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ABSTRACT 

DISSERTATION: I Think I’m Clean: Predicting College Student’s Intentions to Get Screened 

for Sexually Transmitted Diseases 

STUDENT: Lauren A. Pucci 

DEGREE: Doctor of Philosophy 
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PAGES: 101 

  A wealth of literature exists regarding a variety of health-promoting and help-seeking 

behaviors. Researchers have sought to identify predictors of certain behaviors in order to more 

effectively promote them. One such behavior is that of STD screening. While the rates of STDs 

have been well documented among young adults, including college students, little is known 

about their actual screening behaviors and what factors predict it. The purpose of the current 

study was to examine the factors that may contribute to college students’ intentions to get 

screened for two common STDs of varying curability – chlamydia and genital herpes – using an 

integrated theoretical approach combining factors from the Theory of Planned Behavior and the 

Health Belief Model. Data were obtained from 364 college students and analyzed using 

hierarchical regression analyses. Further, differences between these two STDs were examined 

using analyses of variance. For both chlamydia and genital herpes, more positive attitudes 

towards screening, less negative subjective norms, and greater perceived susceptibility to STDs 

predicted greater intentions to screen for STDs. The results from this study help to better explain 

college students’ intentions to get screened for STDs. Limitations, implications, and suggestions 

for future research are also discussed.
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I Think I’m Clean: Predicting College Students’ Intentions to Get Screened 

for Sexually Transmitted Diseases 

There is a wealth of research available regarding a variety of health-promoting behaviors 

from exercise to medication adherence.  Yet, there is considerably less research available on 

sexual health behaviors.  Of the available research, a majority on sexual health behaviors has 

examined HIV/AIDS with less attention to curable, but increasingly prevalent sexually 

transmitted diseases (STDs; also referred to as sexually transmitted infections in the literature) 

such as chlamydia and gonorrhea (Barth, Cook, Downs, Switzer, & Fischhoff, 2002; Boudewyns 

& Paquin, 2011; Mulholland & Van Wersch, 2007; Zak-Place & Stern, 2004).  Genital herpes, 

another common STD, has not received due attention in sexual health research; it is a unique 

diagnosis that, while incurable, does not present with the same potentially severe health 

consequences that HIV/AIDs does (CDC, 2017).  American college students continue to suffer 

high rates of STDs (ACHA, 2016), but little is known about their STD screening behaviors.  

Various theoretical frameworks, such as the Theory of Planned Behavior (TPB; Ajzen, 1985; 

1991) and Health Belief Model (HBM; Becker, 1974; Rosenstock, 1974) show promise, but have 

yet to be applied to this specific context and population.  Therefore, an obvious gap in theoretical 

and empirical research exists regarding the STD screening behaviors of college students. The 

purpose of the current study is to employ these two theoretical frameworks in hopes of better 

explaining STD screening behaviors, or lack thereof, in a college sample.  

Prevalence of Sexually Transmitted Diseases 

 In 2016, the Centers for Disease Control and Prevention (CDC) released their most recent 

report on STD surveillance. The preparers of said report noted they obtained the largest number 

of new cases ever reported for one single health condition.  What was this condition? Chlamydia. 
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To be exact, 1,526,658 new cases of chlamydia were reported to the CDC across the United 

States, a 5.9 percent increase since 2014 (CDC, 2016b). Data are less clear on the prevalence of 

genital herpes, a common and incurable STD, as it is not nationally reportable. The CDC argues 

that this specific condition goes vastly underreported, as many individuals go untested and 

remain unaware they have herpes (CDC, 2016b).  Still, conservative estimates suggest that 

approximately 1 in 6 people ages 14 to 49 have the disease (CDC, 2017).  Over half (64.3%) of 

all new STDs are acquired by young people between the ages of 15 and 24 (CDC, 2016).  

Sexual Health Behaviors of College Students 

 As noted above, young people contract STDs at higher rates than other age groups (CDC, 

2016b).  One sub-group included in this age demographic is college students.  Research on the 

sexual activity of college students has consistently found evidence of risky sexual behaviors that 

can increase likelihood of STD transmission.  In its recent assessment, the American College 

Health Association (ACHA, 2016) found that many college students reported engaging in sexual 

acts (oral, vaginal, and/or anal sex) with multiple partners.  Unfortunately, less than half of the 

respondents reported regular or consistent condom use (vaginal intercourse– 47.8%).  This 

percentage dropped significantly when other sexual acts were included (oral sex – 5.4%; anal 

intercourse – 27.5 %). This is a problematic combination, as unprotected sex with multiple 

partners can easily lead to rampant transmission of STDs.  

  In response, many health promotion efforts have targeted STD transmission on college 

campuses (Tappe, Allensworth, & Grizzell, 2010).  Much of the available research and outreach 

programming has focused on increasing condom use and reducing the number of casual sexual 

partners, but less effort has focused on the STD screening behaviors of college students – another 

noted sexual health behavior. Still, studies that have at least assessed this health behavior among 
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college students tend to find low rates and low intentions to screen for STDs (e.g., Balfe, Brugha, 

O’Connell, McGee, O’Donovan, & Vaughan, 2010; Barth et al., 2002; Moore, 2013).  For 

example, Barth and colleagues (2002) found that 61 percent of college students reported never 

being tested for a STD. Likewise, Moore (2013) reported that only 43.5 percent of 292 college 

students reported past testing for chlamydia/gonorrhea.  More shocking was the fact that almost 

one-half (49.3%) reported no motivation for future testing.  These findings beg the question 

about what psychosocial factors might help to explain or predict this specific health behavior.  

What might facilitate more regular STD screenings among college students?  And, what barriers 

exist that may prevent or deter college students from engaging in this health behavior?  

Understanding and Predicting STD Screening Behaviors  

Theory of Planned Behavior 

   One theory has garnered considerable attention for its ability to identify factors that 

predict a variety of behaviors – the Theory of Planned Behavior (TPB; Ajzen, 1985; 1991). It has 

been found to predict a variety of health behaviors, from psychological help-seeking to 

medication adherence, to condom use (Armitage & Conner, 2001; Tyson, Covey, & Rosenthal, 

2014).  It posits that behavioral intentions and subsequent behaviors can be predicted from 

attitudes toward the behavior, subjective norms around the behavior, and perceived behavioral 

control over completing the behavior.  Attitudes refer to global beliefs about the possible 

outcomes of performing a behavior.  Typically, this involves measuring attitude valence, or the 

positives and negatives associated with that behavior.  Subjective norms refer to a person’s 

perceptions of how others will react if they perform a certain behavior. Finally, perceived 

behavioral control (PBC) helps to account for aspects such as self-efficacy about performing the 

behavior and barriers to engaging in the behavior, such as perceived accessibility and cost or 
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affordability.  A notable strength of this model is that it takes social norms into account, 

something that appears to be particularly salient for sexual health promotion due to the social 

nature of the behavior.   

 Armitage and Conner (2011) conducted a meta-analysis of 161 studies that employed 

TPB-driven health interventions for a variety of behaviors including smoking-cessation, dieting, 

exercise, alcohol use, and condom use.  They found that the TBP constructs accounted for 39 

percent of the variance in intentions, while intentions accounted for 25 percent of the variance in 

behavior.  Additionally, PBC accounted for an extra two percent of the variance in behaviors 

over intention alone.  Due to the magnitude of the study and diversity of behaviors assessed, this 

suggests strong evidence of the utility of the TPB to predict behavior.   

 More recently, Tyson and colleagues (2014) conducted a meta-analysis that specifically 

looked at TPB-informed interventions for increasing condom use or protected sex, as well as 

buying and carrying condoms.  Thirty-two unique studies were included in the analysis, 

accounting for 47 interventions.  Pooled effect size from the 34 interventions targeting condom 

use/protected sex was found to be Cohen’s d = 0.127. Thus, these safe sex behaviors were 

increased by 13 percent by using interventions informed by the TPB. Tyson and colleagues noted 

that while the effect size was small, the interventions performed equally well when tested against 

no-intervention control groups as interventions that provided other sexual health information. 

Further, effect sizes varied across studies/interventions, which may have been due to a variety of 

reasons, including differences in methodology (e.g., measurement, passive/active interventions).   

While these extraneous variables may explain the lower effect size for TPB interventions, these 

results also suggest there are other variables, not included in the TPB, which may help to better 

promote various health behaviors. So, are there other theories that may help to better illuminate 
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what influences one’s decision to get screened for a STD? 

The Health Belief Model 

  The health belief model (HBM; Becker, 1974; Rosenstock, 1974) is another popularly 

employed theory in health research.  The HBM model posits that personal beliefs or perceptions 

about a disease as well as the strategies or services available to combat it, help to explain or 

predict behaviors.  The four main constructs of this model refer to: perceived severity (how 

severe one judges the disease to be), perceived susceptibility (personal assessment of likelihood 

of contracting the disease), perceived benefits (one’s conclusions regarding the benefits of 

performing the behavior), and perceived barriers (opinion as to what will impede one from 

engaging in or adopting the new behavior).  More recently, additional constructs were added to 

the model, including self-efficacy, cues to action, and motivating factors (Rosenstock, Stretcher, 

& Becker, 1988).  

  Since its inception, the HBM has been used to explore a variety of health behaviors.  

However, few studies have measured all elements of the HBM as predictor variables 

simultaneously.  This was a challenge faced by both Harrison, Mullen, and Green (1992) and 

Carpenter (2010) when they conducted meta-analyses to test the effectiveness of this theory to 

predict various health behaviors. Harrison and colleagues (1992) found significant, though small, 

effect sizes for the main four HBM predictor variables – susceptibility (β = 0.15), severity (β = 

0.08), benefits (β = 0.13), and barriers/costs (β = -0.21).  More recently, Carpenter (2010) found 

perceived benefits and barriers to be the most significant predictors of subsequent behaviors.  

Further, the effect sizes were larger for preventative behaviors (e.g., health screenings) compared 

to treatment-related behaviors (e.g., smoking cessation, medication compliance). Few studies 

have investigated the HBM in the context of STD prevention efforts (e.g., increasing condom 
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use, STD screening), but what is available shows promise.  

Integrating TPB and HBM 

 There appears to be considerable overlap between the two aforementioned theoretical 

frameworks.  Perceived behavioral control (PBC) from the TPB arguably encompasses the HBM 

tenants of self-efficacy and perceived barriers.  Attitudes, if measured effectively, should include 

perceived consequences of performing the behavior, which is more explicitly stressed in the 

HBM.  The idea of perceived susceptibility from the HBM appears to be the one unique 

construct not accounted for by the TPB.  Both theories have garnered empirical support for their 

applicability to a variety of health behaviors, but, independently, may not work as well for sexual 

health behaviors (Boudewyns & Paquin, 2011; Zak-Place & Stern, 2004).  Therefore, integrating 

constructs from both theories may result in a richer, more accurate understanding of sexual 

health behaviors.  

Predictors of and Intention/Willingness to Screen for STDs 

Attitudes towards STD screening 

Research on the Theory of Planned Behavior (TPB) has consistently found attitudes to be 

a strong predictor of various health behaviors (Armitage & Conner, 2011; Tyson et al., 2014). 

This, too, appears to be the case with STD screening behaviors.  In a recent study, Boudewyns 

and Paquin (2011) found attitudes toward getting tested for STDs to be the strongest predictor of 

intentions to get tested (β = .70, p < .001).  This is notable considering their obtained regression 

model, which included the three TPB constructs as predictors, accounted for approximately 70 

percent of the variance in intentions.  Unfortunately, methodological flaws may have led to 

statistical errors.  Namely, the researchers found a high correlation between intention and attitude 

(r = .83).  Still, one cannot easily ignore the influence of attitudes on intentions and this construct 
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should be included in future research efforts.  

Perceived Behavioral Control  

 Perceived behavioral control (PBC) refers to one’s sense of control over or capability of 

performing a target behavior.  Purchasing condoms, negotiating their use, and effectively using 

them for the entire duration of a sexual encounter without breakage has proven a difficult task for 

many individuals (Crosby, Yarber, Sanders, & Graham, 2005; Williamson, Buston, & Sweeting, 

2009), and may subsequently lead to lower reported PBC.  However, less is required to 

successfully screen for STDs.  Scheduling and attending an appointment are not inherently 

difficult, but rates for screening are still low (ACHA, 2016).  Further, while PBC was found to 

be a robust predictor for other health behaviors (Armitage & Conner, 2011), it was not found to 

be a significant predictor of intentions to get tested for STDs (Boudewyns & Paquin, 2011). 

 It is also worth noting that gender differences may exist for this construct.  Several 

studies have found more female participants reporting a history of STD testing. Researchers have 

postulated that more habitual gynecological appointments for women, in which STD tests are 

included or offered, may make it easier for women to get tested on a regular basis (Zak-Place & 

Stern, 2004) compared to men.  Further, this may allow some women to avoid certain barriers to 

testing – such as stigma – as the STD test is not the obvious, or primary reason for the 

appointment.  

Subjective Norms  

As previously stated, subjective norms refer to a person’s perceptions of how others will 

react if they perform a certain behavior (Ajzen, 1985; 1991).  For some behaviors, such as 

exercising and dieting, subjective norms appear positive and thus do not present a barrier to 

accomplishing a goal (Armitage & Conner, 2011; Tyson et al., 2014). Subjective norms have 
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been found to predict intentions to screen for STDs among a college sample, with more positive 

subjective norms related to greater intentions to screen for STDs (Boudewyns & Paquin, 2011).  

STD-Related Stigma and Shame 

 Many of the studies that have examined STD screening behaviors have found notable 

stigma and shame around STDs.  In their qualitative study investigating barriers to chlamydia 

testing, Balfe and colleagues (2010) found that many participants endorsed a negative view of 

individuals diagnosed with STDs.  They described them as irresponsible, immoral, and 

promiscuous.  Balfe and colleagues argued that by avoiding the act of getting tested, these 

participants were both protecting their identities as good, “worthy” individuals and avoiding 

negative social consequences (i.e., bullying, ostracism).  

 Fortenberry and colleagues (2002) quantitatively investigated the effect of STD-related 

stigma and shame on gonorrhea and HIV testing.  They found that low levels of stigma were 

related to testing in the past year, but not shame. Cunningham, Tschann, Gurvey, Fortenberry, 

and Ellen (2002) and Cunningham, Kerrigan, Jennings, and Ellen (2009) also examined impact 

of STD-related stigma and shame on testing behaviors.  In both studies, they found that stigma 

was associated with less STD-related care seeking. 

Perceived Susceptibility 

 This construct, highlighted in the Health Belief Model, can be easily defined as one’s 

perceived risk for a variety of adverse health outcomes – here, contracting a STD.  Bryan, Aiken, 

and West (1997) investigated condom use and found that perceived susceptibility to STDs was 

directly related to intentions to use condoms (r = .31, p < .01).  The results of several recent 

qualitative studies suggest low levels of perceived susceptibility to STDs (Balfe et al., 2010; 

Friedman & Bloodgood, 2010; Moore, 2013; Mullholland & Van Wersch, 2007) despite the high 
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rates of this disease in the population at large.  Other quantitative research efforts have also 

sought to examine this construct and have obtained at times contradictory findings.  For example, 

Zak-Place and Stern (2004) looked at several sexual health behaviors - condom use, STD testing, 

and HIV testing - among a college sample in the United States.  Contrary to hypotheses, 

perceived vulnerability to STDs was not found to be a significant predictor of intention to get 

tested for STDs or HIV.  However, the authors noted low levels of vulnerability, which made it 

difficult, statistically, to see its impact.  The authors noted, “...although college students 

generally perceive the threat of STDs as serious in nature, the majority demonstrate an 

unrealistically low perception of vulnerability to STDs” (Zak-Place & Stern, 2004, p. 234).  So, 

while it appears that perceived susceptibility is related to various sexual health behaviors, 

additional empirical evidence is required to support its predictive utility.    

Background/Demographic Variables  

 While not likely to be considered for predictive potential, there are several background or 

demographic variables that may be of interest when examining intentions to get screened for 

STDs.  Sexual risk taking has been well-documented among the college population (see Turchik 

& Garske, 2009; Turchik, Walsh, & Marcus, 2014) and identified as a predictor of perceived 

susceptibility to STDs (Kershaw, Ethier, Milan, Lewis, Niccolai, Meade, & Ickovics, 2005; 

Kershaw, Niccolai, Ethier, Lewis, & Ickovics, 2003). It has also been positively correlated with 

STD screening (Gilbert, Levandowski, & Roberts, 2010).  Relationship status has also been 

found to impact sexual risk taking and subsequent health behaviors.  For example, Crosby and 

colleagues (2010) found that individuals in long-term committed relationships engaged more 

frequently in unsafe sexual practices (e.g., no condom use) and were also less likely to get tested 

than single cohorts.  This combination could prove problematic in cases of infidelity or 
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inaccurate knowledge of one’s STD status.  

