as follows;

1. A woman who has been sexually assaulted or had sex without
consent, or had unintended sex.

2. A sexual relationship without contraceptive equipment.

3. A sexual relationship between a married couple that used
contraceptive equipment but by mistake, had an emergency incident such as

miscounting the dates, condom leakage, broken condom, intrauterine slipped off,
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forgetting to inject contraceptive medication or forgetting to take contraceptive for
more than 3 days.

Administration of emergency contraceptive

In Thailand, the emergency contraceptive products are available in the
package. Each package, contain 2 pills, each pill, contain high dose of levonorgestrel
at the amount of 750 micrograms. The appropriate use of this medication is to take the
first pill as early as possible (after having unprotected sex) or within 72 hours. The
second pill has to be taken 12 hours later. If there is vomiting, the pill must be taken
again within 2 hours. The pill cannot be taken more than 4 pills a month or 2 packages
per month.

If taken within 72 hours after having sex followed by the second pill, the
effectiveness of the pill to prevent pregnancy will be 75%. If taken within 24 hours
after having sex, the effectiveness of the pill to prevent pregnancy will be 85%.
Therefore, the first pill has to be taken as early as possible.

In addition, 2 pills of emergency contraceptive pills can also be taken at
the same time. The effectiveness and the safety are not different from taking 1 pill
twice. In the United State of America, it is more popular to take 2 pills at once.
Therefore, the dose of the medication is double. The size of the Levonorgestrel is
1.5 milligrams. One-time use is more convenient for the users. However, higher dose
can cause nausea and vomiting for taking more than 1 pill twice in some cases [20].

Emergency contraceptive pills’s side effect

Prevalent side effects from the use of emergency contraceptive pills is
usually not serious such as nausea, vomiting, stomach pain, chest pain, sporadic
bleeding while having period, premature period or period delayed. These side effects
do not require treatment. There is no harm in using emergency contraceptive pills for
a short period of time.

On the other hand, to use the emergency contraceptive pills for an
extended period of time can lessen the efficiency of the medication compared to the
regular contraceptive pills. Furthermore, it can cause side effects resulting from
higher hormones in the body such as the abnormality in the oval, endometrial disorder

as well as the risk to ectopic pregnancy equivalent to 2% etc. Hence, the user should
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not use emergency contraceptive pills more than 4 pills a month or 2 packages per
month [20].

2.3 Unintended pregnancy

2.3.1 Definitions of unintended pregnancy
Unintended pregnancy among adolescent is a worldwide problem in both
developed and developing countries [7]. Finer gave meaning to unintended
pregnancy, as woman not wanting to be pregnant. Since she isn’t ready to be a mother
or doesn’t want a child or when the pregnant woman doesn’t want to continue the
motherhood until delivery[48].
2.3.2 Situation of unintended pregnancy and contraception
Global Situation
In 2014, the estimated number of global unintended pregnancy between
age 15 to 19 was 16 million. Some 1 million pregnancies had age less than 15 years
old. Statistics indicates that the average global birth rate among 15 to 19 years old was
49 per 1,000 adolescent (world wide range was 1 to 299 per 1,000 adolescent), which
the highest was sub-Saharan Africa. Also, 95% of this birth rate occurred in low and
middle income countries. It was observed that, the worldwide teenage pregnancy rate
has not decreased until now [7].
Globally unintended pregnancy rate of 15-44 years old in 2012 was 53 in
1,000 per woman. The rate in Africa was 80 unintended pregnancies per 1,000
reproductive women, which was the highest rate [49]. Adolescent pregnancy
significantly affected maternal and child health for instance, higher rates of
depression, school dropout, economic problem, preterm birth, and low birth weight
[10].
Asia Situation
The unintended pregnancy rate in Asia was 46 per 1000 reproductive
women [49]. According to the findings in 2012, half of all unintended pregnancies
had abortion, 38% had unplanned births and 13% had preterm labor. Of those
abortions, 54% occurred in developed countries and 49% occurred in developing
countries [49]. Moreover, many thousands of women in developing countries get

complication from unsafe abortion and die [49]. Adolescent pregnancy led many
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negative results, such as low birth weights, infant mortality, maternal emotional
problems, school dropouts, lack of employment opportunities, etc. [50]. In addition,
3 million female youths between 15 — 19 years old undergo unsafe abortions [7].

Thailand Situation

The estimated number of youth was 10.2 million, which is 15% of total
Thai population [14]. In 2014, the number of young female ages between 15 to 19
years old was 2,342,738. The birth rate of young female at this age was 47.9 cases per
1000 youths [51], which increased from 31.1 cases per 1000 youths in 2000 [13].
Moreover, the birth rate of youth in Thailand was higher than the average birth rate of
youth in Asia - Pacific regions [14].

Thailand abortion situation

According to ‘Abortion Surveillance in Thailand Report in 2013°, two —
third of youth had the first sexual intercourse at 17 years old and more than half of
them did not use contraception. 29.0 % of abortions were in age 15-19 years old and
31.5% occurred in age 20-24 years old [15]. The youths who had abortion were more
likely to be confused, frustrated; and suffer extreme anxiety [14]. According to the

findings in 2011, 53% of abortions are adolescents, and 30% are students [16].

2.4 Act for prevention and solution of the adolescent pregnancy problem in
Thailand, B.E. 2016

His Majesty King Bhumibol Adulyadej is graciously pleased to proclaim
that whereas it is expedient to have a law on prevention and solution of the adolescent
pregnancy problem; be it, therefore, enacted by the King, by and with the advice and
consent of the National Legislative Assembly, as follows:

Section 5. An adolescent has the right to make a decision by himself and
has the right to get information and knowledge, right to access reproductive health
service, right to have confidentiality and privacy, and right to access social welfare
provision, that are equal and non-discriminative, and is entitled to any other rights for
the purpose of this Act accurately, completely and adequately.

Section 6. An educational establishment shall undertake the prevention

and solution of the adolescent pregnancy problem as follows:
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(1) To provide teaching and learning on sexuality studies this is
appropriate to the age of pupils or students;

(2) To recruit and develop teaching personnel to be capable of
providing sexuality studies and counseling on the prevention and solution of
adolescent pregnancy problem to pupils or students;

(3) To establish a system of supervision, assistant and protection for
pregnant pupils or students to receive education in a suitable and continuous manner,
including establishing a referral system to ensure the receipt of an appropriate
reproductive health service and social welfare provision.

The prescription of the categories of educational establishments and
undertaking of the educational establishments in each category shall be in accordance
with the rules, procedures and conditions as prescribed in the Ministerial Regulation.

Section 7. A service establishment shall undertake the prevention and
solution of the adolescent pregnancy problem as follows:

(1) To accurately, completely and adequately provide information and
knowledge on the prevention and solution of adolescent pregnancy problem to
adolescent recipients of service;

(2) To provide counseling and reproductive health services which are
up to the standard and consistent with the rights under section 5, to adolescent
recipients of service, including establishing a referral system to ensure the receipt of
appropriate social welfare provision.

The prescription of the categories of service establishments and
undertaking of the service establishments in each category shall be in accordance with
the rules, procedures and conditions as prescribed in the Ministerial Regulation.

Section 8. A business establishment shall undertake the prevention and
solution of the adolescent pregnancy problem as follows:

(1) To accurately, completely and adequately provide information and
knowledge on the prevention and solution of adolescent pregnancy problem to

adolescent employees;
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(2) To provide or support adolescent employees with an access to
counseling and reproductive health services, including establishing a referral system
to ensure the receipt of appropriate social welfare provision;

The prescription of the categories of business establishments and
undertaking of the service establishments in each category shall be in accordance with
the rules, procedures and conditions as prescribed in the Ministerial Regulation.

Section 9. There shall be social welfare provision relating to prevention
and solution of the adolescent pregnancy problem as follows:

(1) To promote and support children and youth councils at the level of
province and district to establish the children and youth networks in the areas to be
the leaders in preventing, resolving, and monitoring the problem of adolescent
pregnancy;

(2) To promote and support the relevant state agencies and private
organizations to coordinate, monitor, and assist pregnant adolescents and their
families;

(3) To provide vocational training in accordance with interests and
proficiencies to pregnant adolescents, who intend to receive the training, prior and
after childbirth, and to coordinate to procure suitable employment;

(4) To provide alternative families in the case where adolescents are
unable to raise the children themselves;

(5) To provide other social welfare to promote the prevention and
solution of adolescent pregnancy problem.

The undertakings under paragraph one shall be in accordance with the
rules, procedures and conditions as prescribed in the Ministerial Regulation.

Section 10. The local administration shall have the powers and duties to
undertake to ensure that adolescents in its local administrative area have the rights
under section 5.

For the purpose of the undertaking under paragraph one, the local
administration shall have the powers to prescribe local ordinances in accordance with

the rules, procedures and conditions as prescribed in the Ministerial Regulation.
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2.5 Concept and theories related to this study

2.5.1 Health Education
Health education (H.ed.) are behavior and social sciences as one of the core
dimensions of public health [52]. Health education refers to any combination of
learning experiences designed to facilitate voluntary actions conducive to health” for
prevention and health promotion [53]. WHO gave meaning of health education as
“consciously constructed opportunities for learning involving some form of
communication designed to improve health literacy, knowledge, and developing life
skills, which are conducive to individual and community health” [54]. Health
educators employ a core set of competencies. Also, there are many settings and
audiences for health education such as schools, universities, health departments,
communities, worksites, and international organizations. The major areas of health
education practice, such as assessing, planning, implementing, managing, and
evaluating health education or health promotion programs, services, and interventions
[52].
2.5.2 Health Literacy
1) Definition of Health Literacy
In 1974, the term “Health literacy” had been used for the first time during
the Health Education seminar.
World Health Organization has defined health literacy accordingly
“Health literacy represents the cognitive and social skills which determine the
motivation and ability of individuals to gain access to, understand and use information
in ways which promote and maintain good health” [55]
The Ad Hoc Committee on Health Literacy for the Council on Scientific
Affairs of the American Medical Association: AMA has given its definition as “the
overall skills including the basic capacity to read messages and basic calculation for
maintaining health practices” [56].
The Center for Health Care Strategies Inc. has defined health literacy as
“the ability to read, to make an understanding and adjust practices after acquiring
information on maintaining” [57].
The Institute of Medicine or IOM has defined Health literacy as “the level

of an individual’s ability in managing and understanding health information and basic



30

health service which is essential for making decision”. The IOM has clarified that the
level of health literacy is based on individual’s skills to handle the health situation. In
addition, health care and educational system has an influence on health literacy.
Social and cultural factors at home, at work and in the community also has to be taken
into consideration [58].

Zarcadoolas C., Pleasant A. & Greer D.S., has given its definition as
“individual’s comprehensive skills covering an ability to assess health information
and the ability to apply the acquired concept to minimize the health risk and improve
the quality of life” [59].

Nutbeam has given the definition of the health literacy as the intellectual
and social skills which leads to individual’s motivation and competence to access,
understand and be able to utilize the information to promote and maintain their health
continuously [60].

As quoted in Pleasant A. & Kuruvilla S., Kickbusch & Maag has given
the definition as “Daily-life Health Decision-making ability and the ability to search
for health information for the purpose of self-care” [61].

Pleasant A. & Kuruvilla S. has given the definition of the health literacy
as “the ability to search, understand, analyze, and utilize the health information in
order to make the right decision. Health literacy also minimizes the health inequality”
[61].

Ishikawa H. et al. has given the definition of health literacy as “an
individual’s ability to access, understand, and utilize health information in order to
make the right decision on health” [62].

Health Systems Research Institute has explained that the health literacy is
the knowledge achievement, personal skill and confidence to elevate self’s health care
as well as that of the community by adjusting the livelihood and living condition [63].

Nutbeam has explained that the health literacy is individual’s social and
analysis competence which determines the motivation and the ability to access,
understand, evaluate and utilize information according to their own needs to promote
and maintain one’s good health. Health literacy also increases knowledge and

understanding of the health factors. It also facilitates the attitude and behavior
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adjustment for health promotion. Health literacy is one of the key factors for health
promotion [64].

Rootman has defined that health literacy is the skills covering the inquiry
necessity to evaluate and integrate health information from diverse contexts. It also
requires verbal skills regarding health and the culture of the health system [65].

Amornwiwat S. has conceptualized health literacy as “health literacy is
the wellness literacy” which is learned through the life time learning cycle including
learning to learn or learning to understand, learning to do or learning to practice,
learning to live together or participation or cooperation with others, and learning to be
or having the intellect to making sense of the surrounding environment and having
essential mental power to behave responsibly [66].

Chin et al. has interpreted 2 different terminologies which lead to the
health outcome accordingly; health knowledge and health literacy is related to each
other. Health knowledge is crucial to facilitate health literacy. For instance, if
individual has health knowledge, he or she will have health literacy [67].

Edwards, Wood, Davies & Edwards has mentioned that health literacy
has been transferred from those who have accumulated the health literacy and gained
the ability to manage their own health condition, and can access updated information
and service. Health literacy also means the counseling with health experts and
negotiation to receive proper treatment. The competence varies as some people may
have good knowledge and skill while the other may put less effort to search for
information and prefer having communication through counseling [68].

Health Education division has defined the health literacy as the
competence and skills to access knowledge, understanding for analysis and evaluate
practices and self-management including the ability to provide personal health
guidance to the family and community [69].

Benjamas Suramitmaitree has given the definition of health literacy as the
competence and skills to access information, understand the analyzed contents in
order to evaluate practices which enables self-management. Health literacy is also the
ability to provide guidance, to maintain good health, regarding personal health of

family and community [70].
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Tipwong A. and Numpoon J. has defined health literacy as the
knowledge, understanding, and social skills which indicates motivation and personal
competence to comprehend and utilize information to achieve the goal of having good
health. Health literacy is also the knowledge development, the understanding of the
context, the attitude adjustment and the motivation and self-control to healthy
behavior [71].

Therefore, it can be summarized that the health literacy is the mental
process and the social skills for critical thinking which leads to motivation and
personal competence to understand, evaluate, utilize the information in searching and
obtaining health care information. It is also the ability to provide guidance for
personal health to family and community.

2) Components of the Health Literacy

Lee, Shoou-Yih D., Arozullah, Ahsan M., & Cho, Thai and international
academic and organizations have divided the components of health literacy
accordingly; Young Ik. has divided the component of the health literacy into 4 parts;

1) Knowledge of disease and self - care
2) Health risk behavior

3) Preventive care and physician visits
4) Compliance with medications

Individual’s low level of health literacy will lead to the lack of health
knowledge, unhealthy behaviors, inability to protect oneself from diseases, unaware
of the necessity to visit the doctor including not complying with the doctor’s
instruction. These factors are delaying the appropriate self-care practices,
deteriorating the health condition, and increasing the number of emergency service
usage and treatment from the hospitals [72].

Paasche - Orlow & Wolf has theorized the concept entitled “Integrated
Model of Health Literacy” which divided the health literacy component into 3 parts
[73];

1) Access and utilization of health care
2) Provider - patient interaction
3) Self - care the indication of the health literacy is determined from

related factors such as education, ethnicity, gender, age, profession, income, culture,



33

language and social support. It is also determined by the physical factors such as the
visibility and hearing ability etc. All components have significant influences for
individual who receive the health service. The successful interactive dialogue with the
health service providers will enable achievable self-care.

Nutbeam has divided the component of health literacy from the concept
of “Conceptual model of health literacy as a risk” into 6 parts [60];

1) Access

2) Cognitive

3) Communication skill
4) Self - management
5) Media literacy

6) Decision skill

This concept is developed from the different issues in clinical care and
public health which reflects "Risk to diseases”. In case that an individual possesses
low level of health literacy, it would result in self-practice and health management.
This concept is rooted from the research on adult literacy and health promotion which
prioritizes the skill and competence development which allows individuals to gain
control of their health as well as adjust the factors which improve the population’s
health outcome; health control and risk factor to health adjustment.

Von Wagner et al. has defined it as the ability to rely on literacy and
numeracy skills when they are required to solve problems. This conceptual framework
is developed from the social cognition models. The social cognition models explain
that the health literacy has a foundation of basic skills such as reading, calculation
which is used to interpret necessary information for more advanced thinking level
[74].

Rootman has divided the health literacy component into 2 parts;

1) General Literacy such as competence in reading, calculation,
speaking, listening, comprehension negotiation and decision making.

2) Other literacy such as literacy in science, culture, computer and
other media. This concept is rooted from the health literacy concept as well as the
literacy on other fields such as general literacy including competence in reading,

calculation, speaking, listening, comprehension, negotiation, criticism, decision
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making. Other literacy include science, culture and media etc. Having low level or
high level of literacy would result directly and indirectly in the health status and
quality of life. The direct impact can be the compliance to the doctor’s medication
instruction, the self-practice in safety whereas indirect impact is the competence to
read which may not give a direct effect. However, the factor which can cause health
impact can be stress, working environment, income, service selection, lifestyle
channel to increase and develop the health literacy are as follows;

1. Health communication or the communication through different
channels to adjust their health behaviors.

2. Capacity development by providing education and training

3. Community development to empower the community and allow
the community to have self-reliance according to the context of each community’s
livelihood.

4. Organizational development by developing and improving the
environment of the settings such as residents, educational institutions and workplace
etc.

5. Policy development by enforcing the policy, law and regulation
into practices.

6. Combined approach are mentioned methods which can be used as
an integration to create the health learning society [65].

Chin et al. has developed the concept of “Process-Knowledge Model of
health literacy” by dividing the component of the health into 3 parts;
1) Processing capacity or factor which enhances the ability, such as the
ability to memorize.
2) General knowledge or the ability to analyse and synthesize.
3) Specific health knowledge is the conceptual framework which
explain the process of adult’s health literacy [67].
Sorensen et al. has divided the health literacy component from the
concept of the “Integrated model of health literacy” into 4 parts accordingly;
1) Access or the ability to search and acquire health-related
information

2) Understand or the ability to understand health information
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3) Appraise or the ability to explain, interpret, filter and evaluate
acquired health information.

4) Apply or the ability to communicate and use the information for
decision-making in one’s own health care [75].

Kwanmuang Kaeo-dum-koeng et al. has divided the health literacy
component into 6 parts;

1. Cognitive skill is the application of the knowledge and
understanding on practices in the health context by contemplating, reasoning and
verifying the credibility and the legitimacy of right and duties. This skill also applies
the cultural assets to solve the problems and minimize the risk and improve the
quality of life.

2. Access skill is the competence in listening, seeing, speaking,
reading, writing, searching and deep calculating to find the linkage by using logical
reasoning. This skill includes the consideration on social norms and regulations in
order to obtain the most accurate health information.

3. Communication skill such as the campaign to promote health
practices by using critical thinking, reasonable verification of the credibility,
legitimacy and the social norms.

4. Decision skill is the logical thinking process from available
alternative.

5. Self-management skill is the personal skill and strategy which will
lead to direct success such as objectives, goal setting, decision making, planning, self-
evaluation, self-development and other skills which can be translated into practices.

6. Media literacy is the knowledge and understanding and personal
competence in thinking, understanding and critical analysis of the contents or the
presentation. This skill includes the ability to interpret the connotation which may be
hidden in the media. Media literary is also crucial for presentation evaluation [76].

Health education division has defined the aspect which is necessary to the
development of health literacy into 6 components accordingly;

1. Access to health information and health service, and the ability to
select health information, the ability to acquire information and use information
inquisition tools to obtain accurate information, and the ability to verify information
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from diverse source to ensure the reliable information to apply for the one’s health
care practices.

2. Cognitive health or having knowledge and the ability to memorize
the health contents reflecting an understanding well enough for application/contents
comparison for practices reasonably.

3. Health information communication skill or the competence to
communication to acquire health knowledge by speaking, reading and writing which
facilitates better understanding and persuasion for others to accept health-related
information.

4. Decision skill in choosing appropriate practice to reject or avoid or
choose particular practice which can bring the healthy result by using reasoning and
the analysis of the advantages and the disadvantages to minimize the impact to
oneself and others.

5. Self-management or the ability to set up goal and plan to achieve
planned actions including the revision and the adjustment to have proper health
behavior.

6. Media and information literacy or the ability to evaluate acquired
information, to verify the accuracy, the reliability of the data which has been
presented, the comparison to channel of media selection to minimize the risk as well
as to evaluate the message evaluation from the media [69].

3) Level of Health Literacy

Health Literacy level, according to Nutbeam, is the highly acclaimed
concept which has been translated into various applications. Nutbeam has divided the
level of the health Literacy into 3 levels;

Level 1: Basic / Functional literacy is the fundamental health literacy
such as the reading and writing ability to understand the health contents which is
considered the basic skill. Reading and writing skills is essential to understand the
health context such as the consent form, medical label, health care written
information, understanding the layout of the information presentation, written and
verbal information for the physician, nurses, pharmacists including other instructions

such as medication intake, appointment etc.
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Level 2: Communicative/ Interactive literacy or shared health literacy
such as the competence in applying knowledge and communication to create
participatory health care. This level is the cognitive literacy and the social skill which
allows participation in terms of one’s own self- health care such as the ability to make
a question to the experts, the ability to express emotions and knowledge to others. The
achievement of this level will enhance the health competence.

Level 3: Critical literacy is the competence to assess the existing
health information in order to make the decision and select practices which can
promote and maintain continual self-health care [60].

In this research on the effects of “Sex Must Safe” program to health
literacy, intention, and practice on condom and emergency contraceptive pill uses
among female universities students in Chon Buri province, Thailand applying health
literacy and self-efficacy theory for promoting condom and emergency contraceptive
pills among female university students, the concept of health literacy is applied from
Nutbeam (2008) and Health Education division. The Health Literacy component is
divided in 6 components as follows;

1. Access to health information and health service to promote the use
of condom and emergency contraceptive pills. This component is comprised of source
of information selection, information inquiry from the experts, information
acquisition problem, how to choose the reliable source, how to acquire information
and verify information from reliable source.

2. Cognitive health regarding the use of condom and emergency
contraceptive pills means knowledge, memory, understanding, analysis or systematic
comparison on the use of condom and emergency contraceptive pills

3. Communication skill to enhance the competence to use the condom
and emergency contraceptive pills means skills in listening, speaking, reading and
writing. The development of these skills would enable communication which can
facilitate better understanding and persuasion for others in terms of the use of condom
and emergency contraceptive pills.

4. Decision skill in choosing appropriate practice in using condom and
emergency contraceptive pills means the ability to express declination or the ability to
avoid the situation which can lead to unprotected sex (without using condom and
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emergency contraceptive pills by using reasoning and the analysis on the advantages
and the disadvantages, consequences resulted from their actions. In addition, this skill
includes the skill to convince others to comply to use the condom and emergency
contraceptive pills to prevent pregnancy.

5. Self-management for health condition for using condom and
emergency contraceptive pills means the ability to set up goal and plan to use condom
and emergency contraceptive by achieving this planned goal including the ability to
revise their own practices. This skill includes the awareness on changes and the ability
to cope with the consequences.

6. Media and information literacy for the use of condom and
emergency contraceptive pills means the ability to evaluate acquired information, to
verify the accuracy, the reliability of the data which has been presented, the
comparison to channel of media selection, the message evaluation from the media
before making the decision related to the use of condom and emergency contraceptive
pills [60, 69].

This study has divided the level of health literacy into 3 levels; basic/

functional literacy, communicative/ interactive literacy, and critical literacy.

2.5.3 Bandura’s Social Learning Theory

Albert Bandura developed self-efficacy theoretical concept within Social
Learning Theory. In his concept, Bandura believed that a person’s behavior has
reciprocal determinism between three factors, namely interpersonal factor (P),
behavior condition (B), and environment condition (E). These three conditions
affected and were affected by one another and were related to each other
systematically. The influence of each condition depended largely on environment
factor. Bandura believed that self-efficacy of an individual personal belief could be
managed and constructed. Such belief would direct personal thoughts, feelings and
motivations of a person in a certain level [77]. Bandura and Cervone also emphasized
on the importance of personal characteristics of a person [78]. Persons with high self-
efficacy would have more confidence in oneself than those who have low self-
efficacy [79].
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Therefore, self-efficacy was defined as believing in capability of oneself to
do such thing with desired expected outcome. Self-efficacy of individual comprised
four categories:

(1) Believing that one could manage and solve problems successfully.

(2) Observing and learning from other people.

(3) Having self-motivation, such as “I can do it”, “I am confident” or
receiving motivation provided by others, such as “You can do it”, “I believe you can
do it”.

(4) Having reinforcing stimulus in all levels, both in processes and
patterns.

Bandura has proposed 4 patterns for the development and the enforcement
of the perceived self-efficacy methods accordingly;

1) Mastery experiences refer to when an individual has expressed any
behavior, and that behavior brings success,that behavior will enhance the self-
efficacy. Bandura believes that this method is the most efficient method in
establishing the perceived efficacy. Therefore, the practice to gain the skills to
perform the particular action is required.

2) Vicarious experiences refer to when individual has seen the model
which is similar to his own success and that model has shown similar satisfactory
consequence, the individual will develop the concept that if he imitates the model's
behavior, he will receive the similar success or consequences.

3) Verbal persuasion refers to individual who has heard from others that
“you can do it”. This message will stimulate the individual to increase their
confidence. However, the persuasion alone is not sufficient to build the self-
confidence regarding the ability. This strategy should be used in combination with
enabling the individual to taste the experience of success.

4) Emotional arousal refers to the emotional arousal that has an effect on
perceived self-efficacy. If the emotion is negatively aroused such as being threatened,
having anxiety, having stress or fear, individual would express negative behavior
which causes failure. This will decrease the perceived self-efficacy. By contrast, the
positive emotional arousal such as the creation of happy and amiable atmosphere

would build and increase the sense of self-confidence as shown in figure 2.1
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Source of perceived self-efficacy Pattern of self- and reinforcement

creation and development

(Participant Modeling)

Mastery experiences (Performance Exposure)

v

(Self-Instructed Performance)

(Live Modeling)
Vicarious Experience (Symbolic Modeling)

v

v

(Suggestion)

Verbal Persuasion .
erbal Persuasio (Self — Instruction)

(Interpretive Treatments)

(Attribution)

(Relaxation)

»
»

Emotional Arousal

(Symbolic Desensitization)

(Symbolic Exposure)

Figure 2.1 The development and the reinforcement of the self-efficacy learning by
Bandura

Self-efficacy influences and affects the behavior and expectation of an
individual to reach their goal. A person with high self-efficacy would be able to do as
he/she believed and expected. However, if the other factor of a person were too high
or too low, he/she would not be likely to express his/ her behavior. Therefore, self-
efficacy has been a very important factor to predict whether the person can change

behavior and can follow instructions.
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2.6 Research related to this study

Our attempt to gather previous studies that are specifically devoted to the
relationship between functional literacy and actual use of contraceptives revealed that
such a study has yet to be conducted. However, Parker et al. did a systematic review
to explore the link between literacy and contraception and found 46 previous studies
containing relevant information [79]. Among these studies, 19 were related to literacy
and health, nine to adult literacy, eleven examined literacy and contraception, and
seven looked at literacy and family planning. More than one-third of English-speaking
and 62% of Spanish-speaking patients had inadequate or marginal functional health
literacy, according to a study conducted at two urban public hospitals [79]. In
addition, studies conducted by health educators have demonstrated that information
for many types of contraceptives is frequently above the patient’s reading level [80].

Thongkhao conducted a descriptive survey to determine knowledge,
attitudes, and use of emergency contraceptive pills among vocational students in
Phatthalung, Thailand [47]. Three-fourths of the participants had knowledge of the
pills. In comparison with their female counterparts, men demonstrated a higher level
of knowledge of the pills. A large number of participants (70%) understood the
indication; however, 40% of the respondents answered the regimen question
incorrectly [47]. Regarding side effects, 70% of the participants were not aware of
them [47]. The questionnaire’s mean score fell into the low-level knowledge category,
though private university students scored higher than those in public universities [47].

Kiew-pilarp and Boonchai did a descriptive survey to determine the use of
emergency contraceptive pills in Thai students [80]. Of respondents, 17.5% of the
students indicated that they received information from friends, drugstores, and lovers
and stated their reasons for using the pills as convenience, availability, and lack of
other contraception methods [80]. Regarding their level of knowledge of emergency
contraceptive pills, 55% demonstrated a moderate level [81].

Aimnoi et al. completed a descriptive survey to determine knowledge of
emergency contraceptive pills among universities student in Bangkok. Three-fourths
of the participants had some knowledge of emergency contraceptive pills, and the
percentage of males with knowledge was higher than females. Almost 70% of the

participants knew the indications, around 40% answered the treatment regimen
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question incorrectly, and two-thirds of the participants were unaware of the side
effects. The mean score of the questionnaire indicated low level knowledge.
Moreover, it was found that private university students scored higher than those in
government universities [82].

Kang and Moneyham did a cross-sectional descriptive study to determine
the use of emergency contraceptive pills and condoms among single undergraduate
students in college in South Korea [82]. From 1,046 participants who were sexually
active, 76.3% had heard of emergency contraceptive pills and 13.2% had used them
[82]. Due to lack of knowledge on emergency contraception, misconceptions about
their safety persisted [82]. Regarding intentions to use emergency contraception and
condoms, a more positive attitude resulted in greater use of both emergency
contraception pills and condoms [82]. Significant gender differences were indicated
on many variables [82]. Females had more concerns about the safety of emergency
contraception pills than males; furthermore, females also had higher knowledge of
emergency contraception pills, greater intention of using emergency contraception
pills and condoms, and they showed a more positive attitude toward condoms than
male students [83].

Sirikittikorn completed a descriptive survey to determine knowledge and
attitudes of emergency contraceptive pills among undergraduate students in a college
in Bangkok [84]. Most of the respondents in each gender had low level of knowledge
on pregnancy contraceptive pills (52.5% in male, 52.7% in female).

Miller did a cross-sectional exploratory examination to determine the
knowledge and attitudes toward emergency contraception among undergraduate
college students in northeast Pennsylvania [84]. No significant differences between
male and female attitudes regarding emergency contraception were found [84].
Several variables were found to be associated with feeling comfortable using
emergency contraceptive pills, including previous knowledge of emergency
contraception, having a higher perceived knowledge level of emergency
contraception, or having taken a health course that discussed emergency contraception
[84]. Emergency contraception was rated as a method of contraception, rather than
abortion [85].
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Meechai et al. conducted a descriptive survey to determine the knowledge,
attitude, and behavior of emergency contraceptive use among students in Thailand
[85]. Many of the students (45.45%) had received information about emergency
contraception pills and 32.66% received the information when they were in class [85].
Most of these students (63.59%) had lower levels in terms of their emergency
contraception knowledge score [85]. Among female students, 40 emergency
contraception pill users (10.92%) had used emergency contraception pills in the past
six months [86].

Thepa completed a descriptive survey to determine the factors related to the
use of the emergency contraceptive pills among female adolescents aged between 16
to 18 years, who were vocational students in Bangkok [86]. The findings of the study
revealed that a little more than half of the female adolescents had experienced
penetrative sexual relationships (58.9%); some of them (28.7%) had taken emergency
contraceptive pills [86]. Related factors for the use of the emergency contraceptive
pills were age, education level, grade point average, and knowledge of emergency
contraceptive pills [87].

El-Ibiary and Youmans conducted a descriptive survey to determine health
literacy and contraception in the United States [87]. To be able to read the instructions
of condoms, a reading level of sixth to 12th grade is required, 9th to 10th grade for the
spermicides, and 10th to 12th grade for emergency contraceptives [87]. The results
were similar to studies conducted in the previous decade [88].

