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Adolescent sexual risk taking, such as 
non-use of condoms,1 can have short- 
and long-term negative impacts on 

adolescent wellbeing, including the spread 
of sexually transmissible infections (STIs)2 
and unintended pregnancies.3 International 
data suggests that while the proportion 
of adolescents who had ever had sexual 
intercourse has increased, condom use, 
considered by some to be the most effective 
method to lower STD risk,4 has decreased.5-7

An understanding of the protective factors 
that may influence condom use by sexually 
active adolescents is important to inform 
prevention efforts aimed at reducing such 
sexual risk taking. A limited number of 
studies have examined associations between 
protective factors and adolescent condom 
use. For example, associations have been 
found between condom use and individual 
factors including self-esteem (positive 
and negative associations);8,9 educational 
aspirations;10 goal setting;9 and decision 
making skills;9 and between condom use and 
environmental protective factors of parental 
support10,11 and extra-curricula involvement.10

Such factors are similarly considered to 
be protective factors of an adolescents’ 
‘resilience’,12-18 which is broadly described as a 
process, capacity or outcome of successfully 
adapting to challenging or threatening 
life circumstances.19-21 Previous studies 
investigating the associations between 
resilience protective factors and condom use 

have not investigated a comprehensive range 
of individual and environmental factors, 
nor used a validated measure of resilience 
protective factors despite such measures 
having been developed,22 limiting the ability 
to determine which of such factors might be 
most important for condom use.

Given such limitations, an exploratory study 
was undertaken to examine the associations 
between one aspect of sexual risk taking, and 

a broad range of individual and environmental 
resilience protective factors among sexually 
active Australian adolescents, using a 
comprehensive and validated measure.

Methods

Study design and setting
A cross-sectional survey, of Grade 10 students 
attending secondary schools in one local 
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Abstract

Objective: Individual and environmental resilience protective factors are suggested to be 
associated with adolescent condom use; however, previous studies have not comprehensively 
examined such associations. This study aimed to determine the associations between condom 
use, and numerous individual and environmental resilience protective factors in sexually active 
Australian adolescents.

Methods: Participants were Grade 10 students attending 28 Australian government high 
schools (n=1,688). An online survey (2011) collected data regarding: sexual intercourse 
(past year), condom use and 14 individual and environmental resilience protective factors. 
Multivariable backward stepwise logistic regression models examined associations between 
student condom use and protective factors (total, subscale).

Results: Only total environmental protective factors remained in the final total score model; 
students with higher total environmental protective factors scores were 2.59 times more likely 
to always use a condom(95%CI:1.80-3.74). Only three of 14 protective factor subscales were 
associated with a higher likelihood of always using a condom in the final subscale model 
(individual: goals/aspirations; environmental: community participation, pro-social peers).

Conclusions: Total environmental and three protective factor subscales demonstrated 
prominent associations with consistent use of condoms in sexually active adolescents.

Implications for public health: Consideration of particular resilience protective factors in 
adolescent sexual risk behaviour prevention, such as condom use, is warranted. 
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health district in New South Wales, Australia, 
was undertaken as part of the baseline 
evaluation of a larger intervention trial.23 
Ethics approval was provided by relevant 
committees and research approval bodies.23

Procedure
All Grade 10 students (15–17-year-olds) 
attending schools participating in the 
larger intervention trial were eligible.23 
Parental consent was required for student 
participation. The students completed a 
confidential online survey during school time. 

Measures
Condom use

Use of condoms was measured in three steps 
using questions from a national survey: 1) 
“have you ever had sexual intercourse?” (yes, 
no); if yes, 2) “have you had sexual intercourse 
in the last year?” (yes, no); and if yes, 3) “when 
you had sex in the last year, how often did 
you or your partner use condoms?” (always, 
sometimes, never).6

Protective factors

The California Healthy Kids Survey Resilience 
and Youth Development Module24,25 was 
used. This includes 51 items contributing 
to six individual and eight environmental 
protective factor subscales (Likert scale: 
‘1-never true’, to ‘4-true all of the time’), see 
Table 1. The internal consistency and validity 
of the survey tool has been confirmed 
(Cronbach alpha coefficients for individual 
factor subscales: 0.55-0.81; environmental 
factor subscales: 0.71-0.91).

Student demographic information was also 
collected (Table 1).

