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ABSTRACT OF THE THESIS
A Model for HIV/AIDS Risk Behaviors of
Students in Armenia
by
Talin Babikian
Master of Arts, Graduate Program in Psychology
Loma Linda University, August 2001
Dr. Kiti Freier, Chairperson

Without a cure in now its third decade, AIDS is a concern for both the medical
and social science disciplines. Most at risk for a nationwide AIDS epidemic are
developing countries, which often lack the necessary resources and knowledge to
minimize the spread of the disease. There are an estimated 1500 HIV cases in Armenia,
81.5% of which occur in the 20-39 age group. Armenia’s current economic and political
instability, increase in sexually transmitted infections (STI), prostitution, and injecting
drug use, and the alarming incidence rates in neighboring countries amplify its risk for a
national epidemic.

The goals of this study were to 1) determine the prevalence of sexual risk
behaviors of students from five higher education institutes in Yerevan, Armenia (ages 17
to 21), 2) evaluate the HIV/AIDS knowledge base, and 3) test the feasibility of theoretical
constructs when predicting risk behaviors within the cultural setting. Sexual risk
behaviors, including early sexual initiation, high number of lifetime sexual partners, and
frequency of casual sex were prevalent, particularly among male students. Although
knowledge regarding HIV transmission through sexual activity and injecting drug use

were adequate, myths regarding alternate means of virus transmission still prevailed.
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Theory of Reasoned Action (TRA)-based psychosocial variables were used to examine
sexual risk behaviors of students where intentions to engage in behaviors mediated the
relationship between attitudes/perceived norms and behavior. Attitudes, subjective
norms (of peers, parents, and other adults), and HIV/AIDS knowledge were used to
predict intentions to engage in sexual activity, accounting for 63% of the variance.
Furthermore, the hypothesis that gender and sexual history would systematically
influence the felative predictive values of attitudes and subjective norms was supported.
Namely, attitudes and peer norms were the strongest predictors of intentions for males
and non-virgins, peer norms for virgins, and parent and peer norms for females.
HIV/AIDS knowledge, however, was not a significant predictor of risk behaviors in any
group except for virgin males, implying that knowledge-based educational programs
alone are not an effective method for prevention. The results obtained from this study
provide need and sample based information for school AIDS prevention programs in

Armenia.



INTRODUCTION

Without a cure in now its third decade, AIDS poses a challenge not only for the
biomedical and the social science disciplines, but also to the very fabric of human
societies, including economies, politics, and public policies. Since there are no biological
measures available to prevent the spread of the virus to date, the only method of
prevention is through minimizing the prevalence of risk-behaviors. More than half of all
new HIV infections worldwide occur in 15-24 year olds (UNAIDS, 2000). It is believed
that members of this age group feel invincible and are therefore at greater risk for
HIV/AIDS since they are more likely to engage in unprotected sex, sex with multiple
partners, injecting drug use, and alcohol abuse. Furthermore, high-risk behaviors
established in youth often extend into adulthood making intervention at a younger age
imperative to prevent chronic risk behaviors (Carasso, 1998). Young people are also
most likely to benefit from intervention since their behavioral patterns, compared to older
individuals, are not yet solidified (Aggleton and Rivers, 1999). It is therefore crucial to
target this population when designing prevention efforts in both developed and
developing countries.

Although the AIDS epidemics in Africa and Asia have been well documented,
Eastern Europe was spared from the HIV epidemic until 1994 (UNAIDS, 1998). The
AIDS epidemic and related psychosocial factors have been widely studied in
industrialized nations such as the United States. However, the AIDS epidemic in Eastern
Europe has only now been recognized and the number of new cases is rapidly growing
(UNAIDS, 1998). Economic hardship and lack of knowledge place such countries at

high-risk for a national epidemic. In Armenia, a sovereign republic of the former Soviet



Union, there are an estimated 1500 HIV cases, 81.5% of which occur in the 20 to 39 age
group (Ministry of Health, 2000). Officials believe that these numbers are conservative
and that the actual figures are much higher since not enough people know about the virus
to inquire about testing and those who do know are afraid of the social stigmas associated
with it (Noyan Tapan News Agency, 1999; Ministry of Health, 2000).

Although Armenia is a low incidence country compared to regions where the
AIDS epidemic is well under way, its prevalence is threatening since no immediate
educational or medical interventions are in place to prevent an epidemic. The risk of a
full-blown epidemic is further increased by the current economic and political situation of
Armenia. The sudden social, political, and economic changes following the collapse of
the former Soviet Union are speculated to be responsible for the “deflation of moral
values” in Armenia (Atomvyan, 2001). As a result, economic hardships, prostitution, and
substance abuse suggest that a national epidemic may be well on its way as has been the
case in neighboring former Soviet republics such as Russia and the Ukraine (UNAIDS,
1998). Furthermore, the world’s steepest curve for the increase of HIV was recorded in
the newly independent states of the former Soviet Union where the infected population

doubled between 1997 and 1999 (UNAIDS, 1999).



THE THEORY OF REASONED ACTION (TRA)

General Principles

The importance of studying health-risk behaviors and their antecedents in
adolescents has been a focus in recent literature. However, most health risk behavior
studies have been descriptive and correlational, focusing on demographic variables such
as age, gender, socioeconomic status, and knowledge. Although these variables are
important, the consensus in the literature is that effective intervention requires an
understanding of mechanisms above and beyond demographic information to predict risk
behaviors (Murphy, Rotheram-Borus and Reid, 1998; Terry, et al., 1993, p. 137). This is
especially true in adolescence where adults and peers play a significant, though often
conflicting, role as sources of influence in young peoples’ lives.

A good theory, therefore, explaining high-risk behavior must be comprehensive
and attempt to incorporate the cumulative effects of several pertinent sources of influence
on behavior. A theoretical approach is also necessary so that the body of literature in the
area can converge and adequate preventive measures can be taken. However, such
theoretical models have limitations since the motivational complexity of human behavior
along with the difficulties of planning spontaneous interactions need to be incorporated
for adequate behavioral predictions. It is for this reason that media and knowledge-based
interventions alone have not been successful in changing high-risk sexual behaviors in
teens (Abraham & Sheeran, 1994).

Several theories have attempted to predict high-risk behaviors within a
psychosocial framework. The Theory of Reasoned Action (TRA), first introduced in

1967 by Ajzen and Fishbein, has been one of the most extensively researched and



validated social cognitive models for the study of high-risk behaviors (Abraham,
Sheeran, & Orbell, 1998).

The basic premise of the TRA is that “people make behavioral decisions on the
basis of a reasoned consideration of the available information” (Terry et al., 1993, p. 7).
This premise suggests that people’s knowledge systematically affects their behavior. It is
therefore assumed that people do not spontaneously make decisions to act. Rather, their
actions are based on both the perceived consequences of their behavior and on what
others will think. The views of significant others, collectively known as subjective norms
in the TRA, are perceived social pressures and the extent to which others (parents, peers,
etc...) would want them to perform a certain behavior. These perceived norms are
consistently linked with high-risk behaviors (Basen-Engquist, 1992). These results have
generalized across cultures, including to the Asian and Pacific Islander adolescent
populations (Hou & Basen-Engquist, 1997). Furthermore, several studies and models of
intervention have held normative beliefs to be key in HIV intervention programs (Terry
et al., 1993). Although the TRA has been used to predict condom use and other risk
behaviors (Reitman, 1996; Rosenthal, 1999; Sneed, 1998; Sutton, 1999), it has also
successfully been applied to understand other health behaviors such as vaccination,
breastfeeding, drunk driving, compliance with medication, smoking, and family planning
(Basen-Engquist, 1992).

The TRA suggests that the immediate antecedent to behavior is the individual’s
intention to perform the behavior. These intentions are based on two components:
attitudes and subjective norms. Attitudes are a person’s evaluation of performing or not

performing a behavior and are composed of particular behavioral beliefs and belief



strengths. In general, the more a behavior is thought to lead to positive outcomes, the
more favorable the attitude. Subjective norms, on the other hand, are subjective
evaluations of whether or not significant others would or would not approve of a
particular behavior. Peer, parent, and beliefs of other significant adults are therefore a
significant source of both positive and negative social pressure for adolescents (Basen-
Engquist & Parcel, 1992 and DiClemente, Hansen, & Ponton, 1996). These perceptions
of others’ expectations are predictors of one’s intentions to perform the behavior.
According to the TRA model, both attitudes and normative beliefs are direct
antecedents of intentions for a behavior and intentions are, in turn, the immediate
determinants of behavior. Simply stated, intentions are mediators between a person’s
behavioral beliefs (attitudes and subjective norms) and their behavior (Baron & Kenny,
1986). Figure 1 is an illustration of part of the original TRA model proposed by Fishbein
and Ajzen (1975).
Figure 1.

Fishbein and Ajzen’s (1975) Original TRA Model

Attitude \

Intention —» | Behavior

Norm

A meta-analysis of studies including the Theory of Reasoned Action and Planned
Behavior was conducted in which 96 data sets examining condom use (N of
approximately 23,000) were analyzed (Albarracin, Johnson, Fishbein, and Muellerleile,

2001). The authors concluded that condom use was related to intentions (r = .45) and



intentions, in turn, were related to subjective norms (r = .39) and attitudes (r = .58). The
authors made a further distinction between past and future behaviors and proposed the
following model based on Fishbein and Ajzen’s (1975) original TRA model (Figure 2).
In this model, intentions for condom more strongly correlated with past behavior (r = .57)
than with future behavior (r = .45), although both were significant at p <.001 (Albarracin
et al., 2001). Therefore, it can safely be concluded that measuring intentions for future
behavior is related to not only past behavior but also with future behavior. The current
study is based on the slightly modified model proposed by Albarracin et al. (2001) where
past behaviors and intentions for future behaviors, along with attitudes and norms, are

measured. It is assumed that future behaviors can safely be estimated based on these

parameters.
Figure 2.
Revised TRA Model
Attitude
Behavior N % Betavio
Norm

Relative Contribution of Attitudes and Subjective Norms

Although both attitudes and subjective norms are significant predictors of
intentions (Ajzen & Fishbein, 1980), the relative influence of attitudes versus subjective

norms on intention shift depending on the sample, cultural context, demographic



variables, or the behavior in question (Sneed & Morisky, 1998). For instance, Fishbein
(1990) found that white males’ (United States sample) intentions to use condoms were
mostly under normative control (peer influences) while for their Mexican counterparts,
intentions to use condoms were under attitudinal control (based on their own beliefs).
The recognition of such relative weights is important since prevention can be focused on
one or the other of the behavioral influences, especially when time and additional
resources are limited. These relative weights can also be used to explain why certain
intervention programs work well with one group and not with others (Fishbein, 1990).
Furthermore, identifying the relative weights of attitudes and subjective norms will help
focus efforts on the role of particular behavioral influences. For example, if subjective
norms of peers are found to have significantly more influence on behavioral intentions in
males, then male peers can be positive sources in prevention efforts (Greene & Hale,
1997). As will be discussed below, important grouping variables regarding high-risk
sexual behaviors in the context of HIV/AIDS have included gender (Basen-Engquist &
Parcel, 1992; Fishbein & Middlestadt, 1989; Greene & Hale, 1997; Murphy, Rotheram-
Borus, & Reid, 1998; and Sneed & Morisky, 1998) and past experiences (Abraham &
Sheeran, 1994; Albarracin, Fishbein, & Middlestadt, 1998; and Greene & Hale, 1997).

Gender Differences

Behavioral influences help target adequate and persuasive intervention campaigns
(Green & Hale, 1997). Until recently, demographic variables such as gender were not
studied as contributors to high-risk sexual behaviors. It is for this reason that little is

known about gender effects on the relative importance of attitudes and subjective norms



on intentions in the context of sexual behaviors (Murphy, Rotheram-Borus, & Reid,
1998).

There have been very few studies examining the relative role of attitudes and
subjective norms in determining intentions. The few studies that have looked at these
differences have, for the most part, concentrated on predicting condom use and not
specifically predicting high-risk sexual behaviors. However, Green and Hale (1997)
examined the relative role of attitudes and subjective norms (those of peers, parents, and
significant other adults) in determining intentions to reduce high-risk sexual behaviors.
They reported that attitudes were stronger predictors of intentions for females while
subjective norms were stronger in males. However, this study looked at the combined
effects of peer, parent, and other adult subjective norms and did not examine the relative
contribution of each of the subjective norms for predicting intentions.

Factors contributing to such gender differences are not clear in the existing
literature. Furthermore, it is likely that gender and past sexual experience (discussed
below) are strongly related, especially in more traditional cultures where double
standards in gender roles have been an important part of one’s socialization process.
Such differential socialization patterns and subsequent views on sexuality for boys and
girls will be key in understanding the mechanisms for any perceived gender differences.

Past Experiences

Another key variable in the relative influence of attitudes and subjective norms in
predicting intentions is past experience. It is important to know what the population of
interest is doing so that intervention can be tailored to the specific behaviors that either

need to be modified or reinforced (Fishbein, 1990). For example, if working primarily



with a non-sexually group of adolescents, intervention approaches can encourage
abstinence. However, fostering values and encouraging abstinence in a sexually active
population is extremely difficult (DiClemente et al., 1996). Consequently, interventions
with a sexually experienced group should identify key determinants of behaviors so that
views towards less risky behaviors (i.e. condom use, fewer number of partners, and
longer length of time before engaging in sexual intercourse) are modified and perceived
as more favorable. Fishbein (1990) suggests that such data is needed from different
countries and in varying cultural contexts to tailor prevention efforts specifically for the
target population.