Sarmad, Akhtar, and Manzoor did a cross-sectional study to determine the
relationship between female literacy and contraceptive use in Khushab, Pakistan,
among married women [88]. Literacy played a crucial role for contraception, 88% of
the women knew of at least one method of contraception, including 61% of women
who could read, compared with 38.5% of those who couldn’t read [88]. Educated
women and those that had completed a university degree reported higher use of
contraception (66.6%), compared to women with lesser education [88]. For the
average number of children, women who could read had lesser children (2.7),
compared to women who could not read (4), thus leading to the conclusion that higher
education completion was linked to higher use of contraceptives, which resulted in
lesser number of children [89].
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Melnick, Rdesinski, Creach, et al. did a randomized trial study to determine
the influence of nurse home visits, including three months of contraceptives and
contraceptive counseling, on perceived barriers to contraceptive use and contraceptive
use self-efficacy among women [89]. The average age of participants was 24.7 years.
Three-fourths of participants had household incomes under $25,000 [89]. During the
12 months of study, significant reductions were made in three perceived barriers to
contraceptive access for both groups, as well as significant increases in two measures
of contraceptive use self-efficacy [89]. Both genders had low level of knowledge of
pregnancy and contraceptive pills (52.5% in male, 52.7% in female). For the level of
knowledge on pregnancy and contraceptive pills, significant difference was found
between monthly income and sexual experience [90].

Wei-Chen, Li, and Cook completed a cross-sectional, quantitative survey
design to determine condom use and stages of change among college students in
northern Taiwan [90]. The common reasons for not using condoms included trust in
the sex partner (21.30%), sex partner did not like to use condoms (19.49%), and
perception of low risk (18.77%) [90]. In this study, most sexually active students
(52.4%) were in the earliest two stages of readiness to change (i.e., pre-contemplation,
contemplation). Participants in the action/maintenance group were (a) 43.4% less
likely to show a high knowledge score, (b) 4.08 times more likely to present high self-
efficacy, and (c) 2.24 times more likely to be more religious than those in the
contemplation/preparation group [91].

Jemmott and Jemmott examined whether use of social cognitive theory to
create an AIDS prevention intervention would increase intentions to use condoms
among 109 sexually active inner-city black female adolescents [92]. Their analyses
revealed that the Ss scored higher in their intent to use condoms, AIDS knowledge,
outcome expectancies regarding condom use (CU), and self-efficacy to use condoms
after the intervention than before the intervention. Although increased self-efficacy
and more favorable outcome expectancies regarding the effects of condoms on sexual
enjoyment and sexual partner's support for CU were significantly related to increased
CU intentions, increases in general AIDS knowledge and specific prevention-related

beliefs were not [92].
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Lindberg conducted a path analysis to determine the knowledge, self-
efficacy, coping, and condom use among urban women [92]. He found that 33% of
the informants had had sexual experiences, and 22% of them had used emergency
contraceptive pills. Only 34% of the respondents had received information about
emergency contraceptive pills, and mostly that information was learned from friends;
the majority had low level of knowledge of emergency contraceptive pills [92].
Meanwhile, their level of attitude towards emergency contraceptive pills ranged from
moderate to high. Compared to men, women had lower level of knowledge on the pill
and its usage, and many reported using the pill incorrectly. In addition, nearly half of
the participants did not have adequate knowledge of the possibility of pregnancy [93].

Sirirat, Pumpaibool, and Phupong did a cross-sectional study to determine
the knowledge, attitude, and intention of preventing unwanted pregnancy among
female undergraduate students in Bangkok [93]. The findings of the study revealed
that 42.5% of respondents had a poor level of knowledge; 63.9% of them had a
moderate attitude toward unwanted pregnancy, and 64.8% of them had a moderate
level of intention to prevent unwanted pregnancy. A statistically significant
correlation between knowledge and intention and attitude and intention were found in
this study [94].

Krinara, Ketvatimart, and Maneechot conducted research to determine the
effects of a nursing student-led unplanned pregnancy prevention program on
knowledge, attitude, and intention to prevent unplanned pregnancy among early
adolescents [94]. Before the training program, the students had a low level of
knowledge, moderate level of attitude, and high level of unplanned pregnancy
prevention intention. After finishing the program, the scores of knowledge and
attitude were increased to a moderate level, whereas unplanned pregnancy prevention
intention remained high. There were significant positive relationships among
knowledge, attitude, and intention to prevent unplanned pregnancy at a moderate level
[95].

Parwej et al. conducted a quasi-experiment of the reproductive health
education intervention trials among adolescent girls [95]. Teachers, parents, and
students overwhelmingly (88%, 95.5%, and 93%, respectively) favored reproductive

health education programs [95]. Reproductive health knowledge scores improved
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significantly after interventions in conventional education (27.28) and in a peer
education group (20.77) in comparison to the controls (3.64) [95]. Post-test scores
were not significantly different between the peer education group and the
conventional education group (43.65 and 40.52 respectively) [96].

Vuttanont et al. did research to determine sex education needs in Thai
teenagers [96]. Five important influences were noted on their sexual attitudes and
behavior: ambiguous social roles leading to confused identity, heightened sexual
awareness and curiosity, key gaps in knowledge and life skills, limited parental input,
and impulsivity and risk-taking [96]. School-based sex education was found to be
biologically focused and inconsistently delivered [97].

Chandra-Mouli, Lane, and Wong conducted a systematic review to
determine best practices for adolescent sexual and reproductive health [97]. They
concluded that unproductive approaches should be abandoned, proven approaches
should be implemented with adequate fidelity to those factors that ensure
effectiveness, and new approaches should be explored, to include greater attention to
prevention science, engagement of the private sector, and expanding access to a wider
range of contraceptive methods that respond to adolescents’ needs [98].

Jennings, Howard, and Perotte conducted a quasi-experiment to determine
the effects of a school-based sexual education program known as Teen PEP on peer
educators [98]. Teen PEP peer educators (versus comparison students) reported
significantly greater opportunities to practice sexual risk reduction skills and higher
intentions to talk with friends, parents, and sex partners about sex and birth control,
set boundaries with sex partners, and ask a partner to be tested for STIs, including
HIV [98]. In addition, in the secondary analysis, Teen PEP peer educators had
significantly higher scores on knowledge of sexual health issues and ability to refuse
risky sexual situations [99].

From the research related to this study, it was found that, there were few
studies using health literacy and self-efficacy theory to improve an appropriate
condom and emergency contraceptive pill use among university students. Therefore,
this study aims to develop the “Sex Must Safe” program based on health literacy and
self-efficacy theory and evaluate effects of the program on health literacy, intention
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and practice regarding condom and emergency contraceptive pill uses among female

university students in Chon Buri province, Thailand.



CHAPTER 11
RESEARCH METHODOLOGY

This chapter describes the research methodology in this study, which
includes research design, study period, study area, study population and sample,

study procedure, validity and reliability, data analysis and ethical consideration.

3.1 Research Design

This study has 2 designs which are cross-sectional study and quasi—
experimental research as follows:

Phase 1: This phase used a cross-sectional study design, which aims at
gathering a situation analysis of health literacy toward behaviors for preventing
unintended pregnancy among female university students in Chon Buri province,
Thailand. The result and recommendations from phase 1 were finding gap to serve as
basis for developing “Sex Must Safe” program.

Phase 2: Intervention program phase used quasi — experimental research
which was used to evaluate the effects of the “Sex Must Safe” program on health
literacy intention and practice regarding condom and emergency contraceptive pill
uses among female university students in Chon Buri province, Thailand. The
intervention group received “Sex Must Safe” program. The comparison group did not

received any program. The pattern of the study is presented in figure 3.1

Intervention group ‘ X ‘ X, ‘

I N N S
Comparison Group ‘ ‘ ‘

O4 O; O¢

Figure 3.1 Research design of phase 2
0., Oy refers to gathering data before implementing the program. The data

included socio-demographic of the students, perceived self-efficacy of contraceptive
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use, expectation on contraceptive use, peer norms influence, social media influence,
accessibility to contraceptive, health literacy, intention, and practice on condom and
emergency contraceptive pill use of the intervention group and the comparison group.

O,, Os refers to gathering data after implementing the program. The data
included perceived self-efficacy of contraceptive use, expectation on contraceptive
use, peer norms influence, social media influence, accessibility to contraceptive,
health literacy, intention, and practice on condom and emergency contraceptive pill
use of the intervention group and the comparison group.

0s, O¢ refers to gathering data after finishing the program for 12 weeks.
The data included perceived self-efficacy of contraceptive use, expectation on
contraceptive use, peer norms influence, social media influence, accessibility to
contraceptive, health literacy, intention, and practice on condom and emergency
contraceptive pill use of the intervention group and the comparison group.

X refer to “Sex Must Safe” program intervention period for 8 weeks.

X, refer to follow up period at week 20 after finishing program.

3.2 Study Period

This study was conducted during the year 2017 to 2018 in two phases, as
followed:

Phase 1: The survey was carried out from February to May, 2017.

Phase 2: The program was implemented from September, 2017 to January.
2018. This study was conducted during 20 weeks period. “Sex Must Safe” program
was implemented for 8 weeks and then a program assessment was done at the end of
the intervention and at 12 weeks after intervention.

3.3 Study Area

The study was conducted at two selected universities in Chon Buri province,
Thailand which is located 40 kilometers away from Bangkok and near Pattaya city.
Chon Buri province, is situated in an area known for industry and tourism which is at

the eastern part of the country (Figure 3.2).
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In Chon Buri province, Ministry of Public health, report had the highest rate
of teenage childbearing in Thailand [100]. University students in Chon Buri province
have a variety of risky behaviors and problems, particularly HIV/ AIDS, condom use,
pregnancy, and contraceptive use [23]. Risk behaviors among this population group
were thought to be deriving from many factors such as current cultural environment in

the area, friend persuasion and the influence of broadcasting media [23].

Figure 3.2 The location of Chon Buri province
Source: https://www.google.co.th/maps/place/Chon+Buri/data, 2016

3.4 Study Population and Sample

Study population (Phase 1 and Phase 2): In Chon Buri province, there are
4 public universities (Burapha University, Kasetsart University in Sriracha campus,
Thammasat University in Pattaya campus, and Rajamangala University of
Technology Tawan-ok). In 2016, the total number of female university students
registered in both regular and special program of these 4 universities in first — fourth
year students were 28,707 (20,661 students of Burapha University; 6,036 students of
Kasetsart University in Sriracha campus; 11 students of Thammasat University in
Pattaya campus and 1,999 students of Rajamangala University of Technology Tawan-
ok).


https://www.google.co.th/maps/place/Chon+Buri/data

o1

3.4.1 Phase 1: Situation analysis

This phase aimed to study the situation of female university students’ health
literacy toward behaviors for preventing unintended pregnancy among university
students in Chon Buri province, Thailand. The sample size was calculated by using
the formula of Krejcie and Morgan [101] at confidence interval 95%. The sample size

was calculated using the following formula:

X Np (1-p) __l_]
n = d*(N-1) +42p (1-p)

When: n = number of sample size

N = number of population

7> =  thetable value of chi-square for 1 degree of freedom at the
desired confidence level (1.96*1.96 = 3.841)

p = the population proportion (assumed to be 0.50 since this would

provide the maximum sample size).
d = the degree of accuracy expressed as a proportion (0.05)

Sampling techniques: The number of sample size was 380 female university
students. According to the experience of doing research in Chon Buri province,
Thailand, the loss follow up rate was around 10%, and then the number of sample size
was 418 female university students in 1% — 4™ year study. The sampling process used
the multistage technique, which comprised the three following stages: 1) one
university was selected from four public universities; 2) The faculties of selected
university were grouped into eight groups by the United Nations Educational,
Scientific and Cultural Organization (UNESCO) criteria [102]: a) the Humanities and
Social Science group, b) the Health Science group, c¢) the Business Administration
group, d) the Education group, e) the Fine and applied arts group, f) the Engineering
group, g) the Science and Technology group, and h) the Physical Science group; 3)
the number of population were divided into eight groups faculties, the sample size

was employed, 52 female students were recruited from each group of faculties except
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two groups, 53 female students were recruited; 4) the classrooms of the selected
faculty members were randomly selected; and 5) all students in the classrooms were
recruited. If the number of students exceeded the study’s parameters, students would
draw lots to be excluded from the study. The flow chart of sampling technique was

shown in figure 3.3.

4 public Universities in

Chon Buri province

A 4

1 public University

A 4

Groups of faculty

. Humanities and Social Science group

. Health Science group R e e bl
) o ) 52 female students

. Business Administration group )
) were recruited from
. Education group
) ) each group of
. Fine and applied art group

. Engineering group
i groups, 53 female
. Science and technology group
students were

o N oo o A W N P

. Physical Science group ited
recruite

——— faculties except two

n=418

Figure 3.3 Flow diagram of sampling procedure in Phase 1

Inclusion criteria
1) Thai female university students in their first to fourth year, both full
time and part time undergraduates

2) Agreed by providing written consent
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Exclusion criteria
1) Have history of pregnancy or being pregnant

3.4.2 Phase 2: Quasi-experimental research

In this phase, two of the four government universities were purposively
selected for the study based on their similar characteristics, i.e., their size, located in
urban area, high rate of teenage childbearing. One university was randomly selected
to be the intervention group while the another university was the comparison group.
(Figure 3.4).

//

(\\.-' N\~ 2. . .
' University A

{dem @at University B
ZANFUIRUY -
wifaiyaiis

) { |3574
~ y

Rattaya City f

L7 ' -~ ~

Vidabwney 188 s

Figure 3.4 The location of university A and university B
Source: https://www.google.co.th/maps/place/Chon+Buri/data, 2016

The sample size was calculated by the formula of Chirawatkun A. [103].

The sample size was calculated using the following formula:

2[Za + ZB)o?

A2
When: ¢ = the standard deviation = 4.85
Z, =1.96ata (alpha)=0.05,Z;=0.84 at f=0.2 (Power of the Test =
80%)
A = - u, = difference between means of intention to prevent


https://www.google.co.th/maps/place/Chon+Buri/data
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unplanned pregnancy among early adolescents before and
after education [95] = 30.19 — 26.73= 3.46
2 (1.96+0.84)* x (4.85)°
(30.19 — 26.73)?
30.8 (+ 20% attrition)* = 36.9
= 37
The calculated sample size in each group was at least 37. There are 2 groups

=
1

thus the total number is 74 participants.
* According to research in Muang district, Chon Buri province, Thailand,

the loss follow up rate was around 20%.

Sampling techniques (Phase 2)

For the intervention university, there are 16 faculties divided into 3 groups; 1)
Humanities and social science, 2) Health science, and 3) Science and technology
while the comparison university has 5 faculties divided into 2 groups; 1) Humanities
and social science, and 2) Science and technology. Thus, the students in the health
science faculties in the intervention university were not recruited into the study. The
stratified proportionate to size was employed to enroll the students from the selected
faculties and also their class year as shown in table 3.1 and 3.2, respectively. Twenty-
seven students from the humanities and social science faculties and ten students from
the science and technology faculties were enrolled for both intervention and

comparison universities. The sampling process was also shown in Figure 3.5
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Table 3.1 Number of the study population and sample based on the faculties of

University A (Intervention Group)

N = Total of female n = Total of female

Faculty university students university students
(17,547) sampling (37)

Humanities and Social Science

12,636*37/ 17,547 27
group

) 4,911*37/ 17,547 10

Science and technology group
Total 17,547 37

Source: http://www.buu.ac.th

In comparison group, stratifies proportional size was employed. University
B composes of 5 faculties and 6,036 female students. The faculties were divided into
2 groups as follows, Humanities and Social Science (number of student = 4,387), and
Science and technology (number of student = 1,649). Therefore, the sample of
the Humanities and Social Science group is 25, and Science and technology group is
12, as the following table 3.2.

Before recruitment process, the advertisement posters were distributed to all
selected faculties of both universities. The details of the poster are inclusion criteria,

benefit, and details of the program.
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Table 3.2 Number of the study population and sample based on the faculties of

University B (Comparison group)

Faculty N = Total of female | n = Total of female
university students university students
(6,036) sampling (37)
Humanities and Social Science
4,387*37/ 6,036 27
group
_ 1,649*37/ 6,036 10
Science and technology group
Total 6,036 37

Source: https://reg4.src.ku.ac.th

The sampling process used is the multistage technique which consisted of
the following three stages: (1) university A was selected as the intervention group and
university B was selected as the comparison group, because of the high rate of
teenage childbearing in Chon Buri province and due to universities A and B being
located in the same urban area; (2) the participants were divided into two groups:
humanities and social science students and science and technology students; and (3)
the sample size in each group was at least 37 people that were willing to participate
for twenty weeks. The stratified proportional size of study year was employed, as

shown in figure 3.5
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4 Universities in Chon Buri
province
28,707 female university
students

l l

Experimental Group Control Group
University A = 17,547 University B = 6,036
female university students female university students

A 4

\ 4

\4

\4

Humanities Science Humanities Science
and Social and and Social and
Science technology Science technology
=27 =10 =27 =10

\4 v

n = 37 female university n = 37 female university
students students

Figure 3.5 Flow diagram of sampling procedure (Phase 2)

Inclusion criteria
1) Thai female university students in their first to fourth year that were
both full time and part time undergraduates
2) Agreed by providing written consent
3) Willing to participate for 20 weeks
4) Had a boyfriend on the date they signed the consent form for the
study
Exclusion criteria
1) Students who are planning to leave the University for study,
internship, or work within 20 weeks

2) Had history of pregnancy or being pregnant
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In order to control contamination of participant, 1) quasi-experimental study
was used as a design. Two of four government universities were purposively selected
for the study based on their similarity in characteristics, i.e., their size, located in
urban area, high rate of teenage childbearing. University A was randomly selected to
be the intervention group while University B was the comparison group. 2) University
A which located 16 kilometers far from University B. 3) this study did not give
printing materials or electronic materials of education contents to study participants
but applied methods such as lectures, group discussions, edutainment, brainstorming,

live modeling, and role-playing.

3.5 Study procedure

This study consisted of 2 phases; Phase 1: Situation analysis and Phase 2:
Quasi-experimental research

3.5.1 Study procedure for phase 1: Situation analysis

The survey research in the first phase aimed to gather a situation analysis of
health literacy toward behaviors for preventing unintended pregnancy among 418
female university students by using questionnaire.

3.5.2 Study procedure for phase 2: Quasi-experimental research

This study aims to evaluate the effects of “Sex Must Safe” program to health
literacy, intention, and practice on condom and emergency contraceptive pill uses
among university students in Chon Buri province, Thailand. Three trained research
assistants will run the program. The training course takes 3 hours, 6 times a month by
the researcher.

3.5.2.1 Research Assistant Training Course
The three research assistants (RA) were fourth-year students of the Public

Health faculty who passed the evaluation for becoming researchers. They had been
educated in the basic principles of prevention in their third-year course. The training
course covered contraceptives, condoms and emergency contraceptive pills, health
literacy and self-efficacy theory, teenage pregnancy, risk behavior, teaching skills
communication skills, data collection skills, familiarization with the program, and
related issues. The course ran one month before the recruitment process. After

training, the researcher evaluated the performance of three assistants. The assistant
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with the best performance would lead the teaching program while others would have
responsibility for data collection in the intervention and comparison group.
3.5.2.2 Intervention training place
All students in the intervention group was appointed for training after
enrollment. The “Sex Must Safe” program training was taken place in their university.
3.5.3 Research Instruments
The research instruments of this study were 2 instruments including
experimental instrument and data collection instrument as follows:
3.5.3.1 Experimental instrument
The “Sex Must Safe” program is developed based on result and
recommendations from phase 1. The program consists of eight activities and was
carried out for eight weeks and applied methods such as lectures, group discussions,
edutainment, brainstorming, live modeling, and role-playing. The activity period was
two hours once a week on Thursday or Friday afternoons. The eight activities were as
follows;

Activity 1: introduction to the program, informed consent, and pre-test
in both the intervention and the comparison group.

Activity 2: “Knowing about condoms and emergency contraceptive
pills” is the activity assigned to the female university students including: 1) physical
and reproductive change among female teenagers, 2) knowledge, memorization,
understanding of the condom and emergency contraceptive pill’s instruction and its
interpretation, 3) knowing how to use condom and contraceptive pills according to the
instruction marked on the package of the products, 4) systematic analysis and
comparing the differences of the instruction marked on the package of the condom
and contraceptive pill, and 5) life model of the use of condom and emergency
contraceptive pills. These activities used lecture, group discussion, and live modeling
technique.

Activity 3: “Existing solution selection” is the activity assigned to the
female university students including: 1) source of information selection and online
information inquiry to the health hotline, websites or from Public Health officers, and
2) verification of information regarding the use of condom and emergency

contraceptive pills from diverse sources. This activity used edutainment,
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brainstorming, and group discussion of participants’ access to sources of information
and selection and verification of information.

Activity 4: “Communication and creating understanding” is the
activity assigned to the female university students including: 1) reading information/
news and textbooks. Moreover, the messages writing, listening to instruction as well
as requesting assistance from others to read the messages relating to condom and
emergency contraceptive pills, and 2) convince and persuade boyfriend or sexual
partner to use condom. This activity used edutainment, role-playing, and group
discussion of participants’ communication skills, involving reading, writing, and
listening to enhance their competence in using condoms and emergency contraceptive
pills.

Activity 5: “Realizing self- values” is the activity assigned to the
female university students including: 1) rationale and motivational beliefs, feelings,
values and disposition which has an effect on the intention to use condom and
emergency contraceptive pills, and 2) skills in declining/ avoiding situations which
could lead to unprotected sex, or having sex without condom and emergency
contraceptive pills by using logical reasoning and analysis on benefits, consequences
and impacts. Users can convince others to accept the use of condom and emergency
contraceptive pills to prevent pregnancy. This activity used edutainment, role-playing,
and group discussion of participants’ decision-making skills for choosing appropriate
practice in using condoms and emergency contraceptive pills.

Activity 6: “Life’s path” is the activity assigned to the female
university students including establishing goals and plans for self-practice in using
condom and emergency contraceptive pills. Users can achieve the anticipated plan,
review their self-practices, be aware of changes and how to manage the consequences.
This activity used role-playing and group discussion of participants’ self-management
for health conditions in using condoms and emergency contraceptive pills.

Activity 7: “Veritying if the information is reliable” is the activity
assigned to the female university students including capacity building activity in
evaluating information acquired from the media, recheck the accuracy and reliability
of the source representing the media by comparing the method of channel of

information selection, and assessing information from the message before making
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decision to use the condom and emergency contraceptive pills. This activity used
brainstorming and group discussion about media and information literacy for the use
of condoms and emergency contraceptive pills.

Activity 8: Follow up phase was post - test in both of intervention and
comparison group. After the post — test, the intervention and comparison group will
receive “handbook of adolescent and youth on preventive of unwanted pregnancy”

from researcher, as shown in figure 3.6.

_
.) _lJ‘j

TN JJ_»\‘_J.r

w@2tid nesuwan

Figure 3.6 Handbook of “Sex Must Safe”
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Table 3.3 Activity period
Week| Concept Method Session topic | Intervention | Comparison
and Theory group group
1 - Information of Pre-test Pre-test
study
- Informed
consent
2-3 | - Cognitive Lecture/ |- Physical and “Knowing -
Health group reproductive about
regarding the | discussion/ [change among condoms and
use of live female teenagers. | emergency
condom and | modeling |- The situation of | contraceptive
emergency teenage pregnancy| pills”

contraceptive
pills
-Vicarious

experience

- Knowledge,
memorization,
understanding of
condom and
ECPs’s instruction|
and its
interpretation

- Knowing how to
use condom and
ECPs according to
the instruction
marked on the
package of the
products and
practice to use
condom and
ECPs.
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Week

Concept
and Theory

Method

Session topic

Intervention

group

Comparison

group

- Systematic
analysis and
compare the
differences of the
instruction
marked on the
package of the
condom and
ECPs.

- Life model of
the use of
condom and
ECPs

- Access to
health
information
and health
service to
promote the
use of
condom and
emergency
contraceptive
pills
-Mastery

experience

Edutainment/
brain storm/
Group

discussion

- Source of
information
selection and
online
information
inquiry to the
Health hotline,
websites or from
Public Health
officers.

- Verification

of information

regarding the

use of condom

“Existing
solution

selection”
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Week  Concept Method Session topic Intervention |Comparison
and Theory group group
and emergency
contraceptive pills
from diverse
sources
5 | -Communi- |Edutainment/| - Reading “Communi- -
cation skill  [role play/ information/news | cation and
to enhance  |group and textbooks. creating
the discussion | Messages writing, | understanding”
competence listening to
to use the instruction as well
condom and as requesting
emergency assistance from

contraceptive
pills
-Verbal

persuasion

others to read the
messages relating
to condom and
emergency
contraceptive
pills.

-Convince and
persuade
boyfriend and
sexual partner to
use condom and
emergency
contraceptive

pills.
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Week  Concept Method Session topic Intervention | Comparison

and Theory group group
6 | -Decision Edutainment/| - Rationale and “Realizing -

skill in role play/ motivational self- values”
choosing group beliefs, feelings,
appropriate  discussion | values and
practice in disposition which
using has an effect on
condom and the intention to
emergency use condom and

contraceptive
pills
-Decision
skill

emergency
contraceptive
pills.

- Skills in
declining /
avoiding
situations which
could lead to
unprotected sex,
or having sex
without condom
and emergency
contraceptive pills
by using logical
reasoning and
analysis on
benefits,
consequences and

impacts.
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Week

Concept
and Theory

Method

Session topic

Intervention

group

Comparison

group

Users can
convince others to
accept the use of
condom and
emergency
contraceptive pills
to prevent

pregnancy.

- Self-
management
for health
condition for
using
condom and
emergency
contraceptive
pills
-Vicarious

experience

Role play/

group
discussion

- Establishing
goals and plans
for self-practice
in using condom
and emergency
contraceptive
pills. Users can
achieve the
anticipated plan,
review of self-
practices, be
aware of changes
and how to
manage the

consequences.

“Life’s path”
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Week  Concept Method Session topic | Intervention | Comparison

and Theory group group
8 |-Mediaand [Edutainment/| - Capacity “Verifying if -

information  prain storm/ | building activity | the
literacy for  Group in evaluating information
the use of discussion information is reliable”
condom and acquired from
emergency the media,
contraceptive recheck the

pill
-Emotional

arousal

accuracy and
reliability of the
source
representing the
media by
comparing the
method of
channel of
information
selection, and
assessing
information from
the message
before making
decision to use
condom and
emergency
contraceptive

pills.
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Week  Concept Method Session topic | Intervention | Comparison
and Theory group group
8 immediate | immediate
assessment | assessment
20 | Follow up - The intervention |  Post-test Post-test

and comparison
group will receive
handbook of
adolescent and
youth on
prevention of
unwanted

pregnancy”

3.5.3.2 Data collection instrument
The questionnaires were used as tools for data collection as follows:
Phase 1:
designed as a tool for this study. The questionnaire consists of 4 parts, as follows:

The self-administered questionnaire was specifically

Part 1: Characteristics factors (10 questions)

There were 10 questions in this part. The questionnaire included
characteristics factors, i.e., age, grade point average, parents’ marital status, parents’
relationship, current residence type, and average income per month.

Part 2 Aspect and pattern of sexual behavior (15 questions)

There were 15 questions in this part. The questionnaire included
pattern of sexual behavior for example, those related to having a boyfriend, hugging
and kissing experiences and sexual experiences.

Part 3 Health literacy for pregnancy prevention (35 questions)

Health literacy for pregnancy prevention questions were adapted

from the health literacy scale for unwanted pregnancy prevention among Thai female
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adolescents created by the Ministry of Public Health [104] and supported by the
evolving concept of health literacy of Nutbeam [60]. There were 35 questions in this
part. The questions included 1) access to health information and health services to
prevent unintended pregnancy, 2) cognitive health to prevent unintended pregnancy,
3) communication skills in enhancing skills to prevent unintended pregnancy, 4)
decision-making skills in choosing appropriate practice to prevent unintended
pregnancy, 5) self-management to prevent unintended pregnancy, and 6) media and
information literacy to prevent unintended pregnancy, which included both positive
and negative statements. The four categories Likert’s scale consisted of strongly
agree, agree, disagree, strongly disagree was used for responding each statement and

the scoring is shown in Table 3.4.

Table 3.4 Health literacy scoring for positive and negative statements

Positive Statement Negative Statement

choice score choice score
Strongly agree 3 Strongly agree 0
Agree 2 Agree 1
Disagree 1 Disagree 2
Strongly Disagree 0 Strongly Disagree 3

The score from each item was summed up to classify by the level of health
literacy based on health literacy scale for unwanted pregnancy prevention among Thai
female adolescents created by the Ministry of Public Health [104]. The total score of
female university students’ health literacy was classified into 3 levels including;

Poor 35-62 points (< 60%)
Moderate 63-83 points (60-79%)
High sufficiency 84-105 points (> 80%)
Part 4 Behavior to prevent unintended pregnancy (18 questions)
Behavior to prevent unintended pregnancy questions were adapted
from the health literacy scale for unwanted pregnancy prevention among Thai female

adolescents created by the Ministry of Public Health [104]. There are 18 questions
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included avoiding a risky situation leading to a sexual intercourse, skills to avoid a
risky situation leading to sexual intercourse, and skills to prevent pregnancy, which
contains both positive and negative statements. The five categories Likert’s scale was

used for responsding to each statement and the scoring was shown in Table 3.5.

Table 3.5 Behavior to prevent unintended pregnancy scoring for positive and negative
statements

Positive Statement Negative Statement

choice score choice score
Every time 4 Every time 0
Often 3 Often 1
Sometimes 2 Sometimes 2
Seldom 1 Seldom 3
Never 0 Never 4

The score from each item was summed up to classify by the level of
behavior to prevent unintended pregnancy based on health literacy scale for unwanted
pregnancy prevention among Thai female adolescents created by the Ministry of
Public Health [104]. The total score of university students’ behavior to prevent
unintended pregnancy was classified into 3 levels which are;

Poor 18-42 points (< 60%)
Moderate 43-57 points (60-79%)
High sufficiency 58-72 points (> 80%)

Phase 2: Self-administered questionnaire was used to collect data for
pre-test, post-test, and follow-up. The self-administered questionnaire was developed
based on the information in the situation analysis. The questionnaire consists of 9
parts and total questions were 121.

Part 1 Socio demographic characteristics (7 questions)
There were 7 questions in this part. The questions included age,
grade point average, parents’ marital status, parents’ relationship, current residence

type, and average income per month.
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Part 2 Sexual activity (15 questions)

There are 15 questions in this part. The questions included general
information i.e., having a boyfriend/ temporary partners, having sexual experiences,
drinks containing alcohol/ substance abuse before having sexual intercourse, and
experience using condom and emergency contraceptive pills..

Part 3 Knowledge of condom and emergency contraceptive pills
(12 questions)

Knowledge of condom and emergency contraceptive pills questions
were adapted mainly from the following two sources: 1) Use of Emergency
Contraceptive Pills and Condoms by College Students: A Survey [83], and 2)
Intention to Use Condoms among University Students in Nakhon Pathom Province,
Thailand [105]. The questions asked about the understanding on basic knowledge and
how to use condom and emergency contraceptive pills correctly. Total scores of
knowledge were 12 points that means, correct answer was scored 1 point, incorrect
answer and not sure was scored 0 point. The range of score was 0-12 points. The total
score of students’ knowledge was classified into 3 levels according to bloom’s cut off

point [106].

Poor 0-6  points (< 60%)
Moderate 7-9  points (60-79%)
High 10-12 points (= 80%)

Part 4 Attitude towards condom and emergency contraceptive
pills use (12 questions)

Attitude towards condom and emergency contraceptive pills use
questions were adapted mainly from the following two sources: 1) Asking Young
People About Sexual and Reproductive Behaviors: Illustrative Questionnaire for
Interview Surveys with Young People [107], and 2) Use of Emergency Contraceptive
Pills and Condoms by College Students: A Survey [83]. There were 12 questions
which were used to access attitude towards condom and emergency contraceptive
pills that included both positive and negative statements. The scale of the variable
was divided using five categories Likert’s scale which consisted of strongly agree,

agree, not sure, disagree, and strongly disagree. The scoring is shown in Table 3.6.
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Table 3.6 Attitude scoring for positive and negative statements

Positive Statement Negative Statement

choice Score choice score
Strongly agree 5 Strongly agree 1
Agree 4 Agree 2
Not sure 3 Not sure 3
Disagree 2 Disagree 4
Strongly disagree 1 Strongly disagree 5

The score from each item was summed up, the range of score was
12-60 points. After that, the female university students’ attitude score was classified
into 3 levels by using Mean + standard deviation (SD) (30.57 £ 4.22). The score less
than and equal to Mean - SD referred to negative attitude. The score within Mean -
SD and Mean + SD referred to moderate attitude. The score more than and equal to
Mean + SD referred to positive attitude.

