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ABSTRACT 

 

A Structural Equation Model of Reproductive Health Promoting 

Behaviors among Female Adolescents in the Philippines 

 

The rate female adolescents in the Philippines who have experienced sexual 

intercourse and pregnancy is rising, indicating a need for encouraging them to promote 

reproductive health behaviors. Although integrated reproductive health promotion is 

important, most such studies in the Philippines have only taken partial perspectives of 

reproductive health behaviors and analyzed secondary data. Therefore, the purpose of this 

study was to identify the relationships between factors related to reproductive health 

promoting behaviors among female adolescents in the Philippines.  

A descriptive structural equation model was used to identify hypothesis model based 

on the Information-Motivation-Behavioral skills model and a literature review.  

Reproductive health knowledge, reproductive health behaviors attitude, social norm, 

attitude toward gender role, and reproductive health self-efficacy were included to the 

variables. A total of 227 female senior high school students in Palawan were selected to 

participate in this study through a convenience sampling method. Measurements were 

modified in response to content validity and a pilot-test and were then translated from 

English to Filipino according to rule of committee approach. SPSS 24.0 and AMOS 21.0 

were used to conduct descriptive statistics, Pearson correlation, and path analysis.   
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Only 7% of the participants had had sexual intercourse. Of the participants, 70% 

reported having received sexual education in school. Reproductive health promoting 

behaviors were positively correlated with reproductive health behaviors attitude (r=.350, 

p<.001), social norm (r=.276, p<.001), and reproductive health self-efficacy (r=.409, 

p<.001).  

The hypothesis model was modified using a modification index. The final model 

mostly satisfied goodness-of-fit (χ2(p)=178.461(<.001), χ2/df=1.439, RMR=.064, 

GFI=.922, CFI=.952, RMSEA=.044, and TLI=.940). Six of the nine hypotheses were 

supported. Reproductive health knowledge (β=.138, p=.033), reproductive health 

behaviors attitude (β=.312, p=.027), and reproductive health self-efficacy (β=.312, p=.002) 

affected reproductive health promoting behaviors. Social norm (β=.311, p=.021) affected 

reproductive health self-efficacy and indirectly influenced reproductive health promoting 

behaviors. Attitude toward gender role (β=.203, p=.020) was associated with reproductive 

health knowledge. 

In conclusion, reproductive health knowledge, reproductive health behaviors attitude, 

social norm, and reproductive health self-efficacy should be increased to promote 

reproductive health behaviors among female adolescents in the Philippines. Internet-based 

sexual education, practical sexual education, and family participation are recommended for 

further study.  

 

Keywords: Reproductive Health, Reproductive Behavior, Female Adolescent, Philippines, 

Structural Equation Modeling             
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I. INTRODUCTION 

 

1. Background 

Reproductive health includes not only pregnancy and childbirth among women but 

also both women and men’s sexual health and it is a state of physical, mental and social 

well-being without any disease or disability, related to the reproductive system and its 

functions (Seo, 2009; United Nation International Conference on Population and 

Development [UNICPD], 2014).   

Adolescents comprise 22% of the population (Philippine Statistics Authority [PSA], 

2019) in the Philippines, which is a lower-middle income country. The rate at which 

adolescents in the Philippines have sexual experiences is increasing rapidly, with around 

one-third of adolescents having had sexual intercourse, of which the pregnancy rate is 10% 

(Capanzana, Aguila, Javier, Mendoza, & Santos-Abalos, 2015; Demographic Research and 

Development Foundation [DRDF] & University of the Philippines Population Institute 

[UPPI], 2014; Gipson & Hicks, 2017; PSA & ICF International, 2014). Therefore, it is 

important to educate these adolescents about reproductive health. However, according to 

the 2015 Global School-based student Health Survey in the Philippines, only half of the 

adolescent population received sexual education at school and their knowledge about 

Human Immunodeficiency Virus infection and Acquired Immune Deficiency Syndrome 

(HIV/AIDS) was very low (Department of Health [DOH], 2016). Furthermore, modern 
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contraceptive use and early sexual education are generally considered taboo for religious 

reasons in the Philippines, one of the largest Catholic countries in the World (Montiel, Umel, 

& de Leon, 2016). The lack of appropriate sexual education for adolescents is a significant 

issue.  

Reproductive health knowledge (M. Cho & Kim, 2004; He et al., 2012; Y. H. Kim & 

Son, 2010; M. Lee et al., 2000; Stefansson, Webb, Hebert, Masinter, & Gilliam, 2018; 

Wong, 2012), reproductive health attitudes (He et al., 2012; Wong, 2012), sexual 

experience (M. Cho & Kim, 2004; Y. H. Kim & Son, 2010), communication about sex (J. 