Past behavior is a significant predictor of future behavior (Abraham & Sheeran,
1994). Only recently have studies attempted to systematically analyze past sexual
experiences and their effect on the relative importance of attitudes and subjective norms
when predicting intentions to engage in sexual activity. Albarracin, Fishbein, and
Middlestadt (1998) examined whether past behavior had a direct or indirect effect on
intentions to use condoms with attitudes and subjective norms mediating this relationship.
Fifty-eight percent of the variance in intentions to use condoms was explained by
attitudes and subjective norms. However, when past condom use was also used to predict
intentions, the percentage of explained variance was increased by four, indicating that
past behavior is important in predicting future behavior. This study, however, did not
investigate the relative role of attitudes and norms based on an individual’s past condom
use. Greene and Hale (1997), however, specifically examined the relative role of
attitudes and norms and reported that in sexually active adolescents, attitudes were better

predictors of both intentions to engage in sexual activity and to use condoms.
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There are very few studies that have looked at the relative contribution of
attitudes and norms and these, in turn, report varying results. The lack of consensus in
the literature may be due to several reasons, including 1) related but different behaviors
(i.e., engaging in sex vs. condom use) may be governed by various factors and entail
different dynamics, 2) demographic variables, such as socio-economic status (SES), age,
culture, and subculture, can potentially influence the role of attitudes and subjective
norms on beliefs, and 3) studies have used different referents to measure subjective
norms; while some investigated the role of peers on one’s behavioral intentions, others
have examined the combined contribution of parents, peers, and significant other adults
(Greene & Hale, 1997). Furthermore, none of these studies have examined the individual

contribution of each of the referents in comparison with attitudes.



ARMENIA

Historical and Cultural Factors

Before applying theory-based psychosocial constructs to a given population, it is
essential for relevant historical and cultural factors, which significantly impact these
variables, to be considered. This is especially true for Armenia since traditional roles and
behavioral beliefs have a pivotal contribution to contemporary societal views on sexuality
and gender roles.

Armenia is a country the size of the state of Maryland landlocked by Georgia on
the north, Turkey on the west, Azerbaijan on the east, and Iran on the south. Its location
has historically been the root of its political, social, and economic detriment because of
centuries long conflicts with its Muslim neighbors and more recent economic blockades
from Turkey. It is a small Christian pocket famous for its architecturally unique
churches. As a popular crossroad, Armenia has for centuries wavered back and forth
under the rule of powerful neighboring empires and as such, has served as the
battleground for their wars (Hovannisian, 1997, p. 15).

In more recent history, Armenia was a republic of the former Soviet Union until
1991 when its fall resulted in Armenia’s declaration of independence. Although this
change was a dream come true for many, it had significant political and economic
implications since, once again, Armenia became a small country surrounded by its hoétile
neighbors. The country’s economic blockades and lack of internal resources have limited
access to necessary resources mostly to those few things produced within Armenia. Not

surprisingly, these hardships have resulted in higher rates of drug and alcohol abuse, as
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well as prostitution (Melikyan, 1999). It is in this context that the factors affecting the
transmission of HIV/AIDS will be studied in Armenia.

Historically, Armenian attitudes regarding sexual mores have been quite
conservative and consistent with the familiar male-female double standard (McCormick
et al., 1982, p. 386). Part of maintaining honor involved ensuring the “purity” of the
women in the family. Women who had “been around” were not considered good
marriage material (Bakalian, 1993). However, this trend is gradually changing,
especially after the fall of the USSR, since the former republics are increasingly
becoming influenced by western cultural ideologies. Exposuré to the media and the
Internet, along with an increase in travel has resulted in more open views of sexuality,
especially in the younger generation. This change has also been documented in other
former Soviet states, including Georgia, Russia, and the Ukraine (UNAIDS, 1998).

A Country at Risk

Although Armenia does not have alarming HIV incidence rates, it is a country at
high risk for and AIDS epidemic for several key reasons. First, the country is
geographically centered in a volatile region surrounded by countries struggling with the
epidemic. Scarcity of resources for HIV testing and counseling also contribute to its
vulnerability for an epidemic. Furthermore, increasing poverty and drug trafficking have
also contributed to the risk. Currently, there are between 19,000 to 23,000 registered
drugs users (10% of whom are injecting users), with an HIV incidence rate of 5.8% in
this population (Ministry of Health, 2000).

Although the AIDS virus is more efficiently transmitted through intravenous drug

use, the most frequent mode of transmission is sexual activity (UNAIDS, 1998 and
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Ministry of Health, 2000). Various economic and psychosocial factors in Armenia
contribute to the need to target sexual behaviors as a means for prevention. These factors
include lack of knowledge and education about sexually transmitted infections (STI’s)
and their mode of transmission; arise in STI rates, postponements of marriage, and
liberalization of sexual behavior (including sex outside of marriage) (UNAIDS, 1998). A
gradual increase in the incidence rates of STIs such as syphilis and gonorrhea indicate the
risk for HIV infection since the prevalence patterns of these diseases are often parallel
(Harutyunyan, Ghukasyan, Chilingaryan, Hovhannisyan, Manukyan, and Petrosyan,
1998). Approximately 32% of patients visiting dispensaries in 1998 were registered with
a diagnosis of syphilis as opposed to 17.5% in 1994 (UNAIDS, 2000).

In a recent study, commercial sex work was not only revealed to be relatively
common in the capital city of Yerevan, but it also was found to be a significant risk factor
for the spread of the virus (Melikyan, 1999). Approximately 10% of the commercial sex
workers in the study reported consistent condom use and most perceived themselves not
to be at risk for acquiring STIs. There are approximately 7000 to 8000 female sex
workers in Armenia and the HIV prevalence rate in this group is approximated by the
Ministry of Health (2000) to be around six percent. UNAIDS (2000) figures exceed this
approximation and estimate the prevalence rate of HIV in sex workers to be between 9-
19%. Fifty-two percent of the prostitutes have been diagnosed with four or five STIs and
approximately half of them are under the age of 28 (Atovmyan, 2001).

Furthermore, military conflict and labor migration are identified by UNAIDS as
factors which place countries at high risk for an AIDS epidemic. Migrations within the

former Soviet states is also a common threat to Armenia since 20-22% of Armenians
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work or live part-time in the Ukraine or Russia, the two countries most affected by the
AIDS epidemic in the region (UNAIDS, 2000). Based on these statistics, efforts for the
prevention of HIV transmission should focus on the sexual behaviors and attitudes of the
population considered to be at risk.

Research Needs in Armenia

Before mass effective intervention programs can be implemented, a thorough
surveillance system for HIV/AIDS is necessary. Research on the formative needs of the
target population is also necessary. In order to successfully apply sound theoretical
models to a population, fundamental constructs from the model should be tested within
the specific cultural framework to investigate the possibility of generalizing intervention
efforts that have demonstrated potential for change in other cultural contexts. It is
therefore crucial to explore the underlying psychosocial constructs responsible for high-
risk behavior in a particular cultural context. These constructs include an analysis of the
contribution of personal, situational, and environmental factors, which drive behavior. It
is only when such formative research is conducted that behavioral researchers can apply
parts of or entire theories and intervention models with a potential to generate meaningful
data and offer effective interventions.

The epidemiological information and the review of the literature have indicated a
pressing need for HIV/AIDS knowledge and intervention in Armenia. AIDS is no longer
a homosexual and drug user’s disease. Following trends similar to western countries,
AIDS in Eastern Europe is becoming a heterosexual disease (Abraham & Sheeran, 1994).
Since the population most at risk is youth and the primary mode of transmission for this

age group is sexual activity, intervention should be focused in this area. Furthermore,
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before one can effectively intervene, significant predictors of sexual activity must be
identified.

Various behavioral models have attempted to conceptualize predictors of sexual
behavior, including the TRA, where an individual’s attitudes and perceived social norms,
mediated by behavioral intentions, predict high-risk sexual behaviors. Adolescents’
attitudes, and perceived norms of their peers, parents, and other adults regarding sexual
behaviors, in addition to HIV/AIDS knowledge will be used as predictors of intentions to
engage in such behaviors. These intentions, when adequately measured, are believed to

be important predictors of high-risk sexual behaviors (Fishbein, 1990).



PROBLEM STATEMENT

The following study is designed to investigate the potential of psychosocial
variables similar to those in the TRA in explaining adolescents’ intentions to engage in
high-risk sexual behaviors in Armenia. Furthermore, gender differences and the role of
past sexual experiences (defined in this study as virginity) will be investigated so that the
relative weights of attitudes and subjective norms as predictors of intentions to engage in
high-risk sexual behaviors will be identified. The subjective norms explored in this study
include those of peers, parents, and significant other adults. All three are considered to
be major sources of influence on an adolescent’s behavior. Furthermore, the relative role
of HIV/AIDS knowledge will be explored in relation to its contributing role in risk
behaviors.

In this study, students’ attitude scores included the degree to which they believed
sexual behavior is acceptable and their perception of its consequence on their social
environment. Subjective norm scores, on the other hand, included students’ perceptions
of the extent to which their peers, parents, and other adults believe premarital sex is
acceptable. An HIV/AIDS knowledge scale was also used to predict high-risk sexual
behaviors. Intention scores determined the degree to which students planned on engaging
in séxual activity in the near future. The items used for the attitude, subjective norms,
and intentions scales in this study were based on items used on the National Adolescent
Student Health Survey (NASHS) (American School Health Education, 1989) and
include: 1) having premarital sex, 2) having premarital sex with someone they have
known for a long time, and 3) having premarital sex with individuals they do not know

very well. Finally, the high-risk behavior scale used in this study was derived from
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relevant items on the Center for Disease Control’s (CDC) Youth Risk Behavior Survey
(YRBS) and the NASHS. The scale included students’ past sexual experience (virginity),
number of lifetime sexual partners, age of first sexual intercourse, and the length of time
they get to know their partner before engaging in sexual intercourse.

The information gathered from this study will be imperative in the design and
implementation of a need and sample specific prevention effort based on the prevalence
of risk behaviors, HIV/AIDS knowledge base, and identified sources of their behavioral
influences. The immediate objectives of this study are to identify the sources of
influence in the decision to engage in sexual intercourse in by group (male vs. female and
virgin vs. non-virgin). In the future, these results may be used to develop a program for
HIV/AIDS prevention for the youth in Armenia.

Hypotheses

Based on the literature review outlined above, the following hypotheses are
proposed:

Hypothesis 1a — attitudes, peer, parent, and other adult subjective norms are
hypothesized to mediate the relationship between past behaviors and behavioral
intentions. As such, in addition to significant correlations among these variables, the
proportion of variance explained by past behaviors in behavioral intentions will be
significantly reduced once the psychosocial variables are introduced in the regression
equation. This hypothesis will test theory-based constructs in the particular cultural
context of Armenia using a portion of the modified TRA model proposed by Albarracin

et al. (2001).
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Hypothesis 1b — it is hypothesized that HIV/AIDS knowledge scores will be
inversely related to both high-risk behaviors and behavioral intentions.

Hypothesis 2 — gender is hypothesized to mediate the relationship between
attitudes, peer, parent, and other adult subjective norms and behavioral intentions. As
such, in addition to significant correlations among these variables, the proportion of
variance explained by the psychosocial constructs in behavioral intentions will be
significantly reduced once gender is introduced in the regression equation.

Hypothesis 3 — virginity is hypothesized to mediate the relationship between
attitudes, peer, parent, and other adult subjective norms and behavioral intentions. As
such, in addition to significant correlations among these variables, the proportion of
variance explained by the psychosocial constructs in behavioral intentions will be
significantly reduced once virginity is introduced in the regression equation.

Hypothesis 4 — Attitudes, peer, parent, and other adult norms, and HIV/AIDS
knowledge will predict intentions to engage in high-risk sexual behaviors in both males
and females. However, gender will moderate this relationship since differences are
hypothesized to exist in the relative weights of these five predictors. It is not
hypothesized a priori where these differences will be. Greene and Hale (1997) reported
that peer subjective norms were more predictive of intentions to use condoms in males
while attitudes are more predictive in females in a primarily Caucasian United States
sample. It is not clear if these differences will generalize cross-culturally to the youth in
Armenia. Furthermore, since the subjective norms of peers, parents, and significant other
adults were used collectively as a single predictor in this study, the relative contribution

of each of these variables to the explained variance in intentions is not clear.



Hypothesis 5 — Attitudes, peer, parent, and other adult subjective norms, and
HIV/AIDS knowledge will predict intentions to engage in high-risk sexual behaviors in
both non-virgins and virgins. However, past sexual experiences will moderate this
relationship since differences are hypothesized to exist in the relative weights of these
five predictors. It is not hypothesized a priori where these differences will be. The
literature is not consistent in regards to the relative strengths of attitudes and subjective

norms and past experiences.
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METHODS
Subjects

Archival data gathered for a larger project involving other risk behaviors were
utilized in this study (N = 442). The subject pool was drawn from five higher education
institutes in Yerevan, Armenia, including the State University (faculties of law and
psychology), Physical Education, Medicine, Arts, and Theater/Cinema (the latter two will
be combined under the heading of Arts in the remainder of this paper). The ratio of
males to females was approximately 1:1 in each institution except in the Physical
Education Institute and the Social Sciences faculty of the Yerevan State University where
males and females, respectively, were over-represented. The inclusion criteria were
students from the four institutes between the ages of 17 and 21 who consented to
participating in the study. The exclusion criteria used was students outside of the 17 to
21 age range or those who refused to participate in this study (only a few students chose
not to participate).

Materials

The questionnaires used in the larger study included demographic data in addition
to the prevalence of the following health risk behaviors: tobacco, alcohol, drug use, and
sexual activity. Only sections addressing the sexual behaviors and the HIV/AIDS
knowledge scale were used in the analyses of this study. Items from the NASHS (1989)
were used to assess attitudes and normative beliefs about high-risk sexual behaviors.
Questions addressing the prevalence of risk behaviors were derived from the CDC’s

YRBS. The questionnaire was translated into Armenian and back-translated to English to
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minimize any translation issues which may have resulted in sensitive differences in the
way questions were interpreted (Appendix A).