Negative attitude <27 points (< Mean - SD)
Moderate attitude 28-35 points (Mean + SD)
Positive attitude >36 points (= Mean + SD)

Part 5 Perceived self-efficacies and expectation on condom and
emergency contraceptive pills use (12 questions)

Perceived self-efficacies and expectation on condom and emergency
contraceptive pills use questions were adapted mainly from the following two
sources: 1) Development and Validation of a Condom Self-efficacy Scale for College
Students [108], and 2) Development of a Condom Use Self-efficacy Scale for
Undergraduate Students [109]. There were 12 questions which included both positive
and negative statements. The scale of variable was divided using five categories
Likert’s scale which consists of strongly agree, agree, not sure, disagree, and strongly

disagree. The scoring is shown in Table 3.7.
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Table 3.7 Perceived self-efficacies and expectation scoring for positive and negative
statements

Positive Statement Negative Statement

choice score choice score
Strongly agree 4 Strongly agree 0
Agree 3 Agree 1
Not sure 2 Not sure 2
Disagree 1 Disagree 3
Strongly disagree 0 Strongly disagree 4

The score from each item was summed up, the range of score was 0-
48 points. After that, the female university students’ perceived self-efficacies and
expectation score was classified into 3 levels by using Mean + standard deviation
(SD) (31.88 £ 5.46). The score less than and equal to Mean - SD referred to poor. The
score within Mean - SD and Mean + SD referred to moderate. The score more than
and equal to Mean + SD referred to high sufficiency.

Poor <27 points (< Mean - SD)

Moderate 28-32 points (Mean =+ SD)

High sufficiency >33 points (> Mean + SD)

Part 6 Social and environmental factors (Peer Norms and social
media influence, and accessibility to contraceptive (17 questions)

Social and environmental factors questions were adapted
mainly from the following two sources: 1) Use of emergency contraceptive pills and
condoms by college students: A Survey [83], and 2) Intention to use condom among
universities students in Nakhon Pathom province, Thailand [110]. There were 17
questions in this part. The questions included peer norms influence, social media
influence, and accessibility to condom and emergency contraceptive pills, which
included both positive and negative statements. The scale of variable was divided
using five categories Likert’s scale which consists of extremely agree, agree, not sure,

disagree, and extremely disagree. The scoring is shown in Table 3.8.
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Table 3.8 Social and environmental scoring for positive and negative statements

Positive Statement Negative Statement

choice score choice score
Strongly agree 5 Strongly agree 1
Agree 4 Agree 2
Not sure 3 Not sure 3
Disagree 2 Disagree 4
Strongly disagree 1 Strongly disagree 5

The score from each item was summed up to classify the level of
social and environmental factors based on Intention to use condom among universities
students in Nakhon Pathom province, Thailand [110]. The total score of female
university students’ behavior to prevent unintended pregnancy was classified into 3

levels including;

Poor 17-50 points (< 60%)
Moderate 51-67 points (60-79%)
High 68-85 points (> 80%)

Part 7 Health literacy on condom and emergency contraceptive
pills use (38 questions)

Health literacy on condom and emergency contraceptive pills use
questions were adapted mainly from the health literacy scale for unwanted pregnancy
prevention among Thai female adolescents created by the Ministry of Public Health
[104] and supported by the evolving concept of health literacy of Nutbeam [60].
There were 38 questions in this part. The questions included; 1) access to health
information and health services to prevent unintended pregnancy, 2) cognitive health
to prevent unintended pregnancy, 3) communication skills in enhancing skills to
prevent unintended pregnancy, 4) decision-making skills in choosing appropriate
practice to prevent unintended pregnancy, 5) self-management to prevent unintended
pregnancy, and 6) media and information literacy to prevent unintended pregnancy,

which include both positive and negative statements. The scale of variable is divided
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using five categories Likert’s scale which consists of extremely agree, quite agree, not

sure, disagree. The scoring is shown in Table 3.9.

Table 3.9 Health literacy scoring for positive and negative statements

Positive Statement Negative Statement

choice score choice score
Strongly agree 4 Extremely agree 0
Agree 3 Agree 1
Not sure 2 Not sure 2
Disagree 1 Disagree 3
Strongly disagree 0 Extremely disagree 4

The score from each item was summed up to classify the level of
health literacy by health literacy scale for unwanted pregnancy prevention among
Thai female adolescents created by the Ministry of Public Health [104]. The total

score of female university students’ health literacy was classified into 3 levels;

Poor 0-89 points (<60%)
Moderate 90-120 points (60-79%)
High 121-152 points (> 80%)

Part 8 Intention on condom and emergency contraceptive pills
use (6 questions)

Intention on condom and emergency contraceptive pills use
questions were adapted mainly from the following two sources: 1) Predictors of
AIDS-preventive behavioral intention among adult heterosexual at risk for HIV-
infection: extending current models and measures [111] and, 2) Translate to Thai
language from predictors of condom use among adolescent Thai vocational students
[112]. There were 6 questions that were used to access the intention on condom and
emergency contraceptive pills use, which contains both positive and negative
statements. The scale of variable was divided using five categories Likert’s scale and

the scoring is shown in Table 3.10.
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Positive Statement Negative Statement
choice score choice score
Very likely 4 Very likely 0
likely 3 likely 1
Neutral 2 Neutral 2
Unlikely 1 Unlikely 3
Very unlikely 0 Very unlikely 4

The score from each item was summed up and the range of score was 0-48
points. After that, the female university students’ intention on condom and emergency
contraceptive pills use score was classified into 3 levels by using Mean * standard
deviation (SD) (18.36 £ 3.97). The score less than and equal to Mean - SD is referred
to as poor. The score within Mean - SD and Mean + SD is referred to as moderate.
The score more than and equal to Mean + SD is referred to as high sufficiency.

Insufficiency <14 points (< Mean - SD)
15-20 points (Mean =+ SD)
>21

Sufficiency
High sufficiency points (> Mean + SD)

Part 9 Practice for condom and emergency contraceptive pill
use (2 items)

Practice for condom and emergency contraceptive pill use questions
were adapted mainly from adolescent dual method use: relevant attitudes, normative
beliefs and self-efficacy [113]. There were 2 questions used to access the practice on
condom and emergency contraceptive pills. The scale of variable was divided using

five categories Likert’s scale and the scoring is s shown in Table 3.11.
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Table 3.11 Practice scores for positive and negative statements

choice score
Always 5
Very Often 4
Sometimes 3
Rarely 2
Never 1

The score from each item was summed up. After that, the female university
students’ practice for condom and emergency contraceptive pill use score was
classified into 2 levels. The score less than 10 was referred to as inappropriate
practice. The score more than 10 was referred to as appropriate practice because the
female university students’ practice must use condom and not use ECPs for

preventing HIV/ AIDS and avoiding side effect from ECPs.

3.6 Validity and Reliability

3.6.1 Validity test of the instruments

The validity testing of the questionnaire was done by five experts in the area
of public health and adolescent sexual behavior. In this step, content validity was
tested, and then the questionnaire was corrected accordingly if the items-objective
congruence (IOC) index of the question was less than 0.7. The I0OC index of
questionnaires in phase 1 and phase 2 were 0.72, and 0.78, respectively.

3.6.2 Reliability test of the instruments

After the questionnaire was revised, to test the reliability of the
questionnaire, a pilot study was conducted with a sample of 30 students who had
similar characteristics to the respondents. An internal consistency reliability and a
Cronbach coefficient alpha were calculated and the results were shown as follows:

Phase 1: The Cronbach’s alpha [114] for the health literacy of unintended

pregnancy preventive behavior was 0.73, whereas that of behavior to prevent

unintended pregnancy was 0.88; these results were considered acceptable.
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Phase 2 : The Kuder-Richardson 20 (KR-20) [115] was 0.71 for
knowledge of condoms and emergency contraceptive pills. The Cronbach’s alpha
[114] was 0.72 for attitudes toward condoms and emergency contraceptive pills, 0.71
for perceived self-efficacies and expectation on condom and emergency contraceptive
pills use, 0.70 for social and environmental factors, 0.90 for health literacy on
condom and emergency contraceptive pills use, and 0.71 for intentions regarding use
of condoms and emergency contraceptive pills. These results were considered
acceptable. This study was not to find reliability of the practice for condom and

emergency contraceptive pill use because practice is a fact.

3.7 Data analysis

After collecting data through questionnaire and checking for completeness
of the answers, the data analysis was carried out using SPSS version 22
(Chulalongkorn university licensed).

3.7.1 Descriptive analysis

The data was quantified as the frequency, percentage, mean, minimum,
maximum, and standard deviation was used for analysis of socio demographic
characteristics, sexual activity factors, knowledge of condoms and emergency
contraceptive pills, attitudes toward the use of condoms and emergency contraceptive
pills, perceived self-efficacy of contraceptive use, expectation on contraceptive use,
social and environmental factors, health literacy for pregnancy prevention, and
intention or practice with regards to the use of condoms and emergency contraceptive
pills data.

3.7.2 Statistical analysis

Phase 2

1) Socio demographic differences between the intervention group and
comparison group were tested using chi-square, Fisher exact tests.

2) Comparison health literacy, intention, and practice in the
intervention group and comparison group at before, after, and follow-up 3 months
after implementation of the program. Normality was tested for health literacy
measured at baseline, week 8 and 20 by Shapiro-Wilk test statistic. Wilcoxon signed

ranks test was used for comparing the score when the scores were non-normal
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distribution by median (interquartile range, IQR), and p-value of total scores in each
subscale. Paired samples t-test was used for comparing the score when the scores
were normally distributed by mean (95% confident interval, 95% CI) and standard
deviation of total scores in each subscale.

3) Comparison health literacy, intention, and practice between the
intervention group and comparison group at before, after, and follow-up 3 months
after implementation of the program. Normality was tested for health literacy
measured at baseline, week 8 and 20 by Shapiro-Wilk test statistic. Man-Whitney test
was used for comparing the score when the scores were non-normal distribution by
median (interquartile range, IQR), and p-value of total scores in each subscale.
Independent sample t-test was used for comparing the score when the scores were
normally distributed by mean (95% confident interval, 95% CI) and standard
deviation of total scores in each subscale. Generalized Estimating Equations (GEE)
were used for analyzing the overall program between intervention group and
comparison group because the GEE were used for analyzing repeated data and were
used for irregularly-timed by used. This study used a Caucasian family for the
normality outcome or igaussian family for non normal distribution and an identity link
for the scale outcomes as link functions, and the working correlation matrix was
selected to be unstructured. A mean difference with 95% confidence interval (95%
Cl) to assess the effects of the intervention.

Statistical significance was considered at p-value < 0.05.

3.8 Ethical Consideration

3.8.1 Ethical approval was obtained from the Ethics Review Committee for
Human Research Subjects, Burapha University (certified code: Hu 029-2560 in phase
1, and Hu 114-2560 in phase 2).

3.8.2 Informed consent and information sheets were provided for each target
group.

3.8.3 The participants obtained information about the research objectives,

methods and benefits prior to the questionnaires distribution. They were asked to
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decide on whether to participate or not in the study and this ensured the right of self-
determination and autonomy.

3.8.4 The participant was also informed about their rights to stop at any
point of time while in the self-report questionnaires without any troubles brought back
to them.

3.8.5 The code name was used to protect the subject privacy and the data

was kept in confidential.



CHAPTER IV
RESEARCH RESULTS

The study was designed to evaluate the effects of the “Sex Must Safe”
program on health literacy intention and practice regarding condom and emergency
contraceptive pill uses among female university students in Chon Buri province,
Thailand. This chapter presents the results obtained from the data analysis of this
study. The results are presented in 2 parts, the first part is the results from phase 1:
Situation analysis of health literacy towards behaviors for preventing unintended
pregnancy among female university students and the second part is the results from
phase 2: Intervention phase with the “Sex Must Safe” program on health literacy,
intention, and practice regarding condom and ECPs uses among female university
students. The results are presented in the following order:

4.1 Phase 1: Situation analysis of health literacy to use contraceptive among

female university students in Chon Buri province, Thailand.

4.1.1 Initial survey
The survey questionnaires were distributed to 418 first to fourth year female
university students from 16 faculties. All the questionnaires were completed and
returned, and were all included in the analysis.
4.1.1.1 Socio demographic characteristics
The mean age of respondents was 20 years, with a standard deviation of
1.3 year. Seventy-two percent of the respondents had grade point averages higher than
2.5. Around 25% reported that their parents were separated, and the majority of
respondents had a good relationship with their parents. Around 75% lived outside of
university dormitories. Their average income was 7,348 baht per month. Sixty eight
percent reported that their monthly allowance was adequate. The results are shown in
Table 4.1.
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Socio demographic characteristic Number Percentage
Total 418 100
Age

<20 247 59.1
> 20 171 40.9
x = 20.0, Standard deviation [SD] = 1.3, Min =18, Max =24
Grade average point
<25 117 28.0
>2.5 301 72.0
Parent marital status

Married 310 74.2

Separated 35 8.4

Divorced 48 115

Widowed 25 59
Relationship with parents

Good 393 94.0

Poor 25 6.0
Current residence type

Dormitory outside the university 312 74.6

Dormitory in the university 106 25.4
Average income per month (baht)

X =7,348.8, SD = 3,482.7, Min = 2,000.0, Max = 30,000.0

Monthly allowance
Adequate, and enough for saving 78 18.7
Adequate 284 67.9
Inadequate 56 134
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Around 42% of the respondents had a lover and 4.8% stay together, the

majority did not have temporary partners. Half of the respondents had hugging and

kissing experience; 30.9% had experienced sexual intercourse, and all used

contraception. In addition, 68.2% had coitus interruptus; 12.4% did not use a condom,

and 24.0% used ECPs. Half of the respondents had consumed alcohol before having

sex. The majority did not use substance before having sex. Half of the respondents

chose by themselves to use condoms or contraceptive pills to prevent pregnancy and

majority of them could easily get access to condoms and contraceptive pills. Seventy-

seven percent of the respondents consulted their boyfriend and searched the internet

for information on preventing pregnancy. The results are shown in Table 4.2.

Table 4.2 Numbers and Percentages for the Participants’ Sexual Activities

Sexual activity Number Percentage
Total 418 100
Having a lover
Yes 175 41.9
Yes, stay together 20 4.8
Yes, did not stay together 155 37.1
No 243 58.1
Having a temporary partners (Kik)
Yes 8 1.9
No 410 98.1
Hugging and kissing experience
Yes 232 55.5
No 186 44.5
Previous sexual intercourse (vaginal)
Yes 129 30.9
No 289 69.1
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Table 4.2 Numbers and Percentages for the Participants’ Sexual Activities (continues)

Sexual activity Number Percentage
Total 129 100
Contraceptive method use
Condom
Yes 113 87.6
No 16 12.4
Coitus interruptus
Yes 41 68.2
No 88 31.8
Oral contraceptive pills (21/ 28 pills)
Yes 39 30.2
No 90 69.8
Emergency contraceptive pills
Yes 31 24.0
No 98 76.0
Injectable contraceptives
Yes 2 1.6
No 127 98.4

Person to provide medication/ equipment

for preventing pregnancy

Themselves 71 55.0
Boyfriend 56 43.4
Friends 2 1.6

Medication sequipment for preventing

pregnancy is easily accessible
Yes 121 93.8
No 8 6.2
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Table 4.2 Numbers and Percentages for the Participants’ Sexual Activity (continues)

Sexual activity Number Percentage

Total 129 100
Person to consult to prevent pregnancy

Internet 50 38.8

Boyfriend 49 38.0

Friend 20 155

Others (parents, healthcare providers, 10 7.7
and other)

Alcohol consumption before having sex

Yes 70 54.3

No 59 45.7
Using substance before having sex

Yes 5 3.9

No 124 96.1

4.1.1.3 Health literacy in use of condoms and ECPs

Health literacy in use of condoms and ECPs refer to the cognitive and
social skills which determine the motivation and ability of individuals to gain access
to, understand and use information in ways which promote condom and emergency
contraceptive pills use. The results could be divided into six parts, in the following
orders;

1) Access to health information and health services to prevent

unintended pregnancy

The items exploring respondents’ access to health information and health
services to prevent unintended pregnancy included 4 positive statements and 1
negative statement. As shown in Table 4.3, the total score was 15 points. Nearly half
of the respondents answered strongly agree to the following two statements; 1) When
you need to obtain information about preventing unintended pregnancy, you are able
to search for accurate and up-to-date information from reliable sources (41.1%), 2)

you have verified the accuracy of information about preventing unintended pregnancy
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to confirm your own understanding (40.7%). Nearly half of the respondents answered
strongly disagree, which was intended to be believed information about preventing
unintended pregnancy even though it has not verified the reliability of the source
(40.4%).

Table 4.3 Numbers and Percentages for the access to health information and health
services to prevent unintended pregnancy

Access to health information and Level

health services to prevent unintended Strongly = Agree Disagree Strongly

pregnancy agree Disagree
1. If you wish to access information 140 221 53 4
about preventing unintended (33.5) (52.9) (12.6) (1.0)

pregnancy, you can select the

appropriate source of information

immediately.
2. You have been taught by experts 134 230 44 10
about selecting reliable sources of (32.1) (55.0) (10.5) (2.4)

information about preventing

unintended pregnancy.

3. When you need to obtain 172 193 43 10
information about preventing (41.1) (46.2) (10.3) (2.4)
unintended pregnancy, you are able to

search for accurate and up-to-date

information from reliable sources.

4. You tend to believe information 13 51 185 169
about preventing unintended pregnancy (3.1 (12.2) (44.3) (40.4)
even though you have not verified the

reliability of the source.*

*Represents negative statement
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Table 4.3 Numbers and Percentages for the access to health information and health

services to prevent unintended pregnancy (Continuous)

Access to health information and Level

health services to prevent unintended Strongly  Agree Disagree Strongly

pregnancy agree Disagree
5. You have verified the accuracy of 170 203 41 4
information about preventing (40.7) (48.6) 9.7) (1.0)

unintended pregnancy to confirm your

own understanding.

*Represents negative statement

Level of access to health information and health services to prevent
unintended pregnancy is summarized in Table 4.4. Scores for access to health
information and health services to prevent unintended pregnancy range from 0 to 15,
with a cut-off point based on the Ministry of Public Health’s health literacy scale for
unwanted pregnancy prevention among Thai female adolescents [104]. The scale
classifies respondents into three groups (>80%, 60% - 79%, < 60%). The mean score
was 9.69 (out of a possible 15 points).

As shown in Table 4.4, 21.5% of respondents lacked sufficient access to
health information and health services to prevent unintended pregnancy; 58.6% of the
respondents had moderate access to health information and health services to prevent
unintended pregnancy, and 19.9% of respondents scored high sufficiency on access to
health information and health services to prevent unintended pregnancy. The results
indicated that these respondents have moderate access to health information and

health services to prevent unintended pregnancy.
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Table 4.4 Level of access to health information and health services to prevent
unintended pregnancy

Access to health information and health Number Percentage
services to prevent unintended (n =418)

pregnancy level

Poor (0-8 scores) 90 21.5
Moderate (9-11 scores) 245 58.6
High sufficiency (12-15 scores) 83 19.9

% =9.69,SD = 1.827, Min = 4, Max = 15

2) Cognitive health to prevent unintended pregnancy

The items exploring cognitive health to prevent unintended pregnancy
included 7 positive statements and 3 negative statements. As shown in Table 4.5, the
maximum score was 30 points. The respondents had incorrect understanding of the
cognitive health to prevent unintended pregnancy which are 1) Coitus interruptus
which is the most efficient method of preventing pregnancy (66.9%). 2) Counting the
safe period (7 days before and 7 days after) is an efficient method of preventing
pregnancy (60.5%). 3) Contraceptive medication can be purchased at a convenience
store (34.7%). Moreover, it was found that respondents had strong level of
understanding for the top three categories of cognitive health to prevent unintended
pregnancy which are as follows 1) Procreation results from the combination of egg
and sperm, leading eventually to pregnancy (96.9%). 2) While being alone with a
friend of the opposite sex, women should refrain from intimacy, and men should
respect women (94.3%). 3) Pregnancy prevention methods can be found on the
internet (92.5%).
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Table 4.5 Numbers and Percentages for the cognitive health to prevent unintended

pregnancy

Cognitive health to prevent Level
unintended pregnancy Strongly  Agree Disagree Strongly
agree Disagree

1. Procreation results from the 318 87 13 0

combination of egg and sperm, leading (76.1) (20.8) (3.1) (0.0)

eventually to pregnancy.

2. Contraceptive medication can be > V! 1 140
) (11.5) (23.2) (31.8) (33.5)

purchased at a convenience store*

3. Alcoholic drink consumption 193 186 33 6

exposes you to the risk of unprotected (46.2) (44.5) (7.9 (1.4

sex.

4. When a condom has slipped or 250 113 45 10

broken during sexual intercourse, it is (59.8) (27.0) (10.8) (2.4)

advisable to take the emergency

contraceptive pill immediately to

prevent pregnancy.

5. While being alone with a friend of 319 75 23 1

the opposite sex, women should refrain ~ (76.4) (17.9) (5.5) (0.2)

from intimacy, and men should respect

women.

6. Getting pregnant while attending 295 91 26 6

university has an adverse effect on (70.6) (21.8) (6.2) (1.4)

academic results

7. Pregnancy prevention methods can 205 182 28 3

be found on the internet. (49.0) (43.5) (6.7) (0.8)

*Represents negative statement
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Table 4.5 Numbers and Percentages for the cognitive health to prevent unintended

pregnancy (continue)

Cognitive health to prevent Level
unintended pregnancy Strongly  Agree Disagree Strongly
agree Disagree

8. A condom is the best method of 149 199 56 14
preventing pregnancy. (35.6) (47.6) (13.4) (3.4)
9. Coitus interruptus is the most 159 121 99 39
efficient method of preventing (38.0) (28.9) (23.7) (9.4)
pregnancy.*
10. Counting the safe period (7 days 117 136 121 44
before and 7 days after) is an efficient (28.0) (32.5) (28.9) (10.6)

method of preventing pregnancy.*

*Represents negative statement

As shown in Table 4.6, scores for cognitive health to prevent unintended

pregnancy range from 0 to 30; the cut-off point is based on the Ministry of Public

Health’s health literacy scale for unwanted pregnancy prevention among Thai female

adolescents [104]. The mean score was 22.27 (out of a possible 30 points).

As shown in Table 4.6, 8.3% of the respondents had insufficient cognitive

health to prevent unintended pregnancy; 52.9% had moderate cognitive health to

prevent unintended pregnancy, and 38.8% scored high sufficiency in this regard.

These results indicate that these respondents are at a moderate level in cognitive

health to prevent unintended pregnancy.
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Table 4.6 Level of cognitive health to prevent unintended pregnancy

Cognitive health to prevent unintended Number Percentage
pregnancy level (n=418)

Poor (0-17scores) 35 8.3

Moderate (18-23scores) 221 52.9

High sufficiency (24-30 scores) 162 38.8

X =22.27,SD =3.475, Min = 11, Max = 30

3) Communication skills for preventing unintended pregnancy

The items exploring respondents’ communication skills for preventing
unintended pregnancy included 4 positive statements and 1 negative statement. As
shown in Table 4.7, the maximum score was 15 points. This study indicates that the
respondents agreed that they did not have strong understanding of the communication
skills for preventing unintended pregnancy (55.1%) were in the category as follows :
You do not quite understand when reading material about preventing unintended
pregnancy (55.1%). It was also found that the respondents had strong understanding
regarding the communication skills for preventing unintended pregnancy which are 1)
you can convince others of the significance of abstinence in preventing pregnancy
(83.0%). 2) you speak openly with friends and try to make others understand about
pregnancy prevention in relation to taking the contraceptive pill; use of condoms;
avoid sexual intercourse -to prevent unintended pregnancy (76.6%). 3) You can
convey information about preventing unintended pregnancy through speaking and

writing to make others understand (73.9%).



92

Table 4.7 Numbers and Percentages for the communication skills in enhancing skills
to prevent unintended pregnancy

Communication skills in enhancing Level
skills to prevent unintended Strongly  Agree Disagree Strongly
pregnancy agree Disagree

1. You do not quite understand when 157 73 145 43
reading material about preventing (37.6) (17.5) (34.7) (10.2)
unintended pregnancy.*
2. You speak openly with friends and 139 181 61 37
try to make others understand about (33.3) (43.3) (14.6) (8.8)

pregnancy prevention in relation to

taking the contraceptive pill; use of

condoms; avoid sexual intercourse for

prevent unintended pregnancy.

3. You can convey information about 81 228 73 36
preventing unintended pregnancy (19.4) (54.5) (17.5) (8.6)
through speaking and writing to make

others understand.

4. You can convince others to accept 81 217 89 31
pregnancy prevention practice. (19.4) (51.9) (21.3) (7.4)
5. You can convince others of the 138 209 49 22

significance of abstinence in preventing  (33.0) (50.0) (11.7) (5.3)
pregnancy

*Represents negative statement

Level of communication skills in enhancing skills to prevent unintended
pregnancy is summarized in Table 4.8. The communication skills scores range from 0
to 15; the cut-off point is again based on the Ministry of Public Health’s health
literacy scale [104]. Mean communication skills score was 9.62 (out of a possible 15

points).
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As shown in Table 4.8, 26.3% of respondents had insufficient
communication skills in this regard; 47.4% had moderate communication skills, and
26.3% had high sufficiency. The results indicate that these respondents’
communication skills are moderate for the stated purpose.

Table 4.8 Level of communication skills in enhancing skills to prevent unintended

pregnancy

Communication skills in enhancing skills Number Percentage
to prevent unintended pregnancy level (n =418)

Poor (0-8 scores) 110 26.3

Moderate (9-11 scores) 198 47.4

High sufficiency (12-15 scores) 110 26.3

X =9.62,SD = 2.685, Min = 2, Max = 15

4) Decision-making skills in choosing appropriate practices to
prevent unintended pregnancy

The items exploring respondents’ decision-making skills in choosing
appropriate practices to prevent unintended pregnancy included 3 positive statements
and 2 negative statements. As shown in Table 4.9, the maximum score was 15 points.

The study showed that the respondents had unclear understanding in
decision-making skills in choosing appropriate practices to prevent unintended
pregnancy in the following categories 1) if friend of the opposite sex/ lover ask to
hug/kiss your cheek, you would allow as you see it as a friendly act (79.9%). 2) when
your boyfriend/lover asks you to have sex, you agree (73.2%). On the other hand, it
was found that the decision-making skills in choosing appropriate practices to prevent
unintended pregnancy that was strongly clear by the respondents was 1) if a friend of
the opposite sex/ lover asked you to drink alcohol or any intoxicating drink, you
would refuse, as it may lead to unprotected sex and pregnancy (71.8%). 2) If your
boyfriend asked you out alone for a date, you would refuse and offer an explanation
(68.2%). 3) If a friend of the opposite sex asked to stay overnight with you, you
would refuse (53.1%).
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Table 4. 9 Numbers and Percentages for the decision-making skills in choosing
appropriate practice to prevent unintended pregnancy

Decision-making skills in choosing Level

appropriate practice to prevent Strongly Agree Disagree Strongly

unintended pregnancy agree Disagree
1. When your boyfriend/lover asks you 193 113 81 31
to have sex, you agree.* (46.2) (27.0) (19.4) (7.4)
2. If a friend of the opposite sex asked 127 95 128 68

to stay overnight with you, you would (30.4) (22.7) (30.6) (16.3)
refuse.

3. If your boyfriend asked you out 151 134 99 34
alone for a date, you would refuse and (36.1) (32.1) (23.7) (8.1)
offer an explanation.

4. If a friend of the opposite sex/ lover 171 129 86 32
asked you to drink alcohol or any (40.9) (30.9) (20.6) (7.6)
intoxicating drink, you would refuse, as

it may lead to unprotected sex and

pregnancy.

5. If friend of the opposite sex/ lover 268 66 55 29
ask to hug/kiss your cheek, you would (64.1) (15.8) (13.2) (6.9)
allow as you see it as a friendly act.*

*Represents negative statement

Level of decision-making skills in choosing appropriate practices to
prevent unintended pregnancy is summarized in Table 4.10. Scores range from 0 to
15, with a cut-off point based on the Ministry of Public Health scale [104]. The mean
score in this regard was 10.17 (out of a possible 15 points).

As shown in Table 4.10, 29.9% of the respondents lacked sufficient
decision-making skills to choose appropriate practices for preventing unintended

pregnancy; 34.7% had moderate skills in this regard, and 35.4% of respondents had
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high sufficiency. The results show that respondents had high sufficiency of decision-

making skills for this purpose.

Table 4.10 Level of decision-making skills in choosing appropriate practice to prevent
unintended pregnancy

Decision-making skills in choosing Number Percentage
appropriate practice to prevent (n =418)
unintended pregnancy

Poor (0-8 scores) 125 29.9
Moderate (9-11 scores) 145 34.7
High sufficiency (12-15 scores) 148 35.4

x =10.17,SD = 2.933, Min =0, Max = 15

5) Self-management for preventing unintended pregnancy

The items exploring respondents’ self-management for preventing
unintended pregnancy includes 5 positive statements. As shown in Table 4.11, the
maximum score was 15 points. The study shows that majority of the respondents had
a strong understanding for self-management for preventing unintended pregnancy
which are as follows 1) you have planned your lifestyle to prevent pregnancy
(91.8%). 2) you can control and manage your sex drive to meet your goal to prevent
pregnancy (91.2%). 3) you have reviewed your actions to meet your goal to prevent
pregnancy (90.7%). 4) you have set your goal in terms of abstinence (89.9%). 5) you
have adjusted your environment to control your sex drive (89.0%) respectively.
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Table 4.11 Numbers and Percentages for the self-management to prevent unintended
pregnancy

) Level
Self-management to prevent unintended

Strongly Agree Disagree Strongly

pregnancy

agree Disagree
1. You have planned your lifestyle to 251 133 25 9
prevent pregnancy. (60.0)  (31.8) (6.0) (2.2)
2. You have set your goal in terms of 230 146 36 6
abstinence. (55.0) (34.9 (8.6) (1.5)
3. You can control and manage your sex 226 155 31 6
drive to meet your goal to prevent (54.1) (37.1) (7.4) (1.4)
pregnancy.
4. You have reviewed your actions to meet 221 158 34 5
your goal to prevent pregnancy. (52.9) (37.8) (8.1) (1.2)
5. You have adjusted your environment to 215 157 41 5
control your sex drive. (51.4) (37.6) (9.8) 1.2)

Level of self-management to prevent unintended pregnancy is
summarized in Table 4.12. Scores range from 0 to 15, with a cut-off point based on
the Ministry of Public Health scale [104]. The mean score was 12.19 (out of a
possible 15 points).

As shown in Table 4.12, 8.9% of the respondents lacked sufficient self-
management to prevent unintended pregnancy; 30.6% of the respondents had a
moderate level of self-management, and 60.5% had high sufficiency. The results show

that respondents have high sufficiency of self-management for this purpose.



97

Table 4.12 Level of self-management to prevent unintended pregnancy

Self-management to prevent unintended Number Percentage
pregnancy (n=418)

Poor (0-8 scores) 37 8.9

Moderate (9-11 scores) 128 30.6

High sufficiency (12-15 scores) 253 60.5

x =12.19, SD = 2.807, Min =0, Max = 15

6) Media and information literacy to prevent unintended pregnancy

The questions exploring respondents’ media and information literacy to
prevent unintended pregnancy included 5 positive statements. As shown in table 4.13,
the maximum score was 15 points. Half of the respondents answered strongly agree to
the following: you would consider the benefits and negative consequences before
accepting information about prevent unintended pregnancy from the media (50.5%).