Statistical analysis
Protective factor and condom use variables

Descriptive statistics described the 
prevalence of condom use. Mean scores 
and standard deviations were calculated 
for total individual and environmental 
protective factors scores, and for each of the 
14 subscales. Subscale scores were derived 
by averaging all item scores pertaining 
to each subscale, and the scores for total 
individual and total environmental protective 
factors by calculating the average of relevant 
subscale scores. The correlation between all 
protective factor measures (six individual 
subscales, eight environmental subscales) 
was examined via calculation of Pearson 
correlation coefficients. 

Associations between protective factor 
scores and condom use

Univariate associations between condom 
use (‘always’ or ‘sometimes’/never’) and 
student demographic characteristics and 
the 14 protective factors scores (total 
individual, total environmental, six individual 
and eight environmental subscales) were 
examined using chi square analysis. A logistic 
regression model was then developed to 
explore the association between condom 
use (dependent variable) and total individual 
and environmental protective factors 

(independent variables). A second multiple 
variable logistic regression analysis explored 
the associations between all six individual 
and eight environmental protective factor 
subscales and condom use. A backwards 
elimination approach was utilized for both 
multiple variable models whereby any 
variable with a p value >0.05 was excluded. All 
final models controlled for significant socio-
demographic variables and were adjusted for 
school clustering using Generalized Linear 
Mixed Models. Data were analysed with SAS 
Software Version 9.3.26

Results

Sample characteristics
Across the 28 participating schools (74% 
school consent rate), parental consent was 
granted for 2,911 students (68.7%) and 1,688 
students completed the student survey 
(participation rate: 39.8% of total enrolled 
students; 58.0% of students with parental 
consent). 

A total of 561 (34.4%) students reported they 
had ever engaged in sexual intercourse and 
521 students (31.9%) reported having had sex 
in the past 12 months (56 students did not 
answer any sex questions). Characteristics of 
students who reported having had sex in the 
past 12 months are described in Table 1. 

Condom use
Sixty per cent of students who reported 
having sex in the past 12 months reported 
always using a condom, 28% reported use of 
a condom sometimes and 12% never used a 
condom (Table 1). 

Protective factors
Mean scores and standard deviations for 
all protective factor scores are shown in 
Table 1 for students who reported having 
sex in the past year. Positive mainly 
medium to large correlations27 were found 
between all individual and environmental 
protective factor subscales (0.20-0.61), see 
Supplementary File 1.

Associations between total individual 
and total environmental resilience 
protective factors and condom use 
Significant univariate associations were found 
between both total protective factor scores 
and condom use, however only the total 
environmental remained in the final multiple 
variable model. Students with a higher total 

Table 1: Characteristics of participants who reported 
having sex in last 12 months (N=521). 

Characteristics
Study sample

n %
Gender
 Male 260 49.9
Agea

 15
 16
 17 or older

231
277

8

44.2
53.2
1.5

Level of disadvantageb

 1 Most disadvantaged
 2
 3
 4
 5 Least disadvantaged

34
184
240

59
4

6.5
35.3
46.1
11.3
0.8

School remotenessb

 Major city
 Inner regional 
 Outer regional/remote

248
114
159

47.6
21.9
30.5

Condom use
 Always
 Sometimes
 Never

314
145

62

60.3
27.8
11.9

Mean SD
Total individual resilience
 Communication/cooperation 
 Self-efficacy
 Empathy
 Problem solving
 Self-awareness
 Goals and aspirations

2.93
2.95
2.98
2.96
2.69
2.95
3.03

0.49
0.72
0.60
0.75
0.75
0.77
0.75

Total environmental resilience 
 School support
 School participation
 Community support
 Community participationc

 Home support
 Home participation
 Peer  caring relationships
 Pro-social peersd

2.88
2.74
2.18
3.15
2.84
3.17
2.76
2.72
3.44

0.53
0.82
0.76
0.83
0.92
0.70
0.74
0.65
0.82

a: age missing for 5 students;

b: Student residential postcode was used to determine student 
remoteness34 and socioeconomic status;35

c: Example community participation subscale item: “I am part of a club, 
sports team, church group or am involved in another activity away 
from school”

d: Example pro-social peers subscale item: “My friends get into trouble a 
lot”, “My friends try to do what is right”
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environmental resilience factor score were 
more likely to report ‘always’ use condoms 
(OR: 2.59; 95%CI: 1.80, 3.74), see Table 2. 