Attitude and Belief Scales

Students were asked to rate each item measuring their attitudes and subjective
norms regarding sexual activity on a five-point Likert-type scale from “Definitely Agree”
to “Don’t Agree at All” for each referent (their own attitudes, peer, parent, and other
adult beliefs). They were then asked to rate their intentions to engage in each of the
behaviors and about their actual behaviors.

The items used for this study were:

1- it is OK to have premarital sex
2- itis OK to have premarital sex with someone if we know each other very well

3- itis OK to have premarital sex with someone whom I do not know very well

Reliability coefficients of the items included for each construct were as follows:
attitudes Chronbach’s o = 0.73, peer norms Chronbach’s o = 0.78, parent norms
Chronbach’s a = 0.81, other adult norms Chronbach’s oo = 0.79.

The measure was considered to have face validity for attitudes, peer, and adult
subjective norms since the items directly asked about the student’s own beliefs (attitudes)
and about the perceived beliefs of their peers, parents, and other adults (peer, parent, and
other adult subjective norms) about sexual activity. Content validity was established by
introducing the items to a team of experts experienced in the area of adolescent sexual
risk behaviors during the formulation of the survey items. Concurrent validity was
established by studying the relationship between the constructs used in this study. As
expected, inexperienced individuals had less supporting attitudes towards sexual

intercourse, older students perceived less conservative norms about sexual intercourse,
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girls indicated more conservative norms about sexual intercourse, older students had
attitudes which were more supportive of sexual behaviors, and girls had attitudes that
were less supportive of sexual behaviors. Finally, construct validity was approximated
by all of the above and, in addition, conducting a series of confirmatory factor analyses.

Reliability for assessing the students’ intentions to engage in high-risk sexual
behaviors was estimated, Chronbach’s o = 0.82. This measure demonstrated face
validity since the items ask directly about the students’ plans to engage in high-risk
sexual behaviors in the near future. Furthermore, concurrent validity was established
since, as expected, these items were positively correlated with past high risk behaviors.

Reliability for the high-risk sexual behavior scale was estimated, Chronbach’s o =
0.89. The items on this scale included previous sexual experience (virginity), average
time of dating partner before engaging in sexual intercourse, age of first sexual
intercourse, and number of total lifetime sexual partners. Past sexual experiences and age
of first sexual experience were reverse coded, and scores from all four items were
standardized and summed, resulting in a sexual high-risk behavior score, with a higher
score representing riskier behavior. As expected, this score was highly correlated with
students’ intentions to engage in these behaviors.

HIV/AIDS Knowledge Scale

Twelve items were selected from existing scales to assess students’ HIV/AIDS
knowledge base. Students were asked to mark “True” or “False” on statements about
HIV/AIDS and its transmission. Additionally, students were given the option of marking
“I Do Not Know” to minimize guessing effects. Relevant items were reverse coded so

that higher scores on the knowledge scale were considered to be correct responses and
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vice versa. The “I Do Not Know” responses were recoded as incorrect. Each correct
response was recoded as 1 and each incorrect response as 0. The individual knowledge
scores were summed and used in subsequent analyses, with a range of O to 12 and a mean
of 7.1 (s.d. 2.83).

The reliability coefficient for the AIDS knowledge scale was, Chronbach’s o =
.77, suggesting that the inter-correlations of the items were strong enough to warrant the
use of a single combined score representing HIV/AIDS knowledge. Results from a
subsequent factor analysis suggested that there were three meaningful clusters of
knowledge scores, namely: 1) sexual transmission, 2) intravenous transmission, and 3)
myths about transmission.

Procedure

Prior to the implementation of the larger study, the Institutional Review Board
(IRB) of Loma Linda University reviewed and approved the protocol, questionnaire, and
consent form (OSR # 40204, Appendix B).

Approval from the Ministry of Education in Armenia was attained (Appendix C).
The Ministry of Education prepared letters addressed to the Deans of each participating
institute. These letters were personally delivered to the respective Deans in a scheduled
meeting during which the basic objectives of the study and methodological issues were
discussed. The institutes participating in the study were chosen on the basis of the
judgment of the Ministry of Education and the researchers. Consideration was given to
accessing a diverse population of students from various fields within the boundaries of
limited resources, including time. On this basis, the Institutes of Physical Education,

Arts, and Theatre/Cinema, Medicine, and two faculties (Law and Social Science) from
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the Yerevan State University, were selected. Once the institutes were selected, a
convenience sample representative of the total number of students from each institute was
drawn.

Informed consent was acquired from participating students (Appendix D). The
consent was in Armenian. Only those participants who gave consent participated in the
study. Participating students were reminded that it was very important for them to
answer the questions honestly and that no measures would ever be taken to identify them.
They were told that they were free to skip questions they found uncomfortable to respond
to.

American University of Armenia

Although considered a culturally sensitive issue, it was imperative that the
perceptions and behaviors of youth regarding their sexual practices be addressed in the
survey items. Measures were taken to address cultural sensitivity by having local
professional contacts review all study related materials and methods.

The staff from the Center for Health Sciences Research (CHSR) of the American
University of Armenia (AUA) served as collaborators in this study. Specifically, Anahid
Demirdjyan, MD, MPH, served as the Armenian project manager and had a key role in
contacting the Ministry of Education and Institute Deans, resolving translation issues, and
editing the final version of the questionnaire and consent form.

Both the questionnaire and consent forms were piloted with a group of
approximately 25 students enrolled in a Public Health course at AUA. Their input
regarding ambiguities in wording and format were taken into account before a final

version of the questionnaire was produced.
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The questionnaires were coded and entered into SPSS by CHSR staff. A double
entry method was used for data entry to minimize errors. The final database was sent in
electronic format to Loma Linda University for analysis. The original questionnaires
remain at the CHSR. Original copies of the consent forms were brought back to Loma

Linda University.



RESULTS
Design

A quasi-experimental-correlational design was used in this study. This design
allowed analysis of group differences (male vs. female and virgin vs. non-virgin) and
relative strengths of study variables when predicting intentions to engage in sexual
activity. According to TRA-based principles, attitudes and subjective norms predict
intentions to engage in high-risk sexual behaviors. In this study, the attitude/norm link to
intention was moderated by gender and virginity. It was hypothesized that gender and
virginity would systematically influence the relative predictive values of attitudes and
subjective norms.

Statistical Analyses

Screening of the Data

The data was screened and normality was approximated for almost all study
related variables, including knowledge, attitudes, peer norms, other adult norms, and
high-risk sexual behaviors. However, perceived parent norms were slightly positively
skewed, indicating that most of the parents, as expected in this cultural context, were
perceived to have less favorable attitudes towards premarital sexual activity. No
univariate outliers were found, jeopardizing the integrity of further statistical analyses.

Demographic Variables

The mean age for the respondents was 18.3 (s.d. 0.91), N =442. Table 1 lists the

total number of participants from each institute.
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Table 1

Sample Distribution Across Academic Institutes

Institute # %
Arts (Craft and Cinema) 65 14.7
Medicine 118  26.7
Physical Education 108 244
Yerevan State University — Law 102 23.1
Yerevan State University — Social Sciences 49 11.1
Total 442 100.0

Although most institutions offer four-year programs, 96% of the students were in
their second or third year of study. Gender was approximately equally represented in the
sample (52.5% male and 47.5% female) and across the institutes, except in the Physical
Education institute where 90% of the sample consisted of male students and in the Social
Science faculty of the Yerevan State University where 94% of the students were female.
Only 1.7% of the students were married at the time of the survey. Approximately two-
thirds of the respondents were originally from the capital city of Yerevan; the rest were
from various rural and urban areas in Armenia.

Sexual Activity

Approximately 42% of the respondents reported having had sexual intercourse at

some point in their lives. Table 2 illustrates the breakdown of gender by virginity.
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Table 2

Distribution of Grouping Variables

Gender
Sexual History Male Female
Virgin 50 (23%) 190 (93%)
Non-virgin 165 (77%) 14 ( 7%)
Total 215 (100%) 204 (100%)

The mean age for first sexual intercourse was 16 (s.d. 1.9) with an average
number of lifetime sexual partners of 7 (s.d. 9.3). Approximately 51% of the sexually
active respondents reported that they get to know their partner no more than a few days
before engaging in sexual intercourse. Contrary to the high rate of abortions in Armenia,
namely 1 in 2.5 pregnancies (Henshaw, Singh, and Haas, 1999), no female students
reported ever having an induced abortion. However, 7% of the male students reported
having impregnated their partner while 9% reported not being sure (none of these
respondénts were married). Table 3 summarizes the sexual behaviors of the respondents.
Table 3

Summary of Sexual Behaviors

Sexually active students 42%
Average age of first sexual intercourse 16 (s.d. 1.9)
Average number of lifetime sexual partners 7 (s.d. 9.3)
Sexually active students who take no more than a 51%

few days to know their partner before engaging in sex
Number of reported abortions and pregnancies 0

by female respondents
Percent of males students who reported impregnating 7%

a partner
Male students who reported not being sure of ever 9%

impregnating a partner
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Noteworthy gender differences were observed in regards to students’ sexual
behaviors; 78% of the male students reported being sexually active compared to only 7%
of the females. Of the sexually active students, the average age for sexual initiation was
15.9 (s.d. 1.9) for males and 17.5 (s.d. 1.6) for females. The average number of lifetime
sexual partners was 7.3 (s.d. 9.7) for males and 1.3 (s.d. 0.9) for females. Table 4
summarizes gender differences in sexual activity.

Table 4

Sexual Activity by Gender

Analysis
Behavior Male Female df p
Ever had sexual intercourse 77% 7% v’=2089 1 <.001
Age of first experience® 15.9(1.9° 17.5(1.6) t=-3.18 166 = .008
Number of lifetime sexual partners® 7309.7 1309 t=585 108 <.001

Note. “Based on sexually active respondents.
®Mean and standard deviation (in parentheses).

Condom Use

The most popular method of contraception reported during students’ last sexual
intercourse was condom use (78%); 16% of the students admitted not using any form of
contraception during their last sexual intercourse and 6% reported using the withdrawal
method. The most common reason for not using condoms was sexual inactivity. Eighty-
six percent of the sexually active students reported using condoms during sex. Among
the reasons for not using condoms in the sexually active group were 1) “condoms are not
necessary” (8%), 2) “another form of birth control is used” (5%), and 3) “condoms are

not acceptable to me or to my partner” (4%). None of the sexually active students
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reported cost or availability of condoms as a factor in their decision to use condoms.
Approximately 50% of sexually active students reported that the use of condoms was
sometimes or never associated with how well they knew their partner. Furthermore, 67%
of these students reported inconsistent condom use (never, sometimes, or frequently)
during sexual intercourse. Table 5 summarizes the contraceptive practices of the
respondents.

Table 5

Contraceptive Use Among Sexually Active Students

Percent of Respondents®

Method of contraception used during
last sexual intercourse

Condoms 70
No Method 15
Withdrawal Method 5

Frequency of Condom Use

Never 5

Sometimes 23
Frequently 40
Always 32

Reasons for not using condoms regularly
Not consider it necessary 8
Other method of contraception used 5

Not acceptable to me or my partner 4

Use condoms most of the time 86

Note. “Based on sexually active students only.
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HIV/AIDS Knowledge

The HIV/AIDS knowledge base was variable in this student population.
Although the students demonstrated a fairly good understanding of the risks associated
with sexual activity and transmission of the virus, their knowledge was weaker regarding
intravenous transmission: 91% correctly indicated that one can contract HIV if they
engage in sexual intercourse and 91% also identified a risk associated with engaging in
sexual intercourse with an infected individual. However, only 78% correctly indicated
that sharing needles to inject drugs is a risk factor in acquiring HIV and only 34%
believed that using sterile instruments during a blood test does not pose a risk of
infection. Furthermore, even though some students were able to identify the risks for
infection, there were still many myths reported in regards to the transmission of the virus.
For instance, only 45% correctly identified that public toilets were not a risk for
transmission and 31% identified that AIDS is not only a homosexual disease.

Additionally, approximately 60% still believe that there is a cure for AIDS (Table 6).
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Table 6

HIV/AIDS Knowledge

Area of Knowledge Percentage®

Sexual Activity

One can get AIDS when not using condoms during sex 91

If you have AIDS, you can infect your partner during sex 91

You can reduce the chances of infection if you remain 77
abstinent

Intravenous Transmission

One can get AIDS when sharing needles to inject drugs 78

One can reduce chances of infection by not having sex 49
with an injecting drug user

One can get infected during a blood test even when using 34

sterile instruments

Myths about HIV/AIDS Transmission

Can get AIDS by using public toilets 45

Can get AIDS by holding hands with an infected individual 70

Only homosexuals can get AIDS 31

One can get AIDS through a mosquito bite 30

There is a cure for AIDS 40
Pregnancy

An infected pregnant woman can infect her baby 68

Note. *Percentage of students who responded correctly.

Considering that the student population surveyed in this study is comprised of the
most educated youth in Armenia, one can safely assume that the knowledge base of
HIV/AIDS in the general population is less.

Students reported a variety of sources for their HIV/AIDS knowledge. Table 7

summarizes their responses.
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Sources of HIV/AIDS Information
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Source

School

Parent(s)

Friend(s)

Teacher(s)

Other adult(s)
Doctor(s)

Books or Newspapers
TV or Radio

Other®

% of students

37
31
43
21
25
12
56
65
7

Note. “Included organized lectures and the internet.