The study showed that majority of respondents had strong understanding for
self-management for preventing unintended pregnancy in the following level as
follows 1) you would consider the benefits and negative consequences before
accepting information about preventing unintended pregnancy from the media
(93.8%). 2) when you see an advertisement for beauty enhancement to attract the
opposite sex, you would search for additional information to verify its accuracy
before buying (90.5%). 3) you would evaluate messages received from the media
regarding prevention of unintended pregnancy before transferring that information to
others 90.4%). 4) you would analyze the content and accuracy of information received
from the media before deciding to prevent unintended pregnancy (90.2%). 5) you
have verified information and the accuracy of the pregnancy prevention product
before buying (89.0%) respectively.
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Table 4.13 Numbers and Percentages for the media and information literacy to

prevent unintended pregnancy

Level
Media and information literacy to .
) Strongly  Agree Disagree Strongly
prevent unintended pregnancy agree Disagree
1. You have verified information and 193 179 41 5
the accuracy of the pregnancy (46.2) (42.8) (9.8) (1.2)
prevention product before buying.
2. When you see an advertisement for 193 185 35 5
beauty enhancement to attract the (46.2) (44.3) (8.4) (1.2)
opposite sex, you would search for
additional information to verify its
accuracy before buying.
3. You would consider the benefits and 211 181 25 1
negative consequences before (50.5) (43.3) (6.0) 0.2)
accepting information about prevent
unintended pregnancy from the media.
4. You would evaluate messages 181 197 38 2
received from the media regarding (43.3) (47.1) (9.1) (0.5)
prevention of unintended pregnancy
before transferring that information to
others.
5. You would analyze the content and 197 180 38 3
accuracy of information received from (47.1) (43.1) (9.1) 0.7)

the media before deciding to prevent

unintended pregnancy.

Level of media and information literacy to prevent unintended pregnancy

is summarized in Table 4.14. Scores range from 0 to 15, and the cut-off point is based

on the Ministry of Public Health scale [104]. The mean score was 11.83 (out of a

possible 15 points).
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As shown in Table 4.14, 9.8% of respondents lacked sufficient media and
information literacy to prevent unintended pregnancy; 38.0% had moderate media and
information literacy in this regard, and 52.2% respondents had high sufficiency. The
results show that respondents have high sufficiency of media and information literacy

for this purpose.

Table 4.14 Level of media and information literacy to prevent unintended pregnancy

Media and information literacy to Number Percentage
prevent unintended pregnancy level (n =418)
Poor (0-8 scores) 41 9.8
Moderate (9-11 scores) 159 38.0
High sufficiency (12-15 scores) 218 52.2

x =11.83,SD = 2.856, Min = 0, Max = 15

7) Level of health literacy in use of condoms and ECPs

Level of health literacy to prevent unintended pregnancy is summarized
in Table 4.12. Scores range from 0 to 105, and the cut-off point is based on the
Ministry of Public Health scale [104]. The mean score was 75.77 (out of a possible
105 points).

As shown in Table 4.15, 9.1% of respondents lacked sufficient health
literacy to prevent unintended pregnancy; 69.1% had moderate health literacy in this
regard, and 21.8% respondents had high sufficiency. The results show that
respondents have moderate level of health literacy to prevent unintended pregnancy.
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Table 4.15 Level of health literacy to prevent unintended pregnancy

Level of health literacy on condom and Number Percentage
emergency contraceptive pills use (n=418)
Poor (0-62 scores) 38 9.1
Moderate (63-83 scores) 289 69.1
High sufficiency (84-105 scores) 91 21.8

X =75.77, SD = 10.028, Min = 38, Max = 100

4.1.1.4 Behavior to Prevent Unintended Pregnancy

The questions exploring respondents’ behavior to prevent unintended
pregnancy included 10 positive statements and 8 negative statements. As shown in
Table 4.16, the maximum score was 72 points.

More than three-fifths of the respondents’ answered every time in relation to
the following three statement. 1) you have met a friend of the opposite sex at a
location unseen by others (75.1%). 2) Your friend of the opposite sex often asks you
to look at books/magazines/cartoons/videos containing sexual content (74.4%). 3) you
cohabit with a friend of the opposite sex (73.2%).

Half of the respondents answered every time in relation to the following two
statement . 1) you can negotiate with your sex partner to use a condom (53.3%). 2)
you have to ask your sex partner to use a condom before having sex (51.9%).

More than two-fifths of respondents answered every time in relation to the
following three statements. 1) you will convince your girlfriend/boyfriend not to have
sex while attending university (43.5%). 2) you have taken the emergency
contraceptive pill after having sex (40.7%). 3) you request your sex partner to coitus
interruptus to prevent pregnancy (40.4%).

More than one-third of respondents answered every time to the following
three statements. 1) you allow friends of the opposite sex to hold your hand to express
affection (33.3%). 2) you have hobbies to distract you from your sex drive (32.5%). 3)
you have bought yourself medication or have equipmentsto prevent pregnancy
(29.7%).
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Table 4.16 Numbers and Percentages of Behavior to Prevent Unintended Pregnancy

Level
Behavior to Prevent
i Every Some
Unintended Pregnancy ) Often . Seldom  Never
time times
1. If your friend of the opposite 122 108 123 47 18
sex asks you to the entertainment  (29.2)  (25.8) (29.4) (11.2) 4.3)
place, you will accept the
invitation*
2. When you are alone with your 106 69 108 81 54
friend of the opposite sex you (25.4) (16,5 (25.8) (19.4) (129
will not consume alcoholic drink
3. Your friend of the opposite 311 38 46 19 4
sex often asks you to look at (74.4) (9.2 (11.0) (4.5) (1.0)
books/magazines/cartoons/video
s containing sexual content.*
4. You have met a friend of the 314 41 39 19 5
opposite sex at a location unseen ~ (75.1) (9.8) (9.3) (4.5) 1.2)
by others.*
5. You cohabit with a friend of 306 41 33 25 13
the opposite sex. * (73.2) (9.8) (7.9) (6.0) (3.1)
6. You wear unprovocative 103 139 107 43 26
clothes when interacting with the  (24.6)  (33.3) (25.6) (10.3) (6.2)
opposite sex
7.You can reject the request to 285 74 38 12 9
have sex (68.2) (17.7) (9.1 (2.9) (2.2)
8. You allow friends of the 139 82 109 67 21
opposite sex to hold your hand (33.3) (19.6) (26.1) (16.0) (5.0

to express affection.*

*Represent negative statement
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Table 4.16 Numbers and Percentages of Behavior to Prevent Unintended Pregnancy

(continues)

i Level
Behavior to Prevent
] Every Some
Unintended Pregnancy ) Often ) Seldom  Never
time times
9. You have hobbies to distract 136 124 67 34 57
you from your sex drive. (32.5) (29.7) (16.0) (8.1) (13.6)
10. You can negotiate with your 223 79 39 11 66
sex partner to use a condom. (53.3)  (18.9) (9.3) (2.6) (15.8)
11. When you are sexually 47 21 57 40 253
aroused, you would masturbate (11.2) (5.0) (13.6) (9.6) (60.5)
12. You will convince your 182 59 70 31 76

girlfriend/boyfriend not to have (435) (14.1) (16.7) (7.4) (18.2)

sex while attending university.

13. You have to ask your sex 217 78 38 18 67
partner to use a condom before (51.9) (18.7) (9.2) (4.3) (16.0)
having sex.

14. You have taken the 170 44 62 37 105
emergency contraceptive pill (40.7) (105 (14.8) (8.9) (25.1)
after having sex. *

15. You have bought yourself 124 53 67 27 147

medication or have equipmentsto  (29.7)  (12.7)  (16.0) (6.5) (35.2)
prevent pregnancy.

16. You request your sex 169 24 63 68 94
partner to coitus interruptus to (40.4) (5.7) (15.1) (16.3) (22.5)
prevent pregnancy. *

17. You prevent pregnancy by 197 20 61 58 82
counting the date (7 days before ~ (47.1) (4.8) (14.6) (139 (19.6)
and 7 days after)*

*Represent negative statement
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Table 4.16 Numbers and Percentages of Behavior to Prevent Unintended Pregnancy

(continues)

_ Level
Behavior to Prevent
] Every Some
Unintended Pregnancy ) Often ) Seldom  Never
time times
18. When you have problem 105 45 58 26 184
regarding the use of (25.1) (10.8) (13.9) (6.2) (44.0)

contraceptive pill, you usually
seek consultation from your

parents

*Represent negative statement

Level of behavior to prevent unintended pregnancy is summarized in
Table 4.17. Scores range from 0 to 72, and the cut-off point is based on the Ministry
of Public Health scale [104]. The mean score was 46.59 (out of a possible 72 points).

As shown in Table 4.17, the behavior of 32.1% of respondents was
insufficient to prevent unintended pregnancy; 58.6% moderate behavior, and 9.3%
high sufficiency behavior. The results show that respondents’ behavior was moderate

to prevent unintended pregnancy.

Table 4.17 Numbers and Percentages of Behavior to Prevent Unintended Pregnancy

Level
Behavior to Prevent Unintended Number Percentage
Pregnancy (n=418)
Poor (0-42 scores) 134 321
Moderate (43-57 scores) 245 58.6
High sufficiency (58-72 scores) 39 9.3

46.59, SD = 7.708, Min = 26, Max = 68

X
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4.1.1.5 Situation analysis conclusion

To sum up briefly, the situation analysis results reveal that Chon Buri is an
industrialism and tourism province. There were 66.3 cases per 1,000 youths of birth
rate between the age of 15 to 19 years old in this province, which is the first highest
in Thailand. Moreover, reports of sexual behaviors among both sexes of youth in
Eastern regional university of Thailand showed that 61.5% had sexual intercourse.
It can be concluded that unsafe sex behavior among female university students
accounted for the highest birth rate in Thailand. In addition there are 4 famous public
universities which serve 28,707 female undergraduate students. From baseline survey
of 418 female university students aged 18-24 years, one-fourth of them reported that
their parents were separated. Three-quarter lived outside the university dormitory.
Nearly one-third had a boyfriend and a half of the respondents had hugging and
kissing experience, while nearly one-third had experienced sexual intercourse, and all
of them used contraception. Those female university students had sexual risk
behaviors.

Regarding to health literacy to prevent unintended pregnancy results, most
of the female university students had insufficient health literacy to prevent unintended
pregnancy level (78.2%). There were insufficient of six components of health literacy
among female university students as following; accessibility to health information and
health services (80.1%), communication skills (73.7%), decision-making skills
(64.6%), cognitive health (61.2%), media and information literacy (47.8%), self-
management (39.5%).

Most of the female university students exhibited insufficiency behaviors
with respect to unintended pregnancy prevention (90.7%). Although 87.6% of female
university students experienced condom using to prevent pregnancy, 68.2% of them
used coitus interruptus. Surprisingly, only 24% of them used emergency contraceptive
pill after sexual intercourse. Only two-fifth of the respondents searched for
information about pregnancy prevention via online sources and through lover. Half
the respondents were self-providing medication/ equipment to prevent pregnancy.

Based on gap analysis from this situation, the intervention was designed to
promote appropriate condom and emergency pill using, and increase their health
literacy about preventing unintended pregnancy. Health literacy and self-efficacy
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were used to create this program. The program consists of eight activities that was
carried out for eight weeks and applies methods such as lectures, group discussions,
edutainment, brainstorming, live modeling, and role-playing. Moreover, the peer
education was applied in this program. They had the same age as the female
university students and they were trained in pregnancy-prevention content and
techniques to communicate about safe sex. Thus, the necessary information was easily
transferred to female university students, and the participants’ about using condom

and emergency contraceptive pills.

4.2 Phase 2: Determining the effect of the “Sex Must Safe” program on health
literacy intention and practice regarding condom and emergency contraceptive
pill uses among female university students in Chon Buri province, Thailand

4.2.1 Initial survey
For the purposes of the quasi-experimental study, 37 students from
university A were selected as the intervention group, and 37 students from university
B were selected as the comparison group. One student in the intervention group
dropped out because she was expelled from the university, leaving 36 students in the
intervention group and 37 in the comparison group. In total, then, 73 students were
entered in the final analysis. The participants were Thai female university students in
their first to fourth year of undergraduate studies. Each participant had a boyfriend at
the time of signing the study consent form; each was able to participate fully over the
twenty weeks of the study; and no participant had a history of pregnancy. Of the 73
distributed questionnaires, all were completed and returned and were therefore
included in the analysis.
4.2.1.1 Socio demographic characteristics
The participants in intervention and comparison group were not different
in terms of age, grade average point, parent marital status, average income
distribution, current residence type, sexual activities, knowledge of condom and
emergency contraceptive pill, attitudes towards condom and emergency contraceptive
pill, perceived self-efficacy and expectation on condom and emergency contraceptive

pill, and social and environmental factors, as shown in Table 4.18.
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Table 4.18 Demographic characteristics of intervention group and comparison group

) Intervention Comparison group
Demographic

o group (n =36) (n=37) p-value
characteristics
Number (%) Number (%)
Age (years) 0.72%
<20 20 (55.6%) 19 (51.4%)
>20 16 (44.4%) 18 (48.6%)
x=20.27, SD = 1.19, Min = 18, Max = 23
Grade average point 0.74°
<25 10 (27.8%) 9 (24.3%)
>2.5 26 (72.2%) 28 (75.7%)
Parent marital status 0.74°
Separated 10 (27.8%) 9 (27.3%)
Married 26 (72.2%) 28 (75.7%)
Average income per month 0.12°
(baht)
<5,000 6 (16.7%) 12 (32.4%)
> 5,000 30 (83.3%) 25 (67.6%)
X = 8,336.99, SD = 5,424.95, Min = 3,000, Max = 40,000
Current residence type 0.06
Dormitory outside the
o 31 (86.1%) 25 (67.6%)
university
Dormitory in the university 5 (13.9%) 12 (32.4%)
Staying with boyfriend 0.21°
Yes 9 (25.0%) 5 (13.5%)
No 27 (75.0%) 32 (86.5%)

% Chi-square test, ° Fisher exact test
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Table 4.18 Demographic characteristics of intervention group and comparison

groups (Continues)

Intervention Comparison p-

Demographic characteristics group (n = 36) group (n=37)  value

Number (%0) Number (%)
Hugging and kissing experience 0.26"
Yes 34 (94.4%) 31 (83.8%)
No 2 (5.6%) 6 (16.2%)
Previous sexual intercourse .
(vaginal) 050
Yes 26 (72.2%) 24 (64.9%)
No 10 (27.8%) 13 (35.1%)
Experience of drinking alcohol 0.87°
in the last 6 months
Yes 15 (57.7%) 14 (58.3%)
No 11 (42.3%) 10 (41.7%)
Experience of an emergency
contraceptive pill 0.40°
Yes 15 (57.7%) 11 (45.8%)
No 11 (42.3%) 13 (54.2%)
Using condom 1.00°
Yes 24 (92.3%) 23 (95.8%)
No 2 (7.7%) 1 (4.2%)
Knowledge of condom and .
emergency contraceptive pill 030
Poor 9 (25.0%) 14 (37.8%)
Moderate 19 (52.8%) 19 (51.4%)
High 8 (22.2%) 4 (10.8%)

2 Chi-square test, ° Fisher exact test
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Table 4.18 Demographic characteristics of intervention group and comparison

groups (Continues)

Intervention Comparison
Demographic characteristics group (n = 36) group (n =37) V;;Je
Number (%) Number (%0)
Attitudes towards condom and b
emergency contraceptive pill 0:35
Negative 0 (%) 0 (%)
Moderate 3 (8.3%) 1(2.7%)
Positive 33 (91.7%) 36 (97.3%)
Perceived self-efficacy and
expectation on condom and 0.33
emergency contraceptive pill
Poor 8 (22.2%) 8 (21.6%)
Moderate 13 (36.1%) 8 (21.6%)
High 15 (41.7%) 21 (56.8%)
Social and environmental b
factors 0.65
Poor 1 (2.8%) 2 (5.4%)
Moderate 33 (91.7%) 31 (83.8%)
High 2 (5.5%) 4 (10.8%)

2 Chi-square test, ° Fisher exact test

4.2.1.2 Comparison of the health literacy scores in the intervention and
comparison group before and after the intervention, as well as at the follow up 3
months after implementation of the “Sex Must Safe” program

Normality was tested for health literacy measured at baseline, week 8 and
20 by Shapiro-Wilk test statistic. Wilcoxon signed ranks test was used for comparing
the score when the scores were non-normal distribution by median (interquartile
range, IQR), and p-value of total scores in each subscale. Paired samples t-test was

used for comparing the score when the scores were normally distributed by mean



109

(95% confident interval, 95% CI) and standard deviation of total scores in each
subscale.

The comparison of the mean/ median scores categorized by health literacy
in the intervention group showed that, at baseline, the mean score was 96.89. After the
program implementation (week 8), the mean scores for health literacy decreased
significantly, to 91.50, while the median scores increased significantly, to 130.50, at
week 20. The baseline mean score for health literacy in the comparison group was
107.65. After the program implementation (week 8), the mean scores for health
literacy decreased significantly, from 107.65 to 101.78, and they again decreased
significantly, to 97.97, at week 20.

When considering the intervention group, the results showed that there
was a significance in the health literacy scores between baseline and 8 (mean
difference = 5.389, 95% CI = 4.751, 6.027). In addition, there were significant
differences in the health literacy scores between weeks 8 and week 20 (p < 0.001) and
baseline and week 20 (p = 0.006)

In the comparison group, the results showed that there was a significance
in the health literacy scores between baseline and week 8 (mean difference = 5.865,
95% CI = 5.319, 6.410). In addition, there were significant differences in the health
literacy scores between weeks 8 and week 20 (p < 0.001) and baseline and week 20
(mean difference = -9.676, 95% CI = -15.623, -3.728), as shown in Table 4.19. The
health literacy mean scores of intervention and comparison groups measuring at

baseline, week 8, and week 20 after program implementation are shown in Figure 4.1.
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Table 4.19 Comparison of health literacy scores in the intervention and comparison

group before and after the intervention, as well as at the 3-month follow up after

implementation of the “Sex Must Safe” program.

Intervention Group

Comparison Group

Baseline - Week 20

Time (n=36) (n=37)
Mean SD Mean SD

Baseline 96.89 15.49 107.65 16.22
Week 8 91.50 14.51 101.78 15.53
Week 20 130.50° 22.00° 97.97 18.82
Mean Difference
(95%Cl) 5.389 (4.751, 6.027) 5.865 (5.319, 6.410)
Baseline — Week 8
\F;v\;il:z - Week 20 s <000t
p-value/ Mean
Difference 0.006" -9.676 (-15.623, -3.728) ?

?Paired Samples t-test, "Wilcoxon Signed Ranks Test, “Median, %Interquartile range

Means of health literacy in use of condoms and emergency contraceptive pills
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Figure 4. 1 Means of health literacy in use of condoms and emergency contraceptive

pills.
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4.2.1.3 Comparison of the intention and practice scores in the intervention
and comparison group before and after intervention, as well as at the 3-month follow
up after implementation of the “Sex Must Safe” program

Normality was tested for health literacy measured at baseline, week 8 and
20 by Shapiro-Wilk test statistic. Wilcoxon signed ranks test was used for comparing
the score when the scores were non-normal distribution by median (interquartile
range, IQR), and p-value of total scores in each subscale.

The comparison of the mean scores categorized by intention in the
intervention group showed that, at baseline, the mean score was 17.39. After the
program implementation (week 8), the median intention scores increased to 21.00,
and this decreased slightly to 20.50 at week 20. The baseline median score for
intention in the comparison group was 20.00. After the program implementation
(week 8), the median score decreased to 19.00; then mean scores decreased
significantly to 16.89 at week 20.

Considering the intervention group, the results showed that there was no
significant difference in the intention scores between baseline and week 8 (p = 0.070).
Moreover, there were no significant differences in the intention scores between week
8 and week 20 (p = 0.417) or baseline and week 20 (p = 0.538).

Considering the comparison group, the results showed that there was no
significant difference in the intention scores between baseline and week 8 (p = 0.110).
Moreover, there was no significant difference in the intention scores between weeks 8
and week 20 (p = 0.120), but there was a significant difference in the intention scores
between baseline and week 20 (p = 0.015), as shown in Table 4.20. The
measurements in the intervention group compared with the comparison group at

baseline, week 8, and week 20 are shown in Figure 4.2.
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Table 4.20 Comparison of intention scores in the intervention and comparison group

before and after the intervention, as well as at the 3-month follow up after

implementation of the “Sex Must Safe” program

Time

(n = 36)

Intervention Group

Comparison Group

(n=37)

Mean

SD

Mean

SD

Baseline

17.39

3.604

20.00°

7.000°

Week 8

21.00°

6.000°

19.00°

7.000°

Week 20

20.50°

4.000°

16.89

4.202

p-value
Baseline—Week
8

0.070°

0.110°

p-value
Week 8—Week
20

0.417°

0.120°

p-value
Baseline—Week
20

0.538°

0.015°

¥Wilcoxon signed-rank test, "Median, Interquartile range

Means of intention on condom and emergency contraceptive pills use

21

20

T
Baseline

T
B weeks

Time

T
20 weeks

— Intervention group
Comparison group

Figure 4.2 Means of intention toward condom and emergency contraceptive pill use
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Normality was tested for health literacy measured at baseline, week 8 and
20 by Shapiro-Wilk test statistic. Wilcoxon signed ranks test was used for comparing
the score when the scores were non-normal distribution by median (interquartile
range, IQR), and p-value of total scores in each subscale.

The comparison of the median scores categorized by practice in the
intervention group showed that, at baseline, the median score was 8.50. After the
program implementation (week 8), the median practice score had increased
significantly to 9.00, and it sustained at 9.00 at week 20. In contrast, the baseline
median score for practice in the comparison group was 8.50. After the program
implementation (week 8), the median score for practice decreased significantly, to
8.00, and it decreased significantly, to 7.88, at week 20.

Considering the intervention group, the results showed that there was a
significant difference in the practice scores between baseline and 8 (p = 0.016).
However, no significant differences in the practice scores was observed between
weeks 8 and 20 (p = 0.181) or baseline and 20 (p = 0.074).

Considering the comparison group, the results showed that there was a
significant difference in the practice scores between baseline and 8 (p = 0.011).
However, no significant differences in the practice scores was observed between
weeks 8 and 20 (p = 0.272) or baseline and 20 (p = 0.125), as shown in Table 4.21.
The measurements for the intervention group compared with the comparison group

for baseline, 8, and 20 are shown in Figure 4.3.
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groups before and after the intervention, as well as at the 3-month follow

up after implementation of the “Sex Must Safe” program in female

university students who had sexual intercourse

Time

Intervention Group

(n=26)

Comparison Group

(n=24)

Median

IQR

Median

IQR

Baseline

8.50

4

8.50

3

Week 8

9.00

1

8.00

3

Week 20

9.00

2

7.88"

1.361°

p-value
Baseline—~Week
8

0.016°

0.011°

p-value
Week 8-Week
20

0.181°

0.272°

p-value
Baseline—Week
20

0.074°

0.125°

®Wilcoxon signed-rank test, "Mean, °Standard deviation
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Means of practice for condom and emergency contraceptive pill use

— Intervention group
Comparison group

8.5

8.0

\

T T T
Baseline 8 weeks 20 weeks

Time

Figure 4.3 Means of practice for condoms and emergency contraceptive pill use.

4.2.1.4 Comparison of the health literacy scores between the intervention
and comparison group before and after intervention, as well as at the 3-month follow
up after implementation of the “Sex Must Safe” program

Comparison of health literacy between the intervention group and
comparison group before, after, and follow-up 3 months after implementation of the
program. Normality was tested for health literacy measured at baseline, week 8 and
20 by Shapiro-Wilk test statistic. Man-Whitney test was used for comparing the score
when the scores were non-normal distribution by median (interquartile range, 1QR),
and p-value of total scores in each subscale. Independent sample t-test was used for
comparing the score when the scores were normally distributed by mean (95%
confident interval, 95% CI) and standard deviation of total scores in each subscale.
Generalized Estimating Equations (GEE) was used for analyzing the overall program
between intervention group and comparison group because the GEE were used for
analyzing repeated data and were used for irregularly-time..

Comparing the health literacy scores between the intervention and before
and after the intervention, as well as at the 3-month follow up after the
implementation, for overall, the results showed significant difference between
intervention and comparison groups (p = 0.002, 95% CI = 3.429, 15.472). In the

comparison of the intervention and comparison group at baseline, the results showed a
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significantly higher score in the comparison group than in the intervention group (p <
0.001, 95% CI =-18.166, —3.353). After the program implementation (week 8), there
was a significant difference in the “Sex Must Safe” program, where the comparison
group scored higher than the intervention group did (p < 0.001, 95% CI = -17.305, —
3.263), and there was a significant difference at week 20, where the intervention

group scored higher than the comparison group (p < 0.001), as shown in Table 4.22.

Table 4.22 Comparison of the health literacy scores between the intervention and
comparison group before and after the intervention, as well as at the 3-month

follow up after implementation of the “Sex Must Safe” program

Intervention Comparison
Time Group Group o-value 95% ClI
(n=26) (n=24)

Mean SD Mean SD Lower | Upper
Overall | 105.287 - 102.468 - 0.002° 3.429 | 15.472
Baseline | 96.89 | 15.490 | 107.65 | 16.224 <0.001° -18.166 | -3.353
Week 8 9150 | 14.510 | 101.78 | 15.539 <0.001° -17.305 | -3.263
Week 20 | 130.50° | 22.000° | 97.97 |18.829| <0.001° - -

%Independent samples test, "Mann-Whitney Test, “Generalized Estimating Equations,

IMedian, ®Interquartile range

4.2.1.5 Comparison of the intention and practice scores between the
intervention and comparison group before and after the intervention, as well as at the
3-month follow up after implementation of the “Sex Must Safe” program

Comparison intention between the intervention group and comparison
group before, after, and the follow-up 3 months after implementation of the program.
Normality was tested for health literacy measured at baseline, week 8 and 20 by
Shapiro-Wilk test statistic. Man-Whitney test was used for comparing the score when
the scores were non-normal distribution by median (interquartile range, IQR), and p-
value of total scores in each subscale. Generalized Estimating Equations (GEE) was

used for analyzing the overall program between intervention group and comparison
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group because the GEE was used for analyzing repeated data and were used for
irregularly-timed by used.

When comparing the intention scores between the intervention and
comparison group before and after the intervention, as well as at the 3-month follow
up after implementation, for overall, the results showed no significant difference
between intervention and comparison groups (p = 0.111, 95% CI = -2.222, 2.154). In
comparison between groups at the baseline, the comparison group showed higher
score in the intervention group. This difference was statistically significant (p-value =
0.038). After the program implementation (week 8), the intervention group showed
higher score than the comparison group. This difference was statistically significant (p
= 0.043); similarly, there was a significant difference at week 20, the intervention
group showed higher score the comparison group. This difference was statistically
significant (p < 0.001), as shown in Table 4.23.

Table 4.23 Comparison of the intention scores between the intervention and
comparison group before and after the intervention, as well as at the 3-month

follow up after implementation of the “Sex Must Safe” program

Intervention Comparison

_ Group Group 95% CI
Time p-value
(n =26) (n=24)
Mean SD Mean SD Lower | Upper
Overall |19.425| - [18.243| - 0.111° 0222 | 2.154

Baseline 17.39 | 3.604 | 20.00° | 7.000 0.038°

Week 8 21.00° | 6.000% | 19.00° | 7.000° 0.0432 - -
Week 20 | 20.50° | 4.000° | 16.89 | 4.202 <0.0013 - -

2 Mann-Whitney test, ® Generalized estimating equation, “Median, “Interquartile range

Comparison practice between the intervention group and comparison group
before, after, and follow-up 3 months after implementation of the program. Normality

was tested for health literacy measured at baseline, week 8 and 20 by Shapiro-Wilk
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test statistic. Man-Whitney test was used for comparing the score when the scores
were non-normal distribution by median (interquartile range, IQR), and p-value of
total scores in each subscale. Generalized Estimating Equations (GEE) was used for
analyzing the overall program between intervention group and comparison group
because the GEE was used for analyzing repeated data and was used for irregularly-
timed. .

When comparing the practice scores between the intervention and
comparison group before and after the intervention, as well as at the 3-month follow
up after implementation, for overall, the results showed significant difference between
intervention and comparison groups (p = 0.004, 95% CI = 0.267, 1.450).

In comparison between groups at baseline, the difference was not
statistically significant (p-value = 0.653). After the program implementation (week
8), the intervention group showed higher score than the comparison group. This
difference was statistically significant (p < 0.001); similarly, there was a significant
difference at week 20, the intervention group showed higher score than the
comparison group. This difference was statistically significant (p < 0.001), as shown
in table 4.24.

Table 4.24 Comparison of practice scores between the intervention and comparison
group before and after intervention, as well as 3 months follow-up after
implementation of the “Sex Must Safe” program in female university students

who had sexual intercourse

Intervention Comparison
Time Group Group o-value 95% CI
(n=26) (n=24)

Median | IQR | Median | IQR Lower | Upper
Overall 8.628° - 7.888° - 0.004° 0.267 | 1.450
Baseline 8.50 4 8.50 3 0.653° - -
Week 8 9.00 1 8.00 3 <0.001* - -
Week 20 9.00 2 7.88° | 1.361° 0.025° - -

2 Mann-Whitney test, ® Generalized estimating equation , °Mean, Standard deviation




CHAPTER V
DISCUSSION, CONCLUSION, AND RECOMMENDATIONS

This study was designed to evaluate the effects of the “Sex Must Safe”
program on health literacy intention and practice regarding condom and emergency
contraceptive pill uses among female university students in Chon Buri province,
Thailand. The discussions for this study are presented in two parts. The first discusses
Phase 1: Situational analysis of health literacy regarding contraceptive use among
female university students, while the second part reports the discussion for Phase 2:
Determining the effects of the “Sex Must Safe” program on health literacy intention
and practice regarding condom and emergency contraceptive pill uses before and after
the intervention, as well as at the 3-month follow up after finishing the “Sex Must
Safe” program. The chapter outline is as follows:

5.1 Discussion

5.1.1 Phase 1: Situational analysis of health literacy regarding
contraceptive use among female university students

5.1.2 Phase 1: Program design and situational analysis conclusion

5.1.3 Phase 2: Effects of the “Sex Must Safe” program on health literacy
intention and practice regarding condom and emergency contraceptive pill uses.

5.2 Conclusion, limitations, and recommendations

5.1 Discussion

5.1.1 Situational analysis of health literacy regarding contraceptive use
among female university students
5.1.1.1 Socio demographic characteristics
The study was conducted among female youths, who are in the
developmental Phase 1 in the human lifecycle between childhood and maturity [1].
Young people undergo various changes in terms of their physical, cognitive,
emotional, and sexual development at this stage [116]. These changes become risk

factors for premarital sexual behavior, adolescent pregnancy, abortion, and sexually
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transmitted diseases (STDs) like acquired immune deficiency syndrome (AIDS)
[117].

From previous study it was found that, one-quarter of the respondents
reported that their parents were separated. Living with separated parents may result in
a poor understanding of sex issues and ineffective teaching about sexual preventive
behaviors by parents [118]. Adolescents who live with separated/divorced parents, or
whose parent(s) have died, experience higher risks of having sex than adolescents
who live with their parents [119]. Likewise, previous study pointed out that parents’
marital status is significantly associated with the intention to prevent teenage
pregnancy [120]. Moreover, the study showed that three-quarters lived in dormitories
outside the university. This suggests that changes in social conditions have allowed
university students to have a freer lifestyle [121]; such students are at a higher risk for
having sexual intercourse, unintended pregnancies, abortions, STDs (including human
immunodeficiency virus [HIV]) [111], infections, suicide (if there is no solution to the
mentioned problems), and so on [122]. In addition, many students are forced to live
far away from their homes when they are pursuing higher education. Furthermore,
universities have limited dormitory space, so some university students must rent their
residences, such as apartments, condominiums, and houses; one-third of these
university students live with members of the opposite sex. In such conditions, parents
or guardians cannot monitor or control the students’ behaviors [123].

