
 
 
 

RELATIONSHIPS BETWEEN ADOLESCENTS’ SEXUAL AND REPRODUCTIVE 
HEALTH KNOWLEDGE, ATTITUDES, AND BELIEFS AND INTIMATE PARTNER 

VIOLENCE IN YOUNG ADULTHOOD 
 
 
 
 
 
 
 

A Thesis 
Submitted to the Faculty of the 

Graduate School of Arts and Sciences 
of Georgetown University 

in partial fulfillment of the requirements for the  
degree of 

Master of Public Policy 
 
 
 
 
 
 
 
 
 

By 
 
 
 
 
 

Natasha Camhi, B.A. 
 
 
 
 
 

Washington, DC 
April 9, 2020 

 
 



  ii 

 
 
 

Copyright 2020 by Natasha Camhi 
All Rights Reserved 

  



  iii 

 
 

RELATIONSHIPS BETWEEN ADOLESCENTS’ SEXUAL AND REPRODUCTIVE 
HEALTH KNOWLEDGE, ATTITUDES, AND BELIEFS AND INTIMATE PARTNER 

VIOLENCE IN YOUNG ADULTHOOD 
 

Natasha Camhi, B.A. 
 

Thesis Advisor: Donna R. Morrison, Ph.D. 
 
 

ABSTRACT 
 
Although adolescents’ sexual and reproductive health (SRH) knowledge, attitudes, and beliefs 
(KAB) have been amply studied, most research on the topic focuses on examining contraceptive 
use and the risk of unintended pregnancy. Relatively little is known about the relationship 
between adolescents’ SRH awareness and young adult health and well-being outcomes, such as 
the perpetration and victimization of intimate partner violence (IPV). IPV represents a major 
public health crisis in the United States: Approximately one-third of both women and men report 
having experienced some type of violence at the hands of an intimate partner in their lifetime. I 
examine the relationship between adolescents’ SRH KAB and intimate partner violence using 
data from two waves of the National Longitudinal Study of Adolescent to Adult Health (Add 
Health). Add Health, which follows a nationally representative sample of individuals over more 
than a decade (1994–2008), is the largest and most comprehensive longitudinal survey of 
adolescents to date, and contains detailed information on the sexual and romantic experiences of 
adolescents and young adults. My study incorporates four key explanatory variables from Wave 
I—a reproductive and contraceptive knowledge score, a contraceptive attitudes index, a 
contraceptive confidence index, and a self-efficacy index—which were built using factor 
analysis. It also includes two dichotomous dependent variables—IPV perpetration and 
victimization—from Wave III. Multivariate logistic regression analyses reveal similar 
associations between sociodemographic variables and both IPV measures: Women are much 
more likely to experience both outcomes, while women who are older at sexual debut or who 
have high educational attainment are significantly less likely to experience either outcome than 
their respective counterparts. Surprisingly, adolescents with greater and more accurate SRH 
knowledge are more likely than those with less knowledge to later become victims of IPV, 
though knowledge has no bearing on the likelihood of perpetration. Notably, holding more 
favorable attitudes toward contraception as an adolescent is unambiguously related to a 
decreased likelihood of experiencing IPV perpetration or victimization as a young adult. These 
results demonstrate that while knowledge is important, attitudes developed during adolescence 
are moderately strong correlates of experiencing IPV in young adulthood, providing evidence in 
support of sexuality education programs that target SRH attitudes and incorporate violence 
prevention, healthy relationship, and conflict resolution modules. 
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INTRODUCTION 

Intimate partner violence (IPV) is far too common in the United States. A national survey 

of intimate partner and sexual violence conducted in 2015 found that one in three of all 

individuals (women and men) had experienced some type of IPV (contact sexual violence, 

physical violence, stalking, and/or psychological aggression) in their lifetimes.1 Furthermore, for 

the majority of those who experience IPV, first time victimization occurs early on in life, 

typically before the age of 25. The topic of intimate partner violence—both perpetration and 

victimization—has been amply studied. In particular, research has focused on identifying and 

describing the many individual (e.g., age, race and ethnicity, substance abuse,), relationship (e.g., 

gender dynamics, social isolation, duration), community (e.g., income, lack of social capital), 

and societal (e.g., gender and income inequality) risk factors for IPV.2 However, while the field 

has turned some attention to the relationship between violence experienced as a teenager and IPV 

experienced later in life, relatively little is known about the influence of adolescent experiences 

and beliefs on IPV.3 

Adolescence—which is generally considered to span the ages from 12 to 18—is a key 

developmental period characterized by the onset of puberty. It is associated with an increase in 

risk-taking and experimental behavior, including that related to sexual activity.4 Sexual and 

                                                        
1 Sharon G. Smith et al., The National Intimate Partner and Sexual Violence Survey: 2015 Data Brief 
  Updated Release (Atlanta, Georgia: National Center for Injury Prevention and Control and Centers for 
  Disease Control and Prevention, 2018): 8–11. 
2 Centers for Disease Control and Prevention, “Violence Prevention: Risk and Protective 
  Factors,” accessed December 16, 2019, https://www.cdc.gov/violenceprevention/intimatepartner 
  violence/riskprotectivfactors.html. 
3 Wendi L. Johnson et al., “The Age-IPV Curve: Changes in Intimate Partner Violence 
  Perpetration during Adolescence and Young Adulthood,” Journal of Youth and Adolescence 44, 
  no. 3 (March 2015): 709. 
4 Natalia Jaworska et al., “Adolescence as a Unique Developmental Period,” Journal of 
  Psychiatry and Neuroscience 40, no. 5 (September 2015): 291. 
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reproductive health (SRH) knowledge is accumulated and solidified at this time through official 

channels, such as sexuality education classes in school, and unofficial channels, such as 

conversation with peers and family members, media exposure, and personal experience. Having 

accurate and comprehensive SRH knowledge is critical for adolescents who, without it, are more 

at risk of contracting sexually transmitted infections (STIs) and unintended pregnancy. But 

knowledge is not the only thing that influences adolescent sexual and reproductive health and 

behavior: Attitudes toward and confidence about sex and reproduction play a considerable role 

as well.5 

Much of the research that exists on this topic focuses on how best to measure these 

qualitative concepts. Typically, they are operationalized as indices built from responses to 

relevant survey questions. Most of the literature that utilizes such indices focuses on the 

relationship between SRH knowledge, attitudes, and beliefs and the two adverse outcomes 

mentioned above – likelihood of contracting an STI and probability of experiencing an 

unintended pregnancy, both of which are related to adult contraceptive behavior. 6 While 

adolescent disease and pregnancy are extremely important issues, adolescents’ SRH knowledge, 

attitudes, and beliefs (KAB) arguably have much larger implications, particularly as they relate 

to things like personal agency, relationship dynamics, and executive functioning. 

In this study, I expand on the existing literature regarding young adult physical and 

emotional health within romantic and sexual relationships by exploring the association between 

                                                        
5 Karen Benjamin Guzzo et al., “Adolescent Reproductive and Contraceptive Knowledge and Attitudes 
  and Adult Contraceptive Behavior,” Maternal and Child Health Journal 22, no. 1 (January 2018). 
6 Guzzo et al., “Adolescent Reproductive and Contraceptive Knowledge”; Suzanne Ryan et al., 
“Knowledge, Perceptions, and Motivations for Contraception,” Youth and Society Journal 39, no. 2 
(December 2007); Hannah Bruckner et al., “Ambivalence and Pregnancy: Adolescents’ Attitudes, 
Contraceptive Use and Pregnancy,” Perspectives on Sexual and Reproductive Health 36, no. 6 
(November 2004); Craig F. Garfield et al., “Adolescent Reproductive Knowledge, Attitudes, and Beliefs 
and Future Fatherhood,” Journal of Adolescent Health 58, no. 5 (May 2016). 
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adolescents’ knowledge, attitudes, and beliefs about SRH and experiencing intimate partner 

violence as young adults, either as perpetrators, victims, or both. Varying levels of knowledge 

and beliefs about SRH may be associated with a differential risk of intimate partner violence. I 

hypothesize that adolescents with more accurate knowledge about reproductive health and more 

favorable attitudes toward contraception, including confidence in their ability to access and use it 

effectively, are less likely to experience intimate partner violence. 

My analysis exploits the unusually rich and nuanced information collected in the National 

Longitudinal Survey of Adolescent to Adult Health (Add Health), which follows a nationally 

representative sample of adolescents from 1994 through 2008. My dependent variables—IPV 

perpetration and IPV victimization—represent whether a respondent had ever perpetrated or 

been the victim of intimate partner violence; they were measured at Wave III when respondents 

were aged 18 to 26. My four key explanatory variables—a reproductive and contraceptive 

knowledge score, a contraceptive attitudes index, a contraceptive confidence index, and a self-

efficacy index—were measured at Wave I, when respondents were aged 15 to 21. The control 

variables were taken from both Waves I and III. 

Although the first wave of Add Health was conducted two and a half decades ago, 

because of its large sample size and the number and complexity of questions it asks regarding 

respondents’ sexual and reproductive health, this survey remains an invaluable resource. Owing 

to its longitudinal design, this study is useful in helping to determine whether the knowledge and 

beliefs that youth acquire persist over time, and whether they influence the sexual, reproductive, 

and romantic dynamics that characterize young adults’ lives.7 

  

                                                        
7 Garfield et al., “Adolescent Reproductive Knowledge.” 
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LITERATURE REVIEW 

Adolescence: A Key Developmental Period 

Generally speaking, adolescence is the period of time that bridges childhood and 

adulthood. It is typically considered to span ages 12, around when puberty begins, through 18, 

when most individuals gain guardian independence, though the field is increasingly moving 

toward a broader definition that asserts that adolescence may extend into the early-20s.8 This 

critical period is characterized by rapid physical, emotional, and neurological development. 

Puberty is the transformative process by which children reach reproductive maturity. In 

the United States, the typical range of puberty onset is 8 to 14 for females and 9 to 15 for males.9 

The primary biological changes that occur during this time are significant alterations to neural 

and endocrine levels, which result in the development of primary and secondary sex 

characteristics (morphology), as well as menstruation in females.10 This period is also marked by 

complex and rapid physical brain development: Increases in grey matter help new synapses to 

form, while increases in white matter (myelin) boost the quality and speed of communication 

among neurons, allowing the brain to more efficiently process a much higher volume of new 

information.11 Several key structural changes occur in the brain as well, some of which are at 

odds with one another. As the prefrontal cortex matures, executive functioning as well as 

cognitive and impulse control capabilities improve.12 Simultaneously, the hippocampus becomes 

more active, which boosts sensitivity to rewards and affects motivation, and the amygdala 

                                                        
8 Jaworska et al., “Unique Developmental Period,” 291; The National Academies of Science, 
Engineering, and Medicine, The Promise of Adolescence: Realizing Opportunity for All Youth 
(Washington, DC: National Academies Press, 2019), 17. 
9 Michele D. Kipke, Adolescent Development and the Biology of Puberty: Summary of a Workshop on 
New Research (Washington, DC: National Academy Press, 1999), 1. 
10 The National Academies, The Promise of Adolescence, 39. 
11 Ibid, 48. 
12 Ibid, 51. 
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develops, which can lead to impulsive action. These latter changes can contribute to an enhanced 

fearlessness not observed in children or adults13 Such neurological development, in addition to 

the natural hormonal and physical changes that occur during puberty, has long been associated 

with an increase in adolescent risk-taking and experimentation. Much of the “risky” behavior we 

witness in pre-teens and teenagers is driven by the dual forces of sensation-seeking and 

impulsivity, that is, unawareness of or disregard for potential consequences.14 While these drives 

can manifest in many ways, most relevant to this study is how they contribute to the initiation of 

sexual activity. 