Associations between protective 
factor subscales and condom use
With the exception of ‘self-awareness’, 
significant univariate associations were found 
between all protective factor subscales and 
condom use; however, due to collinearity 
(see Supplementary file: Appendix A) the 
final multiple variable model contained three 
factor subscales (see Table 3). Students with 
higher scores for the individual protective 
factor ‘goals and aspirations’ (OR:1.37; 95%CI: 
1.05,1.81), and the environmental protective 
factors of ‘community participation’ (OR: 1.34; 
95%CI: 1.07,1.68) and ‘pro-social peers’ (OR: 
1.62; 95%CI: 1.18,2.23) were more likely to 
‘always’ use condoms. 

Conclusions

This exploratory study contributes to the 
understanding of adolescent sexual risk-
taking behaviour by examining the potential 
relationships between condom use and 
a comprehensive range of individual and 
environmental resilience protective factors. 
Students with higher scores for some 
protective factors were more likely to always 
use condoms, with total environmental 
protective factor score and three of 14 
protective factors (‘goals and aspirations’, 
‘community participation’, and ‘pro-social 
peers’) associated with condom use in final 
models. Such findings suggest that some 
protective factors of adolescent resilience 
may similarly be protective factors of condom 
use in sexually active adolescents.

To the authors’ knowledge, this is the first 
study to examine the association between 
condom use and a broad range of individual 
and environmental resilience protective 
factors using a validated measurement tool. 
Such an examination is important to identify 
which resilience protective factors should be 
considered when developing intervention 
approaches aimed at reducing such risky 
sexual behaviour. 

No previous studies could be identified that 
examine associations between condom 
use and total individual or environmental 
resilience protective factor score. However, 
the finding that lower total environmental 
protective factors scores are associated with 
increased sexual risk-taking behaviour is 
consistent with research that has examined 

associations between such total scores 
and other health risk behaviours, such as 
adolescent tobacco and cannabis use.28

While comparisons with previous research 
regarding individual and environmental 
resilience protective factors is limited by 
variability in the definition of factors and 
adolescent subgroups studied, the direction 
of the results of the current study is similar 
to previous studies involving analogous 
measures. For example, previous studies have 
found similarly positive associations between 
condom use and educational goals and 
aspirations10 and extra-curricula community 
activities.10

When interpreting the findings of this study, 
consideration should be given to the study’s 
characteristics. A strength of this study was 
the use of a comprehensive and validated 
measure of resilience protective factors.24,25 
In terms of limitations, sexual risk-taking 
behaviour was defined as consistency of 
condom use and, although an acknowledged 
important risk,10,29,30 other sexual risk-taking 
behaviours, such as multiple partners, 
were not assessed.31 Similarly, while sexual 
intercourse in the past year was assessed, 
different types of sexual intercourse were 
not assessed. Additionally, the survey relied 
on the self-report of adolescent condom 
use. While the study was limited by the 
reliance on adolescent self-report, strategies 
to increase the validity of adolescent report 
were used including a web-based survey and 
confidential participation by students.32,33 
The collinearity found between resilience 
protective factors may have limited the 
number of resilience protective factors that 
remained prominent in the final model. 
Finally, the sample included only government 
schools from one region in Australia, which 
may limit the generalisability of the results.

Despite these limitations, the findings 
suggest some individual and environmental 
resilience protective factors are associated 
with consistent use of condoms in 
sexually active adolescents. Such findings 
suggest particular resilience protective 
factors are credible intervention targets 
for the prevention of adolescent sexual 
risk behaviours, and as a result should be 
considered by governments, policy makers 
and research practitioners responsible for 
implementing prevention interventions in 
schools and other settings that aim to prevent 
adolescent sexual risk behaviours.
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Table 2: Association between condom use 
(‘always’) and total resilience protective factors and 
demographic factors.

Characteristics OR

95 % 
Confidence 

Intervals p

Low High
Total environmental 
resilience

2.59 1.80 3.74 <0.0001

Gender

 Male

 Female

1.56

1

1.05 2.33 0.03

Note: ‘sometimes’/’never’ is the reference category for OR’s
OR = Odds ratio, for resilience the OR was for a 1 unit change in 

resilience score.

Table 3: Association between condom use (‘always’) 
and individual and environmental resilience 
protective factor subscales and demographic factors.