Intentions and Willingness 

 In the help-seeking and health promotion literature, researchers often seek to explain or 

predict certain behaviors. Sometimes it is feasible to measure the actual behavior. When it is not, 

researchers may elect to measure behavioral intentions. Fishbein and Ajzen (1975) argued that 

intentions are best measured when both the behavior (e.g., screening for chlamydia) and the time 

at which the behavior is to be performed (e.g., in the next 12 months) are specified. Thus, as 

posited in the TPB, behavioral intention serves as indicator of one’s readiness to perform a 

certain behavioral (Ajzen, 1985). Further, it has been shown to predict actual behavior (Armitage 

& Conner, 2011, Tyson et al., 2014).  

Gibbons, Gerrard, Blanton, and Russell (1998) later distinguished behavioral intention 

from behavioral willingness. They argued that willingness referred to one’s openness to engage 

in a behavior. They further noted behavioral willingness being less specific than behavioral 

intention, but that it allowed space for additional, less-planned contexts for engaging in a certain 

behavior.  Willingness has been found to predict a variety of risk behaviors among young adults 

and college students (Gibbons et al., 1998; Thornton, Gibbons, & Gerrard, 2002; Litt, Lewis, 

Patrick, Rodriguez, Neighbors, & Kaysen, 2014). 

Behavioral willingness and behavioral intention share an underlying construct – readiness 

to engage in a behavior. They have been found to correlate with one another (r = .25 - .65; 

Gibbons et al., 1998; Gerrard et al., 2008). Further, many measures of behavioral intentions 

include mention of willingness (Fishbein & Ajzen, 2010). Thus, distinguishing between these 

two constructs may not always prove useful or meaningful. These constructs will be further 

discussed in the methods section. 
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Present Study 

 There appears to be an obvious gap in sexual health literature pertaining to STD 

screening behaviors of young adults.  While several studies were located that investigated 

barriers to getting tested, many were exploratory in nature, employed strictly qualitative methods 

with small sample sizes, or sampled populations arguably different from the target of this study - 

college students in the United States (e.g., Balfe et al., 2010; Barth et al., 2002; Friedman & 

Bloodgood, 2010; Gordon & Lynn, 2007; Lichtenstein, 2003).  There has been strong empirical 

support for using the Theory of Planned Behavior (TPB) in predicting engagement in various 

health behaviors (Armitage & Conner, 2011, Tyson et al., 2014), but few studies have employed 

this theoretical framework in the context of STD prevention.  Only one study to date 

(Boudewyns & Paquin, 2011) has investigated all the constructs posited by the TBP 

simultaneously in predicting college students’ intentions to screen for STDs.  They found notable 

support for the utility of the TPB in explaining this specific health behavior.  However, this study 

posited methodological flaws and statistical concerns which may limit the validity of the 

findings.  Therefore, more research is needed to evaluate the utility of the TBP in explaining and 

predicting STD screening behaviors of American college students.  

 In the current study, intentions to get screened for STDs were examined relying on 

constructs from the TBP (attitudes, subjective norms, perceived behavioral control) in addition to 

perceived vulnerability, which is a construct taken from the Health Belief Model (HBM), STD-

related stigma/shame, and sexual risk taking.  It is anticipated the integration of these two 

theories is useful in this context of STD prevention.  Furthermore, as past research has often 

failed to examine intentions to screen for curable STDs (e.g., chlamydia, gonorrhea) separate 

from other, incurable STDs (e.g., genital herpes) despite suggested differences between these 
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diagnoses in stigma, perceived behavioral control (e.g., affordability), perceived vulnerability, 

and severity (e.g., Foster & Byers, 2013, Gordon & Lynn, 2007, Zak-Place & Stern, 2004), in the 

current study predictive models for both curable (chlamydia) and incurable (genital herpes) 

STDs will be examined.  The importance of examining intent to screen for these two types of 

STDs separately is further explicated as these diagnoses require separate tests that may have to 

be specifically requested by the individual at time of visit (Gilbert et al., 2010).  Therefore, 

intentions to screen for these two STDs were examined separately.    

Research Questions and Hypotheses 

The following research questions were examined: 

1. To what extent do attitudes, subjective norms, perceived behavioral control, STD-related 

stigma and shame, perceived susceptibility, and sexual risk taking predict intentions/willingness 

to get screened for chlamydia in the next 12 months? 

2. To what extent do attitudes, subjective norms, perceived behavioral control, STD-related 

stigma and shame, perceived susceptibility, and sexual risk taking predict intentions/willingness 

to get screened for genital herpes in the next 12 months? 

3. Do attitudes, subjective norms, perceived behavioral control, STD-related stigma and shame 

and perceived susceptibility vary based on the severity of the target STD (chlamydia vs. genital 

herpes)?  

4. Do attitudes, subjective, norms, perceived behavioral control, STD-related stigma and shame, 

and perceived susceptibility vary based on the interaction between the severity of the target STD 

(chlamydia vs. genital herpes) and gender (men vs. women)? 

The following hypotheses were tested: 

Hypothesis 1: Attitudes, subjective norms, perceived behavioral control, STD-related 
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stigma/shame, perceived susceptibility, and sexual risk taking will all predict college students’ 

intentions to screen for chlamydia in the next 12 months. More specifically, positive attitudes, 

positive subjective norms, greater perceived behavioral control, less STD-related stigma/shame, 

greater perceived susceptibility, and higher sexual risk taking will be linked to greater intentions 

to screen for chlamydia in the next 12 months. 

Hypothesis 2: Attitudes, subjective norms, perceived behavioral control, STD-related 

stigma/shame, perceived susceptibility, and sexual risk taking will all predict college students’ 

intentions to screen for genital herpes in the next 12 months. More specifically, positive 

attitudes, positive subjective norms, greater perceived behavioral control, less STD-related 

stigma/shame, greater perceived susceptibility, and higher sexual risk taking will all lead to 

greater intentions to screen for genital herpes in the next 12 months. 

Hypothesis 3: Attitudes, subjective norms, perceived behavioral control, STD-related stigma and 

shame, and perceived susceptibility will vary based on the severity of the target STD (Chlamydia 

vs. Genital Herpes), such that participants will report more positive attitudes, positive subjective 

norms, greater perceived behavioral control, less stigma/shame, and increased perceived 

susceptibility for chlamydia than for genital herpes. 

Hypothesis 4: Perceived behavioral control will vary based on gender (men vs. women), such 

that women will report more perceived behavioral control than men. There will be no gender 

difference for attitudes, subjective norms, STD-related stigma and shame, or perceived 

susceptibility.   

Method 

 

In the present study the relationships between attitudes, perceived behavioral control, 

subjective norms, STD-related stigma/shame, perceived susceptibility, sexual risk taking, and 
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intentions to screen for a target STD among college students were examined using multiple 

regression and analyses of variance. The goal was to better understand college students’ 

intentions to screen for STDs to more effectively promote this health behavior.  

Participants 

 College students from a medium-sized, public university in the Midwest were recruited 

for participation in the current study. There were two inclusion criteria: age and sexual activity. 

More specifically, participants must have been 18 years of age or older and have a history of 

partnered sexual activity (oral, vaginal, or anal sex). The final sample contained 364 participants. 

Based on current recommendations regarding sample size (see Green, 1991; Miles & Shevlin, 

2010), this was deemed a sufficient sample size for all subsequent analyses.  

Of these 364 participants, 276 identified as women (75.8%) and 75 as men (20.6%), with 

13 participants who identified as transgender, other, or chose not to identify (3.6%). Participants 

ranged in age from 18 to 26 years old, with a mean age of 20.7 (SD = 1.86) years. The majority 

identified as heterosexual (79.7%). The sample contained 308 (84.6%) white students, 35 black 

students (9.6%), and 21 (5.8%) students of other racial backgrounds (e.g., Hispanic, Asian, 

biracial). Approximately 90% of participants were undergraduate students, with this portion 

almost evenly split across years (1
st
 year, 20.1%; 2

nd
 year, 21.2%; 3

rd
 year, 21.4%; 4

th
 year, 

26.1%). A majority (56.6%) were in a committed relationship, 29.1% were single/not dating, and 

13.5% were casually dating (not committed or exclusive). Of those in a committed relationship, 

the mean length of the relationship was approximately two years (SD = 22.82). However, as 

there were notable outliers, the median may be a more appropriate estimate. The median length 

of relationship was 16 months. Participants reported having multiple sexual partners over their 

lifetime (M = 9.20, SD = 52.91). A majority of participants reported engaging in unprotected oral 
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(78.8%, n = 287) or vaginal (66.2%, n = 241) sex in the last 12 months, whereas one-fifth 

(20.9%, n = 76) of participants reported engaging in unprotected anal sex. Finally, 37.1% (n = 

134) reported being tested for an STD in the last 12 months and 57.4% (n = 209) reported 

knowing someone who was diagnosed with an STD. See Table 1 for additional demographic 

information.   

Instruments 

 Six instruments were employed to test the hypotheses: (a) Attitudes Scale; (b) Subjective 

Norms Scale; (c) Perceived Behavioral Control Scale, (d) STD-related Stigma and Shame Scale, 

(e) Perceived Susceptibility Scale; (f) Sexual Risk Scale (SRS; Turchik & Garske, 2009); (g) 

Intentions to Screen for STDs. Basic knowledge about the target STD and demographic 

variables, including relationship status and STD testing history, were also assessed.  

 Attitudes. Following guidelines for scale construction provided by Fishbein and Ajzen 

(2010) and modeled after items from Boudewyns and Paquin’s (2011) study, the present 

researcher developed a scale to measure attitudes towards STD screening. The scale contained 

seven items that were scored on a 7-point semantic differential scale.  For example, “Getting 

screened for chlamydia/genital herpes in the next year would be bad/good, harmful/beneficial, 

foolish/wise”. A higher summative score indicated more positive attitudes towards STD 

screening. Mean scores were calculated for each participant and used in subsequent analyses. 

Cronbach’s alpha for the Attitudes scale was .92. 

Perceived Behavioral Control. A perceived behavioral control (PBC) scale was 

constructed using the same approach as the attitudes scale. The PBC Scale contained five items 

that assessed aspects of PBC such as accessibility, affordability, knowledge, and self-efficacy 

regarding screening for targeted STD’s (e.g., “How accessible do you think chlamydia/genital 
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herpes testing services are?”; “How affordable would chlamydia/genital herpes testing services 

be for you?”). All items were measured on a seven-point Likert type scale, with a higher 

summative score indicating greater perceived behavioral control. Again, a mean score was 

calculated and used in subsequent analyses. For the current sample, Cronbach’s alpha was .81. 

Subjective Norms. This scale was constructed using the same approach as the attitudes 

and PBC scales described above. Subjective norms were assessed using three items measured on 

a four-point Likert type scale, ranging from 1 (strongly disagree) to 4 (strongly agree). An 

example item is, “Most people who are important to me would support me if I chose to get tested 

for chlamydia/genital herpes in the next 12 months”. The present researcher expected this 

construct to behave similarly to STD-related stigma/shame (see section below). Because of this, 

these items were reverse-scored so that a higher score indicated less social approval and support. 

For the current sample, Cronbach’s alpha was .73, which was comparable to that obtained by 

Boudewyns and Paquin (2011; α = .72).  

STD-related Stigma and Shame. For these two constructs, a modified version of the 

STD-related stigma and shame scales created by Cunningham and colleagues (2002) was used. 

In past research, this scale demonstrated sufficient reliability as well as content and construct 

validity (Cunningham et al., 2002; 2009). All items are measured on a four-point Likert type 

scale, ranging from 1 (Strongly Disagree) to 4 (Strongly Agree), with higher summative scores 

indicative of greater endorsed stigma and shame related to STDs.   

A minor modification was made to the measure’s item stems to better fit the purpose of 

this study. The stem, “if you had an STD” was changed to “if you get tested for 

chlamydia/genital herpes”. The stigma subscale consisted of nine items measuring participants’ 

agreement with various statements related to how they believe others would think about them if 
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they had an STD (e.g., “Would think they have bad morals”, “Would think they do not take care 

of themselves”).  The shame subscale consisted of five items measuring participants’ anticipated 

endorsement of various emotional responses if they had a STD (e.g., ashamed, scared, 

embarrassed). While STD-related stigma and shame do present unique constructs, they are 

highly correlated and would likely present challenges (i.e., multicollinearity) for regression 

analyses. As such, these scales were collapsed into one scale, and an overall mean score was 

used in subsequent analyses. For the current study, Cronbach’s alpha was .93. 

Perceived susceptibility.  Bryan and colleagues (1997) developed a four-item scale to 

measure perceived susceptibility to STDs, modeled after items used by Aiken, West, Woodward, 

Reynolds, and Reno (1994). The scale demonstrated sufficient content and construct validity as 

correlated with scales measuring similar constructs – perceived severity and perceived benefits 

(Bryan et al.).  All items are scored on a seven-point Likert type scale, ranging from 1 (Strongly 

Disagree) to 7 (Strongly Agree), with higher summative scores indicating greater perceived 

susceptibility to STDs.  An example item is, “What is the chance that you will be exposed to a 

sexually transmitted disease?”. This scale was employed in the present study, with minor 

modifications to specify the STD, and the Cronbach’s alpha was .88.  

Sexual risk taking. Turchik and Garske (2009) developed a 23-item Sexual Risk Scale 

(SRS) to assess sexual risk taking. Many of the items require participants to estimate how often 

they engaged in the target sexual behavior in the past six months, with a couple merely assessing 

the number of sexual partners. Normed on a college population, the scale consists of five factors 

or subscales: sexual risk taking with uncommitted partners, risky sex acts, impulsive sexual 

behaviors, intent to engage in risky sexual behaviors, and risky anal acts. Turchik, Walsh, and 

Marcus (2014) later validated this five-factor structure. Example items include: “How many 
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partners have you had sex with?”, “How many times have you given or received fellatio without 

a condom?”, and “How many times have you had sex with a new partner before discussing 

sexual history, IV drug use, disease status or other current sexual partners?”. For each subscale, 

as well as the overall scale score, a higher score is indicative of greater sexual risk taking. Each 

subscale demonstrated moderate-to-good reliability with an overall, total scale reliability of 

Cronbach’s alpha equal to .88 (Turchik et al., 2014). Turchik and Garske also obtained a 2-week 

test-retest reliability estimate of .93 and found evidence of convergent and concurrent validity. 

Turchik and Garske argue the utility of using the whole scale score as opposed to a single 

subscale score, and this was deemed appropriate for the current study. Cronbach’s alpha for the 

present study was .91 

Intentions.  Intention to get screened for chlamydia or genital herpes was measured by 

the Intent subscale of the BAPS (Ægisdóttir & Gerstein, 2009) and an additional item previously 

used in research on intention to get tested for an STD (“I intend to get tested for 

chlamydia/genital herpes in the next 12 months”; Boudewyns & Paquin, 2011). The BAPS 

measures attitudes toward and intentions/willingness to seek psychological services.  The scale 

consists of 18 items either generated by undergraduate students and psychologists or adapted 

from the Attitudes Towards Seeking Professional Psychological Help scale (ATSPHH; Fischer 

& Turner, 1970).  All items are rated on a six-point rating scale ranging from 1 (Strongly 

Disagree) to 6 (Strongly Agree), with higher summative scores reflecting more positive attitudes 

and intentions toward seeking psychological services.  The BAPS consists of three subscales: 

Intent (willingness to seek psychological services, 6 items), Stigma Tolerance (tolerance of 

stigma and negative beliefs about psychotherapy, 8 items), and Expertness (confidence in the 

expertness of psychologists, 4 items).  
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For the current study, the 6-item Intent subscale was used to measure intentions to screen 

for STDs.  For this specific subscale, Ægisdóttir and Gerstein (2009) reported a Cronbach’s 

alpha reliability estimate of .90 and a test-retest reliability coefficient of .88.  The six items were 

adapted to fit the present target behavior – STD screening.  For example, the item “If a good 

friend asked my advice about a serious problem, I would recommend that he/she see a 

psychologist” was changed to “If a good friend asked for my advice about chlamydia/genital 

herpes, I would recommend that he/she see a health professional to get screened.” Further, 

obtained scores were compared to responses on the additional item measuring intentions to get 

screened for STDs as used in previous research (“I intend to get tested for chlamydia/genital 

herpes in the next 12 months”; Boudewyns & Paquin, 2011) to examine construct validity of the 

modification of this subscale.  