 While there is a great deal of variability in how individuals engage with and experience 

sex, sexuality is a fundamental part of being human, and sexual exploration is a basic aspect of 

adolescent development.15 In the United States, the average age at first sex for both females and 

males is approximately 17 years-old.16 In a 2015–2017 nationally representative survey, 40% of 

15–19 year-olds reported having ever had sexual intercourse, 45% reported having ever had oral 

sex, and 9% reported having ever had anal sex (all behaviors refer to sexual activity with a 

different-sex partner).17 This represents a nearly three-decade-long decline in the proportion of 

high school students who have had sexual intercourse, from 54% in 1991 down to 40% in 

2017.18 

                                                        
13 Ibid, 51–52. 
14 Ibid, 53. 
15 Jaworska et al., “Unique Developmental Period,” 291. 
16 Centers for Disease Control and Prevention, “Key Statistics from the National Survey of Family 
Growth – S Listing,” accessed December 18, 2020, https://www.cdc.gov/nchs/nsfg/key_ 
statistics/s.htm. 
17 Guttmacher Institute, Adolescent Sexual and Reproductive Health in the United States (New York, NY: 
Guttmacher Institute, 2019); CDC, “Key Statistics.” 
18 Elizabeth Witwer et al., Sexual Behavior and Contraceptive and Condom Use Among U.S. High School 
Students, 2013–2017 (New York: Guttmacher Institute, 2018), 4. 
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 With sexual activity comes the risk of contracting STIs and experiencing unintended 

pregnancy. In general, adolescents in the United States are in very good physical health, but they 

disproportionately bear the burden of these two adverse health outcomes.19 Nearly half of the 19 

million new cases of STIs each year occur among 15–24 year-olds, despite the fact that this 

demographic comprises a quarter of the nation’s sexually active population.20 Estimates based on 

all women find that in 2011, women aged 20–24 had the highest rate of unintended pregnancy 

(81 per 1,000 women), but when recalculated to include only sexually active women, those aged 

15–19 were found to have the highest unintended pregnancy rate.21 

As a result, these two issues are well represented in the adolescent development and 

health literature, and many related policies and programs are designed to protect youth from 

these adverse outcomes. However, sexuality education in the United States varies greatly, from 

abstinence-only programs to comprehensive sexuality education curricula. This is largely 

because sex education is left to the discretion of states and localities. In 2011–2013, 82% of 

females and 84% of males aged 15–19 reported having received some sort of formal instruction 

about “saying no” to sex. However,, only 60% and 55% of females and males, respectively, 

reported having been taught about methods of birth control.22 In 2016, the median percentage of 

high schools and middle schools in the country that provided instruction on the complete list of 

19 topics deemed essential to sexual health education by the CDC was 38% and 14%, 

                                                        
19 Child Trends, The Reproductive Health of Young Adults: Research-Based Policy Recommendations for 
Executive and Legislative Officials in 2017 (Bethesda, Maryland: Child Trends, 2017), 1. 
20 Centers for Disease Control and Prevention, Sexually Transmitted Disease Surveillance 2017 (Atlanta, 
Georgia: Centers for Disease Control and Prevention, 2018), 53. 
21 Lawrence B. Finer et al., “Declines in Unintended Pregnancy in the United States, 2008–2011,” The 
New England Journal of Medicine 374, no. 9 (March 2016): 846; Lawrence B. Finer, “Unintended 
Pregnancy Among U.S. Adolescents: Accounting for Sexual Activity,” Journal of Adolescent Health 47, 
no. 3 (February 2010). 
22 Laura Duberstein Lindberg et al., “Changes in Adolescents’ Receipt of Sex Education, 2006-2013,” 
Journal of Adolescent Health 58, no. 6 (June 2016): 3–4. 
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respectively.23 Given how critical accurate knowledge about safer sex practices is to adolescents’ 

ability to avoid contracting STIs and becoming pregnant, these differences are surprising and 

disappointing.  

 Preventing STIs and unplanned pregnancies among our youth is a widely supported and 

important public health goal. But it is not the whole story. The hyperfocus on “protection” 

contributes to and is likely informed by the deeply ingrained tendency in the United States to 

view adolescence as a time of vulnerability rather than one of opportunity.24 This convention 

limits our ability to see and understand the full range of life outcomes that are affected by early 

sexual experience. 

 

Sexual and Reproductive Health Knowledge, Attitudes, and Beliefs   

The idea that we can protect the nation’s youth from adverse sexual health outcomes by 

arming them with knowledge has long dictated the type of sex education provided in schools and 

set the terms of the conversations we have on the topic. Knowledge—as long as it is thorough 

and accurate—is no doubt critical to adolescents’ understanding of these issues, yet it is not the 

only thing that matters. Attitudes toward sex, contraception, and their related risks, as well as the 

confidence an individual has in their personal ability to live by these positions and effectively 

leverage their knowledge play an important role as well. 

As discussed in the previous section, individuals undergo rapid neurological development 

during adolescence. This development enables faster and more sophisticated information 

processing and increased cognitive abilities. Just as important to an individual’s growth is their 

                                                        
23 Nancy D. Brener et al., School Health Profiles 2016: Characteristics of Health Programs Among 
Secondary Schools (Atlanta, Georgia: Centers for Disease Control and Prevention, 2017), 17. 
24 The National Academies, The Promise of Adolescence, 18. 
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psychosocial development, that is, the discovery and formation of identity and autonomy.25 This 

process naturally includes the development of new and complex attitudes and beliefs. These 

changes help define how adolescents see themselves and make sense of the world around them, 

but their impact isn’t limited to adolescence. The self-awareness and identities formed early in 

life are remarkably “sticky”: They follow us into young adulthood and beyond.26  

Identity formation in adolescence involves many factors. Chief among them are 

membership in social identity groups (e.g., gender, sexuality, race, ethnicity, religion), social and 

familial context (e.g., family structure, school environment, peer groups), and broader cultural, 

political, and historical contexts (e.g., class, nationality, political party affiliation).27 Beyond 

these broader influences, there is a set of factors that research has shown affects the formation of 

adolescent knowledge, attitudes, and beliefs about sexual and reproductive health specifically. 

Familial socioeconomic status and structure, educational attainment, parent connectedness, peer 

attitudes toward sex, exposure to sex education, age at first sex and early sexual experience, 

beliefs about and perceived access to birth control, and more all play a role. This list 

demonstrates how the formation of adolescent SRH knowledge, attitudes, and beliefs (KAB) is 

exceptionally complicated and various, and is therefore inherently difficult to measure. The 

benefit of using a survey data set like the Add Health in such an endeavor is the range and 

nuance it provides. Add Health is particularly well-suited for my study because it contains an 

unprecedented volume and depth of information about adolescent sexual and reproductive health.  

The broad concepts of adolescent SRH knowledge, attitudes, and beliefs are often 

operationalized through scores and indices, which are typically built from multiple related survey 

                                                        
25 Ibid, 59. 
26 Karen Benjamin Guzzo et al., “Adolescent Fertility Attitudes and Childbearing in Early Adulthood,” 
Population Research and Policy Review 38, no. 2 (October 2018): 127. 
27 The National Academies, The Promise of Adolescence, 63–67. 
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items and are designed to measure a specific latent construct. I include four such measures in my 

analysis: a reproductive and contraceptive knowledge score, a contraceptive attitudes index, a 

contraceptive confidence index, and a self-efficacy index. This particular set of measures—

which were determined by my research question and constructed using factor analysis—is 

unique to my analysis. However, similar versions of these scores and indices built using Add 

Health data are well represented in the existing literature. 

In a 2018 paper, Guzzo and Hayford used four such Add Health measures—reproductive 

knowledge, condom knowledge, confidence in contraceptive knowledge, and contraceptive 

attitudes—to test the long-term implications of adolescent SRH knowledge and attitudes on adult 

contraceptive behavior.28 In addition to reproductive and contraceptive health knowledge scores, 

a 2007 study by Ryan, Franzetta, and Manlove included “perception” (regarding condom 

knowledge, contraception access, and ability to resist sex and/or use contraception) and 

“motivation” (to use contraception and/or avoid pregnancy) measures to predict teenagers’ 

contraceptive consistency.29 For their study relating adolescent attitudes about contraceptive use 

and pregnancy and the relative risk of pregnancy, Bruckner, Martin, and Bearman (2004) built a 

pregnancy attitudes index, as well as a contraceptive attitudes index and a separate knowledge 

score.30 Finally, a 2016 study by Garfield et al. included a risky sexual behavior index, a two-

item pregnancy attitudes scale, a birth control self-efficacy index, and a birth control attitudes 

index.31 These four papers are foundational to the development and design of my study. 

As this brief overview demonstrates, SRH KAB indices are most frequently used to 

explore contraceptive use and risk of unintended pregnancy. This relatively narrow utilization 

                                                        
28 Guzzo et al., “Adolescent Reproductive and Contraceptive Knowledge,” 3. 
29 Ryan et al., “Knowledge, Perceptions, and Motivations,” 191. 
30 Bruckner et al., “Ambivalence and Pregnancy,” 249 & 252. 
31 Garfield et al., “Adolescent Reproductive Knowledge,” 4. 
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likely stems from the widely held conception of adolescence primarily as a time of vulnerability 

and risk (as discussed in the previous section). However, some studies do break out of this mold. 

An example is that by Garfield et al., which investigated the impact of adolescent SRH KAB on 

fatherhood status, timing, and residency, and found that young men who held favorable views 

toward pregnancy as adolescents were more likely to become fathers, and specifically 

nonresident fathers, than those with unfavorable attitudes toward pregnancy. They also found 

that men with greater contraceptive self-efficacy as adolescents were more likely to become 

older, resident fathers later on in life.32 Still other studies treat SRH KAB as the outcome(s) of 

interest. Jumping-Eagle et al. (2008) examined the impact of having conventional educational 

and vocational goals on attitudes toward pregnancy avoidance, abortion, and contraceptive 

intentions: They discovered that having goals supported pregnancy avoidance, but only among 

those adolescents who specifically viewed teenage pregnancy as an impediment.33 

Given the evidence that exists about the power and longevity of adolescent sexual and 

reproductive health awareness, it seems likely that SRH knowledge, attitudes, and beliefs inform, 

and may in fact help predict, young adult outcomes beyond contraceptive use and pregnancy. 

Unfortunately, this remains an understudied area. My analysis—which examines the associations 

between adolescents’ SRH KAB and young adults’ involvement in intimate partner violence—is 

designed to help fill this gap. I chose intimate partner violence as my outcome of interest because 

it is a critical public health issue that demands increased policy attention, and because I believe 

IPV perpetration and victimization are highly salient and illustrative phenomena: They speak to 

the relationship choices people make, to power dynamics within these relationships, to individual 

                                                        
32 Garfield et al., “Adolescent Reproductive Knowledge,” 7. 
33 Sara Jumping-Eagle et al., “Association of Conventional Goals and Perceptions of Pregnancy with 
Female Teenagers’ Pregnancy Avoidance Behavior and Attitudes,” Perspectives on Sexual and 
Reproductive Health 40, no. 2 (2008): 78. 
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agency both perceived and real, and more. In demonstrating an empirical link between 

adolescent SRH KAB and young adult IPV, this study may motivate much-needed further 

research on the topic.  

 

Intimate Partner Violence 

Intimate partner violence is typically defined as abuse or aggression that occurs within an 

intimate relationship wherein one partner asserts power and control over another.34 This violence 

can take many forms, including physical violence, sexual violence, stalking, and psychological 

aggression.35 Given its prevalence, IPV is a major public health crisis in the United States. 

According to the 2015 National Intimate Partner and Sexual Violence Survey, approximately a 

third of both women (36.4%) and men (33.6%) have experienced some type of violence at the 

hands of an intimate partner in their lifetime.36 Also in 2015, intimate partner victimizations 

made up 54% of all violent victimizations reported to law enforcement, second only to the 

number of victimizations committed by a relative.37 

In theory, there are two distinct roles involved in intimate partner violence: the 

perpetrator and the victim. In practice, however, it is not so simple. While some posit that IPV is 

motivated by fundamental power imbalances within a relationship, others attribute the 

phenomenon to more generic turbulence within relationships.38 IPV is measured using a variety 

of metrics, the most common being frequency (e.g., how often violence is perpetrated or 

                                                        
34 Office for Victims of Crime, Intimate Partner Violence (Washington, DC: Office for Victims of Crime 
– National Crime Victims’ Rights Week Resource Guide: Crime and Victimization Fact Sheets, 2018), 1. 
35 CDC, “Violence Prevention.” 
36 Smith et al., National Intimate Partner and Sexual Violence Survey, 8–9. 
37 Office for Victims of Crime, Intimate Partner Violence, 1. 
38 Jennifer Manlove et al., “Relationship Violence Typologies and Condom Use in Young Adult Dating 
Relationships,” Perspectives on Sexual and Reproductive Health 51, no. 2 (June 2019): 1. 
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endured) and severity (e.g., whether or not the incident resulted in injury).39 IPV analysis is 

further complicated by the fact that such physical violence is predominantly reciprocal (also 

called mutual or symmetrical) in nature – that is, it is perpetrated by both partners.40 Recognizing 

this somewhat surprising reality is extremely important, in part because reciprocal violence 

relationships are known to be more dangerous (greater frequency and injury occurrence) than 

nonreciprocal violence relationships.41 

Countless factors may be associated with one’s likelihood of perpetrating or falling 

victim to IPV. While some risk factors are unique to a particular individual or relationship (e.g., 

race, educational attainment, depression, early sexual debut, number of partners, residential 

versus nonresidential partner), others are social and contextual (e.g., income, exposure to 

violence, family structure).42 Additionally, two key demographic discrepancies exist in who 

experiences IPV: age and biological sex.  