Attitudes, Beliefs, and Intentions

In addition to HIV/AIDS knowledge scores, attitudes, peer, parent, other adult

subjective norms were used to predict intentions to engage in sexual intercourse. The

means and standard deviations for these variables are summarized in Table 8.

Table 8

Descriptive for Study Variables by Group

Variable Range
Attitudes 4-20
Parent Norms 3-15
Peer Norms 3-15
Other Adult Norms 3-15
AIDS knowledge 0-12
Intentions to engage in sex 3-15
Risky behavior -4 to 15

(standardized scores)

Mean
All
11.3(2.8)
5.8(2.8)
8.8 (3.3)
8.1 (3.0)
7.1(2.8)
7.6 (3.4)
-1.0 (4.3)

Mean
Male
12.4 (2.4)
6.8 (2.9)
10.7 (2.4)
9.7 (2.4)
6.8 (2.9)
9.9 (2.7)
2.3(4.4)

Mean
Female
10.0 (2.7)
4.7 (2.2)
6.8 (2.9)
6.4 (2.6)
7.52.7)
53(2.4)
-3.3(2.1)

Mean
Non-V
12.5(2.2)
6.8 (2.8)
10.9 (2.4)
9.7 (2.5)
6.7 (2.9)
10.1 (2.6)
4.72.7)

Mean

Virgin
10.0 (2.8) °
5.0(2.5)
7.3(3.1)
6.9 (2.8)
7.4 (2.7)
5.7(2.7)
-3.7(1.1)

Note. Standard deviations listed in parentheses.

Statistically significant differences were observed between males/females and

virgin/non-virgins for all of the variables used in this study (p <.001 for all, except for
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AIDS knowledge: male/female, p = .02 and virgin/non-virgin, p = .04). These
differences suggest that males have 1) riskier attitudes toward sex, 2) report more liberal
perceived parent, peer, and other adult norms, 3) have intentions to engage in riskier sex
in the future, 4) report a riskier sexual past, and 5) have a slightly lower knowledge base
in regards to HIV/AIDS. Similarly, non-virgin respondents report the same pattern of
attitudes, norms, and behaviors as the male respondents. Similarities between the male
and non-virgin groups and also between the female and virgin groups were not surprising
since 77% of the males and only 7% of the females reported a sexual history.

Testing of Hypotheses

The following analyses were performed for each hypothesis:

Full Model.

H1- The correlation matrix in Figure 3 illustrates the relationship between past
high-risk sexual behaviors, psychosocial variables of attitudes and norms, HIV/AIDS

knowledge, and intentions to engage in sexual activity.
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Figure 3

Correlations Among Study Variables

Attitudes
.659
356 Parent 489
Norms \
362
Past — P Peer Norms | 7. | Intentions Future Behavs.
Behavior 507 755 (not measured)
426
Other Adult
~.102
Knowledge

Note. All correlations were statistically significant at p <.01, except for those involving
knowledge scores (p = ns). Past behaviors were directly correlated with intentions to
engage in sexual activity (r =.644, p <.01). A correlation coefficient is not available for
the relationship between intentions and future behavior since the latter was not measured
in this study. However, a meta-analysis exploring the intention/future behavior
relationship for condom use was reported as r = .54 (Albarracin et al., 2001).

Past high-risk sexual behaviors were both positively and significantly correlated
with student attitudes (r = .365), parent (r = .362), peer (r = .507), and other adult (r =
.426) norms and these variables, in turn, were correlated with intentions to engage in
sexual intercourse: attitudes (r = .659), parent (r = .489), peer (r = .755), and other adult
(r=.636) norms. However, knowledge about HIV/AIDS was minimally correlated both

with past risky behavior (r = -.019) and intentions to engage in sexual activity (r = -.102),

suggesting that knowledge has a relatively insignificant role in predicting behavior.
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The correlation matrix indicates that the theoretical model using TRA-based
psychosocial variables has a strong predictive ability considering the cultural context of
Armenia and can be a useful tool in understanding antecedents of risky sexual behavior.

Furthermore, attitudes, peer, parent, and other adult norms were found to be
mediating the relationship between past behaviors and behavioral intentions. Past
behaviors explained 41% of the variance in intentions (F = 213.370, p <.001). However,
when attitudes and norms were entered into the regression equation first, past behaviors
subsequently accounted for 7% more of the variance above and beyond the psychosocial
constructs (aF =72.957, p <.001). The drop in the relative predictive value of past
behaviors when the psychosocial variables were introduced into the regression equation
first identified these variables to be partial mediators in the past behavior and behavioral
intention link.

H2 — It was hypothesized that gender would mediate the relationship between the
predictor variables and intentions to engage in sexual activity. A hierarchical multiple
regression analysis was conducted to explore this hypothesis. The predictor variables
explained 64% of the variance in intentions (F = 164.613, p <.001). However, when
gender was entered into the regression equation first, attitudes and norms subsequently
accounted for 25% more of the variance above and beyond gender (aF = 76.424, p <
.001). The drop in the relative predictive value of attitudes and norms when gender was
introduced into the regression equation first identified gender to be a partial mediator in
the model.

H3 — It was hypothesized that past experiences would mediate the relationship

between the predictor variables and intentions to engage in sexual activity. A



37

hierarchical multiple regression analysis was conducted to explore this hypothesis. The
predictor variables explained 64% of the variance in intentions (F = 164.613, p <.001).
However, when past experience (namely virginity) was entered into the regression
equation first, attitudes and norms subsequently accounted for 30% more of the variance
above and beyond gender (aF =92.137, p <.001). The drop in the relative predictive
value of attitudes and norms when past experience was introduced into the regression
equation first identified virginity to be a partial mediator in the model.

The impacts of gender and past experiences on the relationship of the study
variables is consistent with the literature (Abraham & Sheeran, 1994; Albarracin et al.,
1998; Basen-Engquist & Parcel, 1992; Greene & Hale, 1997; Murphy et al., 1998; and
Sneed & Morisky, 1998) and should not be ignored in comprehensive risk behavior
models.

Gender Differences

H4- Two separate standard multiple regression equations were used to explore the
power of the psychosocial variables and knowledge scores to predict intentions for males
and females, respectively. The model explained 45% (p <.001) of the variance in
intentions for males (11%, p = .028, of the explained variance directly by past behaviors).
In this group, most significant contributors (in terms of standardized beta weights) to the
overall variance explained were attitudes (B = .404, p <.001), peer norms (§ =.278,p =
.001), and knowledge (B =-.179, p =.004). Parent norms (B =-.032, p =.627) and other
adult norms (B = .115, p =.142) were relatively insignificant contributors. For females,
all five variables explained 54% (p < .001) of the variance in intentions (7%, p = .028, of

past behaviors directly) to engage sexual activity. Based on standardized beta weights,
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student attitudes (p =.258, p <.001), parent (f =.327, p <.001) and peer (B =.313,p <
.001) norms, strongly contributed to the percentage of explained variance; other adult
norms ( =-.004, p =.954) and knowledge (B =.054, p = .294) were statistically
insignificant contributors to the overall percentage of variance explained. In summary,
attitudes, followed by peer norms, were the strongest predictors of intentions for males
while parent, followed by peer, norms were stronger for females.

Past Experiences

HS- Two separate standard multiple regression equations were used to explore the
power of the psychosocial variables and knowledge scores to predict intentions for
virgins and non-virgins. The model explained 42% (p < .001) of the variance in
intentions for non-virgins (6%, p = .506, of the explained variance directly by past
behaviors). For non-virgins, most significant contributors to the overall variance
explained were attitudes ( =.365, p <.001), peer norms (f =.297, p =.001), and other
adult norms (B =.166, p = .047). Knowledge (B=-.109, p =.124) and parent norms (B =
.003, p =.969) were insignificant contributors. For virgins, all five variables explained
53% (p <.001) of the variance in intentions (6%, p = .030, of behaviors directly) to
engage sexual activity. Based on the standardized beta weights, student attitudes ( =
257, p <.001), parent (f = .236, p <.001) and peer (B =.349, p <.001) norms strongly
contributed to the percentage of explained variance; other adult norms ( =.046, p =
.504) and knowledge (B = -.065, p = .181) were statistically insignificant contributors to
the overall percentage of variance explained. In summary, attitudes, followed by peer
norms, were stronger predictors for non-virgins (as in males) and in virgins, peers,

followed by attitudes, were relatively stronger predictors of intentions.
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Summary of Results

The multiple regression analyses above specified the stronger predictors of
intentions to engage in sexual activity among the five variables for all the respondents
and broken down by gender and virginity. The results are summarized in Table 9.
Table 9

Relative Contribution of Predictor Variables by Group

All Males Females Non-virgins Virgins
(N =442) (N =215) (N =204) (N=179) (N =240)

R’ = 64 R® =45 R* =54 R*>=42 R?=53

p <.001 p <.001 p <.001 p <.001 p <.001
Attitudes .291 (.000) 404 (.000) .258 (.000) .365 (.000) .257 (.000)
Parent 125 (.002) -.032 (.627) .327 (.000) .003 (.969) .236 (.000)
Peer .408 (.000) .278 (.001) .313 (.000) .297 (.001) .349 (.000)
Other Adults .119 (.020) 115 (.142) -.004 (.954) .166 (.047) .046 (.504)
Knowledge -.070 (.038) -.179 (.004) .054 (.294) -.109 (.124) -.065 (.181)

Note. Relative strength of each predictor variable is represented by standardized beta weights and
respective p values (in parentheses) when predicting intentions to engage in sexual intercourse, by group.

In summary, all five variables were statistically significant contributors to the
percentage of variance explained in intentions as a whole. However, peer norms
followed by students’ own attitudes were relatively stronger predictors, followed by
parent and other adult norms, and finally, knowledge. However, with a standardized beta
(B =-.070, p = .038), knowledge had little practical significance as a contributor to
intentions. When broken down by group, student attitudes and perceived peer norms
were consistently statistically and practically significant contributors to the overall
explained variance in intentions to engage in sexual activity.

Although the contribution of perceived norms of other adults towards intentions
may seem insignificant at first, a closer look at a likely statistical artifact may suggest

otherwise since adult norms were found to be highly correlated with intentions to engage
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in sexual activity (r =.636, p <.001). Since peer norms and other adult norms were
significantly correlated (r = .735, p <.001) and also because the standardized beta
weights in multiple regression equations are based on unique variance only, it is probable
that once a percentage of accounted variance was explained by peers, very little unique
variance was left for other adult norms, thus explaining the insignificant contribution of
adult norms to the overall regression equation.

The role of perceived parent norms on intentions to engage in sexual activity and
past behavior had a varying role depending on students’ gender and sexual history:
parents were considered important contributors to respondents’ intentions and
involvement in sexual activity both for female and virgin students, but not for male and
sexually experienced students. Similarly, although knowledge was a weak predictor of
intentions for three of the four groups, it was a statistically significant predictor of
intentions to engage in sexual intercourse for males only (subsequent post hoc analyses
will address this inconsistency).

Post Hoc Analyses

Gender and sexual history (virginity) were demonstrated to have an impact on
intentions to engage in sexual activity. In order to further explore the role of gender and
past sexual experiences on the relative strengths of the predictor variables, three
additional standard multiple regression equations were used to compare the new groups
combining gender and virginity: virgin/males (N = 50), non-virgin/males (N = 165),
virgin/females (N = 190). Although the fourth group, non-virgin/female, would have
been an interesting one to investigate, no further analyses were conducted with this group

since with a sample size of 14, no meaningful statistics could be computed.
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The virgin/females and the non-virgin/males were strikingly similar to the virgin
and non-virgin groups, respectively, in terms of the relative strengths of the standardized
beta weights when predicting intentions. However, the virgin/male group was unique in
that it differed from the analyses performed for both gender differences and past sexual
experiences. Although attitudes were significant contributors to students’ intentions to
engage in sexual activity, for this virgin/male group, peers were not significant
influencers. Instead, HIV/AIDS knowledge was found to be a significant predictor.
Table 10 demonstrates the results from these post hoc analyses.

Table 10

Post Hoc Analyses by New Groups

Males/Virgin Females/Virgin Male/Non-virgins
(N=50) (N=190) (N =165)
R?=51, p<.001 R?>=51,p<.001 R?=36,p <.001
Attitudes .380 (.028) .294 (.000) .367 (.000)
Parent .044 (.757) .291 (.000) -.036 (.655)
Peer 215 (.250) 279 (.002) 291 (.002)
Other Adults .103 (.588) .005 (.947) 133 (.140)
Knowledge -.322(.012) .065 (.246) -.126 (.105)

Note. Relative strength of each predictor variable is represented by standardized beta weights and
respective p values (in parentheses) when predicting intentions to engage in sexual intercourse, by group.

The post hoc analyses examining the relative predictive strengths of the study
variables for the new grouping variables suggest that there is a potential interaction effect
of gender and virginity when predicting intentions. For the most part, the female and
virgin groups and the male and non-virgin group demonstrated similar results. This was
expected since the correlation between gender and virginity was high (r = .70, p <.001).
Slight differences, however, are witnessed in the virgin/male group where HIV/AIDS

knowledge replaces the predictive ability of perceived peer norms. Additional analyses



need to be conducted to further clarify the combined role of gender and past sexual

history on current intentions and behavior.
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DISCUSSION
Conclusions

The weak economy and unstable political situation in Armenia contribute to its
increased vulnerability to a nationwide HIV/AIDS epidemic. For several key reasons,
including liberalization of sexual behavior, postponement of marriage, military conflict,
and an increase in prostitution, substance use, and sexually transmitted infections, young
people in Armenia are particularly at risk for contracting and spreading the virus.