Original reliability for the BAPS intent scale was poor (α= .65). One item loaded poorly 

(“At some future time, I might want to see a health professional to get tested for 

chlamydia/genital herpes”) and, if deleted, increased overall scale reliability. Therefore, this item 

was deleted. Upon further examination of the remaining five items, it was concluded that they 

spoke more to general willingness to get tested. As such, the scores for these items were 

averaged and used to represent willingness to get tested for the target STD. The Cronbach’s 

alpha for the willingness scale was .77.  

As the item deleted from the BAPS scale was highly correlated with the single item 

borrowed from past research (r = .90; “I intend to get tested for chlamydia/genital herpes in the 

next 12 months”) it was decided to create another scale to represent intention, due to these two 

items appearing to be a more direct measure of intention. Thus, these two items were combined 
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and used to obtain an intentions score. The Cronbach’s alpha for this intention measure was .78. 

Scores for the willingness and intention scales were only moderately correlated (r = .22).  

STD knowledge. Before responding to the questionnaire packet, participants were 

provided with a brief description of the target STD (chlamydia or genital herpes) based off 

information from the CDC (2016a, 2017; See appendix B). This included information regarding 

mode of transmission, treatment, and curability. Two true-false items (“Chlamydia/genital herpes 

is spread through sexual contact” and “Chlamydia/genital herpes can be cured with medication”) 

were included to confirm that participants had read and understood this information. Only data 

from those who responded correctly to these questions were included in the analyses. 

 Demographics. Participants completed a basic demographics questionnaire assessing 

variables such as age, gender, race/ethnicity, sexual orientation, year in school, and relationship 

status.  This questionnaire also included a brief assessment of STD history (i.e., screenings, 

diagnoses) and sexual behavior within last 12 months. These questions were modeled after the 

demographics questionnaire employed by the ACHA (2016) for its annual National College 

Health Assessment.  

Procedure 

 Participants were recruited through campus-wide email and verbal advertisement from 

willing instructors. Two incentives were offered for participation.  For students in counseling 

courses requiring research participation, this study allotted them one-hour of research credit. 

Other students could elect to provide their contact information (not connected to their survey 

responses) and be entered into a raffle to win one of ten, ten-dollar Amazon.com gift cards.  

All instruments were dispensed online using Qualtrics.  This helped to minimize social 

desirability effects due to the nature of the content under investigation.  Similarly, to prevent 
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order effects from biasing the results, the all instruments were administered in a counterbalanced 

order.  Participants electronically signed an informed consent before beginning the survey. 

Participants were then randomly assigned to a condition (STD type; Chlamydia or Genital 

Herpes) and completed survey materials with items regarding that target STD. It took 

approximately 30 minutes to complete the questionnaires. At end of the survey, participants 

selected which incentive they wished to receive for their participation (course credit or entrance 

into raffle for gift card) and were redirected to a separate site where they could enter preferred 

contact information.  Before this point, all responses were both confidential and anonymous. For 

those participants who chose research credit (n = 158), the researcher emailed identified 

instructors with proof of research completion. For the participants who chose the gift card 

incentive (n = 189), their names were entered into the raffle. Ten participants were chosen at 

random using a random numbers generator. These ten participants were contacted via email with 

a link to a $10 Amazon.com gift card.  The remaining 17 participants declined both incentives. 

Missing data. Four hundred and ninety-one students started the survey. Of those, 383 

completed the survey, resulting in a completion rate of approximately 78 percent. Sixteen 

participants were removed due to incomplete responding. Questionnaires with three or fewer 

missing data points per instrument were retained. Analysis of missing data from the remaining 

367 participants concluded the data were missing at random (MAR). Missing data were then 

replaced following recommendation presented by Parent (2013). As there were few missing data 

points (less than 1% for entire data set; no more than 10% per participant) and a large enough 

sample size, mean substitution was deemed an appropriate method. Later, an additional three 

participants were removed after initial analyses identified their data as problematic outliers. The 
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remaining 364 participants were almost evenly split across STD-type, chlamydia (n = 181) and 

genital herpes (n = 183).   

Research Design 

 The current study is a non-experimental, self-report, survey-based design conducted at a 

single point in time.  The researcher first performed basic analyses to ensure sufficient reliability 

existed across the various measures.  Data were then analyzed using multiple regression to 

examine the relationships between the various predictor variables (attitudes, PBC, subjective 

norms, STD-related stigma/shame, perceived susceptibility, and sexual risk taking) and the 

outcome variables (intention and willingness to screen for STD) for each of the target STDs 

independently. Thus, four multiple regressions were performed– two for curable (chlamydia) and 

two for incurable (genital herpes) STDs - in order to test the research hypotheses.  

The researcher elected to perform hierarchical regressions and added the predictor 

variables into the models using blockwise entry. This method dictates that the known predictors 

should be entered into the model first, followed by the lesser known predictors (Tabachnick & 

Fidell, 2013).  As such, attitudes, PBC, and subjective norms were entered first, followed by 

STD-related stigma/shame, perceived susceptibility, and sexual risk-taking. The researcher 

elected to add a third, final block containing relationship status and STD-history, two categorical 

variables that were dummy coded. Before and during the analyses, necessary assumption checks 

were performed to ensure generalizability of the models. The four sets of multiple regression 

analyses identified which of the predictor variables most strongly predicted intention and 

willingness to get screened for chlamydia or genital herpes. The multiple regression models also 

informed if the pattern differed across diagnoses (i.e., curable versus incurable STDs).  As 

hypothesized, each of the predictor variables should account for a significant amount of 
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variability in intentions and willingness, but the strength of the predictors would differ across the 

models, depending on the target STD. Finally, to test the third and fourth hypotheses, five 

factorial ANOVAs (2x2) were conducted to examine whether attitudes, subjective norms, PBC, 

STD-related stigma/shame, and perceived susceptibility varied based on gender (men vs. 

women) or STD type (Chlamydia vs. Genital herpes). Necessary normality checks were 

completed, and a Bonferroni correction was employed to reduce threat of Type 1 error.   

Results 

Descriptive Statistics 

Means, standard deviation, and correlations between variables are reported in Tables 2, 3, 

and 4.  As Table 2 shows, participants reported generally positive attitudes towards STD 

screening (M = 5.63, SD = 1.26) and high perceived behavioral control (M = 5.54, SD = 1.28). 

They reported moderate subjective norms (M = 2.03, SD = .64) and levels of STD-related 

stigma/shame (M = 2.19, SD = .75). Participants reported low perceived susceptibility to STDs 

(M = 2.15, SD = 1.27) despite notable scores for sexual risk taking (M = 22.71, SD = 16.04). 

Similarly, scores for willingness to screen for STDs were high (M = 5.55, SD = .57), but reported 

intentions to screen for STDs were significantly lower (M = 3.68, SD = 1.56; t (363) = -23.27, p 

< .001), suggesting only mild intention to screen for the target STD. Correlations between 

variables in both groups ranged from .00 to .51, as seen in Tables 3 and 4.   

Hierarchical Regression 

 As previously noted, participants were randomly assigned to testing condition (chlamydia 

or genital herpes). Hierarchical regressions were conducted for each STD to test hypotheses 1 

and 2. The following assumptions are required for multiple regression analyses: scale of 

measurement (i.e., all variables are measured on a ratio or interval scale), multivariate normality, 
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theory-driven model, and absence of multicollinearity. If any assumptions are violated, this can 

create problems for model fit, interpretation, or generalizability (Tabachnick & Fidell, 2013). 

Multivariate normality is difficult to check directly, but can be inferred by examining residuals 

plots and matrix scatterplots of the data following the regression analysis. Multicollinearity, 

which refers to the degree of relationships between predictor variables, will not affect model fit, 

but it will affect the relationship between variables. For example, if two predictor variables are 

closely related, the one that is entered into the model first may end up accounting for the 

majority of the variance, leaving little left for the second variable. Perfect collinearity rarely 

exists in the social sciences, so the aim is to achieve less extreme forms of multicollinearity 

(Field, 2009). This assumption can be assessed using several different indices, including 

correlation matrices as well as VIF and Tolerance statistics. The present researcher performed 

necessary checks for these assumptions and noted potential violations in the sections below.  

For hierarchical regression, predictor variables were entered into the model based on 

theory and past research, entering first the predictors that appear to be most important. For the 

current study, in step 1, attitudes, subjective norms, and PBC were included. Step 2 included 

STD-related stigma/shame, perceived susceptibility, and sexual risk taking. While not initially 

considered as predictor variables, relationship status and testing history were added in step 3 to 

see if they accounted for additional variance in intentions and willingness scores.  The three steps 

essentially result in three models that can then be compared to find the one that accounts for the 

most variance and proves the best overall fit for the data. This hierarchical, three-step sequence 

was used for each of the four regression analyses listed below. 

Screening for chlamydia. Two regression models were obtained using data from the 

chlamydia group. Intentions to get screened was used as the outcome variable in the first 
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regression, while willingness to get screened was used in the second. In both regressions, the 

following predictor variables were used: attitudes, subjective norms, PBC, STD-related 

stigma/shame, perceived susceptibility, sexual risk taking, relationship status, and testing history. 

Intentions to screen for chlamydia. For this regression, model 3 appeared to be the best 

fit for the data (see Table 5). However, with the added predictor variables (relationship status, 

testing history) came some mild concerns for multicollinearity. Here, the regression model was 

significant (F (9, 171) = 25.86, p < .001). It accounted for approximately 58 percent of the 

variance in intentions scores (R
2
 = .58), which was a significant increase from model 1 (R

2 

change = .08, p < .001) and model 2 (R
2 

change = .06, p < .001). Attitude ( = .22, p < .001), 

subjective norms ( = -.35, p < .001), perceived susceptibility ( = .25, p < .001), relationship 

status ( = -.30, p  < .001), and testing history (( = .13, p < .05) were significant predictors, 

while PBC ( = -.09, p = .12), stigma/shame ( = -.07, p = .26), and sexual risk ( = .01, p = .90) 

were not. Of the significant predictors, subjective norms and relationship status appeared to be 

the strongest, followed by perceived susceptibility, attitude, and prior testing history. That is, 

more positivity in subjective norms, greater perceived susceptibility, more positive attitude 

towards screening behaviors, being in a less exclusive romantic/sexual relationship, and having a 

prior history of STD testing were all related to higher intentions to get tested for chlamydia. 

Thus, hypothesis 1 was partially supported as more positive attitudes towards screening for 

chlamydia, less negative subjective norms around chlamydia screening, and greater perceived 

susceptibility to chlamydia predicted greater intentions to get tested for it. 

Willingness to get screened for chlamydia. For this regression, all assumptions were met 

and model 1 provided the best fit (see Table 6). The regression model was significant (F (3, 177) 

= 8.86, p < .001). It accounted for approximately 13 percent of the variance in willingness scores 
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(R
2
 = .13.). Neither models 2 or 3 added significantly to amount of variance explained. Of the 

TPB variables only perceived behavioral control was a significant predictor of willingness to 

screen for chlamydia ( = .23, p < .01). Neither attitude ( = .12, p = .15), nor subjective norms 

( = -.14, p = .08) were significant. Thus, hypothesis 1 was partially supported as greater 

perceived behavioral control over the ability to get tested for chlamydia predicted greater 

willingness to get tested for it.  

Screening for genital herpes. Two regression models were obtained using data from the 

genital herpes group. Intentions to get screened was used as the outcome variable in the first 

regression, while willingness to get screened was used in the second. In both regressions, the 

following predictor variables were used: attitudes, subjective norms, PBC, STD-related 

stigma/shame, perceived susceptibility, sexual risk taking, relationship status, and testing history. 

Intentions to screen for genital herpes. For this regression model, all assumptions were 

met and model 2 provided the best fit (see Table 7). Here, the regression model was found to be 

significant (F (6, 176) = 20.80, p < .001). It accounted for approximately 42 percent of the 

variance in intentions scores (R
2
 = .42.), which was a significant increase from model 1 (R

2 

change = .08, p < .001).  Model 3, which added relationship status and testing history, did not 

add significantly to variance explained. Attitude ( = .30, p < .001), subjective norms ( = -.30, p 

< .001), and perceived susceptibility ( = .29, p < .001) were significant predictors, while PBC 

( = .00, p = .98), stigma/shame ( = -.06, p = .40), and sexual risk ( = .00, p = .95) were not. 

Of the significant predictors, all appeared to be similar in strength. Thus, hypothesis 2 was 

partially supported as more positive attitudes towards screening for genital herpes, less negative 

subjective norms around genital herpes screening, and greater perceived susceptibility to genital 

herpes predicted greater intentions to get tested for it. 
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Willingness to screen for genital herpes. For this regression model, all assumptions were 

met and model 2 appeared to be the best fit for the data (see Table 8). The regression model was 

significant (F (6, 176) = 13.54, p < .001). It accounted for approximately 32 percent of the 

variance in willingness scores (R
2
 = .32.), which was a significant increase from model 1 (R

2 

change = .08, p < .001).  Model 3, which added relationship status and testing history, did not 

add significantly to variance explained. Attitude ( = .36, p < .001), PBC ( = .21, p < .01), and 

perceived susceptibility ( = -.24, p < .001) were significant predictors, while subjective norms 

( = -.05, p = .52), stigma/shame ( = -.10, p = .18), and sexual risk ( = .11, p = .09) were not. 

Of the significant predictors, attitude appeared to be the strongest, followed by PBC and 

perceived susceptibility that were of similar strength. Thus, hypothesis 2 was partially supported 

as more positive attitudes towards genital herpes screening and greater perceived behavioral 

control over the ability to get tested for genital herpes predicted greater willingness to get tested 

for it. Perceived susceptibility to herpes also predicted willingness to get tested, but in a direction 

contrary to what was initially hypothesized, that is, lower perceived susceptibility to genital 

herpes predicted greater willingness to get tested for it.  

Analysis of Variance 

To test hypotheses 3 and 4, five 2 (gender: men, women) X 2 (STD type: chlamydia, 

genital herpes) ANOVAS were conducted. It was hypothesized that participants would report 

more positive attitudes, positive subjective norms, greater perceived behavioral control, less 

stigma/shame, and increased perceived susceptibility for chlamydia than for genital herpes 

(hypothesis 3). It was also hypothesized that PBC would vary based on gender (men vs. women), 

such that women would report more perceived behavioral control than men. It was also 

hypothesized that there would be no gender difference for attitudes, subjective norms, STD-
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related stigma and shame, or perceived susceptibility (hypothesis 4).  The following assumptions 

are required for an ANOVA: scale of measurement (scores on the DV are measured on an 

interval or ratio scale), independence (scores on the DV are randomly and independently 

sampled), normality (scores on the DV and IVs are normally distributed), and homogeneity of 

variances (the scores present with equal variances). All these assumptions were met. Further, a 

Bonferroni correction was applied to reduce threat for Type I error, setting the new critical level 

for alpha at .01 for each analysis. Thirteen participants did not identify as men or women and 

therefore were excluded from these analyses. The results of these analyses are presented in Table 

9. As none of the interaction effects were significant, the main effects for STD and gender were 

examined.  

Contrary to hypothesis 3, there were no significant main effects found for STD type 

(chlamydia, genital herpes). Participants reported comparable attitudes towards screening, 

subjective norms surrounding screening behaviors, PBC over screening behaviors, STD-related 

stigma/shame, and perceived susceptibility for chlamydia and genital herpes.  

In partial support of hypothesis 4, there were no significant main effects for gender (men, 

women) on PBC, STD-related stigma/shame, or perceived susceptibility. Men and women 

reported comparable levels of PBC, STD-related stigma/shame, and perceived susceptibility to 

STDs. Contrary to hypothesis 4, there was a significant main effect for gender (F (1, 347) = 8.78, 

p = .003, η
2 

= .02) on attitudes towards screening for STDs. Women (M = 5.72, SD = 1.23) 

reported more positive attitudes toward STD screening than men (M = 5.25, SD = 1.35). Yet, the 

effect size was small, as gender accounted for approximately two percent of variance in attitude 

scores. Also, contrary to hypothesis 4, there was a significant main effect for gender (F (1, 347) 

= 7.92, p = .005, η
2 

= .02) on subjective norms surrounding STD screening behaviors. Women 



PREDICTING INTENTIONS TO SCREEN FOR STDS                                                           29 

  

 
 

(M = 1.99, SD = .65) reported less negative subjective norms for STD screening than men (M = 

2.22, SD = .54). Once again, the effect size was small, as gender accounted for approximately 

two percent of variance in subjective norms scores.  