5.1.1.2 Sexual activity

The study showed that two-fifths of the respondents had a lover.
Similarly, in a study of youth aged 15-17, an even higher percentage (88%) of youth
reported ever having a lover [124]. In addition, it has been found that most
adolescents have had their first sexual intercourse with a lover, and a half of those did
so without protection [125, 126]. The first sexual intercourse can occur intentionally
or unintentionally, but in cases where it is unintentional, sexual intercourse may occur
because of close relationship or having consumed alcohol [127].

This study showed that the respondents had temporary partner(s), which
corresponded to the results of a study on the risk perception concerning HIV and
STDs among youth at the university in Zimbabwe; that study indicated that more
than half of the sexually transmitted infections resulted from temporary partner(s)
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[14]. In addition, the study showed that half the respondents had hugging and kissing
experience; such experiences increased the risk of having sexual intercourse by 60%
[128].

The study showed that nearly one-third of the respondents had sexual
intercourse experience, which is a similar rate to the American teenagers [129]. The
results also illustrated that female university students had sexual intercourse because
they saw it as a proof of love. Pressure from boyfriends often resulted in female
university students’ decision not to use any contraceptives [130]. However, in this
study, the result showed that the university students who had sexual intercourse used
at least one method of contraception, with more than four-fifths used condoms during
sex; unfortunately, a high proportion of these students reported using less effective
contraception, with three-fifths reporting coitus interruptus. Moreover, one-quarter
used emergency contraceptive pills (ECPs). Condoms remained the contraceptive of
choice of university students, as they are among young people in the United Kingdom
[131]. In contrast, the percentage of American teenagers who do not use condoms was
found to be higher than the rate identified in this study [129]. Condoms not only
prevent pregnancy, but they also guard against STDs and HIV [132]. An early study
in Thailand showed lower condom use, indicating that the self-awareness related to
preventing STDs among teenagers who had sexual experiences was relatively low, as
they only occasionally used condoms. It can be suggested that this problem is caused
by a lack of knowledge, socialization (in relation to sex education), and pregnancy-
prevention guidance from the family [120].

The study showed that half of the respondents had consumed alcohol
before having sex. Alcohol use was significantly associated with inconsistent condom
use and multiple sexual partners [133]. Sex-related alcohol expectancies were
moderators of the relationship between alcohol use and risky sex in adolescents [134].

The study showed that half of the respondents could not self-provide
medication/supplies for preventing pregnancy. This suggests that females may be
more embarrassed to procure prescriptions or equipments for preventing pregnancy
than men are [135]. Despite the well-documented importance of condoms and safe
sex, there are still many people who do not use condoms. Negative emotions,

including embarrassment, that occur while acquiring condoms are arguably
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compromising factors when it comes to consistent condom purchasing and use [136,
137].

The study showed that two-fifths of the respondents sought information
about pregnancy prevention from online sources and their lovers. Another study in
Spain showed a higher rate of receiving sexual information online than this study did
[138]. An early study in New York found that the internet was the second most
frequently reported source of information about birth control and safe sex (31.6%),
surpassed only by friends (61.3%) [139]. An early study among adolescents/young
adults showed that the youth gained the information on contraception mainly from
friends, and in some cases, through searching the Internet [140]. The study findings
showed that the Internet and peers were mostly mentioned as main sources of
knowledge about contraception [140]. Other findings showed that the Internet and
peers were mostly mentioned as main sources of knowledge about contraception
[140]. Adolescents mostly obtain information about contraception from friends, which
IS sometimes inaccurate; relying on this information could expose them to unwanted
pregnancy [141].

5.1.1.3 Health literacy in the use of condoms and ECPs

Health literacy is an important factor in achieving positive health
outcomes, including unintended pregnancy prevention. The baseline results of this
study showed that most of the female university students had insufficient health
literacy to prevent unintended pregnancy, especially in terms of access to health
information and health services, cognitive health, and communication skills.

For adolescents’ health information and health service accessibility,
decision-making guidance needs to be supported by relevant, accurate health
information [142]. One-fourth of the respondents had an insufficient ability of access
to health information and health services to prevent unintended pregnancy. The
adolescent childbirth rate in Chon Buri province is the highest in Thailand [24], and
this can be connected with the lack of access to adequate services.

Most university students in this study had insufficient cognitive health
related to preventing unintended pregnancy. Gaining knowledge is the first step in
health promotion, although conveying information may not reduce adolescent risk
behaviors [143]. While knowledge about pregnancy is related to pregnancy



123

prevention behaviors among adolescents [144, 145], this study showed a low level of
pregnancy prevention knowledge. A European study presented an insignificant
association between pregnancy, knowledge of the timing of emergency contraception,
and knowledge about how to access contraception and sexual health services [146].
Furthermore, a study among female undergraduate students revealed that most of the
participants had poor or moderate levels of knowledge, attitudes, and intentions to
prevent unintended pregnancy [94]. Similarly, most of the females in this study
exhibited insufficient knowledge and behaviors related to unintended pregnancy
prevention.

The university students in this study exhibited inadequate communication
skills for preventing unintended pregnancy. Lack of communication skills is one
factor that leads to teenage pregnancy [147]. Likewise, infrequent communication has
been significantly related to lower condom use, resulting in higher levels of
unintended pregnancy [148-150].

5.1.2 Program design and situation analysis conclusion

To summarize, in the situational analysis results from the baseline survey of
418 female university students aged 18-24 years, nearly one-third had a boyfriend,
and half had hugging and kissing experience. Nearly one-third had experienced sexual
intercourse, and in this group, all had used contraception, but they still reported
inappropriate practice concerning contraceptive use. Those university students
engaged in sexual risk behaviors.

Regarding health literacy to prevent unintended pregnancy, most of the
female university students had insufficient health literacy in this regards (78.2%).
There were six components of health literacy that were lacking among the female
university students, which are as follows: accessibility of health information and
health services (80.1%), communication skills (73.7%), decision-making skills
(64.6%), cognitive health (61.2%), media and information literacy (47.8%), and self-
management (39.5%).

Most of the female university students exhibited inappropriate behaviors
with respect to unintended pregnancy prevention (90.7%). Although 87.6% of the
respondents had used condoms to prevent pregnancy, 68.2% had used coitus
interruptus. Moreover, 24% had used the emergency contraceptive pill after sexual
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intercourse, which has low effectiveness if it is not used correctly. Only two-fifths of
the respondents sought information about pregnancy prevention via online sources
and their lovers, and in the latter case, they may have received incorrect information.
Half of the respondents self-provided contraceptive medication/supplies.

Based on the gap identified in the situational analysis, the intervention in
Phase 2 of this study was designed to promote appropriate condom and emergency
pill use by increasing youths’ health literacy about unintended pregnancy prevention
via a sex education program. Health literacy and self-efficacy theories were used to
create this program, which consisted of eight activities carried out for 8 weeks and
applied various teaching methods, such as lectures, group discussions, edutainment,
brainstorming, live modeling, and role-playing. Peer-led education was also
employed; the program leader was the same age as the participants, and she was
trained in pregnancy-prevention content and techniques to communicate about safe
sex. Thus, the necessary information was easily transferred to the participants
concerning the use of condoms and emergency contraceptive pills.

5.1.3 Effects of the “Sex Must Safe” program on health literacy
intention and practice regarding condom and emergency contraceptive pill uses.

The participants in the intervention group gained more health literacy and
showed better practice concerning condom and emergency contraceptive pill use after
the intervention period.

5.1.3.1 Comparison of the health literacy scores in the intervention
and comparison group before and after the intervention, as well as at the 3-
month follow up after ending the implementation of the “Sex Must Safe”
program.

The mean differences in the health literacy scores in the intervention and
comparison group before and after the intervention, as well as at the 3-month follow
up after the “Sex Must Safe” program in this study were significant. The results were
comparable to those of another study on the effectiveness of health education program
for health literacy development involving a questioning method for sexual relations
prevention behaviors [151]. The study results showed that the mean scores for health
literacy concerning condom and emergency contraceptive pill use dropped slightly
from weeks 0 to 8, but they increased dramatically after this point. This resulted from
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the long period requirement for a change in health literacy [152]. Although the health
literacy scores initially decreased, they rose again from weeks 8 to 20, which can be
explained in that the intervention activities comprised all six components of health
literacy [153].

People can only improve their literacy skills through intensive
interventions [154]. The mean scores in the comparison group gradually declined
from weeks O to 20. Specifically, the scores for all six components decreased
throughout this study. This may have been because the comparison group did not
receive the intervention.

5.1.3.2 Comparison of the intention and practice scores in the
intervention and comparison group before and after the intervention, as well as
at the 3-month follow up after implementation of the “Sex Must Safe” program

The increasing trend in the intention and practice scores from baseline to
week 8 was comparable to a study of the program. There were eight activities and
learning methods, namely lectures, group discussions, edutainment, brainstorming,
live modeling, and role-playing in both the intervention in this study and the program
in the previous study [155]. Moreover, the program design, based on self-efficacy
theory, increased the participants’ intention and practice. Therefore, the aim of the
activities was achieved. Mastery experiences were the main principle for enhancing
intention and practice among adolescents, as direct experience is highly effective
when it comes to developing self-efficacy [155, 156]. Between weeks 8 and week 20
of the program, there were no booster activities [157]; thus, the intention and practice
scores decreased in that period. Overall, the scores of intention and practice related to
each other, as intention leads to behaviors [158].

In the comparison group, there was no significant difference in the
intention scores between weeks 0 and 8 or week 8 and 20. However, there was a
significant difference in the scores between weeks 0 and 20. The study results showed
that scores for intention and practices decreased between weeks 0 to 8 because these
participants did not receive the intervention. It was found that nearly two-fifths of the
female university students had had previous sexual intercourse (vaginal), which
resulted in reduced intention to use condoms and emergency contraceptive pills [159].
It was observed that the practice score for the comparison group increased between
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weeks 8 and 20. This could be explained in that this part of the study occurred at the
end of the semester, when most students returned to their homes. Thus, they were not
exposed to sexual risk factors.

5.1.3.3 Comparison of the health literacy scores between the
intervention and comparison group before and after the intervention, as well as
at the 3-months follow up after implementation of the “Sex Must Safe” program

The mean health literacy scores in the intervention group were
significantly higher than those in the comparison group. The intervention group
completed the “Sex Must Safe” program, which included all the components of health
literacy [153]. The participants gained higher health literacy levels from various
learning methods, and was also found in a study in Thailand, especially the live-
modeling technique based on vicarious experiences. Observational learning from live
modeling promoted health literacy regarding condom and emergency contraceptive
pill use [155]. Overall, the adolescents found the “Sex Must Safe” program, which
applied the emotional-arousal principle in conjunction with the edutainment
technique, to be attractive, funny, and non-boring. The program climate prepared the
participants for learning. It can cautiously be concluded that adolescents have
sensitive emotions, so appropriate techniques need to be selected to avoid unplanned
negative events as much as possible [116, 160, 161].

5.1.3.4 Comparison of the intention and practice scores between the
intervention and comparison group before and after the intervention, as well as
at the 3-month follow up after implementation of the “Sex Must Safe” program

When comparing the intention scores between the intervention and
comparison group before and after the intervention, as well as at the 3-month follow
up after implementation, the results revealed that there was no significant difference
in the intention scores between the groups. The short duration for implementing the
program was the most important factor affecting the intention change among the
female university students. The length of the program was limited by the need to
integrate it into the students’ normal timetable. Therefore, this study was designed to
last only 8 weeks to make it appropriate for a normal schedule. Furthermore, the end
of the semester was a barrier to lengthening the program. A booster at the end of the

semester is recommended; this could be implemented using social media and online



127

communication to support students in maintaining their practice to prevent pregnancy
[157].

The practice scores were only analyzed for those participants with sexual
intercourse experience. The results revealed that there was a significant difference in
the practice scores between the groups. The research assistants (RAs) were a crucial
component in the success of the results. They were selected from among the fourth-
year students, and they were trained in pregnancy-prevention content and techniques
for communicating about safe sex [97]. Since the RAs liked peer-led sex educator on
adolescent and reproductive health, they easily transferred the contents and practice to
female university students; this was facilitated by their similar age and similar life
situation. The participants’ intentions and behaviors concerning condom and
emergency contraceptive pill use improved due to the RAs’ involvement [99, 162,
163]. However, previous study found that peer-led education was an ineffective

strategy for changing adolescent behaviors [98].

5.2 Conclusion, limitations, and recommendations
5.2.1 Conclusion

This study explored the situation of health literacy concerning contraceptive
use among female university students in Chon Buri province, Thailand. In addition,
effects of the “Sex Must Safe” program on health literacy intention and practice
regarding condom and emergency contraceptive pill uses among female university
students in this province was determined. The situational analysis showed that around
25% reported that their parents were separated, and the majority of respondents had a
good relationship with their parents. Around 75% lived outside of university
dormitories. Their average income was 7,348 baht per month. Sixty eight percent
reported that their monthly allowance was adequate. Around 42% of the respondents
have a lover and 4.8% stay together. Half of the respondents had hugging and kissing
experience; 30.9% had experienced in sexual intercourse, and all used contraception.
In addition, 68.2% had coitus interruptus; 12.4% did not use a condom, and 24.0%
used ECPs. Half of the respondents had consumed alcohol before having sex. The
majority did not use substance before having sex. Half of the respondents got
themselves condoms or contraceptive pills to prevent pregnancy and majority of them
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could easily get access to condoms and contraceptive pills. Seventy-seven percent of
the respondents consulted their boyfriend and searched the internet for information on
preventing pregnancy. The results showed that respondents’ behavior was moderate to
prevent unintended pregnancy. The access to health information and health services,
cognitive health, and communication skills was insufficient among most of the female
university students.

Based on the gap identified in the situational analysis, an intervention was
designed to promote appropriate condom and emergency pill used by increasing
youths’ health literacy about unintended pregnancy prevention via a sex education
program, wherein peer-led education was applied. The similar age and similar life
situation of the RAs involved in the study and the participants led to an increase in the
validity of the information. The program in this study resulted in a gain in health
literacy and improved practice concerning condom and emergency contraceptive pill
use.

5.2.2 Limitations

The context of this study was industrialism and tourism; to generalize the
results of this study, it is necessary to be aware of these contexts. The most important
event for female university students is graduation; therefore, the length of the program
was limited by the need to integrate it into a normal timetable. As a result, the
intervention was designed to run for only 8 weeks to adhere to this constraint.
Furthermore, the end of the semester was a barrier for lengthening the program.

5.2.3 Recommendations

The following recommendations are presented based on the finding of this
study including the implementation and further study improve health literacy,
intention, and practice regarding condom and emergency contraceptive pill use among
female university students.

5.2.3.1 Recommendations for implementation

This program increased the health literacy and practice of female
university students therefore extending the program into female university students in
Thailand especially the university in industrialism and tourism province would
increase appropriate condom and emergency contraceptive pill use to prevent

unintended pregnancies and HIV/AIDs. In order to sustain this program, parents,
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executives, and instructors should be involved by supporting this program. A booster
during the semester-end period is needed; social media and online communication
could be used to support students in maintaining their practice to prevent pregnancy.
However, the program should be emphasized on media and information literacy
because the results presented that they still sought the information about condom and
ECPs via internet and boyfriend, which those information was not reliable. It was
observed that more than half of female university students drank alcohol which may
effect on low level unintended pregnancy and HIVV/AIDs preventive behaviors. Thus
promotion of the rains retreat anti-alcohol campaign among female university students
is needed along with the sex must safe program. The sex must safe program should be
a basic course of life skills to all university students.

5.2.3.2 Recommendations for further research

This study did not show a significant change in intention between
intervention and comparison group, therefore, new approaches should be created and
be tested further to improve positive intention on using condom and emergency
contraceptive pill to prevent unwanted pregnancies among university students.

This study suggests that living in an outside dormitory may effect the
prevention of unintended pregnancies. However, qualitative research is essential to

comprehend this occurrence.
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Questionnaire No. ............

Questionnaire (Phase 1)
Factors associated with contraceptive among female university students

in Chon Buri Province, Thailand

Instruction: This questionnaire is designed to determine the situation
analysis of health literacy to use contraceptive among female university students in
Chon Buri province, Thailand. Data collected from this study will be used to plan, to
serve as basis for developing “Sex Must Safe” program on health literacy intention or
practice regarding condom and emergency contraceptive pill uses among female
university students, Chon Buri province, Thailand. Your kind cooperation is requested
in completing the questionnaire. Please answer all of the following 4 parts (78 items);

Part 1: Sociodemographic characteristics (10 items)

Part 2: Aspect and pattern of sexual behavior (15 items)

Part 3: Health literacy for pregnancy prevention (35 items)

Part 4: Behaviors to prevent unintended pregnancy (18 items)

1. Please complete every item of the questionnaire as fully as possible. The time
needed for questionnaire completion is about 20 minutes.

2. After completing the questionnaire, kindly place it in the box provided by the
researcher.

3. Data collected from this questionnaire will be treated as confidential; in any future

presentation, the information will be revealed in summary format only.
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Part 1: Sociodemographic characteristics (10 items)

No Question Answer
1 | What is your current age? ... years (If more than 6 months in, the
number should be rounded to 1 year.)
2 | What is your program of study? | ( )1. Regular Program
( )2. Special Program
3 | Which year are you in? ()1 1% ()2.2™ ()3.37 ()4.4"
4 | What is your current average ( )1. Below 2.00
grade (GPAX)? ()2.2.00-2.49
()3.2.50-2.99
()4.3.00-3.49
( )5. Above 3.51
5 | What is your parents’ marital ( )1. Living together
status? ( )2. Separated (Not divorced)
( )3. Divorced
( )4. Widowed
( )5. Other (please indicate).................
6 | How is the relationship with the | ( )1. Very good ()2
parents during the past year? Good
() 3. Moderate () 4. Poor
7 | What is your current housing (). Staying with parents

situation (while studying at

university)

( )2. Staying with father

( )3. Staying with mother

( )4. Staying with relatives

( )5. Staying alone

( )6. Staying with friend

( )7. Staying with lover

( )6. Other (please indicate).................
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Part 1: Sociodemographic characteristics (continued)

No

Question

Answer

From question 7, What is your type of

current residence?

( )1. Dormitory in the university
( )2. Dormitory outside the
university

( )3. Rented house

( )4. Parents’ house/Own house

( )5. Condominium/Apartment

( )6. Other (please

indicate).................

9 | What is your average inCOme? | oocoveeeeieeeeeeeeeeee Baht (per
month)

10 | What is your monthly allowance ( )1. Adequate, and enough for

situation?

saving

( )2. Adequate

( )3. Inadequate, and what have
you handled this situation
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Part 2: Aspect and pattern of sexual behavior (15 items)

No Question Answer

1 | What is your sexual orientation? | ( )1. Heterosexual

( )2. Homosexual

( )3. Bisexual

( )4. Other (please indicate).........

2 | Do you have a lover? ( )1. Have a lover but not staying
together
( )2. Have a lover and staying together

( )3. Have not had lover

3 | Beyond any lover from question | ( )1. Yes (please indicate number)......
2, do you have any temporary

partner/s? (SO
4 | Are you satisfied when having ( )1. Male only ()2
sexual intercourse with sex? Mostly male ( )3. Female only (
)4. Mostly female
( )5. Both gender equally
5 | Have you had hugging and ( )1.Ever ( )2. Never
Kissing experience?
6 | Have you had previous sexual ( )1.Ever ( )2. Never

intercourse (vaginal)?

7 | From question 6, have you had ( )1. Ever ( )2. Never
previous sexual intercourse
(vaginal) with a temporary
partner?

8 | In the past, have you drunk ( )1. Ever ( )2. Never
alcohol before having sexual
intercourse (vaginal)?

9 | In the past, have you used ( )1.Ever ( )2. Never
recreational substances before
having sexual intercourse
(vaginal)?
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Part 2: Aspect and pattern of sexual behavior (continued)

No

Question

Answer

10

In the past 6 months, with whom have you

had sexual intercourse?

( )1. Have not had sex in the
past year.
( )2. Having sex with partner
of the same sex

( )2.1 Boyfriend

( )2.2 Friend

( )2.3 Acquaintance

( )2.4 Sex worker

( )2.5 Other (please
indicate)...
( )3. Having sex with partner
of the opposite sex

( )3.1 Boyfriend

( )3.2 Friend

( )3.3 Acquaintance

( )3.4 Sex worker

( )2.5 Other (please

indicate)...

11

What is/are the method (s) you use to
prevent pregnancy? (More than 1 answer is

possible)

( )1. Condom

( )2. Contraceptive pill

( )3. Emergency
contraceptive pill

( )4. Contraceptive injection
( )5. Coitus interruptus

( )6. Contraceptive implant
( )7. Have never prevented
pregnancy

( )8. Other (please
indicate).......
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Part 2: Aspect and pattern of sexual behavior (continued)

No Question Answer

12 | Which person provides you ( )1. Yourself ( )2. Lover
medication/equipment to prevent | ( )3. Parents ( )4. Friend
pregnancy? ( )5. Acquaintance

( )6. Prostitution-related agent

( )7. Other (please indicate).......

13 | Are you think that currently the ( )1. Agree ( )2. Disagree
medication / equipment for

pregnancy prevention is easily ()3. Notsure
accessible?

14 | Regarding pregnancy prevention ( )1. Girlfriend/Boyfriend

methods, you have consulted ( )2. Friend/Acquaintance
with ................ the most (Please | ( )3. Parents
choose only 1 answer) ( )4. Medical officers

( )5. Internet

( )6. TV/Radio

( )7. Book/Pamphlet

( )8. Other (please indicate).......

15 | Have you had side effect/ (s) from | ( )1. Never

having sexual intercourse (More ()2. Yes

than 1 answer is possible) ( )2.1 Pregnancy

( )2.2 Abortion

( )2.3 Abnormality on the genital
such as itching, red spot etc.

( )2.4 Sexually transmitted disease
( )2.5 Other (please indicate).......
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Part 3: Health literacy in preventing unintended pregnancy (35 items)

Part 3.1: Access to health information and health services for preventing
unintended pregnancy (5 items)

Please respond as truthfully as possible by placing a ¥ mark in the space reflecting

level of action.

No Issue Strongly | Agree | Notsure |Disagree

agree

1 | If you wish to access
information about preventing
unintended pregnancy, you can
select the appropriate source of

information immediately.

2 | You have been taught by
experts about selecting reliable
sources of information about
preventing unintended

pregnancy.

3 | When you need to obtain
information about preventing
unintended pregnancy, you are
able to search for accurate and
up-to-date information from

reliable sources.

4 | You tend to believe
information about preventing
unintended pregnancy even
though you have not verified

the reliability of the source.
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Part 3.1: Access to health information and health services for preventing

unintended pregnancy (continue)

Please respond as truthfully as possible by placing a ¥ mark in the space reflecting

level of action.

No

Issue

Strongly
agree

Agree

Not sure

Disagree

You have verified the accuracy

of information about preventing

unintended pregnancy to confirm

your own understanding.

Part 3.2: Cognitive health in relation to preventing unintended pregnancy

(10 items)
No Issue Strongly | Agree | Notsure | Disagree
agree
1 | Procreation results from the

combination of egg and sperm,

leading eventually to

pregnancy.

2 | Contraceptive medication can
be purchased at a convenience
store.

3 | Alcoholic drink consumption

exposes you to the risk of

unprotected sex.
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Part 3.2: Cognitive health in relation to preventing unintended pregnancy

(continue)
No Issue Strongly | Agree | Notsure |Disagree
agree
4 | When a condom has slipped

or broken during sexual
intercourse, it is advisable to
take the emergency
contraceptive pill immediately

to prevent pregnancy.

While alone with a friend of
the opposite sex, women
should refrain from intimacy,
and men should respect

women.

Getting pregnant while
attending university has an
adverse effect on academic

results

Pregnancy prevention
methods can be found on the

internet.

A condom is the best method

of preventing pregnancy.

Coitus interruptus is the most
efficient method of

preventing pregnancy.

10

Counting the safe period (7
days before and 7 days after)
is an efficient method of

preventing pregnancy.
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Part 3.3: Communication skills for enhancing preventing unintended pregnancy
(5 items)

No Issue Strongly | Agree | Notsure |Disagree

agree

1 | You do not quite understand
when reading material about
preventing unintended

pregnancy.

2 | You speak openly with
friends and try to make
others understand about
pregnancy prevention in
relation to taking the
contraceptive pill; use of
condoms; avoid sexual
intercourse for prevent

unintended pregnancy.

3 | You can convey information
about preventing unintended
pregnancy through speaking
and writing to make others

understand.

4 | You can convince others to
accept pregnancy prevention

practice.

5 | You can convince others of
the significance of
abstinence in preventing

pregnancy
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Part 3.4: Decision-making skills for preventing unintended pregnancy (5 items)

No

Issue

Strongly
agree

Agree

Not sure

Disagree

When your boyfriend/lover
asks you to have sex, you

agree.

If a friend of the opposite sex
asked to stay overnight with

you, you would refuse.

If your boyfriend asked you
out alone for a date, you
would refuse and offer an

explanation.

If a friend of the opposite sex/
lover asked you to drink
alcohol or an intoxicating
drink, you would refuse, as it
may lead to unprotected sex

and pregnancy.

If friend of the opposite sex/
lover ask to hug/kiss your
cheek, you would allow as
you see it as a friendly act.
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Part 3.5: Self-management for preventing unintended pregnancy (5 items)

No

Issue

Strongly
agree

Agree

Not sure

Disagree

You have planned your
lifestyle to prevent

pregnancy.

You have set your goal in

terms of abstinence.

You can control and manage
your sex drive to meet your

goal to prevent pregnancy.

You have reviewed your
actions to meet your goal to

prevent pregnancy.

You have adjusted your
environment to control your

sex drive.
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Part 3.6: Media and information literacy in relation to prevent unintended

pregnancy (5 items)

No

Issue

Strongly

agree

Agree

Not sure

Disagree

You have verified information
and the accuracy of the
pregnancy prevention product
before buying.

When you see an advertisement
for beauty enhancement to
attract the opposite sex, you
would search for additional
information to verify its

accuracy before buying.

You would consider the
benefits and negative
consequences before accepting
information about prevent
unintended pregnancy from the

media.

You would evaluate messages
received from the media

regarding prevent unintended
pregnancy before transferring

that information to others.

You would analyze the content
and accuracy of information

received from the media before
deciding to prevent unintended

pregnancy.
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Part 4: Behaviors to prevent unintended pregnancy

Instruction Please answer the question by fill the v mark in the given space to reflect

the level of practice as truthful as possible.

No

Issue

Always

Very
often

Some

times

Rarely

Never

1

If your friend of the
opposite sex asks you to
the entertainment place,
you will accept the

invitation.

When you are alone
with your friend of the
opposite sex you will
not consume alcoholic
drink.

Your friend of the
opposite sex often asks
you to look at
books/magazines/cartoo
ns/videos containing

sexual content.

You have met a friend
of the opposite sex at a
location unseen by

others.

You cohabit with a
friend of the opposite

SexX.

You wear unprovocative
clothes when interact

with the opposite sex.
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Part 4: Behaviors to prevent unintended pregnancy

Instruction Please answer the question by fill the v mark in the given space to reflect

the level of practice as truthful as possible.

No

Issue

Always

Very
often

Some
times

Rarely

Never

7

You can reject the

request to have sex.

You allow friends of the
opposite sex to hold
your hand to express
affection.

You have hobbies to
distract you from your

sex drive.

10

You can negotiate with
your sex partner to use a

condom.

11

When you are sexually
aroused, you would

masturbate.

12

You will convince your
girlfriend/boyfriend not
to have sex during while

attending university.

13

You have to ask your
sex partner to use a
condom before having

SexX.

14

You have taken the
emergency
contraceptive pill after

having sex.
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Part 4: Behaviors to prevent unintended pregnancy

Instruction Please answer the question by fill the v mark in the given space to reflect

the level of practice as truthful as possible.

No

Issue

Always

Very
often

Some
times

Rarel
y

Never

15

You have yourself bought

medication or equipment

to prevent pregnancy.

16

You request your sex
partner to coitus
interruptus to prevent

pregnancy.

17

Your prevent pregnancy
by counting the date (7
days before and 7 days
after).

18

When you have problem
regarding the use of
contraceptive pill, you
usually seek
consultation from your

parents.
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Questionnaire No. ............

Questionnaire (Phase 2)

Effects of the “Sex Must Safe” program on health literacy intention and practice
regarding condom and emergency contraceptive pill uses among female
university students in Chon Buri province, Thailand.

Instruction: This questionnaire is designed to determine the effects of the
“sex must safe” program on health literacy intention and practice regarding condom
and emergency contraceptive pill uses among female university students in Chon Buri
province, Thailand. Data collected from this study will be used to plan, to solve
problems, to offer guidance, and to promote health literacy, appropriate condom use
behavior, and correct use of the emergency contraceptive pill. Your kind cooperation
is requested in completing the questionnaire. Please answer all of the following 7
parts (112 items).

Part 1: Socio demographic characteristics (7 items)

Part 2: Sexual activity (15 items)

Part 3: Knowledge of condoms and emergency contraceptive pills (12 items)

Part 4: Attitudes to the use of condoms and emergency contraceptive pills
(12 items)

Part 5: Self-efficacy and expectations in using condoms and the emergency
contraceptive pill (12 items)

Part 6: Social and environmental factors in using condoms and the
emergency contraceptive pill (17 items)

Part 7: Health literacy in the use of condoms and the emergency
contraceptive pill (38 items)

Part 8: Intentions in relation to condoms and the emergency contraceptive
pill (6 items)

Part 9: Practice in relation to condoms and the emergency contraceptive pill
(2 items)
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1. Please complete every item of the questionnaire as fully as possible.
The time needed for questionnaire completion is about 20 minutes.

2. After completing the questionnaire, kindly place it in the box provided by
the researcher.

3. Data collected from this questionnaire will be treated as confidential; in

any future presentation, the information will be revealed in summary format only.
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Part 1: Socio demographic characteristics (7 items)

No Question Answer
1 | What is your current age? ... years (If more than 6 months in, the
number should be rounded to 1 year.)
2 | What is your current faculty of Faculty........cooooiviiiiiieciee
study?
3 | Which year are you in? ()1 1% ( )2.2™
()3.3%  ()44"
4 | What is your current average grade | ( )1. Below 2.00

(GPAX)? ()2.2.01-2.50
( )3.2.51-3.00
( )4.3.01-3.50
( )5. Above 3.51

5 | What is your parents’ marital ( )1. Living together

status? ( )2. Separated (Not divorced)
( )3. Divorced/Widowed
( )4. Other (please indicate).................

6 | What is your average inCome? | ...ccccocivieeieeeeeeeene, Baht (per month)
7 | What is your current housing ( )1. Staying with parents
situation (while studying at ( )2. Staying with relatives
university) ( )3. Staying with friend

. Staying alone
. Staying with boyfriend
. Other (please indicate).................
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No Question Answer
1 | Do you have a boyfriend? ( )1. Have boyfriend but not staying
together
( )2. Have boyfriend and staying
together
2 | Beyond any boyfriend from ( )1. Yes (please indicate umber)......
question 1, do you have any ()2.No
temporary partner/s?
3 | Have you had hugging and kissing | ( )1. Ever
experience? ( )2. Never
4 | Have you had previous sexual ( )1. Ever
intercourse (vaginal)? ( )2. Never
5 | From question 4, have you had ( )1. Ever
previous sexual intercourse ( )2. Never
(vaginal) with a temporary partner?
6 | Inthe past 6 months, have you ( )1. Ever
drunk alcohol before having sexual | ( )2. Never
intercourse (vaginal)?
7 | In the past 6 months, have you used | ( )1. Ever
recreational substances before ( )2. Never
having sexual intercourse (vaginal)?
8 | In the past 6 months, with whom ( )1. Have not had sex in the past year.

have you had sexual intercourse

(vaginal)?