Age is a key determinant of IPV. According to the National Intimate Partner and Sexual 

Violence Survey (2015), the majority of those who experience victimization do so before the age 

of 25.43 But IPV is common even in adolescence: According to the CDC, approximately 11 

million women and five million men who reported having experienced some form of IPV said 

such incidents first occurred before they turned 18.44 These figures are generally supported by 

                                                        
39 Daniel J. Whitaker et al., “Differences in Frequency of Violence and Reported Injury Between 
Relationships with Reciprocal and Nonreciprocal Intimate Partner Violence,” American Journal of Public 
Health 97, no. 5 (May 2007): 941. 
40 Ibid, 941. 
41 Ibid, 944; Kristen L. Hess et al., “Intimate Partner Violence and Sexually Transmitted Infections 
Among Young Adult Women,” Sexually Transmitted Diseases 39, no. 5 (May 20120): 2. 
42 Carolyn Tucker Halpern et al., “Patterns of Intimate Partner Violence Victimization from Adolescence 
to Young Adulthood in a Nationally Representative Sample,” Journal of Adolescent Health 45, no. 5 
(November 2009): 2–3. 
43 Smith et al., National Intimate Partner and Sexual Violence Survey, 11. 
44 Centers for Disease Control and Prevention, Preventing Intimate Partner Violence (Atlanta, Georgia: 
Centers for Disease Control and Prevention, 2019), 1. 
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the academic literature. A 2001 study by Halpern et al. that used Add Health data found that 

three out of 10 adolescents aged 12–21 in their sample had experienced some form of IPV.45 

Similarly, Foshee et al. asserted that somewhere between 15% and 40% of adolescents have used 

violence against their dating partners.46 This context is extremely important to understanding 

IPV perpetration and victimization in young adulthood, as it demonstrates that the patterns 

precipitating adult violence likely begin in adolescence.  

An individual’s biological sex also influences the likelihood of their experiencing IPV, as 

well as how they experience it. Females are, on average, much more likely to be victims of IPV: 

In 2015, the rates of violent IPV victimization among women and men were 5.4 per 1,000 and 

0.5 per 1,000, respectively.47 These numbers align with early research on the topic, which was 

often conducted with severely abused women and focused on male-initiated abuse.48 This type of 

violence was and remains a critical issue, one that merits increased attention. But more recent 

research has complicated this unidirectional narrative. There is a growing body of evidence that 

women are actually more likely than men to initiate physical violence against their partners.49 

This is especially true among relationships with nonreciprocal violence: One study found that 

women were much more likely to be the perpetrator in a majority of violent cases as reported by 

both men (74.9%) and women (67.7%).50 Ultimately, the consequences for women are more 

severe – they are more likely to sustain serious IPV-related injuries and are overwhelmingly 

                                                        
45 Carolyn Tucker Halpern et al., “Partner Violence Among Adolescents in Opposite-Sex Romantic 
Relationships: Findings from the National Longitudinal Study of Adolescent Health,” American Journal 
of Public Health 91, no. 10 (October 2001): 1684. 
46 Vangie A. Foshee et al., “Gender Differences in the Longitudinal Predictors of Adolescent Dating 
Violence,” Preventive Medicine 32, no. 2 (February 2001): 128. 
47 Office for Victims of Crime, Intimate Partner Violence, 1. 
48 Whitaker et al., “Differences in Frequency of Violence,” 941. 
49 Jessica Roberts Williams et al., “Female Perpetration of Violence in Heterosexual Intimate 
Relationships: Adolescence Through Adulthood,” Trauma, Violence, & Abuse 9 no. 4 (October 2008). 
50 Whitaker et al., “Differences in Frequency of Violence,” 943. 
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more likely to suffer from sexual violence.51 Nonetheless, this shows that the correlation between 

biological sex and IPV is more complicated than previously imagined, and highlights the 

importance of studying both victimization and perpetration. 

Beyond the obvious harm done, intimate partner violence is associated with many 

adverse outcomes for those involved. These individuals are more likely to exhibit inconsistent 

contraceptive use, placing them at higher risk for STIs and unintended or rapid repeat 

pregnancy.52 They are also more likely to suffer from negative health outcomes such as chronic 

heart, digestive, and nervous system conditions, including elevated blood pressure and 

hypertension.53 And they’re known to experience more severe mental health complications—

especially depression and post-traumatic stress disorder—than the general population.54 

The prevalence of intimate partner violence in America also comes at great cost to 

society. National crime report data indicates that just over 16% of all homicide victims, and 

nearly 40% of female homicide victims, are killed by an intimate partner.55 A recent study 

concluded that the national lifetime economic burden of IPV, which includes things like medical 

costs, criminal justice activities, and productivity loss, is approximately $3.6 trillion.56 This 

represents a lifetime average cost of $103,767 per female victim and $23,414 per male victim.57 

                                                        
51 Halpern et al., “Partner Violence Among Adolescents,” 1679. 
52 Hess et al., “Intimate Partner Violence,” 2; Lauren Maxwell et al., “Estimating the Effect of Intimate 
Partner Violence on Women’s Use of Contraception: A Systematic Review and Meta-Analysis,” PLoS 
ONE 10, no. 2 (February 2015): 2.  
53 CDC, Preventing Intimate Partner Violence, 2; Cari Jo Clark, et al., “Effect of Partner Violence in 
Adolescence and Young Adulthood on Blood Pressure and Incident Hypertension,” PLOS One 9, no. 3 
(March 2014): 1. 
54 CDC, Preventing Intimate Partner Violence, 2. 
55 Alexia Cooper, Homicide Trends in the United States, 1980–2008 (Washington, DC: Bureau of Justice 
Statistics, 2011), 18. 
56 Cora Peterson et al., “Lifetime Economic Burden of Intimate Partner Violence Among U.S. Adults,” 
American Journal of Preventive Medicine 55, no. 4 (October 2018): 438. 
57 Peterson et al., “Lifetime Economic Burden,” 438. 
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Clearly, intimate partner violence is a crisis we cannot afford to ignore. Today, research 

on the topic proliferates, but there is much that remains undiscovered. This is particularly true 

when it comes to the longitudinal course of relationship violence, that is, how romantic and 

sexual experiences and the emergence of SRH awareness in adolescence are related to 

relationship violence in young adulthood.58 Given that violence between intimate partners is 

thought to be most prevalent in early adulthood, it is imperative that we continue the academic 

effort to explain the causes and consequences of IPV.59 

 

Conceptual Framework and Hypothesis 

In this study I aim to expand on the existing literature about young adult physical and 

emotional health in romantic relationships by exploring the association between adolescents’ 

knowledge, attitudes, and beliefs about sexual and reproductive health and experiencing intimate 

partner violence as young adults, either as perpetrators, victims, or both. One’s likelihood of 

experiencing intimate partner violence in young adulthood is a function of many factors. 

Demographic and individual characteristics, such as age, sex, race, ethnicity, socioeconomic 

status, educational attainment, and cognitive ability, as well as family and peer characteristics, 

necessarily play a role in adolescents’ and young adults’ development, including how they feel 

about and navigate romantic and sexual experiences.60 Research indicates that friends may exert 

substantial influence over the intimate relationship decisions that individuals make.61 Beyond 

                                                        
58 Ming Cui et al., “The Continuation of Intimate Partner Violence from Adolescence to Young 
Adulthood,” Journal of Marriage and Family 75, no. 2 (April 2013). 
59 Halpern et al., “Partner Violence Among Adolescents,” 1679. 
60 Tsui-Sui Annie Kao et al., “Family Influences on Adolescents’ Birth Control and Condom Use, 
Likelihood of Sexually Transmitted Infections,” The Journal of School Nursing 29, no. 1 (April 2012): 
62. 
61 Renee E. Sieving et al., “Friends’ Influence on Adolescents’ First Sexual Intercourse,” Perspectives on 
Sexual and Reproductive Health 38, no. 1 (March 2006): 13. 
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these social and demographic factors, we must consider more nuanced factors that are directly 

related to romantic and sexual experience, including age at first sex and number of sexual 

partners. Age at first sex in particular is known to be correlated with many young adult 

outcomes, including the initiation of postsecondary education and some mental and emotional 

health issues.62 All of the above contribute to individuals’ awareness and perception of sexual 

and reproductive health. My four key explanatory variables—reproductive and contraceptive 

knowledge, contraceptive attitudes, contraceptive confidence, and self-efficacy—no doubt help 

shape and are shaped by many of them. A visual representation of this conceptual framework can 

be found in the Appendix (Figure 1). This framework underlies my primary hypothesis—that 

adolescents who have more accurate knowledge about reproductive health and more favorable 

attitudes toward contraception, including confidence in their ability to access and use it 

effectively, are less likely to experience intimate partner violence than those with less 

knowledge, lower confidence, and negative attitudes toward contraception. 

  

                                                        
62 Aubrey L. Spriggs et al., “Sexual Debut Timing and Depressive Symptoms in Emerging Adulthood,” 
Journal of Youth and Adolescence 37, no. 9 (October 2008); Aubrey L. Spriggs et al., “Timing of Sexual 
Debut and Initiation of Postsecondary Education by Early Adulthood” Perspectives on Sexual and 
Reproductive Health 40, no. 3 (September 2008). 



  17 

DATA AND METHODS 

This analysis uses data from the National Longitudinal Study of Adolescent to Adult 

Health, which follows a nationally representative sample of adolescents who were in grades 7–12 

in the United States during the 1994–1995 school year, and were aged 24 to 32 in 2008, the most 

recent year from which public-use data is available: It is the largest and most comprehensive 

longitudinal survey of adolescents to date.63 The impetus for the survey—which was sponsored 

by the Carolina Population Center at the University of North Carolina and is available through 

the Inter-university Consortium for Political and Social Research—was a mandate from the U.S. 

Congress, who saw gathering information on the key factors that influence adolescent health and 

risk behaviors as an imperative.64 

Add Health has followed its respondents from adolescence through adulthood in five 

waves. Wave I includes four distinct instruments: an in-home interview, in-school survey, school 

administrator questionnaire, and parent questionnaire.65 The core in-home sample consists of 

20,745 adolescents who were in grades 7–12 in 1994–1995, and serves as the basis for all 

subsequent follow-up interviews.66 Wave II contains data gathered in 1996 through a second in-

home interview with 14,738 of the original adolescents, now in grades 8–12.67 Together, Waves I 

and II constitute the full spectrum of data Add Health gathered about the adolescent period, 

including family and school context, and peer and spatial networks.68 Wave III was administered 

                                                        
63 Carolina Population Center, “Add Health: About,” accessed October 10, 2019, https://www.cpc.unc. 
edu/projects/addhealth/about.  
64 Ibid. 
65 Carolina Population Center, “Add Health: Wave I,” accessed October 10, 2019, https://www.cpc.unc. 
edu/projects/addhealth/design/wave1. 
66 Kathleen Mullan Harris, The Add Health Study: Design and Accomplishments (Chapel Hill, North 
Carolina: Carolina Population Center, University of North Carolina at Chapel Hill, 2013), 4. 
67 Harris, The Add Health Study, 4. 
68 Ibid, 5. 
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in 2001–2002 with 15,170 of the original respondents (response rate of 77.4%), who were now 

aged 18–26 and considered “young adults.” This wave captures the transition to adulthood, and 

its primary purpose was to link what happens in adolescence to what happens in the transition to 

adulthood.69 A fourth in-home interview, Wave IV, was conducted in 2008 with 15,701 of the 

original Wave I respondents who were now 24–32 years old (response rate of 80.3%).70 Finally, 

a fifth Wave was conducted in 2016–2017. It contains social, environmental, behavioral, and 

biological data collected from original cohort members, though it is only available through 

restricted-use contracts.71 

Because my study is designed to examine how a particular set of knowledge, attitudes, 

and beliefs developed in adolescence influences the likelihood of IPV involvement in young 

adulthood, I use data from Waves I and III. Specifically, my analysis required the use of four 

distinct analytic files: the Wave I In-Home Questionnaire, the Wave III In-Home Questionnaire, 

Section 19 of the Wave III In-Home Questionnaire titled “Relationships in Detail,” and the Wave 

III Public In-Home Weights. All four files are from Add Health’s public use sample. While the 

unit of analysis for three of these data sets is the individual, the “Relationships in Detail” 

section—from which the raw variables used to build my dependent variables hail—used 

romantic relationships as the unit of analysis. As a result, any respondent who reported more 

than one romantic relationship appeared in this data set multiple times. This required me to 

collapse all of my IPV-related variables down to the individual level before I was able to merge 

the files into a single, final data set. 

 

                                                        
69 Ibid, 6. 
70 Ibid, 8. 
71 Carolina Population Center, “Add Health: Wave V,” accessed April 7, 2020, https://www.cpc. 
unc.edu/projects/addhealth/design/wave-v-1. 
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Analysis Sample 

My sample is limited along several parameters. First, because the majority of the 

questions used to build my key independent variables about SRH were asked only of teenagers 

aged 15 and older at the time of their Wave I interview, I excluded all respondents younger than 

15 (eliminating 2,037 observations).72 Second, I excluded all respondents who were missing the 

valid sampling weight, GSWGT3_2 (which eliminated 1,229 observations). Third, I excluded all 

respondents who were missing responses to the Wave III questions about intimate partner 

violence perpetration and victimization, which were used to construct my two dependent 

variables (eliminating 566 observations). Finally, I dropped all observations that had any missing 

data for any of the variables included in my complete model. This process left me with a final 

analytic sample of 1,918 individuals aged 15–21 as of Wave I. 