Post-hoc Analyses 

One-Way ANOVAs were conducted to see if intentions or willingness to screen for STDs 

varied by relationship status. Due to sample size concerns, participants from the chlamydia and 

genital herpes conditions were collapsed into one group. Participants were then placed into one 

of three groups determined by their self-reported relationship status: single (n = 106), casually 

dating, not committed or exclusive (n = 49), and in committed, monogamous relationship (n = 

206). For intentions, the ANOVA was significant and revealed a small-medium effect size for 

relationship status, F (2, 358) = 19.37, p < .001, η
2 

= .09. Tukey post-hoc analyses were run to 

examine between group differences. The results showed that participants in casual relationships 

(M = 4.74, SD = 1.23) reported significantly greater intentions to screen for STDs compared to 

those who identified as single (M = 3.85, SD = 1.46) or in committed relationships (M = 3.32, SD 

= 1.56). Further, participants who identified as single reported significantly greater intentions to 

screen for STDs than those in committed relationships. Thus, people in casual dating 

relationships reported the greatest intentions to screen for STDs followed by single people and 

those in a committed relationship (see Figure 1). For willingness, the ANOVA revealed that the 

groups did not vary significantly, F (2, 358) = 1.10, p = .33, with people across different 

relationship types reporting similar levels of willingness to screen for STDs.   
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Figure 1. Intentions to screen for STDs for people in differing relationships. 

An additional set of One-way ANOVAs were conducted to see if these groups based on 

relationship status varied in their attitudes towards STD screening, subjective norms, PBC, 

perceived susceptibility, or sexual risk taking. A Bonferroni correction was applied to reduce 

threat for Type I error, setting the new critical level for alpha at .01 for each analysis, and 

Tukey’s post hoc analyses were run as appropriate to determine between group differences. The 

results from these analyses are listed in Table 10. Participants who identified as single, casually 

dating, or in a committed relationship did not differ in their attitudes, subjective norms, PBC, or 

sexual risk taking. However, they did differ in their perceived susceptibility to STDs, F (2, 358) 

= 21.85, p < .001, η
2 

= .11. Participants who were in committed relationships (M = 1.85, SD = 

1.06) reported significantly less perceived susceptibility to STDs than those who were casually 

dating (M = 3.09, SD = 1.56) or single (M = 2.28, SD = 1.27). Further, those who were single 

reported significantly less perceived susceptibility compared to those who were casually dating 

(see Figure 2). Finally, there was not a significant correlation between perceived susceptibility 

and sexual risk taking (see Tables 3 and 4), and this remained consistent when examined across 
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the different aforementioned groups (single: r = -.03, p = .73; casually dating: r = -.03, p = .86; 

committed relationships: r = -.10, p = .14). 

Figure 2. Perceived susceptibility to STDs for people in differing relationships. 

 Due to some of these differences, the construct of perceived susceptibility was further 

examined. Scores for perceived susceptibility were moderately correlated with the item that 

assessed whether the participant knew someone who had an STD (“Do you know someone who 

has tested positive for an STD?”; r = .27, p < .001) and with the item that assessed STD testing 

history (“Have you been tested for an STD in the last 12 months?”; r = .35, p < .001). Thus, 

participants who reported a history of STD testing and those who reported knowing someone 

with an STD also reported higher perceived susceptibility to chlamydia or genital herpes. To 

further examine these two items and their relationship to perceived susceptibility, a final 

ANOVA was conducted. This time, participants were placed into one of three groups: 

participants who did not know anyone with an STD and who did not report a history of STD 

testing (no experience/familiarity; n = 110), participants who reported either knowing someone 

with an STD or a history of STD testing (some experience/familiarity; n = 157), and participants 

who knew someone with an STD and had a history of STD testing (high experience/familiarity; 
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n = 92). This new grouping constituted the independent variable (experience/familiarity) with 

perceived susceptibility as the dependent variable. The ANOVA was significant and revealed a 

small-medium effect size for experience/familiarity, F = 37.60, p < .001, η
2 

= .17. Tukey post-

hoc analyses were run to examine between group differences. The results showed that 

participants in the no experience/familiarity group (M = 1.60, SD = .76) reported significantly 

less perceived susceptibility to STDs than those who were in the medium (M = 2.03, SD = 1.14) 

or high (M = 3.00, SD = 1.54) experience/familiarity groups. Further, those who were in the 

medium experience/familiarity group reported significantly less perceived susceptibility 

compared to those who were in the high contact group (see Figure 3). 

Figure 3. Perceived susceptibility to STDs for people with varying levels of 

experience/familiarity STD testing 

 

Discussion 

 The purpose of this study was to examine college students’ intentions and willingness to 

screen for sexually transmitted diseases. This study focused on two of the more common STDs, 

chlamydia and genital herpes, which vary in curability. The main research questions and 

associated hypotheses were approached using an integrative theoretical approach that drew from 

the Theory of Planned Behavior (TPB) and The Health Belief Model (HBM) and was informed 
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by results from past research. In the end, the results of this study revealed well-fitting models 

that explained a notable portion of the variance in reported intentions to screen for chlamydia 

and genital herpes. Further, these results helped to illuminate what influences college students’ 

decision to get tested and identified potential barriers to this health behavior.   

Major Findings 

 A first notable, and unexpected, finding was the emergence of two separate constructs – 

intentions and willingness to screen for chlamydia/genital herpes. Overall, looking at the 

regression analyses the hypothesized predictors accounted for more variance in intentions to 

screen for chlamydia/genital herpes than in willingness to get tested. For the chlamydia group, 

greater perceived behavioral control predicted greater willingness to get tested, whereas less 

negative subjective norms, greater perceived susceptibility, more positive attitudes towards 

screening, prior history of STD testing, and not being in a committed relationship predicted 

greater intentions to get tested for chlamydia. STD-related stigma/shame and sexual risk taking 

did neither predict willingness nor intentions to get tested. For the genital herpes group, positive 

attitudes towards screening, greater perceived behavioral control, and lower perceived 

susceptibility predicted greater willingness to screen for genital herpes, whereas more positive 

attitudes towards screening, less negative subjective norms, and higher perceived susceptibility 

predicted greater intentions to screen for genital herpes. Again, neither STD-related 

stigma/shame nor sexual risk taking predicted willingness and intentions to screen for genital 

herpes.   

 Why might these results vary between intentions and willingness? To begin, when 

looking at the entire sample, participants reported strong willingness to screen for 

chlamydia/genital herpes, but significantly lower intentions to actually get tested. Intentions to 



PREDICTING INTENTIONS TO SCREEN FOR STDS                                                           34 

  

 
 

screen for STDs was conceptualized and operationalized in line with the TPB. Originally 

referred to as the Theory of Reasoned Behavior, Fishbein and Ajzen’s (1975) proposed 

theoretical model for predicting behaviors relied on reasoning. It was a reasoned process to 

decision-making meaning that it required serious acknowledgement and consideration of various 

factors related to the decision at hand. Conversely, willingness has been conceptualized as a 

more socially reactive process (Gerrard et al., 2008). Thus, perhaps it may be more socially 

acceptable to report willingness or openness to a certain behavior – here STD screening – than 

endorsing actual intentions.  

Pomery and colleagues (2009) found that when people were asked if they would do 

something, many endorsed willingness and this was predictive of subsequent behavior, 

particularly in higher risk situations (e.g., binge drinking). However, with additional 

consideration or experience with the behavior, Pomery and colleagues found that decision-

making shifted from socially reactive to reasoned, thus making intentions a better predictor of 

behavior than willingness. Therefore, experience and context matter. For example, if someone 

needs to schedule and attend an appointment at a health center across campus (or in the larger 

community) to obtain an STD screening, this behavior may require a fair amount of 

consideration and planning ahead of time. With this, a person may have more time to consider 

aspects such as their perceived susceptibility or what members from their social groups would 

think (i.e., subjective norms), and intentions may prove a stronger predictor. If the STD 

screening occurs in a pop-up style format (i.e., Free HIV testing booth at a campus event) or is 

offered unexpectedly during a routine doctor visit, a person may need to rely on their PBC in that 

moment, and willingness may prove a better predictor. Further, if one has been tested for STDs 

in the past, their decision to get tested again in the future may be more reasoned and thus better 
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predicted by intentions. In the current sample, prior testing history was more strongly correlated 

with intentions than willingness.  

Finally, willingness, when compared to intentions, has been found to be a better predictor 

for engaging in risky health behaviors (e.g., unprotected sex, excessive binge drinking). For less 

risky behaviors, the opposite was true and intentions proved a stronger predictor (Gibbons et al., 

1998; Thornton et al., 2002, Litt et al., 2004). As STD screening is not considered a risky health 

behavior, intentions may prove a stronger predictor. However, as actual behavior was not 

assessed in this study, one cannot conclude if intentions or willingness is a better predictor of 

future STD screening behaviors. Future studies are needed to discern this. 

While the distinction between willingness and intentions may prove important in the 

context of STD screening behaviors, past research on this topic has typically measured intentions 

(as operationalized in this study). Therefore, the remainder of the discussion will focus on 

intentions as opposed to willingness to screen for STDs. 

For both chlamydia and genital herpes, less negative subjective norms, greater perceived 

susceptibility, and more positive attitudes emerged as significant predictors of intentions to 

screen. These findings align with Boudewyns and Paquin (2011) who examined constructs of the 

TPB and the intent to get screen for STDs. Namely, they found positive attitudes and positive 

subjective norms to predict increased intentions to screen for STDs while PBC did not. This 

matches the current findings. Zak-Place and Stern (2004) tested constructs of the HBM and 

found that perceived susceptibility (referred to as vulnerability in their study) did not 

significantly predict intentions to screen for STDs or HIV. In contrast to Zak-Place and Stern 

(2004) however, in the current study greater perceived susceptibility predicted greater intentions 

to screen for both chlamydia and genital herpes.  
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In many previous studies (e.g., Balfe et al. 2010; Cunningham et al., 2002; Cunningham, 

Kerrigan, Jennings, & Ellen, 2009; Fortenberry, et al., 2002; Lichtenstein, 2003), researchers 

discussed the barriers that STD-related stigma and shame present for STD screening. Thus, it 

was hypothesized that participants who endorsed less STD-related stigma/shame would report 

greater intentions to screen for chlamydia/genital herpes. While participants did endorse 

moderate levels of STD-related stigma/shame, contrary to what was reported in the literature, 

this variable did neither predict intentions nor willingness to screen for chlamydia or genital 

herpes. Still, STD-related stigma/shame was most strongly related to subjective norms in both 

the chlamydia and genital herpes groups. Perhaps lower STD-related stigma/shame predicts more 

positive subjective norms, which then predicts greater intentions to screen for STDs. These 

relationships should be further examined in future research. 

The impact of sexual risk taking on STD screening behaviors has not been clearly 

established in past research. Gilbert and colleagues (2010) found that young adults who exhibited 

riskier sexual behaviors were more likely to have reported past testing for genital herpes.  Still, 

this relationship says nothing about the predictive power of sexual risk taking on future 

behaviors. In the current study, participants were engaging in levels of sexual risk taking 

comparable to that of participants in other studies (ACHA, 2016; Turchik & Garske, 2009; 

Turchik et al., 2014). Yet, for the current college students, sexual risk taking did not predict 

intentions or willingness to screen for chlamydia or genital herpes. Further, sexual risk taking 

was not significantly correlated to any of the other variables under investigation, with the 

exception of willingness to screen for genital herpes. 

Past research has found relationship status to impact sexual risk taking and subsequent 

health behaviors.  For example, Crosby and colleagues (2010) found that individuals in long-
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term committed relationships engaged more frequently in unsafe sexual practices (e.g., no 

condom use) and were also less likely to get tested than single cohorts.  In the present study, 

individuals in committed relationship engaged in comparable levels of sexual risk taking as 

single and causally dating cohorts, but did endorse lower intentions to screen for STDs than 

those single and casually dating. Perhaps their lower intent to screen is due to less perceived 

susceptibility, as participants in committed relationships also reported significantly lower 

perceived susceptibility to STDs than participants who identified as single or casually dating.  

The hypothesis that chlamydia and genital herpes would vary across the different 

predictor variables was not supported. Participants reported similar attitudes towards screening, 

subjective norms around screening, PBC for screening, STD-related stigma/shame, and 

perceived susceptibility for chlamydia as they did for genital herpes. Thus, using “STD” as an 

umbrella terms may not be as problematic as previously thought, and is the case in much of the 

extant research. Yet, due to this being the first study distinguishing between different STDs, 

future research is needed to verify these findings. It is conceivable that lumping different STDs 

under one umbrella term results in the risk of missing subtler, but potentially meaningful 

differences, between STDs.  

Implications for Theory, Research, and Practice  

 The present study was grounded in an integration of two theories. The Theory of Planned 

Behavior (TPB) has garnered much attention in the literature. The results of this study add 

further evidence to support its applicability to STD screening behaviors. In particular, attitudes 

and subjective norms appear to help explain and predict STD screening behaviors. PBC was not 

found to be predictive of intentions. However, in the TPB, PBC is the only construct that also 

directly predicts behavior (Ajzen, 1991). So, while PBC may not be a significant predictor of 
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intentions, it may still be directly linked with the actual screening behavior. Compared to the 

TPB, the Health Belief Model (HBM) has received less attention in the literature. In the current 

study, one of the associated constructs, perceived susceptibility, predicted for intentions to screen 

for STDs. As such, the HBM may be a helpful addition to the TPB when seeking to understand, 

explain, or predict STD screening behaviors.  

 The results of this study support the assertion that there is a difference between one’s 

willingness and one’s intentions to engage in a certain behavior (Gerrard et al., 2008). It may, 

therefore, be important for future researchers take a careful look at how a chosen theory 

conceptualizes intentions before seeking to measure it. The predictive models varied based on if 

willingness or intentions to screen for chlamydia/genital herpes was used at the outcome 

variable, and both these constructs may yield different results than other closely related 

constructs such as readiness to get tested. The meaningfulness of this difference between 

willingness and intentions for STD screening behaviors has yet to be seen. Further, it remains 

unknown which construct (intention, willingness) is better able to predict actual STD screening 

behavior, as this was not assessed in this study.  

Future research in the area of STD screening will benefit from tracking actual screening 

behavior. This would help to answer several important questions. Among them, do intentions or 

willingness differentially predict STD screening? Royer and colleagues (2013) found that 

women endorsed many misconceptions regarding STD testing, which may threaten the validity 

of their self-reported testing history. Thus, researchers will need to be thoughtful in their 

assessment of this behavior. 

 It was not surprising that intentions varied significantly based on relationship status. Yet, 

it was unexpected that sexual risk taking did not vary based on relationship status. This suggests 
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that college students are engaging in risky sexual behaviors, regardless of their relationship 

status. Therefore, efforts made to promote screening for STDs may benefit from taking on a 

different approach than is commonly used, but instead focus on students’ relationship status in 

their efforts. This may for instance entail an increased focus on individuals in committed 

relationships, who may present with the lowest intentions to screen for STDs while at the same 

time engaging in sexual risk-taking on par with their single and casually dating peers. Perceived 

susceptibility was also found to be lowest for this group, so focusing interventions at changing 

this may be efficacious.  

The results of this study have implications for health professionals at university health 

and counseling centers. If a student disclosed a STD-related concern, but hesitancy to get tested, 

the health care professional may best serve the client by, for example, helping to foster more 

positive attitudes towards screening and/or combat negative social norms by expressing non-

judgmental support, affirmations, and explicit approval of STD screening.  Simply advising the 

client to get tested may not be sufficient.  These findings will also help to inform wider outreach 

programming on university campuses. Many students in this study reported low perceived 

susceptibility to STDs and low intentions to screen for STDs, despite engaging in risky sexual 

behaviors with multiple partners, and failing to get tested on any STD in the last 12 months. As 

greater perceived susceptibility to chlamydia/genital herpes predicted greater intentions to 

screen, it may be effective to focus on combatting this sense of perceived invulnerability to STDs 

through outreach programming. This could involve providing psychoeducation regarding the 

rates of STDs, even using university-specific statistics. It may also be helpful to explore and 

combat possible misconceptions about who contracts STDs. One may wish to gauge the audience 

in terms of romantic relationship status and speak explicitly to people of differing relationship 
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statuses. For example, STD screening could be marketed as a considerate, responsible, and 

beneficial thing for sexual partners to do together. An intervention like this would help to target 

both attitudes and perceived susceptibility.  