Kim, Park, & Cho, 2018), sexual double standards (J. Kim et al., 2018), lifestyle (J. Lee, 

2007; Nho & Yoo, 2018), self-efficacy (Unis, Johansson, & Sällström, 2015; Youn & Moon, 

2010), social support (Youn & Moon, 2010), peer group (J. Lee, 2007), and sexual 

orientation (Tornello, Riskind, & Patterson, 2014) have been identified as factors affecting 

reproductive health promoting behaviors among adolescents. Recently in developed 

countries, effective educational programs to promote healthy reproductive health behaviors 

in adolescents have been developed based on related factors. In the United States, 

reproductive health awareness and attitudes among adolescents improved after applying 

sexual and reproductive health education through mobile devise, a strategy which takes 

their privacy into account (Stefansson et al., 2018). Culturally sensitive sexual and 

reproductive health education curricula can reduce the gap between adolescent pregnancy 

rates of Caucasians and other ethnicities (Valenzuela-Yu, 2018).  

Despite the importance of integrated reproductive health, most studies in developing 
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countries only takes partial perspectives of single reproductive health behavior-related 

factors, such as reproductive health knowledge (Reis, Kilic, Engin, & Karabulutlu, 2011; 

Rose, Rajasingam, Derkenne, Mitchell, & Ramlall, 2016), utilization of reproductive health 

care (Yakong, Rush, Bassett‐Smith, Bottorff, & Robinson, 2010), decision-making 

regarding reproductive health behavior (Zwane, Mngadi, & Nxumalo, 2004), and genital 

hygiene (Sommer, Chandraratna, Cavill, Mahon, & Phillips-Howard, 2016). Nowadays, 

few interventional studies have investigated sexual and reproductive health education 

programs which use text messages (Rokicki, Cohen, Salomon, & Fink, 2017). Fewer 

studies theoretically-grounded studies have been conducted on the factors affecting 

integrated reproductive health promoting behaviors than exploring the status of 

reproductive health knowledge or sexual intercourse.  

The Information-Motivation-Behavioral Skills (IMB) (J. Fisher & Fisher, 1992) 

model explains how information, motivation, and behavioral skills affect health promotion 

behaviors. In this context, Information is generally defined as reproductive health 

knowledge. Higher reproductive health knowledge promotes safer sexual behaviors (M. 

Cho & Kim, 2004; He et al., 2012; Y. H. Kim & Son, 2010; M. Lee et al., 2000; Stefansson 

et al., 2018; Wong, 2012). Motivation is divided into personal attitude and social norm; 

positive personal attitude regarding reproductive health promoting behaviors results in a 

higher rate of their performance (He et al., 2012; Ji, Choi, & Je, 2016; Wong, 2012). The 

more that family members, or others who are important to adolescents support their 

engagement in reproductive health promoting behaviors, the more reproductive health 



4 

 

promoting behaviors such as AIDS prevention behaviors revealed (W. Fisher, Williams, 

Fisher, & Malloy, 1999; Ji et al., 2016). Lower levels of contraceptive self-efficacy increase 

the rate of unsafe sexual behaviors (J. Cho & Lee, 2010; Kasen, Vaughan, & Walter, 1992; 

Y. Kim, 2000) while higher levels of self-efficacy increase the rate of health promoting 

behaviors (Unis et al., 2015; Youn & Moon, 2010). Gender equality is defined as attitude 

toward gender role. The more that adolescents perceive that gender roles are equal, the 

more likely they are to engage in reproductive health promoting behaviors (De Meyer et 

al., 2014; Decker, Kalamar, Tunçalp, & Hindin, 2017; H. J. Kim, 2009; J. Kim et al., 2018). 

Attitude toward gender role influences health promoting behaviors by mediating the effect 

of self-efficacy (Hankonen, Konttinen, & Absetz, 2014). 

Most studies about reproductive health promoting behaviors in the Philippines have 

analyzed secondary data. Therefore, the relationship between integrated reproductive 

health promoting behaviors and the various factors that influence them must be defined by 

a theoretical framework. The aim of this study was to investigate the relationship between 

reproductive health promoting behaviors among female adolescents in the Philippines and 

known related factors from the literature with a focus on theory and socio-cultural factors. 