Characteristics OR

95 % 
Confidence 

Intervals
p 

value
Low High

Individual subscales
 Goals and aspirations 1.37 1.05 1.81 0.02
Environmental subscales
 Community participation
 Pro-social peers

1.34
1.62

1.07
1.18

1.68
2.23

0.01
0.003

Gender
 Male
 Female

1.82
1

1.19 2.78 0.008

Note: ‘sometimes’/’never’’ is reference group for OR’s.

OR = Odds ratios, for resilience the OR was for a 1 unit change in 
resilience score.

Hodder et al. Article



2018 vol. 42 no. 3 Australian and New Zealand Journal of Public Health 233
© 2018 The University of Newcastle

Youth and Children Adolescent condom use and resilience protective factors

References
1.  Kirby D, Lepore G, Ryan J. Sexual Risk and Protective 

Factors. Factors Affecting Teen Sexual Behavior, 
Pregnancy, Childbearing and Sexually Transmitted 
Disease: Which are Important? Which can You Change? 
Scotts Valley (CA): ETR Associates; 2007.

2.  Salazar LF, Santelli JS, Crosby RA, Di Clemente RJ. 
Sexually transmitted disease transmission and 
pregnancy among adolescents. In: Di Clemente RJ, 
Santelli JS, Crosby RA, editors. Adolescent Health: 
Understanding and Preventing Risk Behaviours. Hoboken 
(NJ): Jossey Bass; 2009. p. 276-302.

3.  Australian Institute of Health and Welfare. Young 
Australians: Their Health and Wellbeing. Canberra 
(AUST): AIHW; 2011. 

4.  Noar SM, Cole C, Carlyle K. Condom use measurement 
in 56 studies of sexual risk behavior: Review and 
recommendations. Arch Sex Behav. 2006;35(3):327-45.

5.  Eaton DK, Kann L, Kinchen S, Shanklin S, Flint KH, 
Hawkins J, et al. Youth risk behavior surveillance-United 
States, 2011. MMWR Surveill Summ. 2012;61(4):1-162.

6.  Smith A, Agius P, Mitchell A, Barrett C, Pitts M. Secondary 
Students and Sexual Health 2008: Results of the 4th 
National Survey of Australian Secondary Students, HIV/
AIDS and Sexual Health. Monograph Series No.: 70. 
Melbourne (AUST): La Trobe University Australian 
Research Centre in Sex, Health & Society; 2009. 

7.  Agius PA, Pitts MK, Smith AM, Mitchell A. Sexual 
behaviour and related knowledge among a 
representative sample of secondary school students 
between 1997 and 2008. Aust N Z J Public Health. 
2010;34(5):476-81.

8.  Miller KS, Forehand R, Kotchick BA. Adolescent sexual 
behavior in two ethnic minority groups: A multisystem 
perspective. Adolescence. 2000;35(138):313-33.

9.  Tevendale HD, Lightfoot M, Slocum SL. Individual 
and environmental protective factors for risky sexual 
behavior among homeless youth: An exploration of 
gender differences. AIDS Behav. 2009;13(1):154-64.

10.  Betts SC, Peterson DJ, Huebner AJ. Zimbabwean 
adolescents’ condom use: What makes a difference? 
Implications for intervention. J Adolesc Health. 
2003;33(3):165-71.

11.  Baumer EP, South SJ. Community effects on youth 
sexual activity. J Marriage Fam. 2001;63(2):540-54.

12.  Benard B. Fostering Resiliency in Urban Schools. In: 
Williams B, editor. Closing the Achievement Gap: A 
Vision for Changing Beliefs and Practices. Alexandria 
(VA): Association for Supervision and Curriculum 
Development; 1996.

13.  Lee TY, Cheung CK, Kwong WM. Resilience as a positive 
youth development construct: A conceptual review. 
ScientificWorldJournal. 2012;2012:390450.

14.  Brownlee K, Rawana J, Franks J, Harper J, Bajwa J, O’Brien 
E, et al. A systematic review of strengths and resilience 
outcome literature relevant to children and adolescents. 
Child Adolesc Social Work J. 2013;30(5):435-59.

15.  Fergus S, Zimmerman MA. Adolescent resilience: A 
framework for understanding healthy development in 
the face of risk. Annu Rev Public Health. 2005;26:399-419.