Strengths and Limitations  

This study presents with several strengths and some weaknesses. To begin, the 

Cronbach’s alphas obtained for the instruments were acceptable. This suggests the instruments 

were largely reliable for the present sample. Still, additional research will be needed to establish 

content and construct validity for the modified instruments and the instruments that were created 

for this study. In particular, it is important to further examine the validity of the two intention 

measures (willingness and intent) and their predictive utility for various health related behaviors.  

The study employed a relatively large sample that provided sufficient power to run the 

numerous analyses. Still, the generalizability of the study’s results are limited by participants’ 

demographic background. The sample contained significantly more women than men, and more 

people in committed, monogamous relationships than non-committed relationships. As such, one 

should exercise some caution when applying these results to male college students or students 

who identify as single or casually dating. Finally, the sample was predominately white cisgender, 

and heterosexual. Thus, the results may not prove applicable to diverse student groups. 

Furthermore being a college student sample, the results cannot be generalized to the general 

public. 

As in any study, one cannot measure all possible predictors of a certain behavior 

simultaneously. It is appropriate to assume there are additional predictors that, if added to the 

current study, may have helped better explain intentions and willingness to screen for 

chlamydia/genital herpes. Particularly for the latter, the current regression models were only able 
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to explain 13 to 32 percent of the variance in scores for willingness to screen for chlamydia and 

genital herpes, respectively. Another notable limitation of this study is that it only examined 

intentions and willingness to screen for chlamydia and genital herpes and may, therefore not 

apply to other STDs, such as syphilis or HPV.  

Summary and Conclusions 

 The current study is the first quantitative examination of intentions and willingness to 

screen for two distinct STDs – chlamydia and genital herpes – among a college population. 

Similarly, it is the first to integrate elements of the TPB and HBM with the aim of better 

predicting STD screening. Positive attitudes towards screening, greater perceived susceptibility 

to STDs, and less negative subjective norms were all predictive of greater intentions to screen for 

chlamydia and genital herpes. For chlamydia, those who were in a less committed relationship 

and had a prior STD test also reported greater intentions to screen. Greater perceived behavioral 

control over STD screening was predictive of more willingness to screen for both chlamydia and 

genital herpes, but only accounted for a small portion of the variance in scores. In sum, it will be 

important to address the strongest predictors – here, attitudes, perceived susceptibility, and 

subjective norms – in order to best encourage and promote STD screening for college students. 
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Table 1 

 

Participant demographics and previous testing behaviors 

 

 Range Mean (SD) 

Age  18-26 20.71 (1.86) 

   

 N Percentage 

Gender   

   Male 75 20.6% 

   Female 276 75.8% 

   Trans 6 1.6% 

Sexual orientation   

   Heterosexual 290 79.7% 

   Gay/Lesbian 19 5.2% 

   Bisexual 33 9.1% 

   Other 16 4.4% 

Race   

   White 308 84.6% 

   Black 35 9.6% 

   Hispanic 9 2.5% 

   Asian 2 0.5% 

   Biracial 6 1.6% 

Year in school   

   1
st
 year undergraduate 73 20.1% 

   2
nd

 year undergraduate 77 21.2% 

   3
rd

 year undergraduate 78 21.4% 

   4
th

 year undergraduate 95 26.1% 

   5
th

 year or more undergraduate 10 2.7% 

   Graduate or professional student 28 7.7% 

Relationship status   

   Single, not dating 106 29.1% 

   Casually dating 49 13.5% 

   In a committed relationship 206 56.6% 

Tested for an STD in last 12 months   

   Yes 135 37.1% 

   No 229 62.9% 

Tested positive for an STD in the last 12 months   

   Yes 19 5.2% 

   No 345 94.8% 

Know someone who has been diagnosed with an STD   

   Yes 209 57.4% 

   No 150 41.2% 
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Table 2 

 

Scale means, standard deviations, and internal consistency reliability 

 

 Mean Standard 

deviation 

Cronbach’s 

alpha 

Range of 

scores 

Attitude 5.63 1.26 .92 1-7 

Subjective Norms 2.03 .64 .73 1-4 

Perceived Behavioral Control 5.54 1.28 .81 1-7 

STD-related Stigma/Shame 2.19 .75 .93 1-4 

Perceived Susceptibility 2.15 1.27 .88 1-7 

Sexual Risk Survey (SRS) 22.71 16.04 .91 0-92 

Willingness 5.55 .57 .77 1-6 

Intention 3.68 1.56 .78 1-6 
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Table 3 

 

Correlations between variables in the chlamydia regression model 

 
 1 2 3 4 5 6 7 8 9 10 

1. Attitude -          

2. Subjective norms -.45** -         

3. PBC .19* -.33** -        

4. Stigma/Shame -.14 .38** -.34** -       

5. Perceived susceptibility .15* -.32** .16* .05 -      

6. Sexual risk taking  .00 .02 -.08 .01 -.10 -     

7. Prior testing .31** -.49** .23** -.26** .44** .00 -    

8.Relationship status -.04 .07 .06 -.06 -.22** .07 -.02 -   

9. Intent .45** -.60** .16* -.20** .50** -.05 .51** -.25** -  

10. Willingness .22** -.27** .30** -.26** .02 .02 .18* -.03 .22** - 

 

*p < .05. **p < .01. 
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Table 4 

 

Correlations between variables in the genital herpes regression model 

 
 1 2 3 4 5 6 7 8 9 10 

1. Attitude -          

2. Subjective norms -.48** -         

3. PBC .18* -.22** -        

4. Stigma/Shame -.32** .42** -.24** -       

5. Perceived susceptibility .17* -.09 .00 .01 -      

6. Sexual risk taking .04 -.03 .01 -.10 -.06 -     

7. Prior testing .29** -.36** .14 -.21** .31** .01 -    

8.Relationship status -.04 -.02 -.01 -.02 -.15* .05 -.11 -   

9. Intent .51** -.49** .13 -.27** .37** .01 .36** -.13 -  

10. Willingness .41** -.29** .31** -.29** -.18** .15* .17* -.02 .23** - 

 

*p < .05. **p < .01. 
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Table 5 

 

Regression model – Predicting intentions to screen for chlamydia 

 

 B SE B β 

Step 1 (Model 1)    

   Constant 5.13 0.84  

   Attitude 0.28 0.08 .23*** 

   Subjective Norms -1.29 0.17 -.52*** 

   PBC -0.07 0.08 -.06 

Step 2 (Model 2)    

   Constant 4.25 0.84  

   Attitude 0.28 0.07 .23*** 

   Subjective Norms -0.97 0.17 -.39*** 

   PBC -0.13 0.07 -.10 

   Stigma/Shame -0.17 0.13 -.08 

   Perceived Susceptibility 0.43 0.07 .36*** 

   Sexual Risk Taking 0.00 0.00 -.01 

Step 3 (Model 3)    

   Constant 4.76 0.83  

   Attitude 0.27 0.07 .22*** 

   Subjective Norms -0.86 0.16 -.35*** 

   PBC -0.11 0.07 -.09 

   Stigma/Shame -0.15 0.13 -.07 

   Perceived Susceptibility 0.29 0.07 .25*** 

   Sexual Risk Taking 0.00 0.01 .01 

   Exclusive Relationship -0.96 0.24 -.30*** 

   Single -0.47 0.26 -.13 

   Prior Testing 0.43 0.20 .13* 

 

Note: R
2
 = .41 for Step 1, Δ R

2
 = .11 for Step 2 (p < .001),  

Δ R
2
 = .06 for Step 3 (p < .001). 

 *p < .05. **p < .01. ***p ≤ .001. 
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Table 6 

 

Regression model – Predicting willingness to screen for chlamydia 

 

 B SE B β 

Step 1 (Model 1)    

   Constant 5.10 0.31  

   Attitude 0.43 0.03 .12 

   Subjective Norms -0.11 0.06 -.14 

   PBC 0.09 0.03 .23** 

Step 2 (Model 2)    

   Constant 5.30 0.34  

   Attitude 0.05 0.03 .12 

   Subjective Norms -0.09 0.07 -.12 

   PBC 0.08 0.03 .20** 

   Stigma/Shame -0.09 0.05 -.13 

   Perceived Susceptibility -0.02 0.03 -.06 

   Sexual Risk Taking 0.00 0.00 .04 

Step 3 (Model 3)    

   Constant 5.39 0.36  

   Attitude 0.05 0.03 .12 

   Subjective Norms -0.08 0.07 -.11 

   PBC 0.08 0.03 .21** 

   Stigma/Shame -0.09 0.06 -.13 

   Perceived Susceptibility -0.04 0.03 -.10 

   Sexual Risk Taking 0.00 0.00 .05 

   Exclusive Relationship -0.13 0.10 -.13 

   Single -0.07 0.11 -.06 

   Prior Testing 0.03 0.09 .03 

 

Note: R
2
 = .13 for Step 1, Δ R

2
 = .02 for Step 2 (p = .24),  

Δ R
2
 = .01 for Step 3 (p = .63). 

 *p < .05. **p < .01. ***p ≤ .001. 
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Table 7 

 

Regression model – Predicting intentions to screen for genital herpes. 

 

 B SE B β 

Step 1 (Model 1)    

   Constant 2.79 0.84  

   Attitude 0.43 0.09 .35*** 

   Subjective Norms -0.78 0.17 -.32*** 

   PBC 0.00 0.07 .00 

Step 2 (Model 2)    

   Constant 2.51 0.87  

   Attitude 0.36 0.08 .30*** 

   Subjective Norms -0.73 0.17 -.30*** 

   PBC 0.00 0.07 .00 

   Stigma/Shame -0.11 0.13 -.06 

   Perceived Susceptibility 0.37 0.08 .29*** 

   Sexual Risk Taking 0.00 0.01 .00 

Step 3 (Model 3)    

   Constant 2.76 0.91  

   Attitude 0.35 0.08 .29*** 

   Subjective Norms -0.67 0.17 -.28*** 

   PBC -0.01 0.07 -.01 

   Stigma/Shame -0.10 0.13 -.05 

   Perceived Susceptibility 0.31 0.08 .24*** 

   Sexual Risk Taking 0.00 0.01 .00 

   Exclusive Relationship -0.37 0.30 -.12 

   Single -0.14 0.32 -.04 

   Prior Testing 0.27 0.20 .09 

 

Note: R
2
 = .33 for Step 1, Δ R

2
 = .08 for Step 2 (p < .001),  

Δ R
2
 = .02 for Step 3 (p = .21). 

 *p < .05. **p < .01. ***p ≤ .001. 
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Table 8 

 

Regression model – Predicting willingness to screen for genital herpes 

 

 B SE B β 

Step 1 (Model 1)    

   Constant 4.06 0.38  

   Attitude 0.17 0.04 .34*** 

   Subjective Norms -0.08 0.08 -.08 

   PBC 0.11 0.03 .23*** 

Step 2 (Model 2)    

   Constant 4.35 0.39  

   Attitude 0.19 0.04 .36*** 

   Subjective Norms -0.05 0.08 -.05 

   PBC 0.10 0.03 .21** 

   Stigma/Shame -0.08 0.06 -.10 

   Perceived Susceptibility -0.13 0.03 -.24*** 

   Sexual Risk Taking 0.00 0.00 .11 

Step 3 (Model 3)    

   Constant 4.46 0.41  

   Attitude 0.18 0.04 .35*** 

   Subjective Norms -0.02 0.08 -.02 

   PBC 0.10 0.03 .20** 

   Stigma/Shame -0.07 0.06 -.09 

   Perceived Susceptibility -0.16 0.04 -.29*** 

   Sexual Risk Taking 0.00 0.00 .10 

   Exclusive Relationship -0.15 0.14 -.12 

   Single -0.10 0.14 -.08 

   Prior Testing 0.12 0.09 .09 

 

Note: R
2
 = .23 for Step 1, Δ R

2
 = .08 for Step 2 (p < .001),  

Δ R
2
 = .01 for Step 3 (p = .36). 

 *p < .05. **p < .01. ***p ≤ .001. 
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Table 9 

 

Analysis of Variance (ANOVA) between gender and STD type. 

 

 df F p
 

η
2
 

Attitudes     

   Gender*STD type 1 1.45 .23 .00 

   Gender 1 8.78 .00** .02 

   STD type 1 0.23 .63 .00 

Subjective Norms     

   Gender*STD type 1 0.38 .54 .00 

   Gender 1 7.92 .01** .02 

   STD type 1 0.23 .63 .00 

PBC     

   Gender*STD type 1 0.00 .99 .00 

   Gender 1 0.14 .71 .00 

   STD type 1 1.24 .27 .00 

Stigma/Shame     

   Gender*STD type 1 1.03 .31 .00 

   Gender 1 3.17 .08 .01 

   STD type 1 1.80 .18 .00 

Perceived Susceptibility     

   Gender*STD type 1 1.01 .32 .00 

   Gender 1 1.10 .30 .00 

   STD type 1 0.65 .42 .00 

 

Note: N = 351, as 13 participants who did not identify as  

men or women were excluded.  

*p < .05. **p < .01. ***p ≤ .001. 
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Table 10 

 

Analysis of Variance (ANOVA) between romantic relationship groups 

 

 df F p
 

η
2
 

Attitudes 2 0.87 .42 .00 

Subjective Norms 2 1.55 .21 .00 

PBC 2 1.83 .16 .01 

Perceived Susceptibility  2 21.85 .00*** .11 

Sexual Risk Taking 2 0.85 .43 .00 

 

Note: N = 361, as 3 participants did not specify a relationship status.  

*p < .05. **p < .01. ***p ≤ .001. 
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Appendix A 

 

IRB Letter of Exempt Status 
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Appendix B 

 

Recruitment Email 

 

Dear students, 

 

I invite you to participate in a brief survey about your willingness to get tested for sexually 

transmitted diseases. To participate, you must be a full-time student between the ages of 18 

and 24 and have a history of partnered sexual activity.  

 

Your responses will be used solely for the purpose of research to complete a doctoral 

dissertation. All the data will be collected anonymously and will be saved on a password 

protected database and computer. This study has been approved by the Ball State University IRB 

(IRB protocol # 867069-1).  

 

Participation in this study yields one hour (1.0) of research credit for CPSY. If you do not 

need the research credit, you may elect to enter into drawing for one of ten, $10 

amazon.com gift cards.  

 

If you are interested in participating, please click on the link below to take the survey:  

 

Qualtrics Button 

 

Your time and participation is much appreciated! 

 

Lauren Pucci, M.A. (Principal Researcher) 

Department of Counseling Psychology and Guidance Services 

Ball State University 

Muncie, IN 47306 

Email: lapucci@bsu.edu   

  

Stefanía Ægisdóttir, Ph.D. (Faculty Advisor) 

Professor of Psychology 

Department of Counseling Psychology and Guidance Services 

Ball State University 

Muncie, IN 47306 

Email: stefaegis@bsu.edu  

Phone: 765-285-8040 

 
 
 
 
 
 
 
  

https://ch1prd0510.outlook.com/owa/redir.aspx?C=RzcwoXYjkk67kxA5LqxmjETXKgPzJdAI_EU6A6ODE0bTfJWLtDgbNgTAIfRDDLWZjNGWRiTGwbM.&URL=mailto%3aemmastroiann%40bsu.edu
mailto:stefaegis@bsu.edu
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Appendix C 

 

Informed Consent 

 

You are invited to participate in a brief anonymous survey, titled, “I Think I’m Clean: 

Willingness to Get Screened for Sexually Transmitted Diseases”. If you would like to participate 

in this study, please read this introductory letter and then click on the “yes” below to give your 

consent to participate in the study.  

 

The purpose of this research project is to examine individuals’ willingness to get screened for 

STDs. In order to participate in this study you must be enrolled as a full time 

undergraduate student at Ball State University, be between the ages of 18 and 24, and have 

a history of partnered sexual activity.  

 

For this project, you will be asked to complete an online survey about your attitudes towards 

STD screening and sexual history.  This will take approximately 45-60 minutes.  If you are in a 

CPSY course, you will receive one hour of research credit for your participation. If you do not 

wish to receive course credit, you may elect to be entered into a drawing with the chance to win 

one of ten, $10 amazon.com gift cards.    

 

All data will be kept anonymous. Data will be stored on the principal researcher’s password 

protected computer for a period of two years. E-mail addresses will be collected for gift card 

drawing and research credit information only and will not be linked to the data.  There are no 

foreseeable risks or ill effects from participating in this study are minimal. However, in the event 

that answering some of the questions on the questionnaires evoke any uncomfortable feelings, 

there are free counseling services available to you as a student through the Ball State University 

Counseling Center (765-285-1736), located in Lucina Hall, Room 320. You may also elect to 

seek services off campus and will then be responsible for the costs of any care provided.  It is 

understood that in the unlikely event that treatment is necessary as a result of your participation 

in this research project that Ball State University, its agents and employees will assume whatever 

responsibility is required by law.   