 

Dependent Variables 

 My analysis involves two dependent variables – IPV perpetration and IPV victimization. 

These variables measure physical violence between heterosexual partners, and were created 

using three questions asked at Wave III that are based on the widely used Conflict Tactics Scale, 

a tool specifically designed to measure violence between partners.73 Respondents were asked 1) 

how often they threatened, pushed or shoved, or threw something at their partner; 2) how often 

they slapped, hit, or kicked their partner; and 3) how often they injured their partner (sprain, 

bruise, cut). These questions form the foundation of the IPV perpetration variable. All 

                                                        
72 Kathleen Mullan Harris et al., National Longitudinal Study of Adolescent to Adult Health (Add Health), 
1994–2008 [Public Use]: Wave I: In-Home Questionnaire, Public Use Sample Codebook/Questionnaire, 
(Ann Arbor, Michigan: Inter-university Consortium for Political and Social Research). 
73 Murray A. Strauss et al., “The Revised Conflict Tactics Scale (CTS2): Development and Preliminary 
Psychometric Data,” Journal of Family Issues 17, no. 3 (May 1996). 
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respondents were also asked the reverse of these questions – generally, how often these acts were 

perpetrated against them by their partner. These questions were used to build the IPV 

victimization variable. All six of these questions pertain to specific relationships rather than to 

individual respondents. In order to create variables that measure whether a respondent had ever 

perpetrated or ever been the victim of IPV, I counted and collapsed these data to the individual 

level. Both dependent variables are dichotomous, coded 0 if the respondent answered “never” to 

all of the items, and 1 if they responded otherwise.74 

 

Key Explanatory Variables  

 My set of key explanatory variables—one score and three indices—measure adolescent 

sexual and reproductive health knowledge, attitudes, and beliefs. All four are constructed using 

multiple survey items from Add Health’s Wave I In-Home Questionnaire. The three indices were 

built with the aid of factor analysis, as described in Table 2. 

 

Reproductive and Contraceptive Knowledge Score 

 This index is constructed using nine true-or-false items designed to test respondents’ 

level of knowledge about the reproductive process and contraceptive use. It includes items such 

as “The most likely time for a woman to get pregnant is right before her period starts,” and 

“When putting on a condom, it is important to have it fit tightly, leaving no space at the tip.” 

Respondents receive a knowledge score based on the number of correct answers given, with 0 

indicating the lowest level of accuracy and 9 indicating the highest. 

 

                                                        
74 Johnson et al., “Age-IPV Curve,” 10. 
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Contraceptive Attitudes Index  

 This index assesses respondents’ general attitudes toward contraception, including 

willingness to use it, ease of use, and whether they think it is “morally wrong.” The index is 

composed of the responses to seven survey items—such as “It takes too much planning ahead of 

time to have birth control on hand when you're going to have sex”—all of which were answered 

using a five-point Likert scale, and it was constructed using factor analysis (eigenvalue = 3.39). 

Higher values indicate more positive attitudes toward contraception, while lower values indicate 

negative attitudes toward contraception. 

 

Contraceptive Confidence Index 

 This index measures respondents’ confidence in their knowledge about contraception, in 

their ability to use it effectively, and in its accessibility. It consists of four survey items (e.g., 

“You are quite knowledgeable about how to use a condom correctly”), the responses to which 

were again given on a five-point Likert scale. For the sake of consistency, these responses were 

reverse-coded so that higher values indicate greater confidence and lower values indicate a lack 

of confidence. This index was also constructed using factor analysis (eigenvalue = 1.98). 

 

 Self-Efficacy Index  

 My final index is a self-efficacy measure that assesses respondents’ sense of agency 

within difficult situations involving sexual activity and contraceptive use (e.g., “How sure are 

you that you could resist sexual intercourse if your partner did not want to use some form of birth 

control?”). It relies on three items, responses to which were once again recorded on a five-point 

Likert scale. As with the Contraceptive Confidence Index, these responses were reverse-coded 



  22 

for consistency so that higher values correspond with stronger self-efficacy and lower values 

with weaker self-efficacy. I once again employed factor analysis in the construction of this index 

(eigenvalue = 1.74). 

 

Control Variables 

My analysis controls for a variety of social and demographic factors, relationship and 

sexual experience characteristics, and social support measures. The majority of these control 

variables come from Wave I, though in some cases controls are pulled from Wave III. 

 

Social and Demographic Factors 

The basic social and demographic variables I include are biological sex, age, ethnicity, 

race, socioeconomic status, mother’s educational attainment, respondent’s educational 

attainment, and cognitive ability. The binary variable female is based on a single question asked 

at Wave I – coded 1 if the respondent is female and 0 if male. Age is a continuous variable that 

represents a respondent’s age (measured in years) as of their Wave I interview. Respondent 

ethnicity is measured using the binary variable Hispanic, which is based on a yes-or-no question 

from Wave I and is coded 1 if Hispanic and 0 if not. Race is operationalized through four binary 

variables (White, Black, Native American, and Asian), for which white or other serve as the 

reference category. I also include a measure of each respondent’s socioeconomic status (low 

income). This binary variable is based on responses to two Wave I questions that inquire 

(separately) whether the respondent’s resident mother (or resident father) “receive[s] public 

assistance, such as welfare.” Low income is coded 1 if the respondent answered “yes” to either or 

both of these questions, and 0 if they answered “no” to both. Mother’s education represents the 
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highest level of education attained by the respondent’s mother, and is based on the Wave I 

question “How far in school did she [resident mother] go?” This variable is divided into four 

categories: less than high school, high school degree or equivalent (the reference category), more 

than high school but less than college, and college degree or more. Respondents’ educational 

attainment is measured using the Wave III question “What is the highest grade or year of regular 

school you completed?” This variable is a time-varying categorical measure that is divided into 

the same four categories as the mother’s education variable described above (again, high school 

degree or equivalent serves as the reference category).75 I also include a continuous measure of 

adolescent cognitive ability, which is based on each respondent’s modified Peabody Picture 

Vocabulary Test score from Wave I. 

 

Relationship and Sexual Experience Characteristics 

It is also vital to control for certain psychosocial variables that may be correlated with 

both adolescent SRH and young adult romantic and sexual experiences. Peer respect is a 

categorical variable measured using a single scaled item from Wave 1. This question asks 

respondents to state whether they agree or disagree with the statement “If you had sexual 

intercourse, your friends would respect you more.” Responses were recorded on a five-point 

Likert scale, which I transformed into a three category scale: disagree, neutral (the reference 

category), and agree. A single item measured at Wave III provides each respondent’s age at first 

sex (defined as vaginal intercourse). Lastly, I control for the total number of sexual partners 

(again, referring to vaginal intercourse) reported by each respondent at the time of their Wave III 

In-Home Questionnaire. 

                                                        
75 Guzzo et al., “Adolescent Fertility Attitudes,” 135. 
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Social Support Measures 

 Finally, I include three separate measures of respondents’ perceived level of social 

support, including from teachers, parents, and friends. Each of these variables is constructed 

using a single survey item from Wave I ("How much do you feel your teachers/parents/friends 

care about you?”), for which responses were recorded on a five-point Likert scale ranging from 

“not at all” to “very much.” For the purposes of my analysis, these responses were condensed 

into three categories: low, medium (the reference category), and high. 

 

Descriptive Statistics of Sample 

Table 1 provides the mean (or percent) and standard deviation for all variables. Fifty-two 

percent of my respondents are female, 11% identify as Hispanic and 68% are white. Just under 

9% are low-income. The average age in the sample is 16.4 years old. At 16.6, the average age at 

first sex is just slightly higher, and the average number of sexual partners is approximately 

seven. Interestingly, the percent of individuals who report having ever perpetrated intimate 

partner violence is quite similar to the percent who report having ever been the victim, 28.1% 

and 26.8%, respectively. 

 

Empirical Model and Estimation Strategy 

Given the binary nature of my dependent variables, I estimate associations between 

adolescent SRH knowledge, attitudes, and beliefs and experiencing IPV as a young adult using 

logistic regression. Unlike OLS models, which are linear and can return estimates that fall 

outside of the 0 to 1 range, logit models are nonlinear and therefore better suited to estimate 

probabilities for dichotomous outcome variables. However, raw coefficient estimates obtained 
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through logistic regression are not readily interpretable. To deal with this I employ the marginal 

effects technique, which transforms these raw estimates into predicted probabilities. Put another 

way, marginal effects give us the change in a particular outcome as a function of the change in a 

given independent variable, holding constant all other variables included in the model.  

 Add Health employs a complex survey design that includes multistage sampling (which 

results in clustered observations), oversampling of certain subgroups, and stratification in 

sampling. Typically, one would correct for these design effects by using the “svyset” command, 

but this tactic requires a strata variable that was not made available with the public-use data. In 

light of this limitation, I instead include a cluster variable (CLUSTER2) and sampling weight 

(GSWGT3_2) in each of my models.76 The results of this approach approximate those of the 

“svyset” approach, as not using a strata variable only minimally affects standard errors.77 

 I run a total of fourteen models – seven estimating IPV perpetration and seven estimating 

IPV victimization. In both cases, models 1 and 2 simply approximate the relationship between 

my control variables and key dependent variables. Models 3 through 6 each introduce a single 

key explanatory variable (knowledge score, contraceptive attitudes index, contraceptive 

confidence index, and self-efficacy index, in that order). Finally, Model 7 incorporates all control 

variables as well as all four key explanatory variables, and provides the most sophisticated 

explanation of the adolescent characteristics that influence and inform IPV in young adulthood. 
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77 Ibid, 23–24. 
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Limitations 

 There are several data and model limitations that merit consideration. Only having access 

to the public-use version of this data inhibited my ability to fully account for Add Health’s 

complex survey design. My sample is also limited to respondents who reported having had 

romantic or sexual relationships currently or in the recent past, potentially opening the door to 

selection bias. Importantly, this analysis is also limited to heterosexual relationships, as sexual 

activity is defined as “vaginal intercourse” throughout the survey. 

Another constraint is that despite being one of the most comprehensive health and risk 

behavior surveys to date, Add Health’s questions related to adolescents’ contraceptive use and 

intimate partner violence in young adulthood are limited. For example, the survey considered 

only a small subset of contraceptive methods (primarily condom use, the rhythm method, and 

withdrawal). Respondents may have knowledge and opinions about alternative methods (e.g., 

birth control pills and IUDs), but because they were not explicitly asked, this information was 

not captured in the survey. While the survey questions I use to build the adolescent SRH KAB 

indices are thoughtful and designed to elicit nuanced, truthful responses from respondents, they 

are, by necessity, somewhat narrowly defined. I use factor analysis to confirm that the variables 

used to construct the indices do the best job possible of capturing the appropriate latent 

constructs. Similarly, Add Health inquires only about select types of intimate partner violence, 

largely ignoring emotional, verbal, and physical forms of abuse.78 Furthermore, information 

about perpetration and victimization is collected from the same respondent, potentially 

introducing reporting, recall, and social desirability bias. These limitations may result in 

                                                        
78 Whitaker et al., “Differences in Frequency of Violence,” 946. 
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measurement error and could ultimately bias my estimates of the effect of adolescent SRH 

knowledge, attitudes, and beliefs on experiencing intimate partner violence as a young adult. 

In addition to these limitations, the generalizability of this study may be jeopardized by 

the fact that the data used to construct the SRH KAB score and indices are now 25 years old. 

While the issue of reproductive and sexual health remains in the spotlight today, access to and 

the quality of medicine and technology have evolved and the United States has grown 

increasingly progressive. Such societal changes can influence attitudes toward contraception and 

pregnancy, which means that adolescents in 1994–1995 may be systematically different from 

adolescents today.79 

 

 

  

                                                        
79 Kao et al., “Family Influences,” 68. 
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RESULTS 

Bivariate Results 

 Table 3 presents the percentage distributions of respondents’ reproductive and 

contraceptive knowledge scores across three categories: low scores are those less than half a 

standard deviation below the mean, medium fall within the mean plus or minus half a standard 

deviation, and high are those greater than half a standard deviation above the mean. Respondents 

with high scores are more likely to be female (57.4%) and are, on average, older than those who 

are less well-versed in topics pertaining to SRH such as menstruation, fertility, ejaculation, and 

condom use. Meanwhile, a greater percentage of the low-income individuals fall into the low 

knowledge score category. Respondents with relatively low educational attainment (high school 

degree or less) have lower levels of demonstrated knowledge than those with higher educational 

attainment (more than a high school degree): The same pattern emerges for mother’s educational 

attainment. Finally, those in the high reproductive and contraceptive knowledge category have 

sex for the first time earlier in life and have a greater number of total sexual partners than those 

with medium and low scores. One possible explanation is that one acquires greater reproductive 

and contraceptive knowledge with increased sexual experience. 