()2

indicate)...............oeeennan.

Having sex with partner of the
opposite sex

( )2.1 Boyfriend

( )2.2 Friend

( )2.3 Acquaintance

( )2.4 Sex worker

( )2.5 Other (please
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Part 2: Sexual activity (continued)
No Question Answer
9 | Do you take the emergency ( )1. Ever

contraceptive pill?

( )1.1 Have taken less than or
up to 4 pills per month

( )1.2 Have taken more than
4 pills per month
( )2. Never (If the answer is Never,

please go to question 13.)

10

How do you take the emergency

contraceptive pill? (More than one

answer is possible.)

( )1. Before sexual intercourse
(vaginal)
( )1.1 Have taken 1 pill before
having sex

( )1.2 Have taken 2 pills before

having sex
( )2. After sexual intercourse (vaginal)
( )2.1 Have taken 1 pill

immediately after having sex
( )2.2 Have taken 2 pills

immediately after having sex
( )3. Other (please indicate)............

11

Why do you take the emergency

contraceptive pill?

( )1. Being forced

( )2. Having unexpected sex

( )3. Failure of contraception by other
methods (for example, condom
leakage or break, forgot to take

contraceptive pill) (21725 pills)

( )4. Do not regularly have sex with
boyfriend.

Other (please indicate).............

()s.
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No

Question

Answer

12

Have you had side effects as a
result of taking the emergency

contraceptive pill?

( )1. Never
( )2. Having side effect/s
(More than one answer is possible)
() 2.1 Nausea
( ) 2.2 Vomiting
( ) 2.3 Dizziness
( ) 2.4 Menstrual spotting
( ) 2.5 Other (please indicate)

13

Do you use a condom during

sexual intercourse?

( )1. Ever
( )2. Never (If the answer is Never,

please go to Part 3)

14

Why do you use a condom?

( ) 1. To prevent sexually transmitted
diseases/ AIDS

( ) 2. To prevent pregnancy

( ) 3. Because boyfriend/sex partner
requires this

( ) 4. Mistrust of boyfriend/sex partner

( ) 5. Other (please indicate)

15

Have you had side effect/s from

using condoms?

( ) 1. Never had side effects
( ) 2. Had side effects
() 2.1 Skin itching
( ) 2.2 Rash
() 2.3 Other (please indicate)
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Part 3: Knowledge of condoms and the emergency contraceptive pill (12 items)

No Issue Correct | Incorrect | Not

sure

1 The emergency contraceptive pill has the
same ingredients as the oral contraceptive
pill (21 pills or 25 pills).

2 The emergency contraceptive pill will be
effective if taken within 72 hours after
having sexual intercourse. The second pill
must be taken 12 hours after taking the
first pill.

3 The emergency contraceptive pill will be
effective if taken before having sex.

4 Side effects of the emergency
contraceptive pill include nausea,
vomiting, or menstrual spotting.

5 The emergency contraceptive pill can
prevent pregnancy in 100% of cases.

6 The emergency contraceptive pill will be
effective if the first pill is taken
immediately after having unprotected sex.

7 Use of a condom every time when having
sex can prevent pregnancy.

8 Use of a condom can prevent all sexual
transmitted diseases.

9 A condom has fewer side effects than
other methods of contraception.

10 | Using double condoms during sexual

intercourse will increase efficiency of

protection.
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Part 3: Knowledge of condoms and the emergency contraceptive pill (continued)

No Issue Correct | Incorrect | Not
sure
11 | Use of a condom every time during sexual
intercourse can prevent HIV/AIDS.
12 | Oil or oil-based lubricants such as cooking

oil, skin cream etc. can be used in

combination with a condom.

Part 4: Attitudes to the use of condoms and the emergency contraceptive pill

(12 items)

No

Issue

Strongly

agree

Agree

Not sure

Disagree | Strongly

disagree

It is appropriate to use a
condom with a temporary

Sex partner.

It is embarrassing to buy
condoms yourself.

Using a condom with a
boyfriend/lover means
you do not trust each

other.

Using a condom during
sexual intercourse

reduces sexual pleasure.

Carrying a condom with
you means that you are

aware of self-protection.
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Part 4: Attitudes to the use of condoms and the emergency contraceptive pill

(continued)

No

Issue

Strongly

agree

Agree

Not sure

Disagree

Strongly

disagree

Female teenagers who have
pre-marital sexual
relationships should use

a condom every time they

have sex.

Using the emergency
contraceptive pill indicates a

lack of sexual responsibility.

Using the emergency
contraceptive pill promotes

promiscuity.

Use of the emergency
contraceptive pill can cause
sexually-transmitted diseases
or increase chances of HIV
infection (because no

condom is used).

10

The emergency contraceptive

pill may affect my brain.

11

The emergency contraceptive

pill may affect my body.

12

I have a concern about the
possible side effect/s of
using the emergency

contraceptive pill.
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Part 5: Self-efficacy and expectations in using condoms and the emergency

contraceptive pill (12 items)

No

Issue

Strongly
agree

Agree

Not

sure

Disagree

Strongly
disagree

I am confident that | will
not forget to use a
condom even though |
may be drunk.

If my sex partner does
not want to use a condom
during sexual
intercourse, it is easy for
me to convince him of

the necessity to use it.

I am confident that | can
use a condom without
losing any sexual

pleasure.

| am confident in my
ability to use a condom

correctly.

I am confident that | can
remove and dispose of a

condom correctly.

I am not confident about
buying condoms myself
because of

embarrassment.
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Part 5: Self-efficacy and expectations in using condoms and the emergency
contraceptive pill (continued)

No

Issue

Strongly

agree

Agree

Not

sure

Disagree

Strongly

disagree

I am confident that | will
not forget to bring a
condom with me when |

need it.

I am confident that | will
not forget to take the
emergency contraceptive
pill even though | may be
drunk.

I am not confident about
inquiring from an expert
about the method and how
to take the emergency

contraceptive pill.

10

| am confident in my
ability to use the
emergency contraceptive

pill correctly.

11

I am not confident about
buying the emergency
contraceptive pill myself

because of embarrassment.

12

I am confident that 1 will
not forget to bring the

emergency contraceptive
pill with me when | need

it.
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Part 6: Social and environmental factors in using condoms and the emergency

contraceptive pill (17 items)

No

Issue

Strongly

agree

Agree

Not

sure

Disagree

Strongly

disagree

Influence of peer norms

1

Friends can influence you in
deciding whether to use a

condom.

Friends can influence you in
deciding whether to take the

emergency contraceptive pill.

Friends can influence you in
deciding whether to use a
condom every time you have

sexual intercourse.

If you do not have other
methods of birth control, your
friends will encourage you to
use the emergency

contraceptive pill.

A friend is the person who
manages to find or provide
you with a condom and/or the

emergency contraceptive pill.

Receiving information from
media encourages you to use a

condom.

Receiving information from
media encourages you to use

the emergency contraceptive

pill.
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Part 6: Social and environmental factors in using condoms and the emergency

contraceptive pill (continued)

No Issue Strongly | Agree | Not |Disagree |Strongly

agree sure disagree

social media influence

8 [Media help you to learn how

to use a condom.

9 [Media help you to learn how
to use the emergency
contraceptive pill.

10 Media do not make you
embarrassed to buy condoms
or the emergency contraceptive
pill.

11 |After receiving information

from the media, you have the
courage to take condoms and
the emergency contraceptive

pill with you.

Access to contraceptives/pill

12 |Condoms are easily accessible.

13 |Condoms are affordable for me

14 |l can always find a condom

when | need it.

15 [The emergency contraceptive

pill is easily accessible.

16 [The emergency contraceptive

pill is affordable.

17 | I can find the emergency
contraceptive pill when |
need it.
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Part 7: Health literacy in the use of condoms and the emergency contraceptive
pill (38 items)
Part7.1: Access to health information and health services for condom and

emergency contraceptive use (7 items)

Please respond as truthfully as possible by placing a ¥ mark in the space reflecting

level of action.

No

Issue

Strongly

agree

Agree

Not

sure

Disagree

Strongly

disagree

If you wish to access
information about condoms
or the emergency
contraceptive pill, you can
select the appropriate source

of information immediately.

You have been taught by
experts about selecting
reliable sources of
information on condoms and

the emergency contraceptive

pill.

When you need to obtain
information on condoms and
the emergency contraceptive
pill, you are able to search
for accurate and up-to-date
information from reliable

sources.
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Part7.1: Access to health information and health services to condom and
emergency contraceptive use (continued)

Please respond as truthfully as possible by placing a ¥ mark in the space reflecting
level of action.

No Question Strongly | Agree | Not |Disagree|Strongly

agree sure disagree

4 | You have verified the
accuracy of information
about condoms and the
emergency contraceptive pill
to confirm your own

understanding.

5 | When you need information
about condoms and the
emergency contraceptive
pill, you ask an expert for
correct and up-to-date

information.

6 | Youusually have difficulty
in searching for information
from different sources about
condoms and the
emergency contraceptive
pill.

7 | You tend to believe

information about condoms
and the emergency
contraceptive pill even
though you have not
verified the reliability of the

source.
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Part 7.2: Cognitive health in relation to condom and emergency contraceptive

use (7 items)

No

Issue

Strongly

agree

Agree

Not

sure

Disagree

Strongly

disagree

When a condom has slipped
or broken during sexual
intercourse, it is advisable
to take the emergency
contraceptive pill
immediately to prevent

pregnancy.

Double condoms used
during sexual intercourse
will be easily torn and
broken.

Using a condom can
prevent pregnancy and
sexually transmitted
diseases.

Condom allergy can happen

to any woman.

The emergency
contraceptive pill must be
taken 12 hours before

sexual intercourse.

Emergency contraceptive
pills can prevent pregnancy

in 100% of cases.

Taking more than 4 pills per

month will adversely affect

women’s health.




Part 7.3: Communication skills for enhancing condom and emergency

contraceptive use (6 items)
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No

Issue

Strongly

agree

Agree

Not

sure

Disagree

Strongly

disagree

You do not quite understand
when reading material about
the use of condoms and the

emergency contraceptive

pill.

You speak openly with
friends and try to make
others understand about
pregnancy prevention in
relation to taking the
emergency contraceptive
pill, side effects of taking the
emergency contraceptive
pill, and how to use the

emergency contraceptive

pill.

You can convey information
about the use of condoms
and the emergency
contraceptive pill through
speaking and writing to

make others understand.

You can convince others to
accept advice about the use
of condoms and the

emergency contraceptive

pill.
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Part 7.3: Communication skills for enhancing condom and emergency
contraceptive use (continued)

No Issue Strongly| Agree | Not |Disagree|Strongly

agree sure disagree

5 | You can convince others to
see the significance of using
condoms and the emergency

contraceptive pill.

6 | You cancommunicate in
writing how to use condoms
and the emergency

contraceptive pill.

Part 7.4: Decision-making skills for appropriate use of condoms and the

emergency contraceptive pill (6 items)

No Issue Strongly| Agree | Not |Disagree|Strongly
agree sure disagree

1 | When your boyfriend/lover
does not use a condom while
having sexual intercourse,

you would agree.

2 | If your boyfriend/lover asked
you to have sex without a

condom, you would refuse.

3 | You have assessed the
benefits and disadvantages of

the condom before use.
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Part 7.4: Decision-making skills for appropriate use of condoms and the

emergency contraceptive pill (continued)

No Issue Strongly| Agree | Not |Disagree|Strongly

agree sure disagree

4 | Following unplanned sexual
intercourse, you would take
the emergency contraceptive
pill immediately to prevent

pregnancy.

5 | If your boyfriend/lover
recommended using a
condom, you would refuse

and explain.

6 | If your friend said that using
the emergency contraceptive
pill is common, you would
require your friend to explain
and discuss the reasons for
using the emergency

contraceptive pill.

Part 7.5: Self-management of condom and contraceptive pill use (6 items)

No Issue Strongly| Agree | Not |Disagree|Strongly

agree sure disagree

1 | You have never planned your
lifestyle in terms of
condom/emergency

contraceptive pill use.

2 | You have set your goals in
terms of condom/emergency

contraceptive pill use.
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Part 7.5: Self-management of condom and contraceptive pill use (continued)

No

Issue

Strongly
agree

Agree

Not

sure

Disagree

Strongly
disagree

You have controlled and
managed yourself in terms of
condom/ emergency

contraceptive pill use.

You have never reviewed
your actions in relation to
your goals for using
condoms/emergency

contraceptive pill as planned.

You prepare for
condom/emergency
contraceptive pill use every

time.

You have taken action as
planned to use a
condom/emergency

contraceptive pill.

Part 7.6: Media and information literacy in relation to condom and emergency

contraceptive pill use (6 items)

No

Issue

Strongly
agree

Agree

Not
sure

Disagree

Strongly
disagree

You have not verified the
accuracy of information on
the condom or emergency
contraceptive pill package
before buying.
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Part 7.6: Media and information literacy in relation to condom and emergency

contraceptive pill use (continued)

No

Issue

Strongly

agree

Agree

Not

sure

Disagree

Strongly

disagree

When you see an
advertisement for condoms or
the emergency contraceptive
pill, you search for additional
information to verify accuracy

before buying.

You would consider the
benefits and negative
consequences before accepting
information about condoms
and the emergency
contraceptive pill from the

media.

You would evaluate messages
received from the media
regarding condom and
emergency contraceptive pill
use before transferring that

information to others.

You would analyze the content
and accuracy of information

received from the media before
deciding to use condoms or the

emergency contraceptive pill.
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Part 7.6: Media and information literacy in relation to condom and emergency

contraceptive pill use (continued)

No Issue Strongly| Agree | Not |Disagree|Strongly

agree sure disagree

6 | Youwould conduct a
comparative analysis based on
information from the media
about condoms and the

emergency contraceptive pill

before deciding to buy.

Part 8: Intentions in relation to condoms and the emergency contraceptive pill
(6 items)

No Issue Very | Likely| Neutral | Unlikely | Very
likely unlikely]

1 | In the future, if you have
sexual intercourse, you

intend to use a condom.

2 | Ifitis impossible for your
boyfriend to use a condom,
you intend to refrain from
having sex with him.

3 | When your boyfriend does

not want to use a condom,

you would insist that he

must use it.

4 | In the future, if you have
unexpected sexual
intercourse, you intend to
take the emergency

contraceptive pill.
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Part 8: Intentions in relation to condoms and the emergency contraceptive pill

(continued)

No Issue Very | Likely| Neutral | Unlikely | Very
likely unlikely

5 | Ifitis impossible to take
the emergency
contraceptive pill, you
intend to refrain from
having sex with your
boyfriend.

6 | Even when your boyfriend

does not want you to take
the emergency
contraceptive pill, you
intend to take it.

Part 9: Practice in relation to condom and emergency contraceptive pill use
(2 items)

No Question Always Very | Sometimes | Rarely | Never

often

How often did you use these contraceptive methods in the last three months?

1 | Condom

2 | Emergency

contraceptive pill
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Table F.1 Normality test of sum scores between the intervention and comparison
group before and after the intervention, as well as at the 3-month follow up after

implementation of the “Sex Must Safe” program

Shapiro-Wilk
Variable Time Group o p-
Statistic df
value
_ Intervention Group .989 36 976
Baseline i
Comparison Group 942 37 .052
) Intervention Group .989 36 .970
Health literacy | Week 8 -
Comparison Group 943 37 .055
Intervention Group .844 36 .000
Week 20 \
Comparison Group 974 37 526
_ Intervention Group .982 36 798
Baseline
Comparison Group 912 37 .006
] Intervention Group .898 36 .003
Intention Week 8
Comparison Group .933 37 .029
Intervention Group .906 36 .005
Week 20 i
Comparison Group .958 37 172
_ Intervention Group .859 26 .002
Baseline i
Comparison Group .851 24 .002
_ Intervention Group .805 26 .000
Practice Week 8 i
Comparison Group .885 24 .010
Intervention Group .842 26 .001
Week 20 i
Comparison Group 930 24 .096
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Table F.2 Normality test of sum scores of health literacy intention and practice in

the intervention and comparison group before and after the intervention, as well

as at the follow up 3 months after implementation of the “Sex Must Safe”

program
_ _ Shapiro-Wilk
Variable Time Group __
Statistic df p-value
Baseline — Week 8 .881 36 .001
Health
_ Week 8 - Week 20 .982 36 .806
literacy
Week 0 - Week 20 .983 36 .839
Baseline — Week 8 - 981 36 769
Intervention
Intention | Week 8 - Week 20 .968 36 .362
Group
Week 0 - Week 20 .985 36 .903
Baseline — Week 8 914 36 .008
Practice | Week 8 - Week 20 .946 36 .076
Week 0 - Week 20 .940 36 .051
Baseline — Week 8 919 37 .010
Health
_ Week 8 - Week 20 .950 37 .093
literacy
Week 0 - Week 20 .948 37 .086
Baseline — Week 8 ! .966 37 312
] Comparison
Intention | Week 8 - Week 20 911 37 .006
Group
Week 0 - Week 20 .975 37 .545
Baseline — Week 8 .963 37 .253
Practice | Week 8 - Week 20 933 37 .028
Week 0 - Week 20 .955 37 142
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APPENDIX G



Phase 2: Determining the effect of the “Sex Must Safe” program on health
literacy intention and practice regarding condom and emergency contraceptive
pill uses among female university students

in Chon Buri province, Thailand
Self-administered questionnaire were used to collect data for pre-test, post-
test, and follow-up. This part showed questionnaire consists of 7 parts by items, as
follows:

Part 1: Knowledge of condoms and the emergency contraceptive pill

Table G.1 Knowledge of condoms and the emergency contraceptive pill of

intervention group and comparison group

Issue Group Correct Incorrect Total

n(%) n(%) n(%)
1.The emergency A0 8 (22.2) 28 (77.8) 36 (100)
contraceptive pill has the same | BO 6 (16.2) 31 (83.8) 37 (100)
ingredients as the oral A8 28 (78.8) 8(22.2) 36 (100)
contraceptive pill (21 pills or B8 8 (21.6) 29 (78.4) 37 (100)
28 pills). A20 29 (80.6) 7(19.4) 36 (100)
B20 14 (37.8) 23 (62.2) 37 (100)
2.The emergency A0 25 (69.4) 11 (30.6) 36 (100)
contraceptive pill will be BO 22 (59.5) 15 (40.5) 37 (100)
effective if taken within 72 A8 31 (86.1) 5(13.9) 36 (100)
hours after having sexual B8 25 (67.6) 12 (32.4) 37 (100)
intercourse. The second pill A20 29 (80.6) 7 (19.4) 36 (100)
must be taken 12 hours after 37 (100)

taking the first pill. 820 25 (67.6) 12(3249)

A0 = Intervention group at baseline, BO = Comparison group at baseline
A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G.1 Knowledge of condoms and the emergency contraceptive pill of

intervention group and comparison group (continue)

Issue Group Correct Incorrect Total
n(%) n(%) n(%)
3.The emergency A0 20 (55.6) 16 (44.4) 36 (100)
contraceptive pill will be BO 23 (62.2) 14 (37.8) 37 (100)
effective if taken before A8 31 (86.1) 5(13.9) 36 (100)
having sex. B8 20 (54.1) 17 (45.9) 37 (100)
A20 | 30(83.3) 6 (16.7) 36 (100)
B20 | 27(73.0) 10 (27.0) | 37(100)
4.Side effects of the A0 27 (75.0) 9 (25.0) 36 (100)
emergency contraceptive pill BO 24 (64.9) 13 (35.1) 37 (100)
include nausea, vomiting, or A8 35 (97.2) 1(2.8) 36 (100)
menstrual spotting. B8 25 (67.6) 12 (32.4) 37 (100)
A20 34 (94.4) 2(5.6) 36 (100)
B20 | 26(70.3) 11(29.7) | 37(100)
5.The emergency A0 22 (61.1) 14 (38.9) 36 (100)
contraceptive pill can prevent BO 29 (78.4) 8 (21.6) 37 (100)
pregnancy in 100% of cases. A8 34 (94.4) 2 (5.6) 36 (100)
B8 27 (73.0) 10 (27.0) | 37(100)
A20 | 33(91.7) 3(8.3) 36 (100)
B20 | 26(70.3) 11(29.7) | 37(100)
6. The emergency A0 26 (72.2) 10 (27.8) 36 (100)
contraceptive pill will be BO 20 (54.1) 17 (45.9) 37 (100)
effective if the first pill is A8 33 (91.7) 3(8.3) 36 (100)
taken immediately after B8 21 (56.8) 16 (43.2) 37 (100)
having unprotected sex. A20 33 (91.7) 3 (8.3) 36 (100)
B20 26 (70.3) 11(29.7) | 37(100)

AQ = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 1 Knowledge of condoms and the emergency contraceptive pill of

intervention group and comparison group (continue)

Issue Grou Correct Incorrect Total

p n(%) n(%) n(%)

7. Use of a condom every time | A0 22 (61.1) 14 (38.9) 36 (100)
when having sex can prevent BO 22 (59.5) 15 (40.5) 37 (100)
pregnancy. A8 30 (83.3) 6 (16.7) 36 (100)
B8 22 (59.5) 15 (40.5) 37 (100)
A20 31 (86.1) 5(13.9) 36 (100)
B20 26 (70.3) 11(29.7) 37 (100)

8.Use of a condom can A0 12 (33.3) 24 (66.7) 36 (100)
prevent all sexual transmitted BO 13 (35.1) 24 (64.9) 37 (100)
diseases. A8 32 (88.9) 4 (11.1) 36 (100)

B8 9 (24.3) 28(75.7) | 37(100)

A20 | 24 (66.7) 12(33.3) | 36(100)
B20 | 26(70.3) 11(29.7) | 37(100)

9. A condom has fewer side A0 31 (86.1) 5(13.9) 36 (100)
effects than other methods of BO 25 (67.6) 12 (32.4) 37 (100)
contraception. A8 34 (94.4) 2 (5.6) 36 (100)
B8 28 (75.7) 9 (24.3) 37 (100)

A20 | 34(94.4) 2 (5.6) 36 (100)

B20 | 31(83.8) 6 (16.2) 37 (100)

10. Using double condoms A0 27 (75.0) 9(25.0) 36 (100)
during sexual intercourse will BO 31 (83.8) 6 (16.2) 37 (100)
increase efficiency of A8 34 (94.4) 2 (5.6) 36 (100)
protection. B8 29 (78.4) 8(21.6) 37 (100)
A20 35(97.2) 1(2.8) 36 (100)

B20 | 31(83.8) 6 (16.2) 37 (100)

AQ = Intervention group at baseline, BO = Comparison group at baseline
A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G.1 Knowledge of condoms and the emergency contraceptive pill of

intervention group and comparison group (continue)

Issue Grou Correct Incorrect Total

p Nn(%) n(%) n(%)
11. Use of a condom every A0 30 (83.3) 6 (16.7) 36 (100)
time during sexual intercourse BO 28 (75.7) 9(24.3) 37 (100)
can prevent HIV/AIDS. A8 35(97.2) 1(2.8) 36 (100)
B8 9 (24.3) 28(75.7) | 37(100)
A20 | 35(97.2) 1(2.8) 36 (100)
B20 28 (75.7) 9(24.3) 37 (100)
12. Oil or oil-based lubricants A0 26 (72.2) 10 (27.8) 36 (100)
such as cooking oil, skin BO 18 (48.6) 19 (51.4) 37 (100)
cream etc. can be used in A8 34 (94.4) 2 (5.6) 36 (100)
combination with a condom. B8 19 (51.4) 18 (48.6) 37 (100)
A20 | 35(97.2) 1(2.8) 36 (100)
B20 25 (67.6) 12 (32.4) | 37(100)

AO0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20



239

Part 2: Attitudes to the use of condoms and the emergency contraceptive pill
Table G 2 Attitudes to the use of condoms and the emergency contraceptive pill
of intervention group and comparison group at baseline

Issue Group| Strongly| Agree | Not Disagree |Strongly| Total
agree sure disagree| n(%)
1.1t is appropriate A0 3 7 4 9 13 36
to use a condom (8.3) (19.5) | (11.1) | (25.0) | (36.1) | (100)
with a temporary B0 4 10 4 8 11 37
sex partner. (10.8) | (27.0) |(10.8) | (21.6) | (29.8) | (100)
3 0 7 5 21 36
A8
(8.3) ©0) |(194)| (14.0) | (58.3) | (100)
B8 3 8 6 8 12 37
(8.2) (21.6) | (16.2) | (21.6) | (32.4) | (100)
4 6 5 10 11 36
A20
(11.1) | (16.7) | (13.8) | (27.8) | (30.6) | (100)
2 8 2 12 13 37
B20
(5.4) (21.6) | (5.4) | (32.4) | (35.2) | (100)
2.1tis A8 11 14 4 7 0 36
embarrassing to (30.6) (38.9) [(111) | (194) 0) (100)
buy condoms B0 dEik 15 6 4 1 37
yourself. (29.7) | (40.6) | (16.2) | (10.8) (2.7) | (100)
12 15 5 4 0 36
A8
(33.3) | (41.7) | (13.9) | (11.1) 0) (100)
B8 14 16 3 4 0 37
(37.8) | (43.2) | (8.2) | (10.8) (0) (100)
12 16 3 4 1 36
A20
(33.4) | (444) | (83) | (11.1) (2.8) | (100)
5 17 6 5 4 37
B20
(13.5) | (45.9) | (16.2) | (13.6) | (10.8) | (100)

A0 = Intervention group at baseline, BO = Comparison group at baseline
A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 2 Attitudes to the use of condoms and the emergency contraceptive pill

of intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
3.Using a condom A0 17 14 3 1 1 36
with a (47.2) | (38.9) | (8.3) (2.8) (2.8) | (100)
boyfriend/lover B0 18 14 1 2 2 37
means you do not (48.6) | (37.8) | (2.8) (5.4) (5.4) | (100)
trust each other. 24 7 1 2 2 36
A8
(66.6) | (19.4) | (2.8) | (5.6) (5.6) | (100)
B8 18 16 1 1 1 37
(48.6) | (43.3) | .7) | 27 (2.7) | (100)
22 13 1 0 0 36
A20
(61.1) | (36.1) | (2.8) (0) (0) (100)
13 14 6 3 1 37
B20
(35.1) | (37.8) | (16.2) | (8.1) (2.7) | (100)
4.Using a condom A8 7 13 14 2 0 36
during sexual (19.4) | (36.1) [(38.9) | (5.6) 0) (100)
intercourse B0 8 15 12 2 0 37
reduces sexual (21.6) | (40.6) |(324) | (5.4) 0) (100)
pleasure. Ag 12 18 2 3 1 36
(33.3) | (50.0) | (5.6) | (8.3 (2.8) | (100)
B8 15 8 13 1 0 37
(40.5) | (21.6) | (352) | (2.7) (0) (100)
15 15 4 2 0 36
A20
(41.7) | (41.7) | (11.0) | (5.6) (0) (100)
7 12 10 6 2 37
B20
(19.0) | (32.4) | (27.0) | (16.2) (5.4) | (100)

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 2 Attitudes to the use of condoms and the emergency contraceptive pill

of intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
5.Carrying a A0 16 14 4 1 1 36
condom with you (44.4) | (38.9) |(11.1) | (2.8 (2.8) | (100)
means that you B0 19 14 3 1 0 37
are aware of self- (51.4) | (37.8) | (8.1) (2.7) 0) (100)
protection. Ag 20 15 0 0 1 36
(55.6) | (416) | (0) 0) (2.8) | (100)
B8 24 8 4 1 0 37
(64.9) | (21.6) | (10.8) | (2.7) (0) (100)
27 7 0 1 1 36
A20
(75.0) | (19.4) | (0) (2.8) (2.8) | (100)
13 18 1 3 2 37
B20
(35.2) | (48.6) | (2.7) | (8.1) (5.4) | (100)
6.Female A8 27 6 2 1 0 36
teenagers who (75.0) | (16.6) | (5.6) (2.8) (0) (100)
have pre-marital 20 28 7 2 0 0 37
sexual (75.6) | (19.0) | (5.9) 0) 0) (100)
relationships 31 4 1 0 0 36
A8
should use a (86.1) | (11.1) | (2.8) ) 0) (100)
condom every 26 9 2 0 0 37
: B8
time they have (70.3) 24.3) | (54 0) (0) (100)
Sex. 32 3 1 0 0 36
A20
(88.9) (8.3) | (2.8) 0) (0) (100)
14 17 2 2 2 37
B20
(37.8) | (46.0) | (54) | (54 (5.4) | (100)

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 2 Attitudes to the use of condoms and the emergency contraceptive pill

of intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
7. Using the A0 7 7 11 8 3 36
emergency (19.4) | (19.4) | (30.6) | (22.2) (8.4) | (100)
contraceptive pill 80 9 9 10 5 4 37
indicates a lack of (24.3) | (24.3) [(27.0) | (13.6) | (10.8) | (100)
sexual Ag 15 8 4 6 3 36
responsibility. 417) | (22.2) | (11.1) | (16.7) (8.3) | (100)
B8 4 6 10 11 6 37
(10.8) | (16.2) | (27.0) | (29.8) | (16.2) | (100)
7 11 7 8 3 36
A20
(19.4) | (30.6) | (194) | (22.2) (8.4) | (100)
5 6 7 10 9 37
B20
(13.5) | (16.2) | (18.9)| (27.0) | (24.2) | (100)
8. Using the A8 4 16 8 6 2 36
emergency (11.1) | (44.4) | (22.2) | (16.7) (5.6) | (100)
contraceptive pill B0 4 10 14 7 2 37
promotes (10.8) | (27.0) | (37.8) | (19.0) (5.4) | (100)
promiscuity. A8 10 17 3 2 4 36
(27.8) | (47.2) | (83) | (5.6) (11.1) | (100)
B8 8 12 14 3 0 37
(21.6) | (32.4) | (37.8) | (8.2) (0) (100)
11 15 5 4 1 36
A20
(30.6) | (41.7) | (13.8) | (11.1) | (2.8) | (100)
7 19 5 3 3 37
B20
(18.9) | (51.4) | (13.5)| (8.1) (8.1) | (100)

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 2 Attitudes to the use of condoms and the emergency contraceptive pill

of intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
9. Use of the A0 5 9 9 10 3 36
emergency (13.9) | (25.0) [(25.0) | (27.8) (8.3) | (100)
contraceptive pill 3 11 8 12 3 37
can cause 50 (8.1) (29.7) | (21.6) | (32.4) (8.2) | (100)
sexually- Ag 10 14 4 5 3 36
transmitted (27.8) | (38.9) |(11.1) | (13.9 (8.3) | (100)
diseases or 4 7 12 11 3 37
increase chances 88 (10.8) | (18.9) [ (32.4) | (29.8) (8.1) | (100)
of HIV infection 7 12 6 7 4 36
(because no A2 (19.4) | (33.3) | (16.8) | (19.4) | (11.1) | (100)
condom is used). 5 13 10 7 2 37
520 (13.6) | (35.1) | (27.0) | (18.9) (5.4) | (100)
10. The 14 10 7 2 3 36
emergency A (38.9) | (27.8) [ (19.4) | (5.6) (8.3) | (100)
contraceptive pill 20 18 12 6 1 0 37
may affect my (48.6) | (32.4) [(16.2) | (2.8) 0) (100)
brain. A8 17 7 6 4 2 36
(47.2) | (19.4) | (16.7) | (11.1) (5.6) | (100)
16 9 8 3 1 37
5 (432) | (244) | 21.6) | (8.1) (2.7) | (100)
A20 15 11 6 2 2 36
(41.6) | (30.6) | (16.6) | (5.6) (5.6) | (100)
820 9 10 13 3 2 37