 

Your participation in this study is completely voluntary and you are free to withdraw from the 

study at any time without penalty or prejudice from the researcher. Further, there are no direct 

benefits to participating in the study. Please feel free to ask any questions of the investigator 

before beginning the study, and at any time during the study.  For one’s rights as a research 

subject, the Director of Research Integrity may be contacted: Office of Research Integrity, Ball 

State University, Muncie, IN 47306, (765) 285-5070, irb@bsu.edu. 

 

To give your consent to participate in the study, click on the “yes” below. By clicking “yes”, you 

are agreeing to participate in the research study and agreeing that the study has been explained to 
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you and your questions have been answered to your satisfaction. If you have any additional 

questions at any time before, during, or after the study, you can email the researcher at 

lapucci@bsu.edu. You can print this introductory letter to keep for future reference. 

 

      

Lauren Pucci, M.A. 

Department of Counseling Psychology and Guidance Services 

Ball State University 

Muncie, IN 47306 

Email: lapucci@bsu.edu 

  

Faculty Supervisor: 

Stefanía Ægisdóttir, Ph.D. 

Professor of Psychology 

Department of Counseling Psychology and Guidance Services 

Ball State University 

Muncie, IN 47306 

Email: stefaegis@bsu.edu 

Phone: 765-285-8040 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

https://ch1prd0510.outlook.com/owa/redir.aspx?C=RzcwoXYjkk67kxA5LqxmjETXKgPzJdAI_EU6A6ODE0bTfJWLtDgbNgTAIfRDDLWZjNGWRiTGwbM.&URL=mailto%3aemmastroiann%40bsu.edu
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Appendix D 

 

Survey  

 
 

Genital Herpes Fact Sheet 

 

Genital herpes is an STD caused by herpes simplex type 1 and herpes simplex type 2 viruses. 

Genital herpes is spread by sexual contact (oral, anal, or vaginal sex). It is common in the United 

States. The Centers for Diseases Control and Prevention (CDC) estimate one in six people age 14 

to 49 have genital herpes. Many people with genital herpes do not experience obvious symptoms. 

Currently, there is no cure for genital herpes, meaning individual with genital herpes have it for 

life. However, there are several medications that can help to prevent or shorten outbreaks. These 

medications may also reduce risk of passing infection on to sex partner(s).  

Source: Centers for Disease Control and Prevention (2014). 

 

Quiz 

1. Genital herpes is spread through sexual contact 

a. True 

b. False 

2. Genital herpes can be cured with medication 

a. True  

b. False 

 

 

Chlamydia Fact Sheet 

 

Chlamydia is a common STD impacting both men and women. It is spread by sexual contact 

(oral, anal, vaginal sex). It is common in the United States. In 2014, the Centers for Disease 

Control and Prevention reported over 1 million new cases of the disease. Most people who have 

chlamydia do not experience symptoms. Chlamydia is easily cured with the proper medication 

(i.e., antibiotics). However, if left untreated, Chlamydia can lead to more serious health problems 

including infertility.  

Source: Centers for Disease Control and Prevention (2014). 

 

Quiz  

1. Chlamydia is spread through sexual contact 

a. True 

b. False 

2. Chlamydia can be cured with medication 

a. True  

b. False 
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Attitudes 
 
Please indicate your agreement with the following items using the 1-7 scales provided 
below. There is no right or wrong answer. Please be open and honest in your responding.  
 
Getting test for Chlamydia/Genital Herpes in the next 12 months would be: 
 
       1                  2             3           4                       5                   6                      7 
     Bad                           Good 
 
 
       1                  2             3           4                       5                   6                      7 
  Harmful               Beneficial 
 
 
       1                  2             3           4                       5                   6                      7 
  Foolish                      Wise 
 
 
       1                  2             3           4                       5                   6              7          
Irresponsible             Responsible  
 
 
       1                  2             3           4                       5                   6                      7 
Unhelpful                   Helpful 
 
 
       1                  2             3           4                       5                   6                      7 
Cowardly                    Brave  
 
                         
       1                  2             3           4                       5                   6                     7 
Inconsiderate                         Considerate    
 
 
       1                  2             3           4                       5                   6                     7   
Unpleasant                                  Pleasant                  
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Subjective Norms 
 
 
Please indicate your agreement with the following items using the 1-4 scales provided 
below. There is no right or wrong answer. Please be open and honest in your responding.  
 
                        Strongly                                  Strongly 
                       Disagree                                    Agree 

                1  2  3  4 
 

 
1. Most people who are important to me would support me if I chose to get tested for 

Chlamydia/Genital Herpes in the next 12 months. 
1  2  3  4 
 

2. Most people who are important to me would approve of me getting tested for 
Chlamydia/Genital Herpes in the next 12 months. 
1  2  3  4 
 

3. Most people who are important to me think that I should get tested for 
Chlamydia/Genital Herpes in the next 12 months. 
1  2  3  4 
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Perceived Behavioral Control 
 

Please indicate your agreement with the following items using the 1-7 scales provided 
below. There is no right or wrong answer. Please be open and honest in your responding.  
  

1. How accessible do you think Chlamydia/Genital Herpes testing services are? 

       1                  2             3           4                       5                   6                      7 
     Very                                                      Very 
 Inaccessible                                                                                                                    Accessible 
 

2. How affordable would Chlamydia/Genital Herpes testing services be for you? 

       1                  2             3           4                       5                   6                      7 
 Not at all                                                       Very   
Affordable                                                 Affordable 

 
 

3. Knowing where to go for Chlamydia/Genital Herpes testing services, if needed, 
would be _________. 

  1                  2             3           4                       5                   6                      7 
Very                                                          Very 
Easy                                                                                                           Difficult 

 
4. If I wanted to, I am confident that I could get tested for Chlamydia/Genital Herpes 

in the next 12 months. 
 

       1                  2             3           4                       5                   6                      7 
 Not at all                                                       Very 
Confident                                                  Confident 
 

5. If I wanted to, I am capable of getting tested for Chlamydia/Genital Herpes in the 
next 12 months.  
 

       1                  2             3           4                       5                   6                      7 
    Very                                                       Very 
 Incapable                                                    Capable 
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STD-related Stigma/Shame 
 

Please indicate your agreement with the following items using the 1-4 scales provided 
below. There is no right or wrong answer. Please be open and honest in your responding.  
 
                        Strongly                                  Strongly 
                       Disagree                                    Agree 

                1  2  3  4 
 

 
1.   If you got tested for Chlamydia/Genital Herpes, people would avoid you?  

1  2  3  4 
 

2.  If you got tested for Chlamydia/Genital Herpes, people would think you were unclean?   
1  2  3  4 
 

3. If you got tested for Chlamydia/Genital Herpes, other people would think badly of you? 
1  2  3  4 

 
4. If you got tested for Chlamydia/Genital Herpes, other people would not want to be 
friends with you? 

1  2  3  4 
 

5. If you got tested for Chlamydia/Genital Herpes, other people would be disgusted by 
you? 

1  2  3  4 
 

6. If you got tested for Chlamydia/Genital Herpes, other people would be uncomfortable 
around you? 

1  2  3  4 
 

 
 

For the next five questions, use the scale provided below each individual question. 
 
7. If you got tested for Chlamydia/Genital Herpes, how ashamed would you feel? 

       1   2  3  4 
Not at all                Very 
Ashamed           Ashamed 
 

8. If you got tested for Chlamydia/Genital Herpes, how embarrassed would you feel? 
       1   2  3  4 
  Not at all                  Very 
Embarrassed           Embarrassed 
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9. If you got tested for Chlamydia/Genital Herpes, how guilty would you feel? 
     1   2  3  4 
Not at all                Very 
  Guilty                           Guilty 
 

10. If you got tested for Chlamydia/Genital Herpes, how scared would you feel? 
       1   2  3  4 
Not at all                Very 
Scared                            Scared 
 

11. If you got tested for Chlamydia/Genital Herpes, how disappointed in yourself would 
you feel? 

       1   2  3  4 
    Not at all                 Very 
Disappointed           Disappointed 
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Perceived Susceptibility 
 

Please indicate your agreement with the following items using the 1-7 scales provided 
below. There is no right or wrong answer. Please be open and honest in your responding.  

 
 

1. How susceptible to Chlamydia/Genital Herpes do you feel? 
 
       1                  2             3           4                       5                   6                      7 
 Not at all                Extremely 
Susceptible              Susceptible 
 

2. What is the chance that you will be exposed to Chlamydia/Genital Herpes? 
 

       1                  2             3           4                       5                   6                      7 
Very Low                Very High 
 Chance                              Chance  
             
          

3. How likely do you think it is that you will catch Chlamydia/Genital Herpes in your 
lifetime? 
 

       1                  2             3           4                       5                   6                      7 
Extremely                Extremely 
 Unlikely                   Likely 

 
 

4. Would you say that you are the type of person who is likely to get 
Chlamydia/Genital Herpes?  
 

       1                  2             3           4                       5                   6                      7 
Extremely                Extremely 
Disagree                   Agree 
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Sexual Risk Survey (SRS) 
 
Please rate the following statements using the scale provided. Place your ratings to the left 
of each statement by recording the number that most accurately reflects your attitudes and 
beliefs about seeking sexual health services in the United States. There are no “wrong” 
answers, just rate the statements as you honestly feel or believe. It is important that you 
answer every item. 
 

 Strongly Disagree     Strongly Agree 

 1  2  3  4  5  6 

 

1. If a good friend asked my advice about Chlamydia/Genital 

Herpes, I would recommend that he/she see a health professional 

to get tested. 1    2    3    4    5    6 

2. I would be willing to confide my intimate sexual concerns to a 

health professional.  1    2    3    4    5    6 

3. Seeing a health professional is helpful when you are 

experiencing Chlamydia/Genital Herpes-like symptoms. 1    2    3    4    5    6 

4. At some future time, I might want to see a health professional to 

get tested for Chlamydia/Genital Herpes.  1    2    3    4    5    6 

5. If I believed I was having symptoms of Chlamydia/Genital 

Herpes, my first inclination would be to see a health 

professional and get tested. 1    2    3    4    5    6 

6. I would see a health professional for a Chlamydia/Genital 

Herpes screen if I were worried about my sexual health for a 

long period of time. 1    2    3    4    5    6 

7. I intend to get tested for Chlamydia/Genital Herpes in the next 

12 months. 1    2    3    4    5    6 

 

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

1. How many partners have you engaged in sexual behavior with but not had sex with?  
2. How many times have you left a social event with someone you just met?  
3. How many times have you “hooked up” but not had sex with someone you didn’t 

know or didn’t know well? 
4. How many times have you gone out to bars/parties/social events with the intent of 

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

“hooking up” and having sex with someone? 
6. How many times have you had an unexpected and unanticipated sexual experience?  
7. How many times have you had a sexual encounter you engaged in willingly but later 

regretted? 
 

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

8. How many partners have you had sex with? 
9. How many times have you had vaginal intercourse without a latex or polyurethane 

condom? Note: Include times when you have used a lambskin or membrane 
condom. 

10. How many times have you had vaginal intercourse without protection against 
pregnancy? 

11. How many times have you given or received fellatio (oral sex on a man) without a 
condom? 

12. How many times have you given or received cunnilingus (oral sex on a woman) 
without a dental dam or “adequate protection” (please see definition of dental dam 
for what is considered adequate protection)? 

13. How many times have you had anal sex without a condom? 
14. How many times have you or your partner engaged in anal penetration by a hand 

(“fisting”) or other object without a latex glove or condom followed by unprotected 
anal sex? 

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

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

17. How many times have you had sex with someone you don't know that well or just 
met? 

18. How many times have you or your partner used alcohol or drugs before or during 
sex? 

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

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

22. How many partners have you had sex with that you didn’t trust? 
23. How many times (that you know of) have you had sex with someone who was also 

engaging in sex with others during the same time period? 
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Demographic/Background Information 

 
1. How old are you? _______ years 

 
2. What is your gender? 

a. Woman 
b. Man 
c. Transgender 
d. Other ____________________________ 

 
3. What is your sexual orientation? 

a. Heterosexual 
b. Gay/Lesbian 
c. Bisexual 
d. Other _____________________________ 

 
4. What is your race/ethnicity? 

a. White 
b. Black or African American 
c. Hispanic or Latino/a 
d. Asian or Pacific Islander 
e. American Indian, Alaskan Native, or Native Hawaiian 
f. Biracial or Multiracial 
g. Other ______________________________ 

 
5. Are you an international student?   

a. Yes. If yes, from where: __________________________ 
b. No 

 
6. What is your year in school? 

a. 1st year undergraduate 
b. 2nd year undergraduate 
c. 3rd year undergraduate 
d. 4th year undergraduate 
e. 5th year or more undergraduate 

 
7. What is your relationship status? 

a. Single, not dating 
b. Casually dating, not committed or exclusive 
c. In a committed relationship (e.g., dating one person exclusively, cohabitating, 

married) 
i. For how long? ____________months 

 
8. Have you engaged in oral sex without a dental dam or condom in the last 12 

months? 
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a. Yes 
b. No 

9. Have you engaged in vaginal sex without a condom in the last 12 months? 
a. Yes 
b. No 

 
10. Have you engaged in anal sex without a condom in the last 12 months? 

a. Yes 
b. No 

 
11.  How many sexual partners have you had in your lifetime? Approximate to the best 

of your ability: _____________ partners 
 

12. In the past 12 months, have you been to a doctor, hospital, or clinic for a general 
physical or gynecological exam? 

 
a. Yes 
b. No 

 
13. In the past 12 months, have you been to a doctor, hospital, or clinic to get tested for 

Chlamydia/Genital Herpes? 
a. Yes 
b. No 

 
14. If yes, did you test positive? 

a. Yes 
b. No 

 
15.  In the past 12 months, have you been to a doctor, hospital, or clinic to get tested for 

a different STD? 
a. Yes; specify: _______________________ 
b. No 

 
16. If yes, did you test positive? 

a. Yes; specify: ________________________ 
b. No 

 
17. Do you know someone who has tested positive for a STD? 

a. Yes 
b. No 

 

 
How do you wish to receive credit for participation? 

a. CPSY research credit 
b. Enter into raffle for 1 of 10, $10 Amazon.com gift cards 
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Appendix D 

Extended Literature Review 

There is a wealth of research available regarding a variety of health-promoting behaviors 

from exercise to medication adherence.  Yet, there is considerably less research available on 

sexual health behaviors.  Of the available research, a majority on sexual health behaviors has 

examined HIV/AIDS with less attention to curable, but increasingly prevalent sexually 

transmitted diseases (STDs; also referred to as sexually transmitted infections in the literature) 

such as chlamydia and gonorrhea (Barth, Cook, Downs, Switzer, & Fischoff, 2002; Boudewyns 

& Paquin, 2011; Mulholland & Van Wersch, 2007).  Genital herpes, another common STD, has 

not received due attention in sexual health research; it is a unique diagnosis that, while incurable, 

does not present with the same potentially severe health consequences that HIV/AIDs does 

(CDC, 2017).  American college students continue to suffer high rates of STDs (ACHA, 2016), 

but little is known about their STD screening behaviors.  Various theoretical frameworks, such as 

the Theory of Planned Behavior (TPB; Ajzen, 1985; 1991) and Health Belief Model (HBM; 

Becker, 1974; Rosenstock, 1974) show promise, but have yet to be applied to this specific 

context and population.  Therefore, an obvious gap in theoretical and empirical research exists 

regarding the STD screening behaviors of college students. The purpose of the current study is to 

employ these two theoretical frameworks in hopes of better explaining STD screening behaviors, 

or lack thereof, in a college sample.  

Prevalence of Sexually Transmitted Diseases 

 In 2016, the Centers for Disease Control and Prevention (CDC) released their most recent 

report on STD surveillance. The preparers of said report noted they obtained the largest number 

of new cases ever reported for one single health condition.  What was this condition? Chlamydia. 
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To be exact, 1,526,658 new cases of chlamydia were reported to the CDC across the United 

States, a 5.9 percent increase since 2014. The rates for gonorrhea increased 12.8 percent since 

2014, amounting to 395,216 new cases. Even the rates for syphilis, an STD that was previously 

close to elimination, resurged. Since 2001, the rates for this STD have been steadily increasing. 