The results of this study revealed the degree to which various factors influenced the rate at 

which female adolescents in the Philippines engaged in reproductive health promoting 

behaviors. The results of this study can be used to develop interventions to promote 

adolescent reproductive health.   
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2. Purpose 

The purpose of this study was to investigate reproductive health promoting behaviors 

of female adolescents in the Philippines and to identify the factors that affected those 

behaviors. 

The specific objectives of the study were as follows: 

1) To identify the variables related to reproductive health promoting behaviors among 

female adolescents in the Philippines 

2) To develop a hypothetical model to explain the reproductive health promoting 

behaviors among female adolescents in the Philippines and to validate the model 

with actual data 

3) To estimate the direct, indirect, and total effects of variables related to reproductive 

health promoting behaviors among female adolescents in the Philippines; and 

4) To develop a structural equation model to explain reproductive health promoting 

behaviors among female adolescents in the Philippines 
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3. Definitions 

3.1. Reproductive Health Promoting Behaviors 

Reproductive health promoting behaviors are integrated behaviors that improve the 

state of physical, mental, and social well-being related to the reproductive system function 

and process (UNICPD, 2014).  

In this study, reproductive health promoting behaviors were defined according to a 

scoring system derived from the Reproductive Health Promoting Behavior Scale, 

developed by Jo, Kim, and Son (2014). It covers the domains of safe sexual intercourse, 

sexual responsibility, genital health management, sexual transmitted diseases (STDs) 

prevention, and genital hygiene.  

 

3.2. Reproductive Health Knowledge 

Reproductive health knowledge is knowledge about pregnancy, childbirth, 

contraception, and other issues related to reproductive health. Reproductive health 

knowledge impacts adolescent health and education outcomes (Mbugua & Karonjo, 2018).  

Reproductive health knowledge in this study was quantified using a 24-item version 

of the Miller-Fisk Sexual Knowledge Questionnaire (Gough, 1974), which was a 

modification of the original Miller and Fisk (1969) questionnaire.    
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3.3. Reproductive Health Behaviors Attitude 

Reproductive health behaviors attitude is the degree to which someone feels positively 

or negatively about health behaviors (W. Fisher & Fisher, 1998). 

In this study, reproductive health behaviors attitude was quantified using the AIDS 

Prevention Information, Motivation, Behavioral Skills and Behavior Tool developed by 

Misovich, Fisher, and Fisher (1998).  

 

3.4. Social Norm 

Social norm refers to the awareness of social support regarding reproductive health 

behaviors (W. Fisher & Fisher, 1998). In this study, social norm was quantified using the 

AIDS Prevention Information, Motivation, Behavioral Skills and Behavior Tool (Misovich 

et al., 1998).  

 

3.5. Attitude toward Gender Role 

Attitude toward gender role is the level of belief about traditional gender roles — 

which are divided into gender lines, versus modern gender roles — in which both men and 

women are equal (Spence & Hahn, 1997).   

In this study, attitude toward gender role was quantified using the Attitude toward 

Women Scale for Adolescents developed by Galambos, Petersen, Richards, and Gitelson 

(1985).  
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3.6. Reproductive Health Self-efficacy 

Reproductive health self-efficacy is the belief in one’s ability to accomplish 

reproductive health behaviors related tasks (Bandura, 1997; W. Fisher & Fisher, 1998).  

In this study, reproductive health self-efficacy was quantified using the Condom Use 

Self-efficacy and Refusal Sexual Intercourse Tool (Sayles et al., 2006), which was a 

modification of the Condom Self-efficacy Tool developed by Hanna (1999).    
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II. LITERATURE REVIEW 

 

1. Reproductive Health among Female Adolescents   

In 1994, the United Nation’s International Conference on Population and 

Development defined reproductive health as, “the state of the absence of diseases related 

to the reproductive system, reproductive function and reproductive processes as well as the 

state of physical, mental and social well-being and the right to a safe and satisfying sex life, 

the right to decide how many children to have and when to give birth” (UNICPD, 2014). 

In other words, reproductive health is a broad concept including health problems related 

reproductive system and function, sexual health, STDs prevention, family planning, and 

artificial abortion (UNICPD, 2014). 