 Table 4 provides the percent or mean and standard deviation for all explanatory variables 

based on whether respondents hold negative, neutral, or positive attitudes toward contraception. 

Notably, those with positive attitudes toward contraception are significantly more likely to be 

female (61.3%) and are, on average, slightly older (16.5 years). Once again, we see that 

respondents who are more educated and have mothers with higher levels of education are more 

likely to hold positive views about contraception. The sexual experience variables also tell the 

story we would expect: 61.2% of respondents who hold favorable views of contraception 
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disagree that having sex would win them respect from their peers; they are also, on average, 

slightly older and have fewer total sexual partners. Lastly, those with positive attitudes report 

higher perceived support across the board, that is, from teachers, parents, and friends. 

Table 5 cross-tabulates respondents’ level of contraceptive confidence (divided into low, 

medium, and high) by the explanatory variables. Female respondents are more likely to report 

low levels of confidence, but confidence appears to grow with age. Interestingly, higher 

educational attainment (for both respondents and their mothers) and higher cognitive ability are 

correlated with having lower levels of confidence. Similarly, those with less confidence typically 

wait longer to have sex (average age 17.3), and have fewer overall partners. 

Table 6 divides the sample into weak, neutral, and strong self-efficacy regarding how 

adolescents manage their sexual and reproductive health, and provides the percent or mean and 

standard deviation for each category. Those with strong self-efficacy are much more likely to be 

female, and they are, on average, older. Those with weak self-efficacy are more likely to be low-

income. As expected, respondents who personally have or whose mothers have more than a high 

school degree are more likely to have strong self-efficacy regarding sexual and reproductive 

health. We also find that those with strong self-efficacy are much more likely to disagree with 

the idea that having sex would win them respect from their friends. No definitive relationship 

emerges between age at first sex and my self-efficacy measure, but we do see that those with 

weak self-efficacy have more sexual partners, on average. Finally, we find the expected 

relationship between the social support variables and self-efficacy: Those who believe they have 

a high level of support from teachers, parents, and friends tend to have stronger self-efficacy. 

Table 7 provides a portrait of the characteristics of respondents according to whether they 

are perpetrators or victims of intimate partner violence, the dependent variables in this study. 
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When we examine the full range of demographic, social, and sexual experience factors, a 

remarkably consistent pattern emerges. For the vast majority of variables, if a respondent is more 

likely to be an IPV perpetrator, they are also more likely to be an IPV victim (and vice versa). 

This pattern is rarely broken – I describe the exceptions below. 

Perhaps counter to expectations, females make up the majority of the sample who have 

ever perpetrated intimate partner violence (68.6%) and the majority of those who have ever been 

the victim of intimate partner violence (56.1%). Respondents who did not complete high school 

are more likely be both perpetrators and victims of intimate partner violence. On the other hand, 

respondents who fall into the college degree or higher category are less likely to be both 

perpetrators and victims. The same pattern emerges for mother’s educational attainment.  

Notably, the findings from the social support and sexual experience variables are quite 

telling. On average, those who have perpetrated and been the victim of IPV are younger than 

those who have not (16 vs. 16.8 years for perpetrators). They also report having had an average 

of two additional sexual partners compared with those who have never experienced IPV (8.1 vs. 

6.4 for perpetrators), though it is possible that this finding simply reflects the fact that having 

more sexual partners elevates the risk of ever experiencing IPV. 

While the vast majority of the associated factors are consistent across perpetration and 

victimization, one variable stands out – peer respect regarding sex. Respondents who do not 

think having sex will win them respect from their peers are marginally less likely to be 

perpetrators and victims. However, the story is different for those who think their peers will 

respect them more if they have sex. Within this category, fewer respondents are likely to be 

perpetrators (11.8% yes versus 12.1% no), but more of them are likely to be victims (13.5% yes 

versus 11.5% no). This finding is noteworthy because it demonstrates how perceptions about sex 
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and the social context within which one navigates early sexual experience impacts one later in 

life. While those who do not view sex as a potential “badge of honor” are marginally less likely 

to end up in a violent situation with an intimate partner, those who do seem to lose some of their 

agency in young adulthood and suffer a higher prevalence of victimization. 

I now turn to an examination of the bivariate relationships between the four key 

explanatory variables and two dependent variables. On average, IPV perpetrators and victims 

have higher knowledge scores and exhibit slightly higher contraceptive confidence. Rather than 

reflect some unique intelligence or self-assuredness in those who experience IPV, this finding is 

likely explained by a mediating factor: amount of sexual experience. Those who have had more 

experience are likely to know more about sexual and reproductive health and exhibit greater 

confidence in using contraception, just by virtue of exposure. These same individuals, however, 

tend to hold less favorable attitudes toward contraception and demonstrate marginally weaker 

self-efficacy. 

 

Multivariate Regression Results 

Now that the relationships between the explanatory and dependent variables have been 

established, I turn to my multivariate analysis results, which were estimated using a series of 

logistic regression models with marginal effects. First, I discuss the results of the models used to 

predict the likelihood of being a perpetrator of intimate partner violence, then those designed to 

examine the likelihood of being a victim. Once this foundation is established, I compare these 

findings in an effort to glean a more comprehensive understanding of the phenomenon of IPV.  
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IPV Perpetration 

Violence within partnerships may occur for a wide variety of reasons. The following 

seven models are designed to account for the characteristics that I assume influence whether or 

not an individual is likely to commit an act of violence against their partner in young adulthood. 

They also reveal the most salient predictors of IPV perpetration in young adulthood.  

Model 1 is limited to demographic control variables. Here we can see that sex and race 

are highly significant predictors of IPV perpetration: Females are 22 percentage points more 

likely (than males), and Blacks are 13 percentage points more likely (than those who are White 

or other race), to be perpetrators (both with a p-value of ≤ .001), all else equal. The effect of 

being Asian is also statistically significant, though less so and to a much smaller degree. 

Interestingly, while mother’s educational attainment does not have a statistically significant 

effect on IPV perpetration, respondents’ education level does: Those with less than a high school 

degree have a 13 percentage point greater likelihood of perpetrating violence than those with a 

high school degree or equivalent, while those with a college degree or more are 11 percentage 

points less likely to perpetrate violence. 

In addition to demographic controls, Model 2 incorporates social support and sexual 

experience controls. Once again we find that sex, race, and respondents’ educational attainment 

significantly impact the likelihood of perpetration. Additionally, I find that age and being low-

income are now marginally significant and both positively associated with perpetration. 

Regarding sexual experience, age at first sex is negatively correlated and number of sexual 

partners is positively correlated with perpetration. With the exception of a high level of support 

from teachers, perceived social support is not associated with IPV perpetration. 
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Models 3 through 6 include all of the variables discussed above plus the addition of one 

key explanatory variable each. Though the significance levels of these four key explanatory 

variables vary, the control variable estimates in all four of these models are nearly identical to 

those of Model 2. Model 3—which includes the reproductive and contraceptive knowledge 

score—shows that knowledge on its own is not a significant predictor of IPV perpetration. 

Model 4 demonstrates that the contraceptive attitudes index is a significant predictor: Those with 

relatively more positive attitudes toward contraception in adolescence are one percentage point 

less likely to commit violence against their partner (p-value ≤ .01) in young adulthood. Model 5 

sees the introduction of the contraceptive confidence index (the third key explanatory variable), 

which does not prove to be significant. The self-efficacy index, however, which is included in 

Model 6, does achieve statistical significance: Having stronger self-efficacy as an adolescent is 

associated with a one percentage point decrease in the likelihood of perpetration in young 

adulthood. 

Finally, we arrive at the most comprehensive of my models, Model 7. Interestingly, even 

with the inclusion of all four key explanatory variables, the estimated effects of the vast majority 

of my control variables remain largely unchanged in both significance and magnitude. As was 

the case with the earlier models, sex, race (specifically Black), respondents’ educational 

attainment, and perceived level of support from teachers are highly significant. The same is true 

for age at first sex, though not for number of sexual partners. Most importantly, this model 

shows that of all four of the key explanatory variables, only the contraceptive attitudes index is 

significant: This estimate indicates that respondents with more positive views of contraception 

are approximately one percentage point less likely to perpetrate intimate partner violence in 

young adulthood. 
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IPV Victimization 

The sequence of models I use to analyze potential predictors of intimate partner violence 

victimization is akin to that used for perpetration. Model 1 solely accounts for demographic 

variables. Once again, I find that sex is highly significant – being female is associated with a 9.3 

percentage point increase in the likelihood of falling victim to IPV, all else equal. Age and race 

(specifically Black) are also significant and positively correlated with IPV victimization. And 

while respondents who have less than a high school degree have a slightly increased likelihood 

of victimization than those with a high school degree (5.9 percentage points, p-value ≤ .10), 

those with more than a college degree are much less likely to be victimized (approximately 17.3 

percentage points, p-value ≤ .001).  

Model 2, which incorporates social support and sexual experience controls, returns near 

identical estimates for these demographic variables. In addition, age at first sex and number of 

sexual partners are both highly significant, though the former is negatively correlated and the 

latter positively correlated with victimization. Regarding the domain of social support, only one 

variable—high level of perceived parental support—achieves statistical significance. The 

magnitude of this estimate is substantial: Respondents who feel supported by their parents are 

14.8 percentage points less likely to become victims of intimate partner violence (p-value ≤ .05) 

than those who feel they are only somewhat supported by their parents. 

As in my perpetration analysis, Models 3 through 6 include one key explanatory variable 

each. In Model 3, the effect of the reproductive and contraceptive knowledge score is 

insignificant, and its addition has no notable effect on any of the other estimates. However, the 

key explanatory variable in Model 4—the contraceptive attitudes index—is significant (p-value 

≤ .05) and negatively correlated with intimate partner violence victimization, though its effect is 
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small (less than a percentage point). The effect of the contraceptive confidence index, included in 

Model 5, is not statistically significant and its inclusion in the model once again does not alter 

any of the other coefficients. The self-efficacy index in Model 6 behaves very similarly to that of 

the contraceptive attitudes index in Model 4: Self-efficacy is statistically significant (p-value ≤ 

.05) and negatively correlated with victimization, but at a magnitude of only 1.2 percentage 

points it lacks substantial explanatory power. 

In incorporating the whole “universe” of demographic, social support, and sexual 

experience controls plus the key SRH explanatory variables, Model 7 is the most comprehensive 

IPV victimization analysis. The same control variables that were significant in my earlier models 

(sex, age, respondent’s educational attainment, age at first sex, total number of sexual partners, 

and perceived parental support) are again statistically significant here. Of much greater import is 

the impact of the four SRH constructs. Contraceptive confidence and self-efficacy are not 

significant predictors of IPV victimization in young adulthood. However, having more accurate 

knowledge about reproduction and contraception is associated with a 1.3 percentage point 

increase (p-value ≤ .10), and holding more positive attitudes toward contraception is associated 

with a .6 percentage point decrease (p-value ≤ .10) in the likelihood of being a victim of IPV. 
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DISCUSSION 

Comparing Intimate Partner Violence Perpetration and Victimization Results 

These results reveal that despite their interconnectedness, the phenomena of intimate 

partner violence perpetration and victimization are influenced by distinct factors. While there is a 

statistically significant association between perpetration and race (for the Black and Asian 

categories), this is not the case for victimization. Furthermore, respondents with low educational 

attainment are more likely to perpetrate violence but they’re no more likely than others to be 

victims. There is also an interesting discrepancy between the two outcomes of interest regarding 

social support: Only having high levels of support from teachers reduces the likelihood of a 

respondent becoming a perpetrator, while only having substantial parental support serves as a 

protective factor against becoming a victim. Finally, having more sexual partners is a statistically 

significant predictor of IPV victimization, but it has no bearing on the probability of perpetration. 

There are, however, many similarities between perpetration and victimization as well. In 

fact, it appears that being a perpetrator of IPV is a strong predictor of being a victim, and vice 

versa. This finding comports with the existing literature on the topic, which demonstrates that in 

the majority of intimate relationships featuring violence, that violence is reciprocal.80 Age, age at 

first sex, and having a college degree or higher are all statistically significant and share the same 

direction of correlation for both dependent variables. Being older is associated with an increased 

likelihood of perpetration and victimization, while being older at the time of one’s sexual debut 

is negatively correlated with both outcomes, as is attaining a higher level of education. These 

relationships are generally supported by the existing literature. 