In 2015, a total of 23,872 cases were reported, a 19 percent increase from the year prior (CDC, 

2016). Data are less clear on the prevalence of genital herpes, a common and incurable STD, as it 

is not nationally reportable. The CDC argues that this specific condition goes vastly 

underreported, as many individuals go untested and remain unaware they have herpes (CDC, 

2016).  Still, conservative estimates suggest that approximately 1 in 6 people ages 14 to 49 have 

the disease (CDC, 2017).  Notable gender and racial disparities persist, with women and African 

Americans accounting for significantly larger proportions of the reported cases.  Further, over 

half (64.3%) of all new STDs are acquired by young people between the ages of 15 and 24 

(CDC, 2016).  If left undiagnosed, and therefore untreated, many STDs that would have 

otherwise gone without terribly adverse side effects or symptoms have the potential for severe 

health consequences, such as cervical cancers and infertility (Aral, 2001).  Similarly, untreated 

STDs, such as chlamydia and genital herpes, can also help facilitate transmission of Human 

Immunodeficiency Virus (HIV; Fleming & Wasserheit, 1999; CDC, 2017).  With this 

information, it is obvious that the transmission of STDs continues to present a formidable health 

problem in the United States.  

Sexual Health Behaviors of College Students 

 As noted above, young people contract STDs at higher rates than other age groups (CDC, 

2016).  One sub-group included in this age demographic is college students.  Research on the 

sexual activity of college student has consistently found evidence of risky sexual behaviors that 
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can increase likelihood of STD transmission.  In its recent assessment, the American College 

Health Association (ACHA, 2016) found that many college students reported engaging in sexual 

acts (oral, vaginal, and/or anal sex) with multiple partners.  Unfortunately, less than half of the 

respondents reported regular or consistent condom use (vaginal intercourse– 47.8%).  This 

percentage dropped significantly when other sexual acts were included (oral sex – 5.4%; anal 

intercourse – 27.5 %). This is a problematic combination, as unprotected sex with multiple 

partners can easily lead to rampant transmission of STDs.  

  In response, many health promotion efforts have targeted STD transmission on college 

campuses (Tappe, Allensworth, & Grizzell, 2010).  Much of the available research and outreach 

programming has focused on increasing condom use and reducing number of casual sexual 

partners, but less efforts focused on the STD screening behaviors of college students – another 

noted sexual health behavior.  Many studies on condom use have failed to even include STD 

screening history in their assessment.  It is unfortunate and concerning that, outside of the 

HIV/AIDS literature, not much has been done to investigate the topic of STD screening.  Still, 

studies that have at least assessed this health behavior among college students tend to find low 

rates and low intentions to screen for STDs (e.g., Balfe, Brugha, O’Connell, McGee, 

O’Donovan, & Vaughan, 2010; Barth et al., 2002; Moore, 2013).  For example, Barth and 

colleagues (2002) found that 61 percent of college students reported never being tested for a 

STD. Likewise, Moore (2013) reported that only 43.5 percent of 292 college students reported 

past testing for chlamydia/gonorrhea.  More shocking was the fact that almost one-half (49.3%) 

reported no motivation for future testing.  These findings beg the question about what 

psychosocial factors might help to explain or predict this specific health behavior.  What might 

facilitate more regular STD screenings among college students?  And, what barriers exist that 
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may prevent or deter college students from engaging in this health behavior?  

Understanding or Predicting STD Screening Behaviors 

 Theory helps to answer questions such as these and guides research and development of 

health programming.  As previously noted, STD screening behaviors have received little research 

attention.  Despite this, it appears that efforts have been made across various college campuses to 

increase the frequency of this sexual health-promoting behavior (see ACHA, 2015).  However, 

these efforts and programs are rarely systematically evaluated.  Thus, little information can be 

gathered from the literature.   Similarly, specific theories have not been adequately assessed, or 

empirically tested for their external validity, within the specific sexual health context of STD 

screening behaviors. Still, there are a couple theories that show some promise.  

Theory of Planned Behavior 

   One theory in particular has garnered considerable attention for its ability to identify 

factors that predict a variety of behaviors – the Theory of Planned Behavior (TPB; Ajzen, 1985; 

1991).  This theory may offer a way of explaining or predicting college students’ STD screening 

behaviors.  It has been found to predict a variety of health behaviors, from psychological help-

seeking to medication adherence, to condom use (Armitage & Conner, 2001; Tyson, Covey, & 

Rosenthal, 2014).  It posits that behavioral intentions and subsequent behaviors can be predicted 

from attitudes toward the behavior, subjective norms around the behavior, and perceived 

behavioral control over completing the behavior.  Attitudes refer to global beliefs about the 

possible outcomes of performing a behavior.  Typically, this involves measuring attitude 

valence, or the positives and negatives associated to that behavior.  Subjective norms refer to a 

person’s perceptions of how others will react if they perform a certain behavior. Finally, 

perceived behavioral control (PBC) helps to account for aspects such as self-efficacy about 
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performing the behavior and barriers to engaging in the behavior, such as perceived accessibility 

and cost or affordability.  A notable strength of this model is that it takes social norms into 

account, something that appears to be particularly salient for sexual health promotion due to the 

social nature of the behavior.   

 Armitage and Conner (2011) conducted a meta-analysis of 161 studies that employed 

TPB-driven health interventions for a variety of behaviors including smoking-cessation, dieting, 

exercise, alcohol use, and condom use.  Researchers found that the TBP constructs accounted for 

39% of the variance in intentions, while intentions accounted for 25 percent of the variance in 

behavior.  Additionally, PBC accounted for an extra two percent of the variance in behaviors 

over intention alone.  Due to the magnitude of the study and diversity of behaviors assessed, this 

suggests strong evidence of the utility of the TPB to predict behavior.   

 More recently, Tyson and colleagues (2014) conducted a meta-analysis that specifically 

looked at TPB-informed interventions for increasing condom use or protected sex, as well as 

buying and carrying condoms, another noted safe sex behavior.  Thirty-two unique studies were 

included in the analysis, accounting for 47 interventions.  Pooled effect size from the 34 

interventions targeting condom use/protected sex was found to be Cohen’s d = 0.127. Thus, these 

safe sex behaviors were increased by 13 percent by using interventions informed by the TPB. 

Tyson and colleagues noted that while the effect size was small, the interventions performed 

equally well when tested against no-intervention control groups as interventions that provided 

other sexual health information. Further, the effect sizes varied substantially between studies.  

This was not surprising, though, due to the diversity of interventions, populations, and settings 

included in the analysis.  Interventions spanned from passive (e.g., handing out leaflets) to more 

active (e.g., individual counseling, information sessions) interventions.  The analysis also 
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included studies from several countries, including the United Kingdom, Germany, Belize, and 

South Africa, and settings (e.g., schools, rehabilitation centers, community clinics).  While these 

extraneous variables may explain to explain the lower effect size for TPB interventions, these 

results also suggest there are other variables, not included in the TPB, which may help to better 

promote various health behaviors. So, are there other theories that may help to better illuminate 

what influences one’s decision to get screened for a STD? 

The Health Belief Model 

  The health belief model (HBM; Becker, 1974; Rosenstock, 1974) is another popularly 

employed theory in health research.  The HBM was developed by social psychologists with 

funding from U.S. Public Health Services after the noted failure of a free tuberculosis screening 

program (Hochbaum, 1958).  The HBM model posits that personal beliefs or perceptions about a 

disease as well as the strategies or services available to combat it help to explain or predict 

behaviors.  The four main constructs of this model refer to: perceived severity (how severe one 

judges the disease to be), perceived susceptibility (personal assessment of likelihood of 

contracting the disease), perceived benefits (one’s conclusions regarding the benefits of 

performing the behavior), and perceived barriers (opinion as to what will impede one from 

engaging in or adopting the new behavior).  More recently, additional constructs were added to 

the model, including self-efficacy, cues to action, and motivating factors (Rosenstock, Stretcher, 

& Becker, 1988).  Self-efficacy comes from Bandura’s work (1977) and refers to a belief in 

one’s ability to complete a task or achieve a goal.   

  Since its inception, the HBM has been used to explore a variety of health behaviors.  

However, few studies have measured all elements of the HBM as predictor variables 

simultaneously.  This was a challenge faced by both Harrison, Mullen, and Green (1992) and 
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Carpenter (2010) when they conducted meta-analyses to test the effectiveness of this theory to 

predict various health behaviors.  Despite only finding 16 studies that met their inclusion criteria, 

Harrison and colleagues (1992) still managed to find significant, though small, effect sizes for 

the main four HBM predictor variables – susceptibility (β = 0.15), severity (β = 0.08), benefits (β 

= 0.13), and barriers/costs (β = -0.21).  A more recent study by Carpenter (2010), which included 

18 studies, found that perceived benefits and barriers to be the most significant predictors of 

subsequent behaviors.  Further, the effect sizes were larger for preventative behaviors (e.g., 

health screenings) compared to treatment-related behaviors (e.g., smoking cessation, medication 

compliance).  While both of these studies demonstrated promise for the HBM, they too contained 

a variety of behaviors and included studies were plagued by methodological concerns, including 

concerns with reliability and validity of employed measures.  Few studies have investigated the 

complete HBM with STD prevention efforts (e.g., increasing condom use, STD screening), but 

what is available shows promise.  

Integrating TPB and HBM 

 There appears to be considerable overlap between the two aforementioned theoretical 

frameworks.  Perceived behavioral control (PBC) from the TPB arguably encompasses the HBM 

tenants of self-efficacy and perceived barriers.  Attitudes, if measured effectively, should include 

perceived consequences of performing the behavior, which is more explicitly stressed in the 

HBM.  The idea of perceived susceptibility from the HBM appears to be the one unique 

construct not accounted for by the TPB.  Both theories have garnered empirical support for their 

applicability to a variety of health behaviors, but, independently, may not work as well for sexual 

health behaviors (Boudewyns & Paquin, 2011; Zak-Place & Stern, 2004).  Therefore, integrating 

constructs from both theories may result in a richer, more accurate understanding of this 
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particular health behavior.  

Predictors of STD Screening Under Investigation 

 Available research suggests that attitudes, subjective norms, perceived behavioral control 

(PBC), and perceived susceptibility may be particularly useful for understanding or explaining 

intentions to screen for STDs.  

Attitudes towards STD screening. Research on the Theory of Planned Behavior (TPB) 

has consistently found attitudes to be a strong predictor of various health behaviors (Armitage & 

Conner, 2011; Tyson et al., 2014). This, too, appears to be the case with STD screening 

behaviors (Boudewyns & Paquin, 2011; Godin et al., 1993).  According to TBP, attitude denotes 

the degree to which an individual holds a positive or negative evaluation of a certain, target 

behavior.  Attitudes are determined by behavioral beliefs, specifically the perceived outcomes or 

consequences, both positive and negative, which may result from performing the behavior 

(Ajzen, 1985; 1991).   

 In a recent study, Boudewyns and Paquin (2011) found attitudes toward getting tested for 

STDs to be the strongest predictor of intentions (β = .70, p < .001).  This is notable considering 

their obtained regression model, which included the three TPB constructs as predictors, 

accounted for approximately 70 percent of the variance in intentions.  Unfortunately, 

methodological flaws may have led to statistical errors.  Namely, the researchers found a high 

correlation between intention and attitude (r = .83).  This could present concerns for model 

interpretation and lead one to wonder if the researchers actually measured separate constructs.  

Still, one cannot easily ignore the influence of attitudes on intentions and this construct should be 

included in future research efforts.  This simply demonstrates the need for more 

psychometrically rigorous measures with better evidence of validity – a limitation presently 
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faced by countless researchers.  

Subjective Norms  

As previously stated, subjective norms refer to a person’s perceptions of how others will 

react if they perform a certain behavior (Ajzen, 1985; 1991).  This would likely involve 

consideration of social pressures or judgments from significant people or groups of people, and 

this was theorized to impact one’s decision-making.  Subjective norms was the final construct 

added to the theory (Fishbein & Ajzen, 1975) and it has not always garnered strong research 

support. For example, in their meta-analysis of 185 studies, Armitage and Conner (2011) found 

subjective norms to be the weakest predictor of behavioral intentions. However, they spoke to 

methodological concerns (i.e., poor construct measurement) that may have been to blame. 

Further, for some behaviors, such as exercising and dieting, subjective norms appear neutral or 

positive and thus do not present a barrier to accomplishing a goal (Armitage & Conner, 2011; 

Tyson et al., 2014).   

This construct may perform differently in the context STDs and STD screening. In some 

recent qualitative studies, young adults spoke to the negative social norms surrounding STDs and 

STD screening and how this deterred them from getting tested (Mulholland & Van Wersch, 

2007; Richardson, Maple, Perry, Ambler, Jurd, & Fisher, 2010). With more positive subjective 

norms, people may be more likely to get screened for STDs. This was the case in a study by 

Boudewyns and Paquin (2011). Here, subjective norms was found to predict intentions to screen 

for STDs among a college sample, with more positive subjective norms related to greater 

intentions to screen for STDs. Finally, it is worth noting that this construct is theoretically similar 

to stigma, which will be discussed in greater detail in the sections below.  

Perceived Behavioral Control Regarding Screening Behaviors 
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 Perceived behavioral control (PBC) refers to one’s sense of control over or capability of 

performing a target behavior.  Also included in this construct are perceived barriers and 

facilitators of a behavior.  One could argue that barriers may help to explain the discrepancy 

sometimes obtained between intentions and actual behaviors.  Perhaps that is why, as previously 

noted, PBC accounted for unique variance in behaviors over intentions alone (Armitage and 

Conner, 2001).  

 A notable piece of PBC comes from self-efficacy.  Adapted from the work of Bandura 

(1977), self-efficacy is conceptualized as one’s perceived ability to complete a certain task.  In 

the context of condom use, self-efficacy has been found to be a more complicated construct.  

Purchasing condoms, negotiating their use, and effectively using them for the entire duration of a 

sexual encounter without breakage has proven a difficult task for many individuals (Crosby, 

Yarber, Sanders, & Graham, 2005; Williamson, Buston, & Sweeting, 2009), and may 

subsequently lead to lower reported self-efficacy.  However, less is required to successfully 

screen for STDs.  Scheduling and attending an appointment are not inherently difficult, but rates 

for screening are still low.  Research has identified other considerations that may impact PBC 

including perceived cost/affordability and perceived accessibility.  Several things could influence 

this, such as one’s knowledge of available resources (i.e., university health center, community 

clinics), costs of the various tests, scheduling concerns, and travel considerations.  Perceived 

behavioral control was not found to be a significant predictor of intentions to get tested for STDs 

in the study by Boudewyns and Paquin (2011), but methodological concerns may have been to 

blame.  Specifically, the researchers assessed this construct with three questions, which arguably 

may not have fully encapsulated the different aspects involved in PBC.  

 It is also worth noting that gender differences may exist for this construct.  Several 
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studies have found more female participants reporting a history of STD testing. Researchers have 

postulated that more habitual gynecological appointments for women, in which STD tests are 

included or offered, may make it easier for women to get tested on a regular basis (Zak-Place & 

Stern, 2004) compared to men.  Further, this may allow some women to avoid certain barriers to 

testing – such as stigma – as the STD test is not the obvious, or primary reason for the 

appointment. 

STD-Related Stigma and Shame 

The seminal work by Goffman (1963) on stigma is frequently cited in the sexual health 

literature (e.g., Balfe et al., 2010; Rusch, Shoveller, Burgess, Stancer, Patrick, & Tyndall, 2008; 

Young, Nussbaum, & Monin, 2007).  According to Goffman, stigma is a characteristic (e.g., 

diagnosis, physical attribute) that discredits and diminishes an individual or group, leaving them 

tainted or inferior in comparison to others (“normals”).  Goffman also argues that stigma is 

socially defined and may become more or less salient depending on what is accepted in a 

particular cultural or social context. When stigma is salient, and thus stigma threat is high, it has 

the potential to spoil whole identities based on that one characteristic. From this framework, 

individuals may avoid getting tested for fear of a positive STD screen which would identify them 

as part of the stigmatized “other” group. 

 In their qualitative study investigating barriers to chlamydia testing, Balfe and colleagues 

(2010) found evidence in support of Goffman’s stigma framework.  Their sample consisted of 35 

Irish women between the ages of 18 and 29.  In their interviews, these women endorsed a 

negative view of “others” (i.e., individuals with STDs); they described them as irresponsible, 

immoral, and promiscuous.  Participants also endorsed a fear of finding themselves in the “other” 

category.  By avoiding the act of getting tested, they were both protecting their identities as 
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good, “worthy” individuals and avoiding negative social consequences (i.e., bullying, ostracism). 