In this study, knowledge about AIDS and the transmission of HIV among students
attending higher education institutes in Yerevan was adequate with respect to the
transmission of the virus through sexual activity and injecting drug use. Conversely,
certain myths regarding the transmission of the virus were found to be prevalent.
However, though important, knowledge was not significantly related to sexual risk
behaviors. The correlation between HIV/AIDS knowledge and past high-risk sexual
activities was minimal, r =-.02 (p =ns). This statistic suggests that there was no
relationship between students’ HIV/AIDS knowledge and their sexual behaviors,
suggesting that knowledge alone is not sufficient to deter risky behavior. Significant
correlations, however, were found between the measured psychosocial variables and past
high-risk behaviors.

Although knowledge is a key component of any behavioral intervention, it alone
is not enough to modify a health risk behavior. In addition to a sound knowledge base,
factors, which more successfully predict behavior in a particular cultural setting must be
identified and measured. Therefore, any HIV/AIDS prevention module for Armenia

should begin with improving the knowledge base of the target population by purveying

43



44

information about the virus and its mode of transmission, while also taking into account
the role of personal beliefs, socialization processes, cultural factors, and societal and peer
pressures.

Furthermore, sexual behaviors were examined in this study to determine the level
of risk present in the student population. Significant gender differences were found in
sexual history, including virginity, age of first sexual intercourse, and number of lifetime
sexual partners. Clearly, the males in this sample were at a much higher risk than were
the females, with a sexual initiation age of about 16 and average number of lifetime
sexual partners of approximately seven. The average age of sexual initiation for the non-
virgin females (7% of the females), was 17.5 with 1.3 average lifetime sexual partners.
This information is critical for the design of prevention modules since such a gender
discrepancy is not typical in samples where intervention programs have been
implemented and evaluated. It is important for intervention efforts to take into
consideration the behavioral history of the target population (DiClemente et al., 1996).
Since gender and sexual history are so closely inter-related in this sample and because
past behaviors are strong predictors of future behaviors, gender differences must be
addressed in prevention programs.

The social network of young people, including parents and peers, in addition to
individuals’ own attitudes regarding their behaviors, were found in general to be
significant predictors of intentions to engage in high-risk sexual activity. The relative
importance of these referents differed depending on key variables, including gender and
past experiences. In summary, contrary to the findings of Greene and Hale (1997) when

predicting intentions to limit the number of sexual partners, this study found that attitudes
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were stronger predictors of intentions in males than for females. However, consistent
with the findings of Greene and Hale (1997) but inconsistent with those of Albarracin,
Fishbein, and Middlestadt (1998), behavioral intentions were better predicted by peer
norms for virgins and by attitudes for non-virgins. Furthermore, the perceived norms of
parents were found to significantly predict behavioral intentions in both females and
virgins. This effect was more pronounced in females, where parental norms were found
to be more significant than any other variable measured.

The role of significant other adults for intentions to engage in sexual activity was
statistically insignificant. However, since peer norms and other adult norms were
significantly correlated (r =.735, p <.001) and also because the standardized beta
weights in multiple regression equations are based on unique variance only, the
insignificant contribution of other adults norms is likely a statistical artifact. The high
correlation between peer and other adult norms is not surprising since the students in this
study ranged in age from 17 to 21, and most likely considered their peers to be adults. A
more pronounced difference between peer and other adult norms would be expected in a
younger sample where other adults would include teachers and other members of the
community instead of peers.

HIV/AIDS knowledge was also found to be an insignificant contributor to
intentions. The exception to this was the role of knowledge in predicting intentions for
males, specifically male virgins. Post hoc analyses indicated that the limited contribution
of knowledge for males resulted from its effect in the male and virgin group where peers
were found to no longer be significant. Instead, the contribution of knowledge to the

overall standardized regression equation replaced that of peer norms. Based on this
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finding, there seems to be a subset of males to which the generalizations above do not
apply. Subsequent analyses demonstrated that this group of virgin males is not more
knowledgeable about HIV/AIDS than the non-virgin males (p = .48). However, when
compared in terms of educational institute, the former group was more represented in the
medical institute (where 53% of males were virgins) compared to physical education and
arts/crafts where the respective percentages were 21% and 20%. Although it is not clear
from the data in this study why knowledge, although not higher, is more predictive of
intentions to engage in risky behavior, possible explanations include differences in
personality, motivation and goal orientation, and an interest in or understanding of
biological and physiological processes.

The literature examining the relative role of the various factors addressed in this
study is sparse. However, the few studies that have dealt with this area have either used
one referent (i.e. peers) or have used a single measure to represent the norms of others
(i.e. combined peers, parents, other significant adults). This study examined the
individual contributions of each of these psychosocial variables. By doing so, it was
possible to determine the relative role of these variables across gender and across sexual
history. Parent norms were the strongest predictors of behavioral intentions in females
whereas they did not have any contributing role for males. This finding is not surprising
given the cultural and socializational characteristics that have traditionally defined the
Armenian milieu. A certain deference or respect is expected of daughters, and of
Armenian women in general, toward authority, particularly to the male members of the

immediate family. Males, on the other hand, have traditionally been raised to uphold
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more of a “macho” mentality. They are “guarded” less by their families, and are thus
indirectly encouraged to be more independent and exploratory in their behaviors.

Attitudes and peers were also found to be significant influences of behavioral
intentions in both males and females. However, these variables, especially that of peer
norms, probably have a different function depending on gender. The circle of peers for
males can serve as a bonding environment where risk behaviors in general, including
sexual activity, can be discussed and even encouraged. For females, on the other hand,
the network of peers can help to reinforce cultural and traditional roles and expectations.

Finally, this study demonstrated that psychosocial models of high-risk behavior
can be used in Armenia. Schools are a good starting point for an intervention, since 1) in
general, AIDS is a problem of youth, 2) educational institutions offer easy access to
young people and provide a relatively efficient forum for communicating pro-health
messages, 3) young people are most likely to benefit from behavioral interventions since
their behaviors and attitudes are less solidified, 4) young people have more potential to be
influenced by others including their social environment and the media and, as
demonstrated in this study, especially by their peers, and 5) today’s youth will have great
influence in their society in the near future as leaders, teachers, and parents.

Furthermore, officials from the Ministry of Education, the deans and professors
from the éducational institutes, and particularly the students, appeared to be open to the
possibility of a school based intervention program. All but five students reported positive
opinions about the study and a majority indicated that their participation in this survey
was an educational experience in and of itself and that and HIV/AIDS intervention is

vital for the health and well-being of today’s youth in Armenia.
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Limitations

A few limitations of this study are important to address. First, risky sexual
behaviors, including number of partners, inconsistent condom use, early sexual initiation,
and casual sex (engaging in sexual intercourse after no more than a few days of knowing
partner) were evidenced in this study, particularly by the male respondents. It is
important to note, however, that this sample may be considered less risky among the
young adult population in Armenia. According to the Ministry of Science and Education,
the students in the higher education institutes represent anywhere from 1/3 to 1/2 of the
secondary school graduates in Armenia (Gasparyan, 2000). A majority of the youth,
therefore, does not pursue higher education after secondary schooling. Instead, these
young males pursue work, including traveling to other countries, join the military, or do
neither, while young females pursue marriage. Based on this information, it is reasonable
to assume that the sample in this study is a more conservative cross section of the larger
youth population of Armenia.

Second, intentions to engage in sexual activity and a risky sexual history were
among the constructs measured in this study. Intentions to engage in sexual activity
involved the degree to which students intended to engage in 1) sex, 2) sex with a known
partner only, 3) sex with an unfamiliar partner. Similarly, behaviors were considered
risky with reports of 1) greater number of lifetime sexual partners, 2) earlier initiation of
sexual intercourse, 3) sexual history (non-virgin vs. virgin), and 4) the length of time they
got to know their partner before engaging in sexual intercourse. All of these factors can
be considered risky under the assumption that adequate protection is not used during

every sexual encounter. Since, of the sexually active students, approximately 25%
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indicated not having used condoms during their last sexual intercourse and 51% reported
engaging in sexual intercourse after knowing their partner for less than a few days, it is
reasonable to assume that the above factors are an adequate measure of sexual risk taking
behavior.

Future Directions

The attitude/norm, intention, and behavior relationship has been adequately
examined in the literature, both in the context of the TRA and in other behavioral models.
Exploring the relationship of the predictor variables among each other (vertical model)
instead of the linear model used with attitudes/norms, intentions, and behaviors, should
be explored (DiClemente, 2001). This type of analysis has the potential to demonstrate
the associative relationship between one’s own attitudes and the perceived beliefs of
one’s social network.

Furthermore, since gender was found to be a key variable contributing to attitudes
and subjective norms, perhaps a theoretical model that is more sensitive to gender role
differences will provide greater insight in this regard.

Concluding Remarks

Although the fall of the former Soviet Union and the economic and political
instability of Armenia have contributed to the current threat for an epidemic, it is crucial
to realize that these changes also serve to provide an infrastructure supporting
intervention measures. The mass media and local and/or international non-governmental
organizations can have a significant role in communicating pro-health messages, both to
the public at large and in various institutional settings such as schools and the military.

This study shows it would be important to do so.
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HIV/AIDS risk and protective factors of youth in Armenia

AIDS is a serious problem that threatens the lives of tens of millions of people around the world. This survey has been designed to
identify the extent of risk behaviors of some of the young people in your community.

Please answer all questions as honestly as possible.

Please do not write your name anywhere on the survey. There will never be any attempt to identify anyone who completes this
survey.

Instructions: Please circle the letter corresponding to the response that you choose for each of the following questions. Circle only
one response for each question. Do not circle between responses.

In some questions you will be asked to make use of rating scales with four places; you are to choose the space on your response form
which best describes your feelings or attitudes.

For example, if you were asked to rate how much you agree with the statement, “I enjoy school,” you would pick from the following:

definitely  disagree neither agree agree  definitely
disagree nor disagree agree
1 2 3 4 5

If you definitely agree with the statement, you would circle the number 5.
If you agree, you would circle the number 4.

If you neither agree nor disagree, you would circle the number 3.

If you disagree, you would circle the number 2.

If you definitely disagree, you would circle the number 1.

Thank you for your participation!

|Questi0ns 1 through S ask about personal information]

1. A. What institute are you studying at? B. Which department?
C. What year?

2. A. How old are you?
B. Are you married? 1. Yes 2.No

3. What is your sex? 1. Male 2. Female

4. What region or city in Armenia is your family from?

5. Which type of family structure best characterizes the family that you were raised in? Please choose only ONE of the following

I was raised by both parents living in the same home.

I was raised by both parents who did not live in the same home.

I was raised in a one-parent home by my mother.

I was raised in a one-parent home by my father.

I was raised by one or both of my grandparents.

I was raised by other family.

Other (please specify )

AN [ LY

[Questions 6 through 9 ask about who you feel comfortable talking t0.|

6. When you want to discuss sensitive issues (i.e. relationships, sex, drugs) which parent do you feel more comfortable talking to?
1. Mother
2. Father
3. Neither
4. Either mother or father, depending on the topic.



7. Do you have friends with whom you feel comfortable discussing sensitive issues?

1. Yes
2. No
3. I'm not sure

8. Do you have teachers with whom you feel comfortable discussing sensitive issues?
1. Yes
2. No
3. I'mnot sure

9. Besides your parents and your teachers at school, is there any other adult in your life with whom you feel comfortable talking
about sensitive issues (i.e. relationships, marriage, sex, drugs)?

1. Yes
9a - If yes, how many are related 9b- how many are non-related
2. No

[Questions 10 through 16 ask about smoking cigarettes.|

10. Have you ever tried cigarette smoking, even one or two puffs?
1. Yes
2. No

11. How old were you when you smoked a whole cigarette for the first time?

1. I have never smoked a whole cigarette
2. 10 or less

3. 11 or 12 years old

4. 13 or 14 years old

5. 15 or 16 years old

6. 17 or 18 years old

7. 19 or 20 years old

8. 21 years or older

12. During the past 30 days, on how many days did you smoke cigarettes?

No days

1 or 2 days

3 to 5 days

6 to 9 days
10 to 19 days
20 to 29 days
All 30 days

UGN R U5

13. During the past 30 days, on the days you smoked, how many cigarettes did you smoke on average per day?

1. I did not smoke cigarettes in the past 30 days
. Less than 1 cigarette per day

. 1 cigarette per day

. 2 to 5 cigarettes per day

5. 6 to 10 cigarettes per day

6. 11 to 20 cigarettes per day

7. More than 20 cigarettes per day

14. Have you ever tried to quit smoking cigarettes?
1. Yes 2. No 3. T have never smoked

A~ Wi



15. From the listed relatives or other close people in your life, which one has ever smoked or is now smoking CIGARETTES?

Mother
Father
Brother(s)
Sister(s)
Aunt(s)
Uncles(s)
Grandfather
Grandmother
Close Friends
Spouse

SO R NA LA LN
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Questions 16 through 26 ask about ALCOHOL use. This includes drinking beer, wine, oghi, cognac, champagne, and others
liquors. For these questions, drinking a few sips of alcohol during festive occasions do not count.