                                                        
80 Whitaker et al., “Differences in Frequency of Violence,” 941. 
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The findings related to sex are more complicated and compelling. Sex is highly 

statistically significant (p-value ≤ .001) across all fourteen regression models and is positively 

correlated with both outcome variables. However, the magnitude of its estimated effect on IPV 

perpetration is more than double its estimated effect on IPV victimization – 23.7 percentage 

points and 10.1 percentage points, respectively. Given the long dominant narrative about 

domestic violence (which tends to almost exclusively focus on females as victims), this may 

seem counterintuitive. However, research shows that females do initiate violence against their 

partners at higher rates than males.81 Of course, these findings may be colored by reporting bias, 

specifically the underreporting of perpetration and victimization by males and the overreporting 

or more realistic reporting of both by females. Due to the pervasive social stigma and shame that 

accompanies intimate partner violence, as well as the potential perception that female-on-male 

violence isn’t really a crime, it is possible that males are less willing to report incidents of their 

own victimization, thus artificially inflating the rate of female victimization.82 A similar dynamic 

may be at work when it comes to IPV perpetration: Females may be more forthright and honest 

in their responses to Add Health’s questions about IPV. That is, they may be more willing to 

admit to having committed an act of relationship violence than males, which would positively 

bias my coefficient for females. Others have posited similar explanations for the surprisingly 

high rates of female perpetration.83 

The estimated effects of the key adolescent SRH KAB explanatory variables are the most 

telling aspect of this analysis. Below I briefly discuss each of those four variables, starting with 

the most straightforward “story” and building up to the more complex. 

                                                        
81 Williams et al., “Female Perpetration of Violence.” 
82 Manlove et al., “Relationship Violence Typologies,” 8. 
83 Whitaker et al., “Differences in Frequency of Violence,” 944. 
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Contraceptive confidence as an adolescent appears to have no discernible impact on one’s 

likelihood of experiencing IPV as a young adult. This may reflect a flaw in measurement, or 

indicate that this index is highly correlated with the others. If the latter is true, it makes sense that 

once those others are accounted for there is no explanatory power left to the confidence index. 

Next we come to the reproductive and contraceptive knowledge score. Though 

insignificant as a predictor of IPV perpetration, knowledge is related to victimization: Those with 

greater SRH knowledge are more likely to become victims of IPV than those with less 

knowledge. One possible explanation for this somewhat counterintuitive finding is that SRH 

knowledge may act as a proxy for something else, perhaps amount of sexual experience – those 

with more experience may naturally know more about sex and be more likely to end up the 

victim of relationship violence simply due to exposure.84 My findings regarding knowledge 

support my original hypothesis, that knowledge collected in adolescence plays a role in 

determining young adult outcomes, but it is only one piece of the puzzle. 

The story of my self-efficacy index is more nuanced. This variable is statistically 

significant (p-value ≤ .10) in Model 6 of both the perpetration and victimization analyses (those 

with higher self-efficacy are less likely to experience IPV generally). But this significance is 

eliminated once the other three key explanatory variables are introduced. The role of self-

efficacy in predicting SRH behaviors is fairly well documented.85 Some research has revealed 

that self-efficacy can serve as a “protective factor” against adverse outcomes or risky behavior. 

For example, young males and females with greater self-efficacy regarding the desire and ability 

to refuse or abstain from sex are less likely to have sex at all.86 However, the power of self-

                                                        
84 Halpern et al., “Partner Violence Among Adolescents,” 1684. 
85 Kao et al., “Family Influences,” 62. 
86 Barbara L. Dancy et al., “African American Adolescent Females: Mother-Involved HIV Risk-
Reduction Intervention,” Journal of HIV/AIDS & Social Services 8, no. 3 (July 2009): 297; Molly T. 
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efficacy may be limited. Self-efficacy represents a form of confidence, a belief in one’s personal 

ability to achieve a certain outcome. Such beliefs may serve as the foundation for and help 

sustain motivations, but they do not reliably translate into action,  for taking the desired or 

“correct” action requires additional skills and resources.87 This may in part explain why the self-

efficacy index included in my analysis fails to materially affect the concrete experiences of IPV 

perpetration and victimization. 

Of the four key explanatory variables included in this analysis, the contraceptive attitudes 

index is the only one that remains statistically significant in all of the models in which it is 

included: Holding more favorable attitudes toward contraception as an adolescent 

unambiguously decreases the probability of both perpetrating and becoming the victim of IPV in 

young adulthood. The literature supports the validity of this finding. Indeed, many of the field’s 

most prominent researchers—including Guzzo, Hayford, Manlove, and Bruckner, among 

others—are engaged in analyzing the impact of contraceptive attitudes, and though the role of 

these attitudes in shaping young adult health outcomes is still a matter of debate, its relevance is 

consistently agreed upon. 

 

Implications 

The most important implication of this research is that what happens during adolescence 

has long term consequences. The health and wellbeing of our young adults is largely determined 

by what occurs before they turn 18, particularly in the domain of sexual and reproductive health 

and romantic relationship development. These findings can and should guide our sexuality and 

                                                        
Laflin et al., “A Longitudinal Study of Adolescent Transition from Virgin to Nonvirgin Status,” Journal 
of Adolescent Health 42, no. 3 (March 2008). 
87 Kao et al., “Family Influences,” 67. 
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health education strategies moving forward. In addition to more generously funding and 

expanding such education efforts, we should design sex education programs that target 

adolescent attitudes about sex and contraception. This would be wise for two reasons. First, 

attitudes developed during adolescence are strong determinants of sexual and reproductive 

behavior later in life. And second, from a policy perspective it is easier to change attitudes than 

the socioeconomic contexts in which those attitudes develop.88 Furthermore, it is time that we 

increase the scope of our country’s sex education programming beyond the basic goals of STI 

and pregnancy avoidance by incorporating violence prevention and healthy relationship modules 

to encourage safe, prosocial development of intimate relationships as a way to provide our youth 

with conflict resolution skills.89 

 

Limitations 

 As with all research, this study is not without limitations. Only having access to the 

public-use version of this data prevented me from using the ideal weighting scheme. It also 

limited the size of my analysis sample, though at nearly 2,000 observations the present sample 

remains large enough to assert the generalizability of my findings. One could, however, question 

this generalizability on the basis of the age of the Add Health data – perhaps the survey 

respondents are systematically different from contemporary adolescents and young adults. 

Additionally, the adolescent SRH KAB and young adult IPV constructs I built are based on the 

limited questioning available in the survey. For example, the survey captures information on 

only a few forms of physical violence (generally excluding emotional, verbal, and psychological 

                                                        
88 Bruckner et al., “Ambivalence and Pregnancy,” 248. 
89 Manlove et al., “Relationship Violence Typologies,” 9; Halpern et al., “Patterns of Intimate Partner 
Violence,” 8. 
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abuse) and ignores the contexts of and motivations for these acts.90 It is possible that these 

constructs are not comprehensive enough, and therefore that my findings are biased or incorrect. 

 Finally, there are two notable limitations that pertain to the measurement of IPV 

specifically. Every respondent was asked to report the violence that they and their partner had 

initiated, which means the data are potentially subject to reporting, recall, and social desirability 

bias.91 While Add Health did collect some data on the topic from romantic partners, that data set 

is restricted use. It has also been posited that national surveys such as Add Health likely exclude 

some of the more severely abused women in the U.S., and that these women are more accurately 

represented in clinic-based samples.92 If this is the case, then estimates of IPV perpetration and 

victimization based on survey data will simultaneously exaggerate perpetration rates and 

minimize victimization rates for women. 

 

Directions for Future Research 

 Studies about adolescent SRH and intimate partner violence abound, but there is still 

much we don’t know about their interactions across populations and over time. Given what we 

now know about the lasting consequences of sexual and reproductive health knowledge, 

attitudes, and beliefs developed during adolescence, as well as the predictive factors of IPV, we 

ought to invest in longitudinal studies on the topic. Such research would entail supporting efforts 

to better understand adolescent intimate partner, or teenage dating, violence, as unfortunately 

much of the relationship violence that plagues our young adults starts before the age of 18.93 

There is still much to learn about the reasons for and disparities between reciprocal and 

                                                        
90 Whitaker et al., “Differences in Frequency of Violence,” 946. 
91 Ibid, 945. 
92 Manlove et al., “Relationship Violence Typologies,” 8. 
93 Halpern et al., “Partner Violence Among Adolescents,” 1679. 
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nonreciprocal violence, as well as who is at greatest risk in each scenario. The prevalence of 

reciprocal violence indicates that we may need to shift away from focusing solely on women as 

victims and instead begin examining this issue by employing a conflict-based theoretical model, 

which supports the notion that IPV perpetration and victimization exist as a self-reinforcing 

cycle that can grow increasingly dangerous for those involved over time.94 Developing and 

applying a more comprehensive and holistic view of this critical public health issue is imperative 

if we are to design and widely promulgate effective solutions. This study takes us one step closer 

to this ultimate goal.  

                                                        
94 Whitaker et al., “Differences in Frequency of Violence,” 945. 
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APPENDIX: TABLES 
 

Table 1. Descriptive Statistics (Mean or % and Standard Deviation) for All Variables 
 

 
Variable  

 
Range Mean or % Standard 

Deviation 

Dependent Variables    
IPV Perpetration 0–1 28.1% .45 
IPV Victimization 0–1 26.8% .44 

Key Explanatory Variables    
Reproductive and Contraceptive 
Knowledge Score  0–9 5.36 1.82 

Contraceptive Attitudes Index 
continuous  
(min = 4.83 

max = 24.13) 
19.08 3.64 

Contraceptive Confidence Index 
continuous  
(min = 2.71 

max = 13.53) 
10.28 2.03 

Self-Efficacy Index 
continuous  
(min = 2.28 

max = 11.42) 
9.72 1.84 

Control Variables    
Female 0–1 52.5% .50 

Age (at Wave I) 
continuous  
(min = 15 
max = 21) 

16.47 1.15 

Ethnicity  
   Hispanic 0–1 11.1% .31 
Race 
   White 
   Black 
   Native American 
   Asian 

 
0–1 
0–1 
0–1 
0–1 

 
68.2% 
23.2% 
3.8% 
4.0% 

 
.47 
.42 
.19 
.20 

Low income 0–1 8.8% .28 
Mother’s educational attainment 
   Less than HS 
   HS degree or equivalent 
   More than HS but less than college 
   College degree or more  

1–4 
 
 
 
 

 
14.6% 
33.2% 
21.4% 
30.8% 

 
.35 
.47 
.41 
.46 

Educational attainment 
   Less than HS 
   HS degree or equivalent 
   More than HS but less than college 
   College degree or more  

1–4 
 
 
 
 

 
12.4% 
30.4% 
33.7% 
23.5% 

 
.33 
.46 
.47 
.42 

Cognitive ability 
continuous  
(min = 14 

max = 131 ) 
102.42 13.97 

Your peers would respect you more if you 
had sex. 
   Disagree 
   Neutral 
   Agree  

1–3 
 
 
 
 

 
 

54.4% 
33.6% 
12.0% 

 
 

.50 

.47 

.33 
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Table 1 (cont.) 
 

Age at first sex 
continuous  
(min = 10 
max = 25) 

16.59 2.39 

Total number of sexual partners (vaginal 
intercourse) (at Wave III) 

continuous  
(min = 1 

max = 50 ) 
6.89 7.90 

Perceived level of support from teachers 
   Low 
   Medium 
   High 

1–3 
 
 
 

 
12.1% 
36.5% 
51.4% 

 
.33 
.48 
.50 

Perceived level of support from parents 
   Low 
   Medium 
   High 

1–3 
 
 
 

 
1.3% 
2.5% 

96.2% 

 
.11 
.16 
.19 

Perceived level of support from friends 
   Low 
   Medium 
   High 

1–3 
 
 
 

 
2.3% 

12.0% 
85.7% 

 
.15 
.33 
.35 

  

Source: National Longitudinal Study of Adolescent to Adult Health (Add Health) Waves I and III, 1994-2008 
[Public-Use] 
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Table 2. Creation of Adolescent Sexual and Reproductive Health Scores and Indices 
(including Factor Analysis results where applicable) 

  
 

Concept   |   Item 
 
 

Reproductive and Contraceptive Knowledge Score (correct answers in italics)    
 

Please tell me if you think the following statement is true or false. 
When a woman has sexual intercourse, almost all sperm die inside her body after about six hours. (false) 
When using a condom, the man should pull out of the woman right after he has ejaculated. (true) 
Most women’s periods are regular, that is, they ovulate (are fertile) fourteen days after their periods begin.  
   (false) 
When putting on a condom, it is important to have it fight tightly, leaving no space at the tip. (false) 
Vaseline can be used with condoms, and they will work just as well. (false) 
The most likely time for a woman to get pregnant is right before her period starts. (false) 
Even if the man pulls out before he ejaculates (even if ejaculation occurs outside the woman’s body), it is 
   still possible for the woman to become pregnant. (true) 
As long as the condom fits over the tip of the penis it doesn’t matter how far it is unrolled. (false) 
In general, a woman is most likely to get pregnant if she has sex during her period, as compared with 
   other times of the month. (false) 

 

Contraceptive Attitudes Index                                                                                   Eigenvalue = 3.387 
 

How much do you agree or disagree with the following statement? 
In general, birth control is too much of a hassle to use. 
In general, birth control is too expensive to buy. 
It takes too much planning ahead of time to have birth control on hand when you're going to have sex. 
It {IS/WOULD BE} too hard to get a {GIRL/BOY} to use birth control with you. 
For you, using birth control {INTERFERES/WOULD INTERFERE} with sexual enjoyment. 
Using birth control is morally wrong. 
If you used birth control, your friends might think that you were looking for sex. 