Unfortunately, this still left them susceptible to STD-related health consequences.  Interestingly, 

this identity risk posed by STDs was found to be less severe for more educated participants.  

 Fortenberry and colleagues (2002) quantitatively investigated the effect of STD-related 

stigma and shame on STD testing.  Shame is closely related to stigma and is often 

conceptualized in the literature as internalized stigma and referred to as self-stigmatization 

(Corrigan & Penn, 1999; as cited in Fortenberry et al., 2002, p. 378).  The researchers argued 

they are distinct constructs worthy of further investigation.  Using past STD testing behaviors as 

their outcome variable, assessed via a single yes-or-no item, Fortenberry and colleagues 

examined the impact of stigma and shame on gonorrhea and HIV testing.  Their sample 

contained almost 2,000 individuals (mean age = 24.9) across seven U.S. cities.  They found that 

low levels of stigma were related to testing in the past year, but not shame.  

 Similar results were obtained by Cunningham, Tschann, Gurvey, Fortenberry, and Ellen 

(2002).  In their study of 142 sexually-active adolescents, they found that stigma was associated 

with less STD-related care seeking.  Contrary to hypothesis, this was found to be the case for 

female participants but not males.  Once again, the dependent variable was past STD related care 

seeking.  In a more recent study, Cunningham, Kerrigan, Jennings, and Ellen (2009) surveyed 

594 adolescents and found that those who endorsed more stigma were less likely to get screened.  

They found no relationship between STD-related shame and STD testing. Still, in these studies 

past behaviors were examined, not future behaviors or intentions to get tested. Would the effects 

be similar for future intentions and behaviors or on a sample with no prior history of testing? 

 Despite commonalities between the constructs of stigma and shame, several studies found 

shame to be less related to screening behaviors than stigma (Cunningham et al., 2002; 
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Cunningham et al., 2009; Fortenberry et al., 2002).  However, many of the participants in these 

studies reported never having a STD, and therefore would not have likely internalized the stigma 

associated with STDs.  For example, only nine of the 218 participants in Foster and Byers’ 

(2008) study reported having previously been diagnosed with a STD.  Therefore, to better assess 

the impact of shame on screening behaviors, it will be important to obtain a more diverse sample 

including more individuals with a history of STDs.   

 As noted, many of the studies that assessed past STD screening behaviors had a high 

portion of participants with no history of STD screening.  This fact arguably makes it difficult to 

assess the influence of stigma and shame and may have led to the aforementioned contradictory 

findings.  Perhaps it is better to look at future behavior and/or intentions within a more diverse 

sample to obtain a clearer picture of the impact of these variables on STD screening.  Further, the 

studies that looked closely into stigma and shame incorporated theoretical underpinnings from 

Goffman’s (1963) stigma framework, but did not incorporate other theoretical perspectives.  If 

one wishes to better understand or explain testing behaviors, it may prove useful to investigate 

the impact of stigma and shame within a larger theoretical context.   

Perceived susceptibility to STDs. When people separate themselves from the “other,” 

they do not feel at risk for contracting STDs (Balfe et al., 2010).  In the literature, this idea is 

further investigated under the construct of perceived susceptibility (other times referred to in the 

literature as perceived vulnerability).  This construct, highlighted in the Health Belief Model, can 

be easily defined as one’s perceived risk for a variety of adverse health outcomes – here, 

contracting a STD. The idea of perceived susceptibility is often discussed in the sexual health 

literature.  However, it is more commonly seen in the context of increasing condom use.  For 

example, Bryan, Aiken, & West (1997) investigated condom use and found that perceived 
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susceptibility to STDs was directly related to intentions to use condoms (r = .31, p < .01).  

Unfortunately, they did not assess intentions to get tested, and only three percent of their 

participants reported ever having an STD despite the fact that almost one-half of reported sexual 

interactions did not involve a condom.  One could conclude that many of these participants did 

not engage in routine STD screening and perhaps perceived susceptibility had an impact on this 

too.  

  Available research suggests that, yes, perceived susceptibility does likely influence one’s 

decision to get tested for STDs.  Several recent qualitative studies have found suggested low 

levels of perceived susceptibility to STDs (Balfe et al., 2010; Friedman & Bloodgood, 2010; 

Mullholland & Van Wersch, 2007).  The sample sizes across these studies were small, as is 

normally the case with qualitative methodology, but one cannot easily ignore the evidence 

suggesting the negative impact of perceived susceptibility, or lack thereof, on STD screening 

behaviors and intentions.  For example, Mullholland (2007) noted a commonly shared perception 

of invulnerability to STDs among 10 young adults sampled from a health clinic in England.  

Balfe and colleagues (2010) found a similar theme in their study of 35 young Irish women, also 

sampled from several community health clinics.  Many of their participants cited invulnerability 

to STDs.  This invulnerability appeared to stem from a variety of sources, some of which were 

more valid than others.  For instance, some participants cited engaging in safe sexual practices, 

whereas others disclosed a stereotyped view of the kind of person who contracts a STD (i.e., 

promiscuous, loose) when defending or explaining their lack of desire or need to get tested.  

Finally, in a study of 125 females living in the United States, Friedman and Bloodgood (2010) 

found further evidence of low perceived susceptibility to chlamydia despite the high rates of this 

disease in the population at large.  The authors argued lack of STD knowledge and social stigma 
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likely explained this finding.   

 What else might be related to or influence one’s level of perceived susceptibility or 

vulnerability? Kershaw, Niccolai, Ethier, Lewis, and Ickovics (2003) sought to address this 

question.  In their study of adolescent females, Kershaw and colleagues (2003) found that having 

more than one sex partner, no use of hormonal contraceptives, and low self-esteem to be related 

to perceived susceptibility to STD and HIV.  In a more recent study, Kershaw and colleagues 

(2005) further examined perceived susceptibility to several sexual health outcomes including 

STDs, HIV, and unwanted pregnancy.  Using cluster analysis, the researchers identified a high 

STD susceptibility group.  This group was less likely to be mothers and more likely to be in 

short-term relationships.  This group also demonstrated high levels of risk behavior and greater 

prevalence of STD diagnoses compared to the other groups (high HIV susceptibility, high 

pregnancy susceptibility).   

 Other quantitative research efforts have also sought to examine this construct and have 

obtained at times contradictory findings.  For example, Zak-Place and Stern (2004) looked at 

several sexual health behaviors - condom use, STD testing, and HIV testing - among a college 

sample (n = 202) in the United States.  Contrary to hypotheses, perceived vulnerability to STDs 

was not found to be a significant predictor of intention to get tested for STDs or HIV.  However, 

the authors noted low levels of vulnerability, which made it difficult, statistically, to see its 

impact.  The authors noted, “...although college students generally perceive the threat of STDs as 

serious in nature, the majority demonstrate an unrealistically low perception of vulnerability to 

STDs” (Zak-Place & Stern, 2004, p. 234).  So, while it appears that perceived susceptibility is 

related to various sexual health behaviors, additional empirical evidence is required to support its 

predictive utility.  
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Perceived severity.  According to the Health Belief Model, perceived severity of an 

illness influences perceived susceptibility.  Zak-Place & Stern (2004) examined this variable and 

found that its strength varied depending on the STD.  For HIV, they obtained a significant, 

negative relationship between perceived severity and intentions to screen (β = -.177, p = .066).  

This finding suggests that when perceived severity is high, intentions to screen are lower.  Fear is 

likely present and thus presents a barrier.  Yet, perceived severity for common, curable diseases 

such as chlamydia and gonorrhea was low (β = .049, p = .466).  Consequently, it was not found 

to be a significant predictor of intentions to screen for curable STDs (Zaks-Place & Stern, 2004).  

These findings, in addition to failure of past research to distinguish between STDs in their 

methodology, suggest that intentions to screen for genital herpes and chlamydia should be 

assessed separately.  

Background/Demographic Variables  

 While not likely to be considered for predictive potential, there are several background or 

demographic variables that may be of interest when examining intentions to get screened for 

STDs.  As noted, sexual risk-taking has been identified as a predictor of perceived susceptibility 

to STDs.  However, it has not always garnered strong predictive validity.  Perhaps there are 

underlying methodological issues to blame.  Several studies simply assessed number of partners 

or asked participants to give a rough estimate of how often they use condoms.  Turchik and 

Garske (2009) pointed out this flaw of past research and sought to develop a more reliable and 

valid measurement for sexual risk taking.  The scale, which was normed on college students, 

assesses a variety of risky sexual behaviors (e.g., oral, anal, and vaginal sex; impulsive sexual 

behaviors) and demonstrated good psychometric properties and promise for convergent validity.  

 Relationship status has also been found to impact sexual risk taking and subsequent 
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health behaviors.  Several studies have found that individuals in long-term committed 

relationships engaged more frequently in unsafe sexual practices (e.g., no condom use) and were 

also less likely to get tested than single cohorts (see Crosby et al., 2005).  This combination 

could prove problematic in cases of infidelity or inaccurate knowledge of one’s STD status.  

Intentions and Willingness to Screen for STDs 

 In the help-seeking and health promotion literature, researchers often seek to explain or 

predict certain behaviors. Sometimes it is feasible to measure the actual behavior. When it is not, 

researchers may elect to measure behavioral intentions. Fishbein and Ajzen (1975) argued that 

intentions are best measured when both the behavior (e.g., screening for chlamydia) and the time 

at which the behavior is to be performed (e.g., in the next 12 months) are specified. Thus, as 

posited in the TPB, behavioral intention serves as indicator of one’s readiness to perform a 

certain behavioral (Ajzen, 1985). Further, it has been shown to predict actual behavior (Armitage 

& Conner, 2011, Tyson et al., 2014).  

Gibbons, Gerrard, Blanton, & Russell (1998) later distinguished behavioral intention 

from behavioral willingness. They argued that willingness referred to one’s openness to engage 

in a behavior. They further noted behavioral willingness being less specific than behavioral 

intention, but that it allowed space for additional, less-planned contexts for engaging in a certain 

behavior.  Willingness has been found to predict a variety of risk behaviors among young adults 

and college students (Gibbons et al., 1998; Litt, Lewis, Patrick, Rodriguez, Neighbors, & 

Kaysen, 2014; Thornton, Gibbons, & Gerrard, 2002). 

Behavioral willingness and behavioral intention share an underlying construct – readiness 

to engage in a behavior. They have been found to correlate with one another (r = .25 - .65; 

Gibbons et al., 1998; Gerrard, Gibbons, Houlihan, Stock, & Pomery, 2008). Further, many 
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measures of behavioral intentions include mention of willingness (Fishbein & Ajzen, 2010). 

Thus, distinguishing between these two constructs may not always prove useful or meaningful. 

These constructs will be further discussed in the methods section. 

Present Study 

 There appears to be an obvious gap in sexual health literature pertaining to STD 

screening behaviors of young adults.  While several studies were located that investigated 

barriers to getting tested, many were exploratory in nature, employed strictly qualitative methods 

with small sample sizes, or sampled populations arguably different from the target of this study - 

college students in the United States (e.g., Balfe et al., 2010; Barth et al., 2002; Friedman & 

Bloodgood, 2010;  Gordon & Lynn, 2007; Lichtenstein, 2003).  There has been strong empirical 

support for using the Theory of Planned Behavior (TPB) in predicting engagement in various 

health behaviors (Armitage & Conner, 2011, Tyson et al., 2014), but few studies have employed 

this theoretical framework in the context of STD prevention.  Only one study to date 

(Boudewyns and Paquin, 2011) has investigated all the constructs posited by the TBP 

simultaneously in predicting college students’ intentions to screen for STDs.  They found notable 

support for the utility of the TPB in explaining this specific health behavior.  However, this study 

was posited methodological flaws and statistical concerns which may limit the validity of the 

findings.  Therefore, more research is needed to evaluate the utility of the TBP in explaining and 

predicting STD screening behaviors of American college students.  

 In the current study, intentions to get screened for STDs were examined relying on 

constructs from the TBP (attitudes, subjective norms, perceived behavioral control) in addition to 

perceived vulnerability, which is a construct taken from the Health Belief Model (HBM), STD-

related stigma/shame, and sexual risk taking.  It is anticipated the integration of these two 
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theories is useful in this context of STD prevention.  Furthermore, as past research has often 

failed to examine intentions to screen for curable STDs (e.g., chlamydia, gonorrhea) separate 

from other, incurable STDs (e.g., genital herpes) despite suggested differences between these 

diagnoses in stigma, perceived behavioral control (e.g., affordability), perceived vulnerability, 

and severity (e.g., Foster & Byers, 2013, Gordon & Lynn, 2007, Zak-Place & Stern, 2004), in the 

current study predictive models for both curable (chlamydia) and incurable (genital herpes) 

STDs will be examined.  The importance of examining intent to screen for these two types of 

STDs separately is further explicated as these diagnoses require separate tests that may have to 

be specifically requested by the individual at time of visit (Gilbert, Levandowski, & Roberts, 

2010).  Therefore, intentions to screen for these two STDs were examined separately.    

Research Questions and Hypotheses 

The following research questions were examined: 

1. To what extent do attitudes, subjective norms, perceived behavioral control, STD-related 

stigma and shame, perceived susceptibility, and sexual risk taking predict intentions/willingness 

to get screened for chlamydia in the next 12 months? 

2. To what extent do attitudes, subjective norms, perceived behavioral control, STD-related 

stigma and shame, perceived susceptibility, and sexual risk taking predict intentions/willingness 

to get screened for genital herpes in the next 12 months? 

3. Do attitudes, subjective norms, perceived behavioral control, STD-related stigma and shame 

and perceived susceptibility vary based on the severity of the target STD (chlamydia vs. genital 

herpes)?  

4. Do attitudes, subjective, norms, perceived behavioral control, STD-related stigma and shame, 

and perceived susceptibility vary based on the interaction between the severity of the target STD 
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(chlamydia vs. genital herpes) and gender (men vs. women)? 

The following hypotheses were tested: 

Hypothesis 1: Attitudes, subjective norms, perceived behavioral control, STD-related 

stigma/shame, perceived susceptibility, and sexual risk taking will all predict college students’ 

intentions to screen for chlamydia in the next 12 months. More specifically, positive attitudes, 

positive subjective norms, greater perceived behavioral control, less STD-related stigma/shame, 

greater perceived susceptibility, and higher sexual risk taking will be linked to greater intentions 

to screen for chlamydia in the next 12 months. 

Hypothesis 2: Attitudes, subjective norms, perceived behavioral control, STD-related 

stigma/shame, perceived susceptibility, and sexual risk taking will all predict college students’ 

intentions to screen for genital herpes in the next 12 months. More specifically, positive 

attitudes, positive subjective norms, greater perceived behavioral control, less STD-related 

stigma/shame, greater perceived susceptibility, and higher sexual risk taking will all lead to 

greater intentions to screen for genital herpes in the next 12 months. 

Hypothesis 3: Attitudes, subjective norms, perceived behavioral control, STD-related stigma and 

shame, and perceived susceptibility will vary based on the severity of the target STD (Chlamydia 

vs. Genital Herpes), such that participants will report more positive attitudes, positive subjective 

norms, greater perceived behavioral control, less stigma/shame, and increased perceived 

susceptibility for chlamydia than for genital herpes. 

Hypothesis 4: Perceived behavioral control will vary based on gender (men vs. women), such 

that women will report more perceived behavioral control than men. There will be no gender 

difference for attitudes, subjective norms, STD-related stigma and shame, or perceived 

susceptibility.   
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Implications 

 The findings of this study will have several practical implications.  It is still unclear what 

impacts college students’ intentions to get screened for STDs.  With continued noted risk 

behaviors (i.e., multiple partners, unprotected sex), it is increasingly important that college 

students get tested to know their status and obtain treatment, if necessary, to avoid unknowingly 

passing a STD to current and future sexual partner and prevent further health complications.  

This study will help illuminate what influences one’s decision to get tested and identify barriers 

to this health behavior.  With this information, health professionals, both in university health 

centers and counseling centers, can better attend to the needs of their clients.  For example, if a 

client disclosed a STD-related concern, but hesitancy to get tested, how could the counselor best 

approach the topic?  Depending on the results of this study, the counselor may best serve the 

client by, for example, helping to foster more positive attitudes towards screening or minimize 

stigma around STDs.  Simply advising the client to get tested may not be sufficient.  These 

findings will also help to inform wider outreach programming on university campuses. Finally, 

the findings may add support to the previously argued necessity of easily accessible, affordable 

STD services on college campuses (Koumans, Sternverg, Motamed, Kohl, Schillinger, & 

Markowitz, 2005).  
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