16. I BELIEVE THAT

definitely disagree neither agree agree definitely
disagree nor disagree agree
a. it is OK for me to drink alcohol once in a while 1 2 3 4 5
b. it is OK for me to say “No” to drinking when 1 2 3 4 5
friends offer me a drink
c. it is OK for me to say “No” to drinking when 1 2 3 4 5
family members offer me a drink
d. it is OK for me to drink when I’m alone 1 2 3 4 5
e. alcohol is harmful to my health 1 2 3 4 5
I alcohol is harmful to my relationships 1 2 3 4 5
g it is OK for me to get drunk every once in a while 1 2 3 4 5
17. MY PARENTS BELIEVE THAT
a. it is OK for me to say “No” to drinking when 1 2 3 4 5
family members offer me a drink
b. it is ok for one to drink every once in a while 1 2 3 4 5
c. it is ok to get drunk every once in a while 1 2 3 4 5
18. MY FRIENDS BELIEVE THAT
a. it is OK for me to say “No” to drinking when 1 2 3 4 5
friends offer me a drink
b. it is ok for one to drink every once in a while 1 2 3 4 5
C: it is ok to get drunk every once in a while 1 2 3 4 5
19. OTHER ADULTS BELIEVE THAT
a. it is OK for one to drink every once in a while 1 2 3 4 5
b. it is OK for one to get drunk every once in a while 1 2 3 4 5
20. IPLANTO
a. sometimes drink alcoholic beverages 1 2 3 4 5
b. say “No” to drinking alcohol when my 1 2 3 4 5
friends offer me a drink
c. say “No” to drinking alcohol when my 1 2 3 4 5
family members offer me a drink
d. sometimes drink alone 1 2 3 4 5

e. sometimes get drunk 1 2 3 4 5




21. HAVE YOU EVER

a. said “No” to your friends when they offered you alcohol 1. YES
b. said “No” to family members when they offered you

alcohol 1. YES
c. used alcohol when you were alone 1. YES
d. had health problems because you used alcohol 1. YES
e. had relationship problems because you used alcohol 1. YES
f. been drunk 1. YES

22. How often do you drink alcohol?

1. I never drink alcohol
2. Once a month or less
3. A few times a month
4. Once a week

5. A few times a week
6. Every day

23. How old were you when you had your first drink of alcohol other than a few sips?

. Thave never drank alcohol
. 10 or less

. 11 or 12 years old

. 13 or 14 years old

. 15 or 16 years old

. 17 or 18 years old

. 19 or 20 years old

. 21 years or older

AN WN =

24. During the past 30 days, on how many days did you have at least one drink of alcohol?

1. 0 days

2. 1 or 2 days
3.3 to 5 days
4.6 to 9 days

. 10 to 19 days
. 20 to 29 days
. All 30 days

N N

2.NO

2.NO
2.NO
2.NO
2.NO
2.NO

3. haven't asked

3. haven't offered
3. haven't offered
3. haven't offered
3. haven't offered
3. I don’t know

25. During the past 30 days, on how many days did you have 5 or more drinks of alcohol in a row, that is, within a couple of hours?

1. 0 days

2.1 day

3.2 days

4.3 to 5 days

. 6t0 9 days

. 10 to 19 days

. 20 or more days

<N O\ W

26. From the listed relatives or other close people in your life, which one has ever had problems with drinking?

Mother
Father
Brother(s)
Sister(s)
Aunt(s)
Uncles(s)
Grandfather
Grandmother
Close Friends
0. Spouse
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[Questions 27 through 43 ask about sexual relationships.]

definitely disagree neither agree agree definitely
disagree nor disagree agree
27. IBELIEVE THAT
a. itis ok to have premarital sex 1 2 3 4 5
b. itis OK to have premarital sex ONLY 1 2 3 4 5
with someone you have known for a long time
c. itis OK to have premarital sex with someone whom 1 2 3 4 5
they do not know very well
d. in order to protect oneself from STD's, one should 1 2 3 4 5
use a condom during sex
e. someone my age should use condoms ONLY if he/she 1 2 3 4 5
does not know his partner very well
f. my social environment will relate to me negatively if 1 2 3 4 5
I have premarital sex
g. unprotected sexual activity may pose harm to my health 1 2 3 4 )
28. MY PARENTS/GUARDIANS BELIEVE THAT
a. itis ok to have premarital sex 1 2 3 4 5
b. itis OK to have premarital sex with someone ONLY 1 2 3 4 5
if one knows them very well
c. itis OK to have sex with someone whom you don't 1 2 3 4 5
know very well
29. MY FRIENDS BELIEVE THAT
a. itis ok to have premarital sex 1 2 3 4 5
b. itis OK to have premarital sex with someone ONLY 1 2 3 4 5
if one knows them very well
c. itis OK to have sex with someone whom you don't 1 2 3 4 5
know very well

30. OTHER ADULTS BELIEVE THAT

a. itis ok to have premarital sex 1 2 3 4 5
b. itis OK to have premarital sex with someone ONLY 1 2 3 4 5
if one knows them very well
c. itis OK to have sex with someone whom you don't 1 2 3 4 5
know very well
31. IPLANTO
a. have premarital sex 1 2 3 4 5
b. only have sex when I've known my partner 1 2 3 4 5
for a long time
c. have sex with someone even if I've known them 1 2 3 4 5
for a short time
d. use a condom during sex so that I can protect 1 2 3 4 5
myself from STDs
e. use condoms only if I do not know my partner 1 2 3 4 5
very well
32. Have you ever said “No” to someone who asked
you to have sex? 1. YES 2. NO 3. Haven't offered

33. Dave you ever had sexual intercourse? 1. YES 2. NO



34. Do you know what a condom is?
1. Yes 2. No

35. Have you usually use condoms?
1. Idon't know what that is
2. yes
3. no

A. If no, state why, mark yes or no for each.

I don't have sex

condoms are expensive

condoms are hard to find

I don't find them to be necessary

it is not acceptable to me or to my partner
I use other methods of contraception
other (please note
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36. Isyour decision to use a condom dependent on how well you know your partner?
1. Never 2. Sometimes 3. Often 4. Always 5. Idon't have sex
37. If you have sex, how often do you use condoms?
1. Never 2. Sometimes 3. Often 4. Always 5. Idon't have sex
38. How often do you date someone before you have sex with them?
1. afewdays 2. A few months 3. More than 6 months 4. I don't have sex
39. How old were you when you had sexual intercourse for the first time?

1. Iwas years old
99. I have never had sex

40. During your life, with how many people have you had sexual intercourse?

1. with people
99. I have never had sex

41. The last time you had sex, which ONE method of contraception did you or your partner use?

I have never had sex

we didn't use any methods
birth control pills
condoms

withdrawal

rhythm method

other methods (please note which )
I don't know
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Do not answer if you are male.
42. Have you ever had an abortion

1. yes if yes, how many times (42a)
2. no

43. have you ever been pregnant or gotten someone else pregnant?

1. yes if yes, how many items (43a)
2. no
3. I'm not sure



[Questions 44 through 48 ask about the use of illegal drugs.)

44. Have you ever tried drugs such as hashish, opium, cocaine, methamphetamines, and others?

A. Yes
Please specify any drugs you have ever tried (list all)
44a

B. No

45. During your life, how many times have you used drugs?

1. 0 times

2. 1 or 2 times

3.3 to 9 times

4. 10 to 19 times

5. 20 to 39 times

6. 40 to 99 times

7. 100 or more times

46. How old were you when you first tried drugs?

1. Thave never tried drugs
2. 10 or less

. 11 or 12 years old

. 13 or 14 years old

. 15 or 16 years old

. 17 or 18 years old

. 19 or 20 years old

. 21 years or older
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47. During the past 30 days, how many times have you used drugs?

1. 0 times

2.1 or 2 times
3.3t09 times

4. 10 to 19 times

5. 20 to 39 times

6. 40 or more times

48. From the listed relatives or other close people in your life, which one has ever had problems with drugs?

Mother
Father
Brother(s)
Sister(s)
Aunt(s)
Uncles(s)
Grandfather
Grandmother
Close Friends
0. Spouse
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[Questions 49 through 62 ask about your knowledge of AIDS |

49. Have you ever been taught about AIDS or HIV infection in school?

50. A person can get AIDS from sharing needles to inject drugs.

51. A person can get AIDS from using public toilets.

52. A person can get AIDS from having a blood test even if the
instruments are sterile.

53. A person can get AIDS from having sex without using a condom.

54. A person can get AIDS from holding hands with someone.

55. People can reduce their chances of becoming infected with the
AIDS virus by not having any kind of sex with an IV drug user.

56. Anyone who has the AIDS virus can infect someone else during sex.

57. A pregnant woman who has the AIDS virus can infect her unborn baby.

58. Only men who have sex with other men get AIDS.

59. People can reduce their chances of becoming infected with the
AIDS virus by not having any kind of sex (being abstinent).

60. A person can get AIDS from being bitten by mosquitoes/ insects.

61. There is a cure for AIDS.

62. From where or from who did you learn about AIDS?

Your parent(s)
Your friend(s)

Your teacher(s)

Other adults

Your doctor

From books or newspapers

TV or Radio

Other (please specify )
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63. Please state your opinion about the importance of this

. True
. True
. True

. True
. True

. True
. True
. True
. True
. True

. True
. True

N
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. NO

. False
. False
. False

. False
. False

False
False
False
False
False

. False
. False

3.

w W

w W

W W W ww

w

Don’t know

. Don't Know
. Don't Know
. Don't Know

. Don't Know
. Don't Know

. Don't Know
. Don't Know
. Don't Know
. Don't Know
. Don't Know

. Don't Know
. Don't Know

Thank you for your participation!



QbhU< -h (UA9B“Y-h) rhulp b yquomuywampnua gopdnuabiph quuwhuwndwi
hanmwynnmpmt <upwunwih iphnwuwpnnipiuo opewuncd

Qtinpphipnyh huniinwipwywpwpnput hwdwhinwithep (QBUS Lud UMY jnipe wpnpibid &, npl
uwywrbnd £ nwuiywly dhipnuwynp dwpnluig uitph nne wohuuphnud: Wu hbnwyninnipmp tyyuwinwly
wuh wwpyne 2bU<L-ny upwlyne wendnyg yuwigquifnp Juppwgdtiph nwpuwdywonerut wunhwup
Swywutnwth Ephnwuwpnnugiut 2ppwinud:

unpnud Bup ywunwuhiublp htwpwynphte swth wulyting unyt hwpguphipphlnd wnwewnpywod
anpnp hwpgbiph:

Qtp wumbp hwpgwpbpphlh ypw dh gpbp: <wdnyywo bntip, np ng np bpplukt thnpd sh wh
yuwpytym nplik hwpgupkipehl (puginnh hupumpntup:

biswhu juughly hwpguebpefiilp. 3mpwpwigmp hwpghtt wwnmwupiwibihu opewtulh Uhie Jhpgphp 2bp
i pwd wwinwuhiwh nhdwg gpdwd phdp: Snipuupwigimp hwpgh hwdwp plunplip dhwgte dil uonwopowb:
Opno  hwpgbipnd Qtiywihg uywhwiedh wpunwhwpntp 2bp hwdwdwjunipuut wunpdwbp 3 tphowip
awlinnulh dhengny: “bnp whwnp L puinpbip wn 5 uhotiphg wyb, npp jwdwgnytie ubplugugunod £ Qp Lupdhpp:

Oppiuul. Gt Oty wnwewplynd £ wwinwupuwily, ph nppwin *Y bp hwdwdwgl «Gu . hwénypny b
Twutwhgmud nuuwfununyaniiutiph» windw htin, wwyw “bp whinp £ panptip hbnbgw) unwejuwtabphg
plk dklyp.

popnpndht hwdwdwy shd ng huuhud\lufu hwdwdwyu bd thnyhl
huwdwdwyu shd td, ns | ng hwdwdwyu bd
1 2 3 4 5

Gt pninpnyht hwdwdwji shp wundwl htiin, opewiwlh dbe Yhpgplip 1 pdwuswip:
Gl hwdwdwyu skp, opewliwlh dhe Ytipgptip 2 pywuowip:

Grati ng hwifwduwyl bip, ns ki ng, oppwiwlh gt Ytipgptip 3 pywiowip:

Gt hwdwdwyi bip, opowinulh dbe Yipgptip 4 pywbiowip:

Gt thndht hwdwdwi bp, 2ppwitulih dke Yipgpbip 5 pywiowip:

1-hg 3 hwpgtipp dbp wudtwlwl g ubph dwueht B

1. A. N1 p PNR<-nud bip undnpmud. B. N "p $uwlnywbinmd bp unynpnud. - -

C. 1 "p Gnpund e unynpnud. -

Y. A Pwth * tnwpblwl bp. B. Upnpnp “tnip widniubiugu s bp. (1). Wn (2). s

3. b "us ubinh bp wwnfuumd. (). Wpwlwl (2). bqulul

4. <wpuunwth n p dwpynd E puwldned &bp punwhpp.
5. bluswhuh "tk plnwthpp, npmu tip dbdwghy bip: Munpnud bup punply htinlyw ukphg dhuyt UGUC.

bhud dtdwgpt b dhliunyb tnwbp wwpnn Gplme dtnnubpu:

hud dbdwgpty Bu bplm dunnubpu, npntip dhliunyl tnwbp sEht wwpnud:
. bud dtowgpb £ duypu dbl dtnnny tnwit dtie:

(4).  bud dtdwgpty £ hugpu dby dungny tnwls dbe:

(5). bud dbdwgpt b tnwnu Gud wwwyu dhwuoh, Gud btputghg dilp:
(6). bud dtowgpb) £ wy wyquiwi:

(7). Uy (uunpnud Bup uoty) (q5a)

_— e~ —~
LI N
— N N

i




6~hg 9 hwnpgtipt wyt dwuht b, el nud hbn bp Gupnnuwund wulbnd ypmgh:

6. Gnp nuynud bp Unipp hwpgtiph dwuht ypmghy (ophwl ™ ubpught hwpwpbpngenidititin, ubipu, pupwntntph
gnpowdnentl), dkip dunnubiphg nph © htin bip wytjh wiltind Gupnnwtnad ypmgy:

(1) Unpu (3). s dbbh 8
(2). <npu (4).  Unpufud hnpu uhujwo phidwihg

7. Mt “p wpnpnp pultipitp (bowiwd, widmuhl), npnug htiin hupnn bp wiilind ypmighy luhun wbid twluits hwpgtiph
dwuhle

€8 wsn
(2). no
(3). Juwnwh sbd

8. Niut "p wpnnp puuwhmu(ukp), npnug htiin Lupnn bp wilbnd qpmgﬁ[ fuhunn wudtwlw hwpgbph dwuhte
(). u3n
(2 )it - 1D
(3).  duwnwh std

9. 9hp m}uhpnuf 4w " nplk wy swihwhwy, nph htin Gupnn Bp wiihtind ypmgh juhun wudbwlwt hwpgbph dwuh
(ophtwy  uhpught hwpwpbpnyeniuitph, ubipuh, Edpwnbnbph):

(1). W38N
Beti win, pwth “ul bu dby wyqubwh (q9a)---——--——- Ruwth "ul bl 8ty ng-wyquilut (q9b)—--————=
2 - 2

10-hg 16-nn hwpgbipp Ybpwpbpynud B dtuwfunnn dtubijnit:

10 . Gpplk dnpdl | bp dtubiy, jelihnuy dtil-tphnt wqued dntfup Ukpu pusky:

(). U3n
(2). - 12

11. Rwth * inwpblwt Ehp, bpp wnweht wuquid dtly phy dfuwfunin dfubighp:

(1).  Gpptip dbl iphy Shuwtunin sk otuby
(2). 10 nwpblwt ud wybh ¢npn
(3) 11-12 nnwpbluwl

(4). 13 -14 nwpbluw

(5) 15-16 nwpblwb

(6). 17 - 18 nwpblywl

(7). 19-20 tnwpblwi

(8). 21 mwpblwl fud wybh dbd

12. Jhipehl 30 opyw plpwgpmu pwih *op bip Stuwfunwn dub:

(1). Nsdhop

(2). 1-hg2on

(3)  3-hgson

(4). 6-hg 9op
(5). 10-hg19op
(6).  20-hg29on
(7). Panp30opkpp



3. dbipeht 30 opyur plaewgpmud, wit optiph, bipp dfuby bp, dhehtinud opbiwt pwth © hwwn dhuwfunin bip Sfuti:

(1). dkpeht 30 opduw pupwgpmd dfuwfunin shd Shuby
(2). 1dhuwhmuinhg ywlwu

(3). 1ohwfunun

(4).  2-hg 5 ohuwfunun

(5).  6-hg 10 Sluwfunun

(6)  11-hg 20 dtuwhmun

(7). 20duwhmin hg wybih

4. GppLk thnpdt °) bp widpnnendh pnnuby Stubyp:
(1) uwasn (2). N9 (3).  Gppbp shd ofuby
5. Uohip, foti Qtip htinbyw hwpwywinubiphg bud dintiphdutiphg n " £ bpplk dfuujunin Spub;.

Uuwyp

<uwyn

Gnpwyp(utip)

Lnyn(tin)
Unpuw-hnpwpenyp(ubn)
Unp=hnpbnpuyp(ubp)
Ny

Swtn

Uwnbiphd pultip(ubp)
Winwht

SrmommuOw e

16-hg 26 hwpgbpp Ybpwpbpynd Gu wybnhnih gnpowdnuewp: “tw tbpwemd £ quipbenipp, ghthl, onhl, tntuwulp,
swiiyuwgp b hyoputipp. (e hapglipp shib fepwpbpdmd hwinhuwdnp woppny op pwbh Gmd foitpmi:)

obip, uinpbidf, et nppwitn © Y bp hwdwdwyl hbwnlywy Lupdhpubphg mpuwpwisnphi.

i. Gu ljuapdmud bid, np.

pninpnyht hwdwdwgb sk ny hwdwdwit  hwdwdwyu bd thndhu
hwdwawil sk t, ns b ns hwdwawyb bd
(@). Cunmubih k, np bu 1 2 3 4 5
Gppbdl wyhnhnjuwght
fudhsp fudbd :
(). Cunnubih £, np dbpdtd 1 2 3 4 5
pullipuiphu, bpp wnwewplku
hud fudb)
(©). Cunniutith £, np dapdtd 1 2 3 4 5
plunnwupphu wugwdukpht, Gpp
wnwownlbl htd hudby
(d). Cunmubyh &, np bu 1 2 3 4 3
bppbdt dhwywly fudbd '
(). Wynhnyp Juwuwlwp £ hd 1 2 3 4 5
wnpnnontajwt hwdwnp
@. Whnhnp Gupnn £ luwugupky 1 2 3 4 5

opewwwinf htitn hd
thnfuhwpwpbpnuemuubpht
(g). Cunniubyh £, np bu bppbdu hwppbd - 1 2 3 4 5

W)



17. b dunnubipp updmd L, np.

pninpnght hwdwdwgb shd

hwdwdwyt shd

(@). Cunmbh £, np dapdtd 1
punwithphu winudubiphi, bpp
wnwowplbu htd fudtby

®). Cunmubyh £, np dwpn Gpphdu fudh 1

(). Cunnmiubyh £, np dwpn bippbdu hwpph 1

18. bl pullipulipp Lupdnud ki, np.

pnpnpndht hwdwdugu shd

hwdwdigu shd
(@) Cunnnilibiph £, np dapdtd 1
pulpubiphu, tpp wnwewplku
hud halby

(b). Cunmubyh &, np dwpn Gpptdu judh 1
(c). Cunmubh £, np dwpn bppbdu hwpph 1

19. bl opowuyuiinp dwpnhly huponad ki, np.

N

pninpny ht hwdwdwyu shid

hwdwdwyt sbd

(@). Cunniubih £, np dwpn Gppbdu fudh 1
®). Cunmutih &, np dwpn Gppbdt hwpph 1

20. Gu dunwnpp hd.

pinpnyht hwdwdwyt skl

hwdwdwyt skl
(a). bppbdt wyynhnpught pudhsp 1
anpdwoh)]
(b). hpwdwpyty pulbpubphu 1
wnwewnplny fudbjnig,
bl shd gutyuitinud
(c). hpwdwnpyb| putnwthphu 1
wnwewnyny fudbnig,
bt shl guitlyuwtnd
(d). tppbdl fudhy, Gpp dhuwgwl Bd 1
(e). tppbdU hwpply 1

21. “kmp bipphk.

(@). «ns» wuk ‘| bp, ipp Qbip pullipl
wnwewpnlty £ 26y fudtyg

(®). «ny» wuk | bip, ipp Qbip pinwhph wigudi
wnwewnlby £ by fudty

(c). wylnhny oqunwgnpdt | bip, tipp Ublw bp kinty

(d). wylynhn) ogunwgnpdbnt wwndwnny
weniewlwl juinhputip mubkgh | bp

(e). wylnhn; ogunwgnpodbnt wwwndweny opgwiwuinh
htitn thnfuhwpwpbpnuyentuttinh fuinhp mkgh ‘) bp

(®. hwnpb | bp

to

[39)

3e]

[ S I O

(1) U3nN
(1. W38N

(1). W3N
(1) W3N

(1). W38N
(1). WwsN

ng hwdwdwyl
b, ni Ly ng

3

W

ng hwdwdwjl
tU, ns k| ng

3

L) W

ny hwdwduyl
b, ns b ns

3

2
J

ng hmtim&\uu‘u
bd, ns £ ng

"
3

-
™

[o%)

VSRR OS]

(2). N2
(2) N2

(2). N2
(2). N2

(2). N2
(2). N9

hwdwdwyu B thnyht
hwdwdwyb bd

4 ' 5

=
W

hwdwd wyu b thnyht

hwdwd wyt b
4 5
4 5
4 5

hwdwdwu b thnypt
hwdwdwt bd

i~

hwdwdwiu b thndpu
hwdwduyt bd

4 5
4 5
4 5
4 5
4 5

(3). bl wnwewnlby

(3). bl wnwewnlyty

(3). 2bb wnwewnlky
(3). bl wnwewnlty

(3). QPghwbu



22.. Unynpupwip nppw " hwdwhu bip “nep wyynhnpuyht adhsp ogunwgnpdnud

(1). bppbp std ogunugnponid

(2).  wdhup 1 wugud hud wybih hwywunby
(3).  wdhup dh pwih wuquud

(4).  owpwpp 1 wuqud

(3).  swpwep dh pwih wuqud

(6). wlklop

23. Rwth * tnwnbluwt Ehp, bpp wnweht wigud wyynhnpuht fudhsp fudtighp, shwedwd dh puwith Gnodp

(1).  Gubippbp dh pwtth hnudhg wybih owin wibnhnjught fudhsp sl fudty
(2). 10 nwpblwt ud wybh thnpp

(3).  11-12 nwpbljwu

(4). 13 - 14 nwpbljwi

(5). - 15-16 nwpbljub

(6). 17 -18 nwphljwl

(7). 19 - 20 nwpblwt

(8). 21 nwpbluwl hud wybh dbo

24. Jtpohti 30 opyw plewgpnut puth ©op bp wrtwyl Wkl pudwly wilnhnpught fudhsp hudty

(1) Nsdhop

(G2.): 1-hg 2 op

(3). 3-hg5op

(4). 6-hg 9op
(5) 10-hg19on
(6). 20-hg29op
(7). Pnnp30opkpp

25. dhpeht 30 optw plpwgpnid pwith “op bip hpwp ttnlthg 5 Gud untigh pudwly wyynhnpught fudhsp fudby pune-widbup dh
pwlh dwddw pupugpnid

(1) (15 dhop
(2) 1on
(3) 20n

(4 ) 3-hg3op

(5). 6-hg9on

(6). 10-hg19op

(7). 20op Lwd wth

26. Uokip, 1oti 2bp htinlyw hwpuwywinibphg Gud dinkiphdutiphgn “Y £ ipplt hwppbgnnnueyuwi wpnptd nibbgh).

A. Uwp

<uwyp

Gnpuwyp(utip)

Enyp(tp)
Unpw=hnpwpnup(utp)
Unp-hnpbnpuyp(ubp)
Ny

Swin

Unbiphd pulybip(utip)
Wdnwht

FrmommYOW



27-hg 43 hwpgtipp Ybpwpbpymd U ubnwlwl Guph:

27. Gu Lwpdnud bid, np.

panpnyhu
hwdwdwyu sbd

(a). Gwuphh £ 1
wpunwidnubwluwt ubpwlw
hwpwpbpnienu nlubuwy

®). Gwntih £ wprnwdniuiulwi 1
ubnwlul hwpwpbpnienit niublwg
thuwyt wyl dwipnne hbn, nphu Gplup
dwdwuwl swlwsnd bu

(©). Gupth £ wpnwdniubwlut 1
ubnwliut hwpwpbpnenda nubuuy
phs Swinp dwpnnt htitn

(d). Npuwbuyh dwpn wwownwwyh 1
ubnwlwt awtwwywphny
thnfuwligynn hhjwunmipniitbiphg,
whunp b ywhywiwy
(ypbybipwinhy) ogunwignpdh

(e). Uwpn whwnp £ ywhuwbwl 1
(wpbybpywinhy) oquiugnpdh
dhuy wyt nwpnud, Bpp hp
ynigpulbpnep Jun £ Swlwsmd

0. bd oppwuguiinp hud Jun 1
Lubpwpbpdh, beb bu wwpbd
wpunwdniutwlwt ubnwlw
Lyuwlipny

(). Quuoinuyu iy wd ubnwilw 1
hwpwpbpnsmmuubpp Lupnn Bu
g ubipupwuguby hd
wennentawl hwudwnp

28. b dungubipp Lupdmd G, np.

pninpnhl
hwdwdwju sbd

(@). Uwpbh & 1
wpunwidniuiwlwt uknwlwt
hwpwpbpnpymt niubluwg

®). Gwpbih £ wpinwdnowlwb 1
ubnwlwu hwpwpbpnemb mubtwy

dhuni wyt dwpnme hbwn, npht Gplup
dwiwtwl cwwsmd bu

(c). Uwphh £ ubnwluu 1

hwpwpbpnieymt nuklw
phs dSwnpe dwpnm hbwn

hwdwadwt sbd

hwdwdwju sbd

ns hudwduwyl
tud, ns £ ng

3

(%)

(9%

(O8]

W

w)

nzAhLudLu(S\u.uh
td, ny b ng

-
J

(98]

hwdwd wju b

hwdwdwyt Gd

thnyht
hwdwdwyu bd

5
J

v}

thm/hl

hwdwdwju bud

S

w

v



29. bl pullipiipp hupdmd L, np.

pnnpnihl
hwdwdwyt sbd

@). Quwptih £ 1
wnunwdnuuiwluwit ubpwlwt
hwpwpbpnuenit mubtuy

(®). Gwpbih £ wprnwdnoiwlut 1
ubnwiwt hwpwpbpmpmu mubbuy
dhwyt wju dwpnm hbn, nphu Bplup
dwdwtwl dwtwgmd tiu

(¢). Uwpbh £ ubnwljwt 1
hwpwpbpnyenit mubliug
phs dwinge dwpnn hbn

30. had opowwunp dwpnhly fwpdnud G, np.

pninpnhl
hwdwdwyt shd

(@). Gwpbih k& 1
wpunwdnuubiwlwt ubnwljuwt
hwpwpbpniyeint mubtwy

®). Uwpbih £ wprnwdniniwlwt 1
ubnwlwt hwpwpbpnemu niubbwy
dhwy wiyt dwpnne hbw, npht bplywp
dwdwliwl swlwgnd bu