 

Contraceptive Confidence Index                                                                                                   Eigenvalue = 1.977 
 

How much do you agree or disagree with the following statement? 
Do you agree or disagree with the following statement? You are quite knowledgeable about how to use a  
   condom correctly. 
Do you agree or disagree with the following statement? You are quite knowledgeable about the rhythm    
   method of birth control and when it is a "safe" time during the month for a woman to have sex and not   
   get pregnant. 
Do you agree or disagree with the following statement? You are quite knowledgeable about the  
   withdrawal method of birth control. 
It is easy for you to get birth control. 

 

Self-Efficacy Index                                          Eigenvalue = 1.741 
 

If you wanted to use birth control, how sure are you that you could stop yourself and use birth control once you  
   were highly aroused or turned on? 
How sure are you that you could plan ahead to have some form of birth control available? 
How sure are you that you could resist sexual intercourse if your partner did not want to use some form of birth  
   control? 
Source: National Longitudinal Study of Adolescent to Adult Health (Add Health) Waves I and III, 1994-2008  
             [Public-Use] 
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Table 3. Cross-tabulation of Adolescent Reproductive and Contraceptive Knowledge Score 
by Explanatory and Control Variables 

 
                                                                              Reproductive and Contraceptive Knowledge Score (N=2,672) 
                                                                                                                          % or Mean (SD) 

Variable Low 
(< -½ SD) 

Medium 
(mean +/- ½ SD) 

High 
(> ½ SD) 

Female 50.2% 50.9% 57.4% 
Age (at Wave I) 16.25 (1.19) 16.52 (1.14) 16.61 (1.10) 
Ethnicity 
   Hispanic 11.9% 11.0% 10.2% 
Race 
   White 
   Black 
   Native American 
   Asian 

65.1% 
24.9% 
4.7% 
3.5% 

68.2% 
23.3% 
3.7% 
4.1% 

71.3% 
21.7% 
3.0% 
4.2% 

Low income 12.0% 7.5% 7.4% 
Mother’s educational attainment 
   Less than HS 
   HS degree or equivalent 
   More than HS but less than college 
   College degree or more 

 
17.9% 
37.3% 
17.6% 
27.2% 

 
13.8% 
31.6% 
23.6% 
31.0% 

 
12.3% 
31.4% 
22.0% 
34.2% 

Respondent’s educational attainment 
   Less than HS 
   HS degree or equivalent 
   More than HS but less than college 
   College degree or more 

 
16.4% 
33.9% 
32.0% 
17.7% 

 
11.6% 
29.8% 
33.4% 
25.3% 

 
9.5% 
27.9% 
35.9% 
26.8% 

Cognitive ability 98.61 (14.74) 103.27 (13.37) 104.98 (13.25) 
Your peers would respect you more if you had sex. 
   Disagree 
   Neutral 
   Agree 

 
57.5% 
30.0% 
12.5% 

 
52.8% 
34.3% 
13.0% 

53.7% 
36.2% 
10.1% 

Age at first sex 16.81 (2.43) 16.63 (2.40) 16.29 (2.29) 
Total number of sexual partners    
   (vaginal intercourse) (at Wave III) 5.90 (7.20) 7.00 (7.68) 7.72 (8.76) 

Perceived level of support from teachers 
   Low 
   Medium 
   High 

 
13.3% 
32.0% 
54.6% 

 
11.6% 
38.5% 
50.0% 

 
11.6% 
38.2% 
50.2% 

Perceived level of support from parents 
   Low 
   Medium 
   High 

 
1.7% 
3.1% 
95.2% 

 
0.9% 
2.0% 

97.1% 

 
1.5% 
2.7% 
95.8% 

Perceived level of support from friends 
   Low 
   Medium 
   High 

 
3.4% 
14.3% 
82.3% 

 
1.8% 

11.7% 
86.5% 

 
2.0% 
10.0% 
87.9% 

 

Note: Percentages for race add up to less than 100% due to the exclusion of “other race” category (which 
          overlapped with other race categories). 
Source: National Longitudinal Study of Adolescent to Adult Health (Add Health) Waves I and III, 1994-2008 

[Public-Use] 
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Table 4. Cross-tabulation of Adolescent Contraceptive Attitudes Index by Explanatory and 
Control Variables 

 
                                                                                                    Contraceptive Attitudes Index (N = 2,584) 
                                                                                                                             % or Mean (SD) 

Variable Negative Attitude 
(< -½ SD) 

Neutral Attitude 
(mean +/- ½ SD) 

Positive Attitude 
(> ½ SD) 

Female 42.9% 52.1% 61.3% 
Age (at Wave I)  16.38 (1.19) 16.48 (1.11) 16.54 (1.12) 
Ethnicity 
   Hispanic 18.3% 9.5% 7.3% 
Race 
   White 
   Black 
   Native American 
   Asian 

 
62.8% 
22.6% 
4.7% 
6.4% 

 
69.1% 
22.9% 
3.2% 
3.3% 

 
72.3% 
23.2% 
3.9% 
2.7% 

Low income 13.0% 7.9% 6.4% 
Mother’s educational attainment 
   Less than HS 
   HS degree or equivalent 
   More than HS but less than college 
   College degree or more 

 
23.8% 
33.2% 
18.2% 
24.8% 

 
11.6% 
34.4% 
23.0% 
30.9% 

 
10.5% 
31.7% 
22.2% 
35.6% 

Respondent’s educational attainment 
   Less than HS 
   HS degree or equivalent 
   More than HS but less than college 
   College degree or more 

 
19.7% 
35.0% 
31.7% 
13.6% 

 
10.5% 
30.7% 
33.7% 
25.1% 

 
8.6% 

25.6% 
35.6% 
30.2% 

Cognitive ability 97.90 (14.56) 103.25 (13.20) 105.57 (12.85) 

Your peers would respect you more if you had sex. 
   Disagree 
   Neutral 
   Agree 

 
 

44.7% 
37.3% 
18.0% 

 
 

54.8% 
34.6% 
10.7% 

 
 

61.2% 
30.1% 
8.7% 

Age at first sex 16.37 (2.45) 16.63 (2.42) 16.64 (2.27) 
Total number of sexual partners    
   (vaginal intercourse) (at Wave III) 7.49 (9.06) 6.89 (7.72) 6.51 (7.05) 

Perceived level of support from teachers 
   Low 
   Medium 
   High 

 
19.0% 
37.1% 
43.9% 

 
10.1% 
40.2% 
49.7% 

 
8.8% 

32.7% 
58.4% 

Perceived level of support from parents 
   Low 
   Medium 
   High 

 
2.1% 
4.2% 

93.7% 

 
1.2% 
2.0% 
96.7% 

 
0.9% 
1.6% 

97.5% 
Perceived level of support from friends 
   Low 
   Medium 
   High 

 
4.9% 

17.2% 
77.9% 

 
1.8% 
12.1% 
86.1% 

 
0.9% 
7.5% 

91.6% 
 

Note: Percentages for race add up to less than 100% due to the exclusion of “other race” category (which 
          overlapped with other race categories). 
Source: National Longitudinal Study of Adolescent to Adult Health (Add Health) Waves I and III, 1994-2008   
             [Public-Use] 
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Table 5. Cross-tabulation of Adolescent Contraceptive Confidence Index by Explanatory 
and Control Variables 

 
                                                                                                    Contraceptive Confidence Index (N = 2,553) 
                                                                                                                             % or Mean (SD) 

Variable Low 
(< -½ SD) 

Medium 
(mean +/- ½ SD) 

High 
(> ½ SD) 

Female 55.6% 53.4% 48.6% 
Age (at Wave I) 16.29 (1.11) 16.5 (1.16) 16.6 (1.12) 
Ethnicity 
   Hispanic 13.3% 11.2% 9.3% 
Race 
   White 
   Black 
   Native American 
   Asian 

 
68.8% 
18.7% 
3.8% 
5.7% 

 
70.3% 
21.4% 
4.4% 
3.0% 

 
65.1% 
28.9% 
2.7% 
3.9% 

Low income 8.1% 8.8% 9.4% 
Mother’s educational attainment 
   Less than HS 
   HS degree or equivalent 
   More than HS but less than college 
   College degree or more 

 
13.6% 
29.4% 
21.4% 
35.5% 

 
14.8% 
35.2% 
20.7% 
29.3% 

 
15.1% 
33.4% 
22.6% 
28.8% 

Respondent’s educational attainment 
   Less than HS 
   HS degree or equivalent 
   More than HS but less than college 
   College degree or more 

 
8.5% 

26.2% 
33.6% 
31.7% 

 
13.0% 
31.0% 
33.8% 
22.2% 

 
14.9% 
39.0% 
34.8% 
18.1% 

Cognitive ability 104.55 (15.04) 102.55 (13.29) 100.74 (13.07) 

Your peers would respect you more if you had sex. 
   Disagree 
   Neutral 
   Agree 

 
 

59.1% 
31.6% 
9.3% 

 
 

53.9% 
33.6% 
12.5% 

 
 

50.5% 
35.6% 
13.9% 

Age at first sex 17.27 (2.33) 16.51 (2.32) 16.03 (2.33) 
Total number of sexual partners    
   (vaginal intercourse) (at Wave III) 5.55 (6.59) 6.91 (7.63) 8.02 (9.01) 

Perceived level of support from teachers 
   Low 
   Medium 
   High 

 
10.7% 
36.4% 
52.8% 

 
11.3% 
38.4% 
50.3% 

 
14.4% 
34.7% 
50.9% 

Perceived level of support from parents 
   Low 
   Medium 
   High 

 
1.2% 
2.6% 

96.2% 

 
1.2% 
2.6% 
96.3% 

 
1.6% 
2.4% 
95.7% 

Perceived level of support from friends 
   Low 
   Medium 
   High 

 
1.7% 

11.7% 
86.5% 

 
2.6% 
12.7% 
84.8% 

 
2.5% 
11.3% 
86.2% 

 

Note: Percentages for race add up to less than 100% due to the exclusion of “other race” category (which 
          overlapped with other race categories). 
Source: National Longitudinal Study of Adolescent to Adult Health (Add Health) Waves I and III, 1994-2008  
             [Public-Use] 
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Table 6. Cross-tabulation of Adolescent Self-Efficacy Index by Explanatory and Control 
Variables 

 
                                                                                                             Self-Efficacy Index (N = 2,521) 
                                                                                                                             % or Mean (SD) 

Variable Weak 
(< -½ SD) 

Neutral  
(mean +/- ½ SD) 

Strong 
(> ½ SD) 

Female 41.0% 47.3% 62.2% 
Age (at Wave I) 16.38 (1.15) 16.40 (1.12) 16.60 (1.14) 
Ethnicity 
   Hispanic 15.5% 10.1% 8.0% 
Race 
   White 
   Black 
   Native American 
   Asian 

 
66.8% 
21.0% 
4.2% 
5.2% 

 
69.9% 
21.4% 
3.3% 
4.5% 

 
69.9% 
23.9% 
3.9% 
2.9% 

Low income 11.0% 7.5% 7.1% 
Mother’s educational attainment 
   Less than HS 
   HS degree or equivalent 
   More than HS but less than college 
   College degree or more 

 
18.6% 
33.8% 
19.7% 
27.9% 

 
13.8% 
32.7% 
21.5% 
32.0% 

 
11.6% 
33.0% 
23.0% 
32.4% 

Respondent’s educational attainment 
   Less than HS 
   HS degree or equivalent 
   More than HS but less than college 
   College degree or more 

 
15.9% 
33.7% 
31.6% 
18.8% 

 
11.0% 
30.2% 
33.5% 
25.3% 

 
10.3% 
27.6% 
35.2% 
26.9% 

Cognitive ability 100.57 (13.61) 103.57 (14.16) 104.11 (13.04) 
Your peers would respect you more if you had sex. 
   Disagree 
   Neutral 
   Agree 

47.6% 
35.1% 
17.4% 

48.8% 
38.4% 
12.8% 

61.2% 
31.0% 
7.8% 

Age at first sex 16.57 (2.42) 16.65 (2.38) 16.51 (2.36) 
Total number of sexual partners    
   (vaginal intercourse) (at Wave III) 7.26 (8.73) 6.76 (7.45) 6.90 (7.80) 

Perceived level of support from teachers 
   Low 
   Medium 
   High 

 
16.8% 
36.3% 
46.9% 

 
10.8% 
37.4% 
51.8% 

 
9.2% 
37.5% 
53.3% 

Perceived level of support from parents 
   Low 
   Medium 
   High 

 
1.5% 
3.6% 
94.9% 

 
0.7% 
2.5% 
96.8% 

 
1.1% 
2.0% 
96.9% 

Perceived level of support from friends 
   Low 
   Medium 
   High 

 
3.6% 
15.5% 
80.9% 

 
1.6% 
11.8% 
86.6% 

 
1.3% 
9.5% 
89.2% 

 