43) | 27.0) |35.1)| &.1) | (54) | (100

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 2 Attitudes to the use of condoms and the emergency contraceptive pill

of intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
11. The A0 2 16 9 6 3 36
emergency (5.6) (44.4) | (25.0) | (16.7) (8.3) | (100)
contraceptive pill 20 11 16 4 6 0 37
may affect my (29.8) | (43.2) | (10.8) | (16.2) 0) (100)
body. Ag 8 20 5 2 1 36
(22.2) | (55.6) | (13.8) | (5.6) (2.8) | (100)
B8 11 14 7 4 1 37
(29.8) | (37.8) | (18.9)| (10.8) (2.7) | (100)
17 14 2 3 0 36
A20
(47.2) | (38.9) | (5.6) | (8.3) (0) (100)
14 13 5 1 4 37
B20
(37.8) | (35.2) | (13.5)| (2.7) (10.8) | (100)
12. | have a A8 0 1 5 14 16 36
concern about the (0) (2.8) | (139)| (38.9) | (44.4) | (100)
possible side B0 0 2 11 10 14 37
effect/s of using 0) (5.4) [(29.8) | (27.0) | (37.8) | (100)
the emergency A8 0 3 1 12 20 36
contraceptive pill. 0) (8.3) | (2.8) | (33.3) | (55.6) | (100)
B8 0 2 10 15 10 37
0) (5.4) | (27.0) | (40.6) | (27.0) | (100)
2 0 4 9 21 36
A20
(5.6) (0) |[(11.1) | (25.0) | (58.3) | (100)
3 3 11 14 6 37
B20
(8.1) (8.1) [(29.8)| (37.8) | (18.2) | (100)

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Part 3: Self-efficacy and expectations in using condoms and the emergency
contraceptive pill

Table G 3 Self-efficacy and expectations in using condoms and the emergency

contraceptive pill of intervention group and comparison group at baseline

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
1.1 am confident A0 14 17 5 0 0 36
that | will not (38.9) | (47.2) [(13.9) 0) 0) (100)
forget to use a 80 13 13 11 0 0 37
condom even (35.1) | (35.1) [(29.8) 0) 0) (100)
though | may be AS 0 22 12 2 0 36
drunk. 0) (61.1) | (33.3) | (5.6) 0) (100)
B8 0 17 12 8 0 37
0) (46.0) | (32.4) | (21.6) (0) (100)
17 16 2 1 0 36
A20
(47.2) | (444) | (5.6) | (2.8) (0) (100)
15 15 5 2 0 37
B20
(40.5) | (40.5) | (13.6) | (5.9 (0) (100)

A0 = Intervention group at baseline, BO = Comparison group at baseline
A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 3 Self-efficacy and expectations in using condoms and the emergency

contraceptive pill of intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
2.1f my sex A0 15 15 5 0 1 36
partner does not (41.7) | (41.7) | (13.8) 0) (2.8) | (100)
want to use a 80 16 13 7 2 0 37
condom during (43.2) | (35.1) [(18.9) | (2.8) 0) (100)
sexual Ag 0 21 14 1 0 36
intercourse, it is 0) (58.3) | (38.9) | (2.8) 0) (100)
easy for me to 0 17 14 5 1 37
: . B8
convince him of (0) (45.9) | (37.8) | (13.5) (2.7) | (100)
the necessity to 21 15 0 0 0 36
: A20
use It. (58.3) (41.7) 0) 0) (0) (100)
14 11 11 0 1 37
B20
(37.8) | (29.7) | (29.7) (0) (2.7) | (100)
3.1 am confident AR 14 15 6 1 0 36
that | can use a (38.8) | (41.7) |(16.7) | (2.8) 0) (100)
condom without B0 11 20 6 0 0 37
losing any sexual (29.7) | (54.1) | (16.2) 0) 0) (100)
pleasure. Ag 0 21 14 1 0 36
0) (58.3) [ (38.9) | (2.8) 0) (100)
B8 0 16 14 7 0 37
(0) (43.2) | (37.8) | (19.0) (0) (100)
20 15 1 0 0 36
A20
(55.6) | (41.6) | (2.8) (0) (0) (100)
13 14 7 3 0 37
B20
(35.1) | (37.8) | (19.0) | (8.1) (0) (100)

AQ = Intervention group at baseline, BO = Comparison group at baseline
A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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contraceptive pill of intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
4.1 am confident A0 8 12 16 0 0 36
in my ability to (22.2) | (33.4) | (44.49) 0) 0) (100)
use a condom BO 13 17 7 0 0 37
correctly. (35.1) | (46.0) |(18.9) 0) 0) (100)
0 20 15 0 1 36
A8
0) (55.6) | (41.6) 0) (2.8) | (100)
B8 0 12 16 8 1 37
0) (32.4) | (43.2) | (21.6) (2.8) | (100)
26 9 1 0 0 36
A20
(72.2) | (25.0) | (2.8) (0) (0) (100)
13 11 9 3 1 37
B20
(35.1) | (29.7) | (244)| (8.1) (2.7) | (100)
5.1 am confident AR 4 13 18 1 0 36
that | can remove (11.1) | (36.1) |(50.0) | (2.8) 0) (100)
and dispose of a B0 11 16 10 0 0 37
condom correctly. (29.8) | (43.2) | (27.0) 0) 0) (100)
0 17 15 3 1 36
A8
0) (47.2) | (41.7)| (8.3) (2.8) | (100)
B8 0 8 18 10 1 37
0) (21.6) | (48.6) | (27.0) (2.7) | (100)
24 10 2 0 0 36
A20
(66.6) | (27.8) | (5.6) (0) (0) (100)
12 8 10 5 2 37
B20
(32.4) | (21.6) | (27.0) | (13.6) (5.4) | (100)

AQ = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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contraceptive pill of intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
6.1 am not A0 3 16 7 8 2 36
confident about (8.3) (44.4) | (19.4) | (22.2) (5.6) | (100)
buying condoms BO 5 6 7 15 4 37
myself because of (13.5) | (16.2) |(18.9) | (40.6) | (10.8) | (100)
embarrassment. 0 8 11 4 13 36
A8
0) (22.2) | (30.6) | (11.0) | (36.2) | (100)
B8 0 4 14 8 11 37
(0) (10.8) [ (37.8) | (21.6) | (29.8) | (100)
1 5 3 12 15 36
A20
(2.8) (13.9) | (8.3) | (33.3) | (41.7) | (100)
9 7 9 10 2 37
B20
(24.3) | (19.0) | (24.3) | (27.0) (5.4) | (100)
7.1 am confident AB 3 14 17 1 1 36
that I will not (8.3) (38.9) | (47.2) | (2.8) (2.8) | (100)
forget to bring a B0 7 14 14 2 0 37
condom with me (19.0) | (37.8) [(37.8) | (5.9) 0) (100)
when | need it. 0 13 16 7 0 36
A8
0) (36.2) | (44.4) | (19.9) 0) (100)
B8 0 11 7 16 3 37
(0) (29.8) | (18.9) | (43.2) (8.1) | (100)
14 15 7 0 0 36
A20
(38.9) | (41.7) | (19.4) (0) (0) (100)
9 10 14 2 2 37
B20
(24.4) | (27.0) | (37.8) | (5.9 (5.4) | (100)

AQ = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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contraceptive pill of intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
8.1 am confident A0 5 11 17 1 2 36
that I will not (13.8) | (30.6) |(47.2) | (2.8) (5.6) | (100)
forget to take the 80 8 9 17 2 1 37
emergency (21.6) | (24.3) |(45.9) | (5.9 (2.8) | (100)
contraceptive pill 0 12 18 1 5 36
A8
even though | 0) (33.3) | (50.0) | (2.8) (13.9) | (100)
may be drunk. a8 0 14 13 9 2 37
0) (37.8) | (35.2) | (24.3) (2.7) | (100)
19 13 2 2 0 36
A20
(52.8) | (36.0) | (5.6) | (5.6) (0) (100)
12 10 9 3 3 37
B20
(32.4) | (27.0) | (244)| (8.1) (8.1) | (100)
9.1 am not AB 2 3 6 18 7 36
confident about (5.6) (8.3) [(16.7) | (50.0) | (19.4) | (100)
inquiring from an B0 2 5 6 18 6 37
expert about the (5.4) (13.6) [ (16.2) | (48.6) | (16.2) | (100)
method and how 0 16 17 1 2 36
A8
to take the 0) (44.4) | (47.2) | (2.8) (5.6) | (100)
emergency B8 0 9 14 6 8 37
contraceptive pill. (0) (24.4) | (37.8) | (16.2) | (21.6) | (100)
1 2 1 14 18 36
A20
(2.8) (5.6) | (2.8) | (38.8) | (50.0) | (100)
4 9 10 8 6 37
B20
(10.8) | (24.4) | (27.0) | (21.6) | (16.2) | (100)

AQ = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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contraceptive pill of intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
10. I am confident A0 1 12 19 4 0 36
in my ability to (2.8) (33.3) |(52.8) | (11.1) 0) (100)
use the 80 8 15 12 2 0 37
emergency (21.6) | (40.6) |(32.4) | (5.4) 0) (100)
contraceptive pill 0 21 14 1 0 36
A8
correctly. 0) (58.3) | (38.9) | (2.8) 0) (100)
B8 0 10 10 14 3 37
(0) (27.0) | (27.0) | (37.8) (8.2) | (100)
22 11 1 1 1 36
A20
(61.0) | (30.6) | (2.8) | (2.8) (2.8) | (100)
7 10 12 4 4 37
B20
(19.0) | (27.0) | (32.4) | (10.8) | (10.8) | (100)
11. I am not AB 4 10 10 9 3 36
confident about (11.1) | (27.8) | (27.8) | (25.0) (8.3) | (100)
buying the B0 4 6 8 15 4 37
emergency (10.8) | (16.2) |(21.6) | (40.6) | (10.8) | (100)
contraceptive pill 0 12 17 3 4 36
A8
myself because of 0) (33.3) | (47.2) | (8.3) (11.1) | (100)
embarrassment. 0 6 14 8 9 37
B8
(0) (16.2) | (37.8) | (21.6) | (24.4) | (100)
1 2 1 19 13 36
A20
(2.8) (5.6) | (2.8) | (52.8) | (36.0) | (100)
7 5 10 9 6 37
B20
(18.9) | (13.5) | (27.0) | (24.4) | (16.2) | (100)

AQ = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 3 Self-efficacy and expectations in using condoms and the emergency

contraceptive pill of intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre | Strongly| Total
agree sure e disagree| n(%)
12. I am confident A0 1 13 15 4 3 36
that | will not (2.8) (36.1) | (41.7) | (11.1) (8.3) | (100)
forget to bring the 80 4 13 17 3 0 37
emergency (10.8) | (35.1) |(45.9) | (8.2 0) (100)
contraceptive pill 0 9 13 9 5 36
A8
with me when | 0) (25.0) | (36.1) | (25.0) | (13.9) | (100)
need it. 88 0 8 11 15 3 37
(0) (21.6) | (29.7) | (40.5) (8.2) | (100)
15 14 5 2 0 36
A20
(41.6) | (38.9) | (13.9)| (5.6) (0) (100)
10 6 15 5 1 37
B20
(27.0) | (16.2) | (40.5) | (13.5) (2.8) | (100)

A0 = Intervention group at baseline, BO = Comparison group at baseline
A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Part 4: Social and environmental factors in using condoms and the emergency
contraceptive pill

Table G 4 Social and environmental factors in using condoms and the emergency

contraceptive pill of intervention group and comparison group at baseline

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
Influence of peer norms
1.Friends can A0 8 11 5 8 4 36
influence you in (22.2) | (30.6) [(13.9) | (22.2) | (11.1) | (100)
deciding whether 20 4 11 7 14 1 37
to use a condom. (10.8) | (29.7) | (18.9) | (37.8) (2.8) | (100)
Ag 6 10 2 12 6 36
(16.7) | (27.8) | (5.6) | (33.2) | (16.7) | (100)
B8 10 9 6 9 3 37
(27.0) | (24.3) | (16.2) | (24.3) (8.2) | (100)
1 7 12 6 10 36
A20
(2.8) (19.4) | (33.3) | (16.7) | (27.8) | (100)
3 8 12 4 10 37
B20
(82) | (21.6) | (32.4) | (10.8) | (27.0) | (100)

A0 = Intervention group at baseline, BO = Comparison group at baseline
A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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contraceptive pill of intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre | Strongly| Total
agree sure e disagree| n(%)
Influence of peer norms
2.Friends can A0 5 10 12 8 1 36
influence you in (13.9) | (27.8) |(33.3) | (22.2) (2.8) | (100)
deciding whether 80 5 10 8 12 2 37
to take the (13.6) | (27.0) [(21.6) | (32.4) (5.4) | (100)
emergency Ag 6 13 4 7 6 36
contraceptive pill. (16.7) | (36.1) | (11.1) | (19.4) | (16.7) | (100)
B8 8 8 7 10 4 37
(21.6) | (21.6) | (19.0) | (27.0) | (10.8) | (100)
1 7 13 5 10 36
A20
(2.8) (19.4) | (36.1) | (13.9) | (27.8) | (100)
3 6 16 4 8 37
B20
(8.2) (16.2) | (43.2) | (10.8) | (21.6) | (100)
3.Friends can AR 8 23 3 1 1 36
influence you in (22.2) | (63.9) | (8.3) (2.8) (2.8) | (100)
deciding whether N 17 15 5 0 0 37
to use a condom (45.9) | (40.5) | (13.6) 0) 0) (100)
every time you Ag 19 14 0 3 0 36
have sexual (52.8) | (38.9) | (0 (8.3) 0) (100)
intercourse. 11 14 8 2 2 37
B8
(29.8) | (37.8) | (21.6) | (5.4) (5.4) | (100)
34 0 2 0 0 36
A20
(94.4) 0) (5.6) 0) (0) (100)
25 8 2 2 0 37
B20
(67.6) | (21.6) | (54) | (5.4) (0) (100)

AQ = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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contraceptive pill of intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre | Strongly| Total
agree sure e disagree| n(%)
Influence of peer norms
4.1f you do not A0 5 12 14 2 3 36
have other (13.9) | (33.3) [(38.9) | (5.6) (8.3) | (100)
methods of birth BO 7 18 11 1 0 37
control, your (18.9) | (48.6) [(29.7) | (2.8) 0) (100)
friends will g 8 18 5 5 0 36
A
encourage you to (22.2) | (50.0) | (13.9) | (13.9) 0) (100)
use the B8 9 13 12 2 1 37
eémergency (24.3) | (35.2) | (324)| (54 (2.7) | (100)
contraceptive pill. 33 1 2 0 0 36
A20
(91.7) (2.8) | (5.6) (0) (0) (100)
26 6 3 2 0 37
B20
(70.2) | (16.2) | (8.2) | (54) (0) (100)
5.A friend is the AR 1 1 13 11 10 36
person who (2.8) (2.8) [(36.0) | (30.6) | (27.8) | (100)
manages to find N 0 5 14 11 7 37
or provide you 0) (13.6) |(37.8) | (29.7) | (18.9) | (100)
with a condom 1 5 6 12 12 36
A8
and/or the (2.8) (13.9) | (16.7) | (33.3) | (33.3) | (100)
emergency B8 1 4 14 10 8 37
contraceptive pill. (2.8) (10.8) | (37.8) | (27.0) | (21.6) | (100)
7 7 15 7 0 36
A20
(19.5) | (19.4) | (41.7) | (19.4) (0) (100)
12 6 15 4 0 37
B20
(22.4) | (16.2) | (40.6) | (10.8) (0) (100)

AQ = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20



255

Table G 4 Social and environmental factors in using condoms and the emergency

contraceptive pill of intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
Influence of peer norms
6.Receiving A0 14 18 2 1 1 36
information from (38.8) | (50.0) | (5.6) (2.8) (2.8) | (100)
media encourages BO 14 15 4 2 2 37
you to use a (37.8) | (40.6) |(10.8) | (5.4) (5.4) | (100)
condom. Ag 23 13 0 0 0 36
(63.9) | (36.1) | (0) 0) 0) (100)
B8 12 16 7 2 0 37
(32.4) | (43.2) | (18.9)| (54 (0) (100)
35 0 1 0 0 36
A20
(97.2) (0) (2.8) (0) (0) (100)
22 4 0 1 0 37
B20
(86.5) | (10.8) | (0) (2.7) (0) (100)
7.Receiving AR 3 7 11 12 3 36
information from (8.3) (19.4) | (30.6) | (33.4) (8.3) | (100)
media encourages N 2 7 10 13 5 37
you to use the (5.4) (18.9) [ (27.0) | (35.2) | (13.5) | (100)
emergency Ag 9 8 5 6 8 36
contraceptive pill. (25.0) | (22.2) | (13.9) | (16.7) | (22.2) | (100)
B8 0 5 11 13 8 37
(0) (13.5) | (29.8) | (35.1) | (21.6) | (100)
11 5 13 7 0 36
A20
(30.6) | (13.9) | (36.1) | (19.4) (0) (100)
1 8 18 6 4 37
B20
(2.8) (21.6) | (48.6) | (16.2) | (10.8) | (100)

AQ = Intervention group at baseline, BO = Comparison group at baseline
A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 4 Social and environmental factors in using condoms and the emergency

contraceptive pill of intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
Social Media influence
8. Media help you A0 12 20 4 0 0 36
to learn how to (33.3) | (55.6) |(11.1) 0) 0) (100)
use a condom. BO 14 20 0 3 0 37
(37.8) | (54.1) | (0) (8.1) 0) (100)
28 8 0 0 0 36
A8
(77.8) | (22.2) | (0) 0) 0) (100)
B8 13 16 6 2 0 37
(35.1) | (43.2) | (16.2) | (5.9 (0) (100)
36 0 0 0 0 36
A20
(100) (0) (0) (0) 0) | (100)
29 5 3 0 0 37
B20
(78.3) | (13.6) | (8.1) 0) (0) (100)
9. Media help you AR 6 19 7 3 1 36
to learn how to (16.7) | (52.8) |(19.4) | (8.3) (2.8) | (100)
use the N 12 17 6 2 0 37
emergency (32.4) | (46.0) |(16.2) | (5.49) 0) (100)
contraceptive pill. Ag 24 11 1 36
(66.6) | (30.6) | (2.8) 0O 0 (100)
B8 15 15 2 2 0 37
(40.5) | (40.5) | (13.5)| (5.5 (0) (100)
36 0 0 0 0 36
A20
(100) (0) (0) 0) 0) | (100)
25 8 4 0 0 37
B20
(67.6) | (21.6) | (10.8) (0) (0) (100)

AQ = Intervention group at baseline, BO = Comparison group at baseline
A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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contraceptive pill of intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
Social Media influence
10. Media do not A0 5 13 15 3 0 36
make you (13.9) (36.1) | (41.7) (8.3) (0) (100)
embarrassed to BO 7 15 9 5 1 37
buy condoms or (18.9) (40.5) |(24.3) | (13.5) (2.8) (100)
the emergency Ag 16 13 4 2 1 36
contraceptive pill. (444) | (36.1) | (11.1)| (5.6) (2.8) | (100)
B8 14 12 9 2 0 37
(37.8) (32.4) | (244) | (54 (0) (100)
35 1 0 0 0 36
A20
(97.2) (2.8) (0) (0) (0) (100)
24 7 5 1 0 37
B20
(64.8) (19.0) | (13.5) | (2.7) (0) (100)
11. After AR 8 18 9 1 0 36
receiving (22.2) (50.0) | (25.0) (2.8) (0) (100)
information from N 6 19 8 3 1 37
the media, you (16.2) (51.4) | (21.6) (8.1) (2.7) (100)
have the courage 21 11 4 0 0 36
A8
to take condoms (58.3) (30.6) | (11.1) 0) (0) (100)
and the B8 11 17 8 1 0 37
emergency (29.7) (46.0) | (21.6) | (2.7) (0) (100)
contraceptive pill 36 0 0 0 0 36
) A20
with you. (100) 0) 0) 0) 0) (100)
24 9 4 0 0 37
B20
(64.8) (24.4) | (10.8) (0) (0) (100)

AQ = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 4 Social and environmental factors in using condoms and the emergency

contraceptive pill of intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
Access to contraceptives/pill
12. Condoms are A0 24 10 1 1 0 36
easily accessible. (66.6) | (27.8) | (2.8) (2.8) 0) (100)
80 22 14 1 0 0 37
(59.5) | (37.8) | (2.7) (V)] 0) (100)
29 7 0 0 0 36
A8
(80.6) | (19.4) | (0) 0) 0) (100)
B8 29 8 0 0 0 37
(784) | (21.6) | (0) 0) 0) (100)
35 1 0 0 0 36
A20
(97.2) (2.8) 0) ) 0) (100)
33 3 1 0 0 37
B20
(89.2) 8.1) | (2.7 0) (0) (100)
13. Condoms are AR 3 6 12 13 2 36
affordable for me. (8.3) (16.7) | (33.3) | (36.1) (5.6) | (100)
N 2 6 16 7 6 37
(5.4) (16.2) |(43.2) | (19.0) | (16.2) | (100)
Ag 6 15 8 6 1 36
(16.7) | (41.7) | (22.2) | (16.7) (2.8) | (100)
B8 1 6 19 8 3 37
(2.7) (16.2) | (51.4) | (21.6) (8.1) | (100)
6 3 8 6 13 36
A20
(16.7) | (8.3) | (22.2) | (16.7) | (36.1) | (100)
2 3 13 8 11 37
B20
(5.4) (8.1) | (35.1) | (21.6) | (29.8) | (100)

AQ = Intervention group at baseline, BO = Comparison group at baseline
A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 4 Social and environmental factors in using condoms and the emergency

contraceptive pill of intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
Access to contraceptives/pill
14. | can always A0 15 16 4 0 1 36
find a condom (41.7) | (444) | (11.1) (0) (2.8) | (100)
when | need it. BO 19 11 6 1 0 37
(51.4) | (29.7) |(16.2) | (2.7) 0) (100)
25 10 1 0 0 36
A8
(69.4) | (27.8) | (2.8) 0) 0) (100)
B8 15 18 3 1 0 37
(40.5) | (48.6) | (82) | (2.7) (0) (100)
32 1 3 0 0 36
A20
(88.9) (2.8) | (8.3) (0) (0) (100)
15 8 12 2 0 37
B20
(40.5) | (21.6) | (324)| (54 (0) (100)
15. The A 13 16 6 1 0 36
emergency (36.1) | (44.4) | (16.7) | (2.8) 0) (100)
contraceptive pill X 16 16 5 0 0 37
is easily (43.2) | (43.2) [(13.6) 0) 0) (100)
accessible. Ag 20 16 0 0 0 36
(55.6) | (44.4) | (0) ) 0) (100)
B8 18 16 3 0 0 37
(48.6) | (43.2) | (8.1) (0) (0) (100)
35 1 0 0 0 36
A20
(97.2) (2.8) 0) 0) (0) (100)
30 37
B20
0 0 0 0 0 (100)

A0 = Intervention group at baseline, BO = Comparison group at baseline
A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20



Table G 4 Social and environmental factors in using condoms and the emergency
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contraceptive pill of intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
Access to contraceptives/pill
16. The A0 3 7 16 7 3 36
emergency (8.3) (19.4) |(44.4) | (19.4) (8.3) | (100)
contraceptive pill 80 3 4 20 6 4 37
is affordable. (8.1) (10.8) [ (54.1) | (16.2) | (10.8) | (100)
Ag 3 14 9 6 4 36
(8.3) (38.9) | (25.0) | (16.7) | (11.1) | (100)
B8 0 7 22 6 2 37
(0) (18.9) | (59.5) | (16.2) (5.4) | (100)
16 1 3 3 13 36
A20
(44.4) 2.8) | 83) | (8.3) (36.2) | (100)
30 5 2 0 0 37
B20
81.1) | (13.5) | (5.4) 0) (0) (100)
17. 1 can find the A8 3 0 17 12 4 36
emergency (8.3) 0) |(@47.3) | (33.3) | (11.1) | (100)
contraceptive pill N 1 0 20 9 7 37
when | need it. (2.7) 0) |(54.1) | (24.3) | (18.9) | (100)
Ag 0 6 11 8 11 36
0) (16.6) | (30.6) | (22.2) | (30.6) | (100)
B8 1 2 15 10 9 37
2.7) (5.4) | (40.5)| (27.0) | (24.4) | (100)
1 11 9 11 4 36
A20
(2.8) | (30.6) | (25.0) | (30.6) | (11.0) | (100)
4 2 7 16 8 37
B20
(10.8) (5.4) |(19.0) | (43.2) | (21.6) | (100)

AQ = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20



Part 5: Health literacy in use of condoms and ECPs
Table G 5.1 Access to health information and health services to prevent
unintended pregnancy of intervention group and comparison group at baseline
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Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
1. If you wish to A0 3 21 9 2 1 36
access (8.3) | (58.3) |(25.0) | (5.6) | (2.8) | (100)
information about 8 24 5 0 0 37
condoms or the 50 (21.6) | (64.9) |(135) | (0) (0) | (100)
emergency Ag 15 17 3 1 0 36
contraceptive pill, (41.1) | (47.2) | (8.3) | (2.8 0) (100)
you can select the 19 14 4 0 0 37
appropriate 88 (51.4) | (37.8) | (10.8) (0) (0) (100)
source of 21 13 1 1 0 36
information A2 (58.3) | (36.1) | (2.8) | (2.8) (0) | (100)
immediately. 1 2 6 5 23 37
B20
Q7) | (34) | (162)| (13.5) | (62.2) | (100)
2. You have been A6 2 {4 11 5 1 36
taught by experts (5.6) (47.2) | (30.6) | (13.8) (2.8) | (100)
about selecting 6 24 4 3 0 37
reliable sources of 3 (16.2) | (64.9) |(10.8) | (8.1) (0) (100)
information on 24 11 i) 0 0 36
condoms and the | (66.7) | (30.6) | (2.8) | (0) (0) | (100)
emergency 11 17 5 3 1 37
contraceptive pill. 5 (29.7) | (45.9) | (13.5) | (82) | (2.7) | (100)
A20 28 7 0 1 0 36
(77.8) | (194) | (0) | (2.8) (0) | (100)
B20 15 11 8 3 0 37
(40.5) | (29.7) | (21.6) | (8.1) (0) | (100)

*Represents negative statement

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 5.1 Access to health information and health services to prevent unintended
pregnancy of intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
3. When you need A0 7 19 5 5 0 36
to obtain (19.4) | (52.8) |(13.9) | (13.9) 0) (100)
information on 14 16 6 1 0 37
condoms and the 50 (37.8) | (43.2) [(16.2) | (2.8) 0) (100)
emergency A8 21 10 4 1 0 36
contraceptive pill, (58.3) | (27.8) | (11.1) | (2.8) 0) (100)
you are able to 15 16 3 2 0 37
search for 5 (404) | 43.2) | 8.1) | (5.4 (0) (100)
accurate and up- 25 10 0 1 0 36
to-date A2 (69.4) | (27.8) | (0) (2.8) (0) (100)
information from 10 20 3 3 1 37
reliable rources, | -2 (27.0) | (54.1) | 8.1) | (8.1) (2.7) | (100)
4. You have 6 18 4 7 1 36
verified the R (16.7) | (50.0) [(11.1) | (19.4) (2.8) | (100)
accuracy of B0 14 16 6 1 0 37
information about (37.8) | (43.2) |(16.2) | (2.8) 0) (100)
condoms and the 21 15 0 0 0 36
emergency A8 (58.3) | (4L.7) | (0) ()] 0) (100)
contraceptive pill 14 17 4 2 0 37
to confirm your 58 (37.8) | (46.0) | (10.8) | (5.4) (0) | (100)
own 24 11 0 1 0 36
understanding. A0 (66.6) | (30.6) | (0) (2.8) (0) (100)
B20 12 12 11 1 1 37
(324) | (324) | (29.8) | (2.7) (2.7) | (100)

*Represents negative statement

AQ = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 5.1 Access to health information and health services to prevent unintended
pregnancy of intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
5.When you need A0 6 11 8 9 2 36
information about (16.6) | (30.6) |(22.2) | (25.0) (5.6) | (100)
condoms and the BO 13 11 10 3 0 37
emergency (35.1) | (29.8) [(27.0) | (8.1) 0) (100)
contraceptive pill, g 20 14 2 0 0 36
A
you ask an expert (55.6) | (38.9) | (5.6) 0) 0) (100)
for correct and up- 11 13 10 2 1 37
B8
to-date (29.7) | (35.2) [ (27.0) | (5.4 (2.7) | (100)
information. 23 12 0 0 1 36
A20
(63.9) | (33.3) | (0) 0) (2.8) | (100)
11 16 7 3 0 37
B20
(29.8) | (43.2) | (189)| (8.1) (0) (100)
6. You usually A0 4 9 8 14 1 36
have difficulty in (11.1) | (25.0) | (22.2) | (38.9) (2.8) | (100)
searching for B0 4 5 11 15 2 37
information from (10.8) | (13.5) [(29.8) | (40.5) (5.4) | (100)
different sources 6 17 4 4 5 36
A8
about condoms (16.7) | (47.2) | (11.1) | (11.1) | (13.9) | (100)
and the B8 4 6 12 12 3 37
emergency (10.8) | (16.2) | (32.4) | (32.4) (8.2) | (100)
contraceptive pill. 3 1 1 14 17 36
A20
(8.3) (2.8) | (2.8) | (38.9) | (47.2) | (100)
13 14 4 6 0 37
B20
(35.2) | (37.8) | (10.8) | (16.2) (0) (100)

*Represents negative statement

AQ = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 5.1 Access to health information and health services to prevent unintended
pregnancy of intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
7. You tend to A0 4 9 12 6 5 36
believe (11.1) | (25.0) [(33.3) | (16.7) | (13.9) | (100)
information about 0 5 12 17 3 37
condoms and the 50 0) (13.5) [(32.4) | (46.0) (8.1) | (100)
emergency A8 17 12 2 5 0 36
contraceptive pill (47.2) | (33.3) | (5.6) | (13.9) 0) (100)
even though you 2 4 13 12 6 37
have not verified 5 (5.4) (10.8) | (35.2) | (32.4) | (16.2) | (100)
the reliability of 1 1 6 11 17 36
the source. A2 (2.8) (2.8) | (16.6) | (30.6) | (47.2) | (100)
B20 11 5 9 10 2 37
(29.8) | (13.5) | (24.3) | (27.0) (5.4) | (100)
6. You usually A0 4 9 8 14 1 36
have difficulty in (11.1) | (25.0) [(22.2) | (38.9) (2.8) | (100)
searching for 4 5 11 15 2 37
information from 80 (10.8) | (13.5) [(29.8) | (40.5) (5.4) | (100)
different sources 6 17 4 4 5 36
about condoms A8 (16.7) | (47.2) | (11.1) | (11.1) | (13.9) | (100)
and the B8 4 6 12 12 3 37
emergency (10.8) | (16.2) | (32.4) | (32.4) (8.2) | (100)
contraceptive pill. 3 1 1 14 17 36
A20
(8.3) (2.8) | (2.8) | (38.9) | (47.2) | (100)
B20 13 14 4 6 0 37
(35.2) | (37.8) | (10.8) | (16.2) (0) (100)

*Represents negative statement

AQ = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20



Part 5: Health literacy in use of condoms and ECPs
Table G 5.2 Cognitive health to prevent unintended pregnancy of intervention
group and comparison group at baseline
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Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
1.When a condom A0 24 9 3 0 0 36
has slipped or (66.7) | (25.0) | (8.3) 0) 0) (100)
broken during B0 21 12 3 1 0 37
sexual (56.8) | (32.4) | (8.1) (2.7) 0) (100)
intercourse, it is 30 4 1 1 0 36
advisable to take AB (83.3) | (11.1) | (2.8) | (2.8) 0) (100)
the emergency 23 8 5 1 0 37
contraceptive pill 88 (62.2) | (21.6) | (13.5) | (2.7) (0) (100)
immediately to 26 9 1 0 0 36
prevent A2 (72.2) | (25.0) | (2.8) (0) 0) (100)
pregnancy. 16 16 4 0 1 37
520 (43.2) | (43.2) | (10.8) 0) (2.7) | (100)
2. Double A 12 6 18 0 0 36
condoms used (33.3) | (16.7) | (50.0) 0) (0) (100)
during sexual 16 5 14 1 1 37
intercourse will X7 (43.2) | (136) |(37.8) | (2.7) (2.7) | (100)
be easily torn and 31 3 1 1 0 36
broken. A8 (86.1) 8.3) | 28) | (2.8) 0) (100)
19 4 9 3 2 37
58 (51.4) | (10.8) | (24.3) | (8.1) (5.4) | (100)
A20 28 6 1 1 0 36
(77.8) | (16.6) | (2.8) | (2.8) (0) (100)
B20 15 14 4 4 0 37
(40.4) | (37.8) | (10.8) | (10.8) (0) (100)