The World Health Organization (WHO) reproductive health strategy includes 

providing pre-natal, delivery, and post-natal care; preventing STDs, unsafe abortion, and 

violence against women; and managing unmet needs for contraception, providing 

comprehensive reproductive services for adolescents, and promoting gender equality 

(Temmerman, Khosla, & Say, 2014; WHO, 2014). In order to promote health and establish 

health policies, the WHO monitors the various reproductive health indicators around the 

world, including total fertility rate, contraceptive prevalence, maternal mortality ratio, 

perinatal mortality rate, antenatal care coverage, births attended by skilled health personnel, 

availability of basic essential obstetric care, availability of comprehensive essential 
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obstetric care, prevalence of positive syphilis serology among pregnant women, prevalence 

of women’s anemia, prevalence of genital mutilation in women, prevalence of infertility, 

prevalence of HIV infection in pregnant women, etc (WHO, 2006). Comprehensive 

reproductive health services are needed to promote reproductive health, including 

counseling, information, education, communication and clinical services regarding family 

planning; motherhood health and safe promotion including pre-natal care, safe delivery 

care, post-natal care, breastfeeding, and infant and mother’s health care; gynecological care, 

including prevention of unsafe abortions and the management of complications arising 

from unsafe abortions; preventing and treating STDs, managing sexual violence, and 

preventing female genital mutilation; and providing reproductive health programs for 

specific groups, including adolescents (WHO, 2006).  

Based on the WHO definition of reproductive health and previous studies, Jo, Kim & 

Son (2014) identified the following four areas of reproductive health: safe sexual behavior, 

genital management, fertility related health management, and psychosocial reproductive 

health. Safe sexual behavior includes sexual intercourse, practice of contraception, condom 

use, and STD prevention. Genital management includes genital health management, genital 

hygiene management, and prevention and management of genital-related diseases. 

Fertility-related health management includes behaviors which impact fertility-health 

including management of smoking, drinking, diet, and exercise. Psychosocial reproductive 

health is related to sexual satisfaction, sexual responsibility, and sexual self-determination 

(Jo et al., 2014).     
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Reproductive health promotion includes the promotion of safe sexual behavior, 

contraceptive use, STDs prevention, artificial abortion management, safe pregnancy and 

delivery, genital hygiene, prevention and management of gynecological cancer, and 

prevention and management violence against women. Additionally, in developing countries 

which commonly have high prevalence of artificial abortion, HIV/AIDS, STDs, female 

genital mutilation, and sexual violence, reproductive health promotion includes general 

socio-economic development, women’s empowerment, gender equality, and human rights 

for reproductive health (Seo, 2009). 

 Adolescents in developing countries face several reproductive health threats. In 

developing countries, school-based sexual and reproductive health education, which 

includes how to prevent unwanted pregnancy, HIV/AIDS, and STDs and how to use 

contraceptive, is emphasized to prevent early pregnancy, female genital mutilation, 

artificial abortion, HIV/AIDS, STDs, and sexual violence (WHO, 2009). WHO guidelines 

recommend reducing the rate of marriage before 18 years of age, pregnancy before 20 years 

of age, coerced sexual intercourse, and unsafe abortion (WHO, 2011a). Specifically, for 

adolescents, the WHO recommends increasing contraceptive use and the use of pre-natal, 

delivery, and post-natal care by skilled healthcare providers (WHO, 2011a). It also 

recognizes the need to promote reproductive knowledge, decision-making, critical thinking, 

and leadership (WHO, 2011b).   

Instruments of reproductive health promoting behaviors in adolescents have been 

primarily developed with a focus on sexual behaviors rather than integrated reproductive 
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health promoting behaviors. The Sexual Risk Behavior Beliefs and Self-efficacy (SRBBS) 

scale (Coyle et al., 1996), which is based on Theory of Reasoned Action (Fishbein & Ajzen, 

1977), Social Learning Theory (Bandura, 1997) and Health Belief Model (Rosenstock, 

1974), was developed to measure the effect of school-based programs on various outcomes, 

including HIV/STDs and teenage pregnancy prevention. The SRBBS asks respondents to 

respond to 22 items on a three or four-point Likert scale to measure three high risk sexual 

behaviors, including attitude toward sexual intercourse, norm about sexual intercourse, and 

self-efficacy of sexual refusal; and five preventive behaviors, including attitude toward 

condom use, norm of condom use, communication self-efficacy about condom, condom 

use self-efficacy and purchase and barriers to condom use. Basen-Engquist et al. (1999) 

studied 6,213 high school students using the SRBBS scale and found 34.8% of sexually 

active students reported using condoms and that the students having sexual intercourse 

scored lower with regard to their self-efficacy in refusing to have sex. The results of another 

of 139 high school students using the SRBBS scale found that the group of students who 

had used a condom scored higher with regard to condom use self-efficacy, attitude toward 

sexual intercourse, norm of sexual intercourse, and sexual refusal self-efficacy (