(©). Guphbih £ ubnwlwl 1
hwpwpbipnien niubuwy
phs dwtnge dwpnnt htin

31. Gu dwnwnhp hd. pnnpnyh
hwdwdwyu shd
(a). Mubuw] wpnwdmutwlwt 1
ubnwlwt hwpwpbpnieint
®). Uptnwidniubiwlwt ubnwlut 1

hwpwpbpniein mubtiwy dhugi
wju nhwpnd, beb tiplup dudwtwl
Swuwsnd bl ymgpulbpneu

(©). Upunwdniuuwluwt ubnwlw 1
hwnwpbpniemt mubuw) phy
owtnpe dwpnnt htin

(@). Pinp nhwpbpnd wwhwwwly 1
(wpbybipunhy) oqunugnnodty
ubnwlut hwpwpbpmeuwu
dudw il

(e). Mwhwwuwl (ypbybpdwunnhy) 1
oqunwgnndt] dhuyh
wjl nbwpnud, ipp ymqpultipnpu
Yuin b Swtwgmd

32. “Fmip tpplk « ns» wuk ) bp, tpp nplik Jdkyp
Oy ubnwljwt hwpwpbpneiniu £ wnwewnlby

hwdwdwyu shd

hwdwdwyu std

hwdwdwyt sbd

(1). W8N

ns hwdwdwyu
tf, ng £ ng

3

W

ny hwdwdwyu
Ld, ns E| ng

3

w

(O8]

ng hwdwdwju
tuf, ng by ns

-
S

~
J

W)

(%)

(2). N2

hwdwdwu b thnyhtu

hwdwdwyu bd
4 v 5
4 5
4 5

hwdwd wyu b thnyht

hwdwdwy bd
4 5
4 5
4 5

hwdwdw)u Bd thndht

hwdwdwu b’
4 5
4 5
4 5
4 5
4 5

(3). 2hu wnwewplby



33. “tnup bipplk ubnwlwl hwpwpbkpmemb mubgh " ke (1), WN (2). N2
34. Ghwnt “p, pti hus £ wwhuywbwlp (1) U3nN (2). N2
35. “bip punhwinwwbiu wwhwwiwl ogunwgnpdnt U bip

(1). Qghwnbd ol qu hs k
(2). W3N
(3). N2

A. Gt N2, huy “m shp oquwgnpdnud (futinpnud Eup tokiy pnpnp hwdwuyuin wuhuwl inwppbpulubpp).

Ubnwlwu hwpwpbpnyeimt sbd mubunud
Nuwhwwlwlp pwly £

Nuwhwywuwyp ndduwp £ Swpynd

. Wuhpwdbown shd hwudwpmd

(5). Cunmubyh sk hd hud ymagpulbpnou hwdwp

(6 ). Ogunwgnponud td hnhnyeniup uithubim wy dheng
(7). Wy (uokip 35a7a)

BN =

~ NS A~

36. Ubnwlw hwpwpbipniput dwdwbiwl ywhwwiwl ogunwugnpdtynt npnonidp upuyw 8 £ wiu puthg, phbnppuwl jwy
ip Swuwsmd Abp ymagpulkpnep

(1). Gppbp (2). Gppbdu (3).<wdwfu  (4). Uhown (5). Ubnwlwt hwpwpbpnient sbd mubund
37. Gpp ubnwlwt hwpwpbpnuegnt bip niubumd, nppw "t hwdwiu bp wwhwwwl oquiwgnponud
(1). Gpphip (2). Gpptdu (3) <wlwpu  (4).Uhown (5). Ubnwljw hwpwpbpnyeind sbd mubumd
38. (Ippw U dwdwbwl bp hwinhynid dbbh hbin wjupwt ubpwlwt hwpwpbpnenu mutuwgp
(1). Uh pwtthop  (2).Uh pwh wihu (3). 6 wduhgunjtith (4). Ubnwlwt hwpwpbpnyania shd miutiund
39. Pwh * twptiwl thp, Epp wnweht wiqud ubnwlwl hwpwpbipnyent mubguip
(1) ——————————— nwpblwl kh
(99). Gpptip ubnwlut hwpwpkipneniu std niubghy
40. Qtip wdpnne Wwupnud pwith © hngnt htitn bp ubipwlwt hwpwpbpneni niubigh)

(1) hngnt htiin

(99). Gpptip ubnwlwt hwpwpbpniemt shd mubgh)

41. dbipeht wiqud, bpp ubnwlwt hwpwpbpnie it bip niubghy, e Gwd tp ynigpulbipe hnhnuenip Gugubne b "ug
fheng bip ogunwgnpoti: (Cuwnpbp dhuyt UGY ywnwuhuw):

(1). Gppbip ubnwlwl hwpwpbprenit sbd niubghy

(2). N5 dh dheng sbup ogngnpdly:

(3). <wlwpbnduwynpdwt hwpbp

(4). Twhywwy (ypbybpunhy)

(5). Ubnwlwt whwnh punhwinnd

(6). Opwgnyguht Ukienn

(7). Npuk wy dheng (fuunpmud Bup usky 41a)
(8). 2ghwnbd




Goti wpwlwi ubnhb bp wunnlwimd, v wennwuepnuilbp 42-py hwpghb:
42. Gpplt wphbunwlwt Jhdnod (wpnpi) mukgh °) bp:

(1).UsN Gt wn, pwl “h whqud 42a
G2).. N2

43. “Ynip bpplit hnhwgt ) Gp Gud dklht hnhwgpt °) e (1). U3N (2).N2 (3). duwnuwbh sbd
A. Gpb wn, pwl “h wuquu (432)

44-hg 48 hwpgtipp Ybapwpbpdmd LU pdpwntintph gnpowodm putip:

44. Gnplk hwoho, othhnud, 4nlwhl, dhnwddbnwdhtubn b wy tdwl pdpuntintp oguniwgnpdt | bp

(1). W38N
{23110
Gt wn, fuunpmud bd Uskip pnpnp edpwntintipp, np “bmp Gpplik oquiwgnpdty bp

44a
45. Qbip lywupnud pwtth © whquid bp pdpwnbin oguwugnpdt;

(1). N dph woaqud

(2).  1-hg 2 wuqud

(3). 3-hg9 wbqud
(4). 10-hg 19 wuqud
(5). 20-hg 39 wuqud
(6).  40-hg 99 wuqud
(7). 100 wiugqud b wykih

#6. Pwuh " nmwpblw Ehp, bpp wpweht wuqud pupwntin oqunwgnpdtghp

(1). Gpplp pdpunbn sbd ogunwugnnpdty
(2). 10 nwpblwu ud wdbh tnpp
(3)  11-12 nmwpblwl

(4). 13 -14 nwpblut

(5) 15-16 nmwpbljwl

(6). 17 -18 tnwphljwl

(7). 19 -20 tnwpblwl

(8). - 21 mwpblwt hud wybh 6o

47. Jtipehu 30 opyw plupwgpnul pwiih * wuquu bip pupwnbn ogunwagnpodty

(1). N dh wugqud

(2). 1-hg2 wiquud

(3) 3 -hg9wuqud

(4).  10-hg 19 wbquud
(5). 20-hg 39 wugud

(6). 40 wugqwd Luwd wdbh



8. Uglip, foli Quip htinlywy hwpwywinibphg Lud dinbphdttiphgn "y & Gpplk edpuadngmpat wpnpytd nbgt.

A, Uwyp

<wyp

Grpuyp(utip)

Enyn(tip) ‘
Unpuw~hnpwpnyp(ubp)
Unp=hnpbnpuyp(ubn)
Ty

Swin

Unbiphd pulbp(utip)
Wdntupt

SEEmEomMEmYOWw

49-hg 62 hwpghpp Yepwpbpynid Gu 2bUL-b (UTPY) dwuht Qbp hdwgniputp:

9.

Yuypngnud Gusd PNP<-mud bpplik 26y unynpligpt | b,
b huswhbu 5 Jupwhymd 2bU<L-ny

(1) U3N

29hip, &how b @l ufuwy hinlyuy Gupdhpbbphg wmpupuismpp.

0.

Qb U -ny uwpbih £ Jupwlyb) niphoh
wubinny pupwnbn upuldbhu

CObhUR —ny Guiptbih £ Juwpulyb) hwuwpululub

ymaupuithg ogunyhhu

. QhUS -ny Lunbh £ jupuldb) wpput plngegmt

uwihu, unyuhul Gl wubnp b pnnp dn pdolulju
wuwpwguwubpp wunwhwidwsd bu

COh UK —ny Guiplh £ Jwpwbyby wnwg wywhwwwbh

ubnwlwt hwpwpbpnipinu mubuw hu

C2bUR —ny Yuwpbh £ Jupubybp 2bUWU<-ny hhywunh

&bnpp pnubihu

-Uwpnhy hupnn &b b wybguby 20US -ny Jupwlytin

huwjwbwlwunyaymup  ubnwlw hwpwpbpniginiu
sntubliwgny ubpbpwluht pdpwntin oguwgnponn
wldwg htwn

. Qb UK -h dphpnund Jupubdwd wbdp

ubnwlwt hwpwpbpnput dudwuwl
Gupnn £ Jupwybp ymapuybpnep

. 2bUK - h Jhpmuny uwpwljwd hnh Ghtip hupnn

E dwpuwhly hp soudwd yuwbh

. Uhuwyts wyt tnquafwpnhly, np ubnwiut hwpwpbpnieniu

B mubtmd wy nnudwpane hbn, upnn Bu
Jupwlyb 2bUS -ny

39. Uwipnhly upnn bu tjwybgul) 20 US -ny Jupwbybim

hwywiwlwunpmup, beb wwonmuuwuwd
ubnwluwt hwpwpbpmeniu niubiwt

(1). dhon &

(1).dhown k&

( 1).dhown k

(1). dhown k&

(1). dhown k&

(1). dhown £

(1).dhown £

(1).dhonn k&

(1).dhown k&

(1).dhon £

10

(2). N2

(2). Uuuy £

(2). Uhuwy £

(2). Uy k&

(2). Uhuw k£

(2). Uy k

(2). Uhuwy £

(2). Uhuwy |

(2). Uy £

(2). Uhuwy £

(2). Uy &

(3). 2t hhomd

(3). 2qhuntud

(3). Oghwnhbid

(3). Qqhwntid

(3). 2ghwnbtid

(3). 2qhwntul

(3). Qghwnbid

(3). Qqhwntd

(3). 2ghinbid

(3). 2ghwnbd

(3). Qghwnbd



1

dmpmy gmielwbhmnnmp gz nwiehulmhmipdunoH

nynmp nmfehudunumh nmiehuwnuhmungy nfm dq Jdyedmh 2n  gel ‘pydlnn| dgbmnpy g

(14z9 dnen) iy (H)
Byiuguma pmh Bynwfehunqunmuimuugs,. (D)
Byunelungel pmh 6dunddy (4)

: nbyhdpg (9)

Bybnmhldmp I (@)

nBydgnnunjmnmy, (D)

nBuUnUny ()

nbyugnlung (v)

ddgnnmanmumn nmoynmnmmmpmy dulud dnénmynmp = Spdg 96mpy dg 6, Yugundu pmh 6, gmy z¢
muybg «(¢)  JImnjn(z) Jweye (1) 3 mwfelutmmhdy buhpd d-Sdg 1

Inghhmudmh
mugbs *(e)  3imnn (z)  Jweyp (1) hu= sS4z 7 Ylgumh Bybuelimn Yum3yn/hmeu ) "¢



Appendix B

Approval: LLU Institutional Review Board

74



11
S Ao 2 = h

INSTITUTIONAL REVIEW BOARD ~~ [OSR# dezoa ]
Initial Approval Notice - Expedited Review

OFFICE OF SPONSORED RESEARCH + 11188 Anderson Street + Loma Linda, CA 92350
(909) 5584531 (voice) + (909) 558-0131 (fax)

To: Kiti Freier, PhD
Department: Psychology -
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Loma Linda University
American University of Armenia

Informed Consent

You are invited to participate in a research study entitled: “A theoretical model for
HIV/AIDS risk behaviors of students in Armenia.”

Purpose
The purpose of this study is to learn more about the attitudes of young people regarding

behaviors that might potentially be harmful to their health. This study is specifically
designed to understand behaviors, which might put them at risk. As far as scientists
know, some of these behaviors are not as much of a threat in Armenia as they are in other
Eastern European countries such as Russia and the Ukraine. However, it is very
important to understand the behaviors and attitudes of adolescents that may put their
health at risk so that we can develop ways to help prevent such risks.

Procedure

With your consent, you will be given a questionnaire in class asking your opinions on
beliefs of sexual activity, drug use, alcohol consumption, and condom use. Participation
in the study will take about 45 minutes.

Risks

The types of questions you will be asked are sensitive and may cause some discomfort.
However, you may stop at any time. Any information you reveal on this questionnaire
will remain completely anonymous, and no effort will ever be made to identify you.

Benefits

The benefits to you are that you will become aware of the potential danger of some
behaviors. Furthermore, the data gathered from this study will be used to understand the
needs of adolescents in future prevention and education programs. This data can
potentially be used to gather funds and resources from the diaspora to aid in the
establishment of educational programs.

Confidentiality

No attempts will ever be made to identify individual responses by the researchers or their
teachers. No one will be asked any identifiable information. The results will be
summarized so that no one can be personally identified. No one will ever know what you
report on the survey.
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Participants’ Rights
You are free to withdraw from this study at any time. Participation is completely
voluntary and has no impact on academic performance in school.

Impartial Third Party Contact
If you wish to contact an impartial third party not associated with this study regarding

any complaint you may have about the study, you may reach R. Gasparyan from the
Ministry of Education at: 58-95-26.

Informed Consent
Please read the following and sign below for consenting to your participation in this
study:

“I have read the contents of the consent form. My questions concerning this study have
been answered to my satisfaction. I hereby give voluntary consent to participate in this
study. Signing this consent document does not waive my rights nor does it release the
investigators, institution or sponsors from their responsibilities. 1 may call Talin
Babikian at 27-43-08 if I have additional questions or concerns.”

Signature of Student Date
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