16.  Wiefferink CH, Peters L, Hoekstra F, Dam GT, Buijs GJ, 
Paulussen TG. Clustering of health-related behaviors 
and their determinants: Possible consequences for 
school health interventions. Prev Sci. 2006;7(2):127-49.

17.  Bernat DH, Resnick MD. Healthy youth development: 
Science and strategies. J Public Health Manag Pract. 
2006;Suppl:10-16.

18.  Toumbourou JW. Drug Prevention Strategies: A 
Developmental Settings Approach Prevention Research 
Evaluation Report Number 2. Melbourne (AUST): 
Australian Drug Foundation; 2002. 

19.  Harvey J, Delfabbro PH. Psychological resilience in 
disadvantaged youth: A critical overview. Aust Psychol. 
2004;39(1):3-13.

20.  Masten AS. Ordinary magic. Resilience processes in 
development. Am Psychol. 2001;56(3):227-38.

21.  Masten AS, Best KM, Garmezy N. Resilience and 
development: Contributions from the study of 
children who overcome adversity. Dev Psychopathol. 
1990;2(4):425-44.

22.  Windle G, Bennett KM, Noyes J. A methodological 
review of resilience measurement scales. [Review]. 
Health Qual Life Outcomes. 2011;9:8.

23.  Hodder R, Daly J, Freund M, Bowman J, Hazell J, Wiggers 
J. A school-based resilience intervention to decrease 
tobacco, alcohol and marijuana use in high school 
students. BMC Public Health. 2011;11(722):1-33.

24.  Constantine N, Bernard B, Diaz RM. Measuring 
Protective Factors and Resilience Traits in Youth: The 
Healthy Kids Resilience Assessment. Proceedings of the 
7th Annual Meeting of the Society for Prevention Research; 
1999 June; New Orleans, LA.

25.  Hanson TL, Kim JO. Measuring Resilience and Youth 
Development: The Psychometric Properties of the 
Healthy Kids Survey. Washington (DC): United States 
Department of Education, Institute of Education 
Sciences, National Centre for Education Evaluation and 
Regional Assistance, Regional Educational Laboratory 
West; 2007. 

26.  SAS: statistical software. [computer program]. Version 
9.3. Cary (NC): Stata Corporation; 2001.

27.  Cohen JA. Power primer. Psychol Bull. 1992;112(1):155-9.
28.  Veselska Z, Geckova AM, Orosova O, Gajdosova B, van 

Dijk JP, Reijneveld SA. Self-esteem and resilience: The 
connection with risky behavior among adolescents. 
Addict Behav. 2009;34(3):287-91.

29.  Shafii T, Stovel K, Davis R, Holmes K. Is condom use habit 
forming?: Condom use at sexual debut and subsequent 
condom use. Sex Transm Dis. 2004;31(6):366-72.

30.  Donald M, Lucke J, Dunne M, O’Toole B, Raphael B. 
Determinants of condom use by Australian secondary 
school students. J Adolesc Health. 1994;15(6):503-10.

31.  Wildsmith E, Schelar E, Peterson K, Manlove J. Sexually 
Transmitted Diseases Among Young Adults: Prevalence, 
Perceived Risk, and Risk-taking Behaviors. Washington 
(DC): Child Trends Research Briefs; 2010.

32. Wang YC, Lee CM, Lew-Ting CY, et al. Survey of 
substance use among high school students in Taipei: 
Web-based questionnaire versus paper-and-pencil 
questionnaire. J Adolesc Health. 2005;37(4):289-95.

33. O’Malley PM, Johnston LD, Bachman JG, et al. A 
comparison of confidential versus anonymous survey 
procedures: Effects on reporting of drug use and 
related attitudes and beliefs in a national study of 
students. J Drug Issues. 2000;30(1):35-54.

 34.  Department of Health and Aged Care. Measuring 
Remoteness: Accessibility/Remoteness Index of Australia 
(ARIA). Canberra (AUST): Government of Australia; 2001. 

35.  Trewin D. Information Paper Census of Population and 
Housing Socio-Economic Indexes for Areas: Australia 
2001. Canberra (AUST): Australian Bureau of Statistics; 
2003. 

Supporting Information

Additional supporting information may be 
found in the online version of this article:

Supplementary File 1: Correlation between 
individual and environmental resilience 
protective factor subscales.