Note: Percentages for race add up to less than 100% due to the exclusion of “other race” category (which 
          overlapped with other race categories). 
Source: National Longitudinal Study of Adolescent to Adult Health (Add Health) Waves I and III, 1994-2008  
             [Public-Use] 
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Table 7. Cross-tabulation of Intimate Partner Violence Perpetration and Victimization  
by All Variables 

  

Variables 
IPV Perpetration 
% or Mean (SD) 

No                              Yes 

IPV Victimization 
% or Mean (SD) 

 No                               Yes 
Key Explanatory Variables     

Reproductive and Contraceptive    
   Knowledge Score 5.32 (1.85) 5.47 (1.75) 5.29 (1.84) 5.54 (1.76) 

Contraceptive Attitudes Index 19.23 (3.55) 18.71 (3.81) 19.24 (3.61) 18.66 (3.69) 
Contraceptive Confidence Index 10.25 (2.07) 10.37 (1.94) 10.23 (2.09) 10.41 (1.88) 
Self-Efficacy Index 9.74 (1.81) 9.67 (1.92) 9.77 (1.81) 9.58 (1.93) 

Control Variables     
Female 46.2% 68.6% 51.2% 56.1% 
Age 16.46 (1.14) 16.48 (1.18) 16.45 (1.15) 16.52 (1.18) 
Ethnicity 
   Hispanic 

 
10.7% 

 
11.9% 

 
10.8% 

 
11.8% 

Race 
   White 
   Black 
   Native American 
   Asian 

 
71.9% 
20.2% 
3.5% 
3.4% 

 
58.7% 
30.8% 
4.5% 
5.3% 

 
69.9% 
21.8% 
3.4% 
3.9% 

 
63.6% 
27.0% 
4.9% 
4.2% 

Low income 7.3% 12.6% 7.9% 11.3% 
Mother’s educational attainment 
   Less than HS 
   HS degree or equivalent 
   More than HS but less than college 
   College degree or more 

 
13.2% 
32.4% 
21.7% 
32.7% 

 
18.2% 
35.3% 
20.7% 
25.8% 

 
13.4% 
32.3% 
21.6% 
32.8% 

 
17.8% 
35.9% 
21.1% 
25.2% 

Respondent’s educational attainment 
   Less than HS 
   HS degree or equivalent 
   More than HS but less than college 
   College degree or more 

 
10.1% 
29.7% 
33.9% 
26.3% 

 
18.2% 
32.4% 
33.0% 
16.4% 

 
10.8% 
29.4% 
32.4% 
27.4% 

 
16.6% 
33.4% 
37.0% 
13.0% 

Cognitive ability 103.37 
(13.95) 

99.99 
(13.72) 

103.19 
(13.96) 

100.32 
(13.78) 

Your peers would respect you more if you had 
sex. 
   Disagree 
   Neutral 
   Agree 

 
 

54.5% 
33.5% 
12.1% 

 
 

54.2% 
34.0% 
11.8% 

 
 

55.2% 
33.3% 
11.5% 

 
 

52.0% 
34.5% 
13.5% 

Age at first sex 16.84 (2.41) 15.98 (2.23) 16.83 (2.41) 15.94 (2.20) 
Total number of sexual partners    
   (vaginal intercourse) (at Wave III) 6.39 (7.57) 8.10 (8.53) 6.25 (7.33) 8.56 (9.00) 

Perceived level of support from teachers 
   Low 
   Medium 
   High 

 
10.4% 
35.5% 
54.1% 

 
16.3% 
39.3% 
44.4% 

 
11.0% 
35.3% 
53.7% 

 
15.1% 
39.8% 
45.1% 

Perceived level of support from parents 
   Low 
   Medium 
   High 

 
1.3% 
2.0% 

96.7% 

 
1.3% 
3.7% 
94.9% 

 
1.1% 
2.0% 

96.9% 

 
2.0% 
3.9% 

94.1% 
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Table 7 (cont.) 
 

Perceived level of support from friends 
   Low 
   Medium 
   High 

 
2.1% 
10.9% 
87.0% 

 
2.9% 
14.8% 
82.2% 

 
2.1% 
10.8% 
87.1% 

 
2.9% 
15.3% 
81.8% 

 

Source: National Longitudinal Study of Adolescent to Adult Health (Add Health) Waves I and III, 1994-2008  
             [Public-Use] 
 

 
 
 
 



 

  

Table 8. Marginal Effects of Multiple Regression Logit Models Predicting IPV Perpetration in Young Adulthood 
 

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7 

Key Explanatory Variables        

Reproductive and Contraceptive  
   Knowledge Score  – – -0.0003 – – – 0.002 

Contraceptive Attitudes Index – – – -0.010 ** – – -0.009 * 
Contraceptive Confidence Index – – – – -0.006 – -0.004 
Self-Efficacy Index – – – – – -0.010 † -0.004 

Control Variables        
Female 0.22 *** 0.23 *** 0.228 *** 0.237 *** 0.227 *** 0.231 *** 0.237 *** 
Age (at Wave I) 0.012 0.02 † 0.016 0.018 † 0.017 † 0.017 † 0.018 † 
Ethnicity  
   Hispanic 

 
0.04 

 
0.04  

 
0.041 

 
0.028 

 
0.039 

 
0.036 

 
0.025 

Race 
   Black 
   Native American 
   Asian 

 
0.13 *** 

-0.07 
0.09 † 

 
0.10 *** 

-0.06 
0.10 * 

 
0.102 *** 

-0.058 
0.103 * 

 
0.105 *** 

-0.052 
0.087 † 

 
0.103 *** 

-0.059 
0.101 * 

 
0.104 *** 

-0.058 
0.100 * 

 
0.106 *** 

-0.053 
0.085 † 

Low income 0.05 0.06 † 0.057 † 0.057 † 0.057 † 0.054 0.055 
Mother’s educational attainment 
   Less than HS 
   More than HS but less than college 
   College degree or more  

 
0.001 
-0.005 
-0.007 

 
-0.003 
-0.007 
0.0004 

 
-0.003 
-0.007 
0.0004 

 
-0.007 
-0.009 
-0.002 

 
-0.004 
-0.007 
0.000 

 
-0.005 
-0.008 
0.000 

 
-0.008 
-0.010 
-0.002 

Educational attainment 
   Less than HS 
   More than HS but less than college 
   College degree or more  

 
0.13 *** 

-0.04 
-0.11*** 

 
0.10 ** 
-0.02 

-0.06 † 

 
0.103 ** 
-0.021 

-0.062 † 

 
0.099 ** 
-0.019 

-0.054 † 

 
0.105 ** 
-0.021 

-0.063 * 

 
0.102 ** 
-0.020 

-0.061 † 

 
0.101 ** 
-0.018 

-0.055 † 
Cognitive ability -0.001 -0.001 -0.001 -0.001 -0.001 -0.001 -0.001 
Your peers would respect you more if you had sex. 
   Disagree 
   Agree  

 
– 
– 

 
-0.03 
-0.007 

 
-0.033 
-0.007 

 
-0.031 
-0.013 

 
-0.034 
-0.008 

 
-0.031 
-0.011 

 
-0.031 
-0.015 

Age at first sex – -0.02 *** -0.021 *** -0.021 *** -0.021 *** -0.021 *** -0.022 *** 
Total number of sexual partners (vaginal intercourse) (at Wave III) – 0.003 † 0.003 † 0.002 0.003 † 0.003 † 0.002 
Perceived level of support from teachers 
   Low 
   High 

 
– 
– 

 
0.021 

-0.049 † 

 
0.021 

-0.049 † 

 
0.020 

-0.045 † 

 
0.022 

-0.048 † 

 
0.020 

-0.049 † 

 
0.020 

-0.044 † 
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Table 8 (cont.) 
 

Perceived level of support from parents 
   Low 
   High 

 
– 
– 

 
-0.141 
-0.035 

 
-0.140 
-0.035 

 
-0.141 
-0.023 

 
-0.140 
-0.034  

 
-0.135 
-0.029 

 
-0.139 
-0.022 

Perceived level of support from friends 
   Low 
   High 

 
– 
– 

 
-0.077 
-0.45 

 
-0.077 
-0.045 

 
-0.085 
-0.035 

 
-0.076 
-0.045 

 
-0.079 
-0.041 

 
-0.084 
-0.035 

Level of Statistical Significance:  *** p ≤ .001   ** p ≤ .01   * p ≤ .05   † p ≤ .10  
Source: National Longitudinal Study of Adolescent to Adult Health (Add Health) Waves I and III, 1994-2008 [Public-Use] 
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Table 9. Marginal Effects of Multiple Regression Logit Models Predicting IPV Victimization in Young Adulthood 
  

Variables Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7 

Key Explanatory Variables        

Reproductive and Contraceptive  
   Knowledge Score  – – 0.012 – – – 0.013 † 

Contraceptive Attitudes Index – – – -0.007 * – – -0.006 † 
Contraceptive Confidence Index – – – – -0.008 – -0.007 
Self-Efficacy Index – – – – – -0.012 * -0.008 

Control Variables        
Female 0.093 *** 0.097 *** 0.093 *** 0.104 *** 0.096 *** 0.101 *** 0.101 *** 
Age (at Wave I) 0.015 † 0.018 * 0.016 † 0.019 * 0.019 * 0.020 * 0.019 * 
Ethnicity  
   Hispanic 

 
0.033 

 
0.042 

 
0.041 

 
0.033 

 
0.039 

 
0.036 

 
0.026 

Race 
   Black 
   Native American 
   Asian 

 
0.060 * 
-0.051 
-0.040 

 
0.037 
-0.033 
-0.026 

 
0.038 
-0.033 
-0.028 

 
0.038 
-0.030 
-0.035 

 
0.038 
-0.035 
-0.028 

 
0.040 
-0.033 
-0.029 

 
0.042 
-0.032 
-0.041 

Low income 0.024 0.029 0.026 0.029 0.028 0.026 0.023 
Mother’s educational attainment 
   Less than HS 
   More than HS but less than college 
   College degree or more  

 
0.016 
0.004 
-0.004 

 
0.010 
-0.001 
0.003 

 
0.011 
-0.002 
0.003 

 
0.007 
-0.002 
0.002 

 
0.009 
-0.001 
0.003 

 
0.007 
-0.002 
0.003 

 
0.005 
-0.004 
0.001 

Educational attainment 
   Less than HS 
   More than HS but less than college 
   College degree or more  

 
0.059 † 
-0.015 

-0.173 *** 

 
0.033 
-0.004 

-0.130 *** 

 
0.038 
-0.004 

-0.131 *** 

 
0.030 
-0.003 

-0.125 *** 

 
0.035 
-0.004 

-0.131 *** 

 
0.032 
-0.003 

-0.128 *** 

 
0.038 
-0.002 

-0.126 *** 
Cognitive ability -0.001 -0.001 -0.001 -0.000 -0.001 -0.001 -0.001 
Your peers would respect you more if you had sex. 
   Disagree 
   Agree  

 
– 
– 

 
-0.021 
-0.07 

 
-0.020 
-0.015 

 
-0.019 
-0.020 

 
-0.023 
-0.019 

 
-0.018 
-0.023 

 
-0.018 
-0.024 

Age at first sex – -0.024 *** -0.023 *** -0.025 *** -0.025 *** -0.025 *** -0.024 *** 
Total number of sexual partners (vaginal intercourse)  
   (at Wave III) – 0.004 *** 0.004 *** 0.004 ** 0.005 *** 0.004 *** 0.004 ** 
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Table 9 (cont.) 
 

Perceived level of support from teachers 
   Low 
   High 

 
– 
– 

 
-0.005 
-0.030 

 
-0.003 
-0.028 

 
-0.006 
-0.027 

 
-0.005 
-0.029 

 
-0.007 
-0.030 

 
-0.006 
-0.025 

Perceived level of support from parents 
   Low 
   High 

 
– 
– 

 
-0.031 

-0.148 * 

 
-0.031 

-0.152 * 

 
-0.035 

-0.139 † 

 
-0.030 

-0.147 † 

 
-0.022 

-0.140 † 

 
-0.028 

-0.139 † 
Perceived level of support from friends 
   Low 
   High 

 
– 
– 

 
-0.061 
-0.016 

 
-0.060 
-0.017 

 
-0.070 
-0.009 

 
-0.059 
-0.016 

 
-0.062 
-0.011 

 
-0.067 
-0.008 

Level of Statistical Significance:  *** p ≤ .001   ** p ≤ .01   * p ≤ .05   † p ≤ .10  
Source: National Longitudinal Study of Adolescent to Adult Health (Add Health) Waves I and III, 1994-2008 [Public-Use] 
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