*Represents negative statement

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 5.2 Cognitive health to prevent unintended pregnancy of intervention
group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
3. Using a A0 20 14 2 0 0 36
condom can (55.6) | (38.8) | (5.6) (0) 0) (100)
prevent B0 18 14 4 1 0 37
pregnancy and (48.6) | (37.8) [(10.8) | (2.8) 0) (100)
sexually A8 31 5 0 0 0 36
transmitted (86.1) | (139 | (0 0) 0) (100)
diseases. B8 21 12 3 1 0 37
(56.8) | (32.4) | (8.1) | (2.7 (0) (100)
26 9 | 0 0 36
A20
(72.2) | (25.0) | (2.8) (0) 0) (100)
12 19 4 2 0 37
B20
(32.4) | (51.4) | (10.8) | (5.9 (0) (100)
4. Condom A6 7 9 14 4 2 36
allergy can (19.4) | (25.0) {(38.9) | (11.1) (5.6) | (100)
happen to any BO 3 5 25 3 1 37
woman. (8.1) (13.5) |(67.6) | (8.1) (2.7) | (100)
Wy 12 5 8 6 5 36
(3.3) (13.9) | (22.2) | (16.7) | (13.9) | (100)
B3 5 7 21 3 1 37
(13.5) | (18.9) | (56.8) | (8.1) (2.7) | (100)
12 12 6 5 1 36
A20
(33.3) | (33.3) | (16.7) | (13.9) (2.8) | (100)
12 13 5 6 1 37
B20
(32.4) | (35.2) | (13.5) | (16.2) | (2.7) | (100)

*Represents negative statement

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 5.2 Cognitive health to prevent unintended pregnancy of intervention
group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
5. The emergency A0 3 4 18 2 9 36
contraceptive pill (8.3 (11.1) | (50.0) | (5.6) (25.0) | (100)
must be taken 12 B0 3 7 18 3 6 37
hours before (8.1) (19.0) | (48.6) | (8.1) (16.2) | (100)
sexual A8 3 2 4 4 23 36
intercourse. (8.3) (5.6) | (111)| (11.1) | (83.9) | (100)
B8 2 3 17 5 10 37
(5.4) (8.1) | (46.0) | (13.5) | (27.0) | (100)
0 2 3 7 24 36
A20
(0) (5.6) | (8.3) | (19.4) | (66.7) | (100)
3 11 12 5 6 37
B20
(8.1) | (29.8) | (32.4) | (13.5) | (16.2) | (100)
6. Emergency AG 1 6 15 12 2 36
contraceptive (2.8) (16.6) |(41.7) | (33.3) (5.6) | (100)
pills can prevent BO 1 2 15 10 9 37
pregnancy in (2.8) (5.4) [(40.5) | (27.0) | (24.3) | (100)
100% of cases. W 1 3 1 9 22 36
(2.8) (8.3) | (2.8) | (25.0) | (61.1) | (100)
B3 1 6 12 7 11 37
(2.7) (16.2) | (32.4) | (18.9) | (29.8) | (100)
0 3 1 10 22 36
A20
(0) (8.3) | (2.8) | (27.8) | (61.1) | (100)
3 5 14 9 6 37
B20
8.1) | (13.5) | (37.8) | (24.4) | (16.2) | (100)

*Represents negative statement

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 5.2 Cognitive health to prevent unintended pregnancy of intervention
group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
7. Taking more A0 20 9 6 0 1 36
than 4 pills per (55.6) | (25.0) |(16.6) 0) (2.8) | (100)
month will B0 19 6 12 0 0 37
adversely affect (51.4) | (16.2) |(32.4) 0) 0) (100)
women’s health. 31 4 1 0 0 36
A8
(86.1) | (11.1) | (2.8) 0) 0) (100)
B8 19 4 13 1 0 37
(51.4) | (10.8) | 35.) | (2.7) (0) (100)
24 10 0 2 0 36
A20
(66.6) | (27.8) | (0) (5.6) 0) (100)
17 6 10 1 3 37
B20
(46.0) | (16.2) | 27.00 | (2.7) (8.1) | (100)

*Represents negative statement

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20



Part 5: Health literacy in use of condoms and ECPs
Table G 5.3 Communication skills for preventing unintended pregnancy of

intervention group and comparison group at baseline

269

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
1. You do not A0 4 8 11 10 3 36
quite understand (11.1) | (22.2) |(30.6) | (27.8) (8.3) | (100)
when reading 80 2 6 10 16 3 37
material about the (5.4) (16.2) | (27.0) | (43.2) (8.2) | (100)
use of condoms 3 1 19 13 36
A8
and the (8.3) (2.8) |(52.8) | (36.1) 0 (100)
emergency B8 1 5 15 14 2 37
contraceptive pill. 2.7) (13.6) | (40.5) | (37.8) (5.4) | (100)
0 2 3 15 16 36
A20
0) (5.6) | (83) | (41.7) | (44.4) | (100)
3 14 9 6 5 37
B20
(8.1) | (37.8) | (24.3) | (16.2) | (13.6) | (100)

*Represents negative statement

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 5.3 Communication skills for preventing unintended pregnancy of

intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
2. You speak openly 9 14 2 10 1 36
e A0
with friends and try to (25.0) | (38.8) | (5.6) | (27.8) (2.8) | (100)
make others 10 9 12 4 2 37
understand about BO
(27.0) | (24.4) |(32.4) | (10.8) (5.4) | (100)
pregnancy prevention
16 16 0 3 1 36
in relation to taking A8 244 e 0 83 ’8 100
the emergency (444) | (444) | (0) | (83) | (28) | (100
contraceptive pill, BS 2 = 7 1 ! 37
side effects of taking 243) | (51.4) | (189) | (2.7 (2.7) | (100)
the emergency A20 16 18 2 0 0 36
contraceptive pill, and (44.4) | (50.0) | (5.6) (0) (0) (100)
how to use the B20 7 18 3 9 0 37
emergency (18.9) | (48.6) | (8.1) | (24.9) (0) (100)
contraceptive pill.
3. You can p 2 9 14 5 6 36
convey (5.6) (25.0) {(38.8) | (13.9) | (16.7) | (100)
information about 20 - 6 17 6 1 37
the use of (18.9) | (16.2) |(45.9) | (16.2) (2.8) | (100)
condoms and the 10 17 3 5 1 36
A8
emergency (27.8) | (47.2) | (8.3) | (13.9) (2.8) | (100)
contraceptive pill 5 18 9 4 1 37
. B8
through speaking (13.5) | (48.6) | (24.4) | (10.8) (2.7) | (100)
and writing to 12 20 2 2 0 36
A20
make others (33.2) | (55.6) | (5.6) | (5.6) (0) | (100)
understand. 4 10 14 9 0 37
B20
(10.8) | (27.0) | (37.8) | (24.9) (0) (100)

*Represents negative statement

AQ = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 5.3 Communication skills for preventing unintended pregnancy of

intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
4. You can A0 2 14 10 7 3 36
convince others to (5.6) (38.9) | (27.8) | (19.9) (8.3) | (100)
accept advice B0 5 17 11 3 2 37
about the use of (13.5) (6.0) |(27.0) | (8.1) (5.4) | (100)
condoms and the 15 13 6 2 0 36
A8
emergency (41.7) | (36.0) | (16.7) | (5.6) ) (100)
contraceptive pill. 5 13 17 1 1 37
B8
(13.5) | 352) | (459 | (2.7 (2.7) | (100)
12 23 1 0 0 36
A20
(33.3) | (63.9) | (2.8) (0) (0) (100)
6 10 15 6 0 37
B20
(16.2) | (27.0) | (40.6) | (16.2) (0) (100)
5. You can AG 6 17 5 6 2 36
convince others to (16.7) | (47.2) |(13.9) | (16.7) (5.6) | (100)
see the BO 8 17 8 3 1 37
significance of (21.6) | (45.9) |(216) | (8.1) (2.8) | (100)
using condoms ] 18 13 4 1 0 36
A
and the (50.0) | (36.1) | (11.1) | (2.8 0) (100)
emergency B8 8 15 14 0 0 37
contraceptive pill. (21.6) | (40.6) | (37.8) (0) (0) (100)
19 15 1 1 0 36
A20
(52.8) | (41.6) | (2.8) (2.8) (0) (100)
7 13 9 8 37
B20
(18.9) | (35.1) | (24.4) | (21.6) 0 (100)

*Represents negative statement

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 5.3 Communication skills for preventing unintended pregnancy of

intervention group and comparison group at baseline (continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
6. You can A0 1 6 15 10 4 36
communicate in (2.8) (16.7) | (41.6) | (27.8) | (11.1) | (100)
writing how to BO 5 8 20 3 1 37
use condoms and (13.5) | (21.6) |(54.1) | (8.1) (2.7) | (100)
the emergency A8 15 15 2 4 0 36
contraceptive pill. (41.7) | (4L.7) | (5.6) | (11.0) 0) (100)
B8 4 13 18 1 1 37
(10.8) | (35.2) | (48.6) | (2.7) (2.7) | (100)
14 16 5 1 0 36
A20
(38.9) | (44.4) | (13.9)| (2.9) 0) (100)
3 7 14 9 4 37
B20
(8.1) (18.9) | (37.8) | (24.4) | (10.8) | (100)

*Represents negative statement

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
1.When your A0 1 7 3 12 13 36
boyfriend/lover (2.8) (19.4) | (8.3) | (33.3) | (36.2) | (100)
does not use a B0 3 3 6 6 19 37
condom while (8.1) (8.1) |(16.2) | (16.2) | (51.4) | (100)
having sexual 0 0 3 9 24 36
: A8
Intercourse, you 0) 0) (8.3) | (25.0) | (66.7) | (100)
would agree. 1 1 8 8 19 37
B8
2.7) 2.7) | (21.6) | (21.6) | (51.4) | (100)
1 1 4 12 18 36
A20
(2.8) (2.8) [ (11.1) | (33.3) | (50.0) | (100)
5 5 7 11 9 37
B20
(13.5) | (13.5) | (18.9) | (29.7) | (24.4) | (100)
2. If your G 15 10 6 3 2 36
boyfriend/lover (41.7) | (27.8) | (16.6) | (8.3) (5.6) | (100)
asked you to have 80 20 6 5 4 2 37
sex without a (54.1) | (16.2) | (13.5) | (10.8) (5.4) | (100)
condom, you W 24 9 1 1 1 36
would refuse. (66.6) | (25.0) | (2.8) | (2.8) (2.8) | (100)
18 11 5 2 1 37
B8
(48.6) | (29.8) | (13.5)| (54) (2.7) | (100)
21 9 2 3 1 36
A20
(58.3) | (25.0) | (5.6) | (8.3) (2.8) | (100)
16 15 4 1 1 37
B20
(43.2) | (44.6) | (10.8) | (2.7) (2.7) | (100)

*Represents negative statement

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 5.4 Decision-making skills in choosing appropriate practices to prevent
unintended pregnancy of intervention group and comparison group at baseline

(continue)
Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
3. You have A0 6 15 8 5 2 36
assessed the (16.6) | (41.7) |(22.2) | (13.9) (5.6) | (100)
benefits and 20 13 15 5 2 2 37
disadvantages of (35.2) | (40.5) [(135) | (5.9 (5.4) | (100)
the condom 16 15 1 3 1 36
A8
before use. (44.4) | (41.7) | (2.8) | (8.3 (2.8) | (100)
B8 9 17 6 3 2 37
(24.4) | (459) | (16.2) | (8.1) (5.4) | (100)
18 17 1 0 0 36
A20
(50.0) | (47.2) | (2.8) (0) 0) (100)
6 17 10 4 0 37
B20
(16.2) | (46.0) | (27.0) | (10.8) (0) (100)
4. Following AG 13 11 6 2 4 36
unplanned sexual (36.1) | (30.6) |(16.6) | (5.6) (11.1) | (100)
intercourse, you BO 19 13 2 1 2 37
would take the (51.4) | (35.1) | (5.9) (2.7) (5.4) | (100)
emergency Wy 19 11 2 2 2 36
contraceptive pill (52.6) | (30.6) | (5.6) (5.6) (5.6) | (100)
immediately to 15 14 6 1 1 37
B8
prevent (40.6) | (37.8) | (16.2) | (2.7) (2.7) | (100)
pregnancy. 22 13 1 0 0 36
A20
(61.1) | (36.1) | (2.8) (0) (0) (100)
10 14 9 2 2 37
B20
(27.0) | (37.8) | (244)| (54 (5.4) | (100)

*Represents negative statement

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 5.4 Decision-making skills in choosing appropriate practices to prevent
unintended pregnancy of intervention group and comparison group at baseline

(continue)
Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
5. If your A0 15 7 8 3 3 36
boyfriend/lover (41.8) | (19.4) | (22.2) | (83) | (8.3) | (100)
recommended 1 3 3 9 21 37
using a condom, 50 2.7) 8.1) | (8.1) | (24.3) | (56.8) | (100)
you would refuse 2 0 1 8 25 36
and explain. A (5.6) 0) | (2.8) | (22.2) | (69.4) | (100)
2 3 4 7 19 37
58 (5.4) | (13.5) | (10.8) | (18.9) | (51.4) | (100)
A20 1 1 1 4 29 36
(2.8) | (2.8) | (2.8) | (11.0) | (80.6) | (100)
B20 4 7 4 14 8 37
(10.8) | (19.0) | (10.8) | (37.8) | (21.6) | (100)
6. If your friend AG 4 16 11 3 2 36
said that using the (11.1) | (44.4) | (30.6) | (83) | (5.6) | (100)
emergency B0 11 12 12 1 1 37
contraceptive pill (29.8) | (32.4) |(32.4) | (2.7) (2.7) | (100)
IS common, you 17 13 3 1 2 36
would require A8 (47.2) | (36.1) | (83) | (2.8) | (5.6) | (100)
your friend to 3 15 13 3 3 37
explain and 58 (8.1) | (40.6) | 35.1) | (8.1) | (8.1) | (100)
discuss the 20 16 0 0 0 36
reasons for using A2 (55.6) | (44.4) | (0) (0) (0) | (100)
the emergency 9 18 8 1 1 37
contraceptive pill. 520 (24.4) | (48.6) | (21.6) | (2.7) (2.7) | (100)

*Represents negative statement

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 5.5 Self-management for preventing unintended pregnancy of
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Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
1.You have never A0 1 10 8 11 6 36
planned your (2.8) (27.8) |(22.2) | (30.6) | (16.6) | (100)
lifestyle in terms BO 2 4 11 16 4 37
of (5.4) (10.8) [(29.8) | (43.2) | (10.8) | (100)
condom/emergen g 2 3 2 16 13 36
A
Cy contraceptive (5.6) (83) | (5.6) | (444) | (36.1) | (100)
pill use. B8 2 3 5 20 7 37
(5.4) (8.1) | (13.5) | (54.1) | (18.9) | (100)
1 1 3 15 16 36
A20
(2.8) (2.8) | (8.3) | (41.7) | (44.4) | (100)
3 6 13 8 7 37
B20
(8.1) | (162) | (35.1) | (21.6) | (19.0) | (100)
2. You have set A6 15 15 4 2 0 36
your goals in 41.7) | (41.7) | (11.0) | (5.6) 0) (100)
terms of BO 14 16 5 2 0 37
condom/emergen (37.8) | (43.2) |(136) | (5.4 (0) (100)
Cy contraceptive ] 1T 17 1 1 0 36
A
pill use. 47.2) | (47.2) | (2.8) (2.8) 0) (100)
B8 15 14 4 2 2 37
(40.6) | (37.8) | (10.8) | (5.9) (5.4) | (100)
15 19 2 0 0 36
A20
(41.6) | (52.8) | (5.6) (0) (0) (100)
13 17 6 1 0 37
B20
(35.1) | (46.0) | (16.2) | (2.7) (0) (100)

*Represents negative statement

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20



Table G 5.5 Self-management for preventing unintended pregnancy of
intervention group and comparison group at baseline (continue)
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Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
3. You have A0 9 18 7 2 0 36
controlled and (25.0) | (50.0) |(19.4) | (5.6) 0) (100)
managed yourself 20 15 13 7 7 0 37
in terms of (40.5) | (35.1) |(19.00 | (5.4 0) (100)
condom/ A8 16 15 3 2 0 36
emergency (44.4) | (41.7) | (83) | (5.6) ()] (100)
contraceptive pill 16 17 2 1 1 37
B8
use. (432) | 46.0) | 54) | 27 (2.7) | (100)
16 17 2 1 0 36
A20
(44.4) | (47.2) | (5.6) | (2.8) (0) (100)
13 13 8 3 0 37
B20
(35.1) | 35.1) | _L.)) | (8.1) (0) (100)
4. You have never AG 1 4 12 14 5 36
reviewed your (2.8) (11.1) [(33.3) | (38.9) | (13.9) | (100)
actions in relation 80 0 0 12 18 7 37
to your goals for (0) (0) |(32.4) | (48.6) (9.0) | (100)
using Wy 0 1 6 19 10 36
condoms/emergen 0) (2.8) | (16.6) | (52.8) | (27.8) | (100)
Ccy contraceptive 1 2 12 11 11 37
. B8
pill as planned. (2.7) (5.4) | (32.5)| (29.7) | (29.7) | (100)
2 3 2 14 15 36
A20
(5.6) (8.3) | (5.6) | (38.9) | (41.6) | (100)
2 7 15 9 4 37
B20
(5.4) (18.9) | (40.5) | (24.4) | (10.8) | (100)

*Represents negative statement

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Issue Group| Strongly| Agree | Not | Disagre | Strongly| Total
agree sure e disagree| n(%)
5. You prepare A0 5 9 12 5 5 36
for (13.9) | (25.0) [(33.3) | (13.9) | (13.9) | (100)
condom/emergen 20 9 13 8 2 5 37
cy contraceptive (24.4) | (35.1) |(216) | (5.4 (13.5) | (100)
pill use every 7 18 5 5 1 36
: A8
time. (19.4) | (50.0) | (13.9)| (13.9) (2.8) | (100)
B8 8 14 11 1 3 37
(21.6) | (37.8) | (29.8) | (2.7) (8.1) | (100)
8 15 10 2 1 36
A20
(22.2) | (41.76) | (27.8) | (5.6) (2.8) | (100)
7 14 8 6 2 37
B20
(19.0) | (37.8) | (21.6) | (16.2) (5.4) | (100)
6. You have taken A6 5 16 9 4 2 36
action as planned (13.9) | (44.4) | (25.00 | (11.1) (5.6) | (100)
touse a B0 14 17 5 1 0 37
condom/emergen (37.8) | (45.9) |(135) | (2.8) 0) (100)
Cy contraceptive ! 18 15 3 0 0 36
A
pill. (50.0) | (41.7) | (8.3) 0) 0) (100)
B8 10 18 5 1 3 37
(27.0) | (48.6) | (13.6) | (2.7) (8.1) | (100)
18 16 2 0 0 36
A20
(50.0) | (44.4) | (5.6) (0) (0) (100)
11 17 5 2 2 37
B20
(29.8) | (45.9) | (13.5)| (5.4) (5.4) | (100)

*Represents negative statement

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 5.6 Media and information literacy to prevent unintended pregnancy
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Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
1. You have not A0 1 5 13 10 7 36
verified the (2.8) (13.9) |(36.1) | (27.8) | (19.4) | (100)
accuracy of B0 1 1 10 12 13 37
information on 2.7) (2.7) [(27.0) | (32.4) | (35.2) | (100)
the condom or 0 0 3 15 18 36
A8
emergency (0) (0) (8.3) | (41.7) | (50.0) | (100)
contraceptive pill 2 0 7 17 11 37
B8
package before (5.4) 0) | (18.9)| (45.9) | (29.8) | (100)
buying. 0 3 2 14 17 36
A20
(0) (8.3) | (5.6) | (38.9) | (47.2) | (100)
2 8 4 16 7 37
B20
(5.4) | (21.6) | (10.8) | (43.2) | (19.0) | (100)
2. When you see A6 5 18 5 5 3 36
an advertisement (13.9) | (50.0) |(13.9) | (13.9) (8.3) | (100)
for condoms or BO 9 14 9 4 1 37
the emergency (24.3) | (37.8) |(24.3) | (10.8) (2.8) | (100)
contraceptive pill, ) 14 18 3 1 0 36
A
you search for (38.9) | (50.0) | (8.3) (2.8) 0) (100)
additional 12 12 8 3 2 37
: : B8
information to (32.4) | (324) | (21.6) | (8.2) (5.4) | (100)
verify accuracy 20 13 3 0 0 36
. A20
before buying. (55.6) | (36.1) | (8.3) (0) (0) | (100)
8 10 9 10 0 37
B20
(21.6) | (27.0) | (24.4) | (27.0) (0) | (100)

*Represents negative statement

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 5.6 Media and information literacy to prevent unintended pregnancy
of intervention group and comparison group at baseline continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
3. You would A0 8 22 3 2 1 36
consider the (22.2) | (61.1) | (8.3) (5.6) (2.8) | (100)
benefits and 13 16 6 2 0 37
negative 50 (35.2) (43.2) | (16.2) | (5.4) 0) (100)
consequences 23 13 0 0 0 36
before accepting A (63.9) | (36.1) | (0) 0) 0) (100)
information about 14 14 7 1 1 37
condoms and the 5 (37.8) | (37.8) | (19.0) | (2.7) (2.7) | (100)
emergency 16 17 1 2 0 36
contraceptive pill A2 (44.4) | (47.2) | 28) | (5:6) (0) | (100)
from the media. 8 21 6 2 0 37
520 (21.6) | (56.8) | (162) | (5.4) (0) | (100)
4. You would A6 6 19 8 2 1 36
evaluate (16.6) | (52.8) |(22.2) | (5.6) | (2.8) | (100)
messages B0 13 17 5 2 0 37
received from the (35.2) | (45.9) | (135) | (5.4) (0) | (100)
media regarding 18 16 0 2 0 36
condom and A8 (50.0) | (44.4) | (0) | (5.6) (0) | (100)
emergency B8 12 18 4 2 1 37
contraceptive pill (32.4) | (48.6) | (10.8) | (54) | (2.8) | (100
use before 21 14 0 1 0 36
transferring that A20 (58.3) | (38.9) (0) (2.8) 0) (100)
information to 9 15 9 4 0 37
others. 520 (24.3) | (40.6) | (24.3) | (10.8) (0) | (100)

*Represents negative statement
A0 = Intervention group at baseline, BO = Comparison group at baseline
A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 5.6 Media and information literacy to prevent unintended pregnancy
of intervention group and comparison group at baseline continue)

Issue Group| Strongly| Agree | Not | Disagre |Strongly| Total
agree sure e disagree| n(%)
5. You would 6 22 5 3 0 36
analyze the A9 (16.6) | (61.2) |(13.9) | (8.3) (0) (100)
content and 14 17 5 1 0 37
accuracy of 50 (37.8) | (45.9) |(135) | (2.8) 0) (100)
information 20 14 1 1 0 36
received from the A (55.6) | (38.9) | (2.8) (2.8) 0) (100)
media before 15 14 6 1 1 37
deciding to use 5 (40.6) | (37.8) | (16.2) | (2.7) (2.7) | (100)
condoms or the 24 11 1 0 0 36
emergency A (66.6) | (30.6) | (2.8) (0) 0) (100)
contraceptive pill. 9 14 9 3 2 37
520 (24.4) | (37.8) | (24.3) | (8.1) (5.4) | (100)
6. You would A6 9 {4 7 2 1 36
conduct a (25.0) | (47.2) | (19.4) | (5.6) (2.8) | (100)
comparative 15 12 7 3 0 37
analysis based on X (40.5) | (32.4) [(19.0) | (8.1) 0) (100)
information from 18 17 i) 0 0 36
the media about A8 (50.0) | (47.2) | (2.8) ()] 0) (100)
condoms and the 11 21 2 1 2 37
emergency 58 (29.7) | (56.8) | (5.4) | (2.7) (5.4) | (100)
contraceptive pill 24 11 0 1 0 36
before deciding to A2 (66.6) | (30.6) | (0) (2.8) (0) | (100)
buy. 9 12 10 3 3 37
B20
(24.4) | (32.4) | 27.0)| (8.1) | (8.1) | (100)

*Represents negative statement

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Part 6: Intentions in relation to condoms and the emergency contraceptive pill
Table G 6 Intentions in relation to condoms and the emergency contraceptive

pill of intervention group and comparison group at baseline
Issue Group| Very Likely Neutrall Unlikely| Very | Total
likely unlikely | n(%)
1. In the future, if A0 24 11 1 0 0 36
you have sexual (66.6) | (30.6) | (2.8) 0) 0) (100)
intercourse, you B0 26 9 1 1 0 37
intend to use a (70.3) | (24.3) | (2.7) (2.7) 0) (100)
condom. A8 34 2 0 0 0 36
(94.4) (5.6) 0) 0) 0) (100)
B8 24 0 10 1 2 37
(65.0) 0 [@27.00| 27 (5.4) | (100)
33 2 | 0 0 36
A20
(91.6) (5.6) | (2.8) (0) 0) (100)
16 14 5 2 0 37
B20
(43.2) | (37.8) | (13.6) | (5.4 (0) (100)
2. Ifitis G 10 11 9 5 1 36
impossible for (27.8) | (30.6) |(25.0) | (13.8) (2.8) | (100)
your boyfriend to BO 13 10 12 1 1 37
use a condom, (35.2) | (27.0) |(32.4) | (2.7) (2.7) | (100)
you intend to ] 19 5 8 4 0 36
A
refrain from (52.8) | (13.9) [(22.2) | (11.1) 0) (100)
having sex with 11 9 12 2 3 37
: B8
him. (29.7) | (24.3) | (324)| (54 (8.1) | (100)
14 13 6 2 1 36
A20
(38.9) | (36.1) | (16.6) | (5.6) (2.8) | (100)
11 12 11 3 0 37
B20
(29.7) | (32.4) | (29.7) | (8.2) (0) (100)

*Represents negative statement

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 6 Intentions in relation to condoms and the emergency contraceptive

pill of intervention group and comparison group at baseline (continue)
Issue Group| Very Likely Neutrall Unlikely| Very | Total
likely unlikely | n(%)
3. When your A0 0 7 4 8 17 36
boyfriend does (0) (19.4) | (11.1) | (22.2) | (47.2) | (100)
not want to use a BO 3 1 7 9 17 37
condom, you (8.1) (2.7) [(19.0) | (24.3) | (45.9) | (100)
would insist that 1 4 8 0 23 36
A8
he must use it. (2.8) (11.1) | (22.2) 0) (63.9) | (100)
B8 1 4 6 9 17 37
(2.7) (10.8) | (16.2) | (24.4) | (45.9) | (100)
0 1 2 8 25 36
A20
(0) (2.8) | (5.6) | (22.2) | (69.4) | (100)
2 6 7 11 11 37
B20
(5.4) (16.2) | (19.0) | (29.7) | (29.7) | (100)
4. In the future, if AG 14 5 8 4 5 36
you have (38.9) | (13.9) [(22.2) | (11.1) | (13.9) | (100)
unexpected BO 28 7 1 0 1 37
sexual (75.7) | (18.9) | (2.7) 0) (2.7) | (100)
intercourse, you ! 21 3 3 7 2 36
A
intend to take the (58.4) (8.3) | (83) | (19.9) (5.6) | (100)
eémergency B8 19 3 9 2 4 37
contraceptive pill. (51.4) | (8.1) [(243)| (54) | (10.8) | (100)
18 10 5 3 0 36
A20
(50.0) | (27.8) | (13.9)| (8.3) (0) (100)
15 16 3 2 1 37
B20
(40.6) | (43.2) | 8.1) | (54 (2.7) | (100)

*Represents negative statement

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Table G 6 Intentions in relation to condoms and the emergency contraceptive
pill of intervention group and comparison group at baseline (continue)

Issue Group| Very Likely Neutrall Unlikely| Very | Total
likely unlikely | n(%)
5. 1fitis A0 13 10 6 3 4 36
impossible to take (36.1) | (27.8) |(16.7) | (8.3) (11.1) | (100)
the emergency 20 18 7 9 2 1 37
contraceptive pill, (48.6) | (18.9) |(24.3) | (5.4) (2.8) | (100)
you intend to g 24 3 5 3 1 36
A
refrain from (66.7) (8.3) [(19.3) | (8.3 (2.8) | (100)
having sex with 16 12 7 0 2 37
: B8
your boyfriend. (43.2) | (32.4) | (19.0) (0) (5.4) | (100)
20 10 3 3 0 36
A20
(55.6) | (27.8) | (8.3) | (8.3) 0) (100)
10 14 8 2 3 37
B20
(27.0) | (37.9) | (21.6) | (54) (8.1) | (100)
6. Even when 2 2 6 4 6 18 36
your boyfriend (5.6) (16.6) | (11.1) | (16.7) | (50.0) | (100)
does not want you 5 3 2 6 2 24 37
to take the (8.1) (5.4) ((16.2) | (54 (64.9) | (100)
emergency 1! 0 1 i) 4 30 36
contraceptive pill, 0) (2.8) | (2.8) | (11.1) | (83.3) | (100)
you intend to take 0 5 3 6 23 37
: B8
It. (0) (13.5) | (8.1) | (16.2) | (62.2) | (100)
1 2 1 8 24 36
A20
(2.8) (5.6) | (2.8) | (22.2) | (66.6) | (100)
2 9 6 4 16 37
B20
(5.4) | (244) | (16.2) | (10.8) | (43.2) | (100)

*Represents negative statement

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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Part 7: Practice in relation to condom and emergency contraceptive pill use
Table G 7 Practice in relation to condom and emergency contraceptive pill use of
intervention group and comparison group at baseline

Issue Group| Always | Very | Some | Rarely | Never | Total
often | times n(%)
How often did you use these contraceptive methods in the last three months?
1.Condom A0 12 8 2 1 13 36
(33.3) | (22.2) | (5.6) (2.8) (36.1) | (100)
BO 14 9 1 0 13 37
(37.8) | (24.3) | (2.8) 0) (35.1) | (100)
24 9 1 0 2 36
A8
(66.7) | (25.0) | (2.8) 0) (5.6) | (100)
B8 19 8 4 2 4 37
(51.4) | (21.6) | (10.8) | (5.4) (10.8) | (100)
27 8 | 0 0 36
A20
(75.0) | (22.2) | (2.8) (0) (0) (100)
21 13 3 0 0 37
B20
(56.8) | (35.1) | (8.1) 0) (0) (100)
2. Emergency A 0 5 1 6 24 36
contraceptive pill (0) (13.9) | (2.8) | (16.6) | (66.7) | (100)
¥ 0 8 2 4 23 37
0) (21.6) | (5.4) | (10.8) | (62.2) | (100)
1 3 1 12 19 36
A8
(2.8) (8.3) | (2.8) | (33.3) | (52.8) | (100)
B8 1 12 4 12 8 37
(2.7) | (32.4) | (10.8) | (32.4) | (21.6) | (100)
1 7 1 12 15 36
A20
(2.8) (19.4) | (2.8) | (33.3) | (41.7) | (100)
0 9 9 15 4 37
B20
0) (24.3) | (24.3) | (40.6) | (10.8) | (100)

A0 = Intervention group at baseline, BO = Comparison group at baseline

A8 = Intervention group at week 8, B8 = Comparison group at week 8

A20 = Intervention group at week 20, B20 = Comparison group at week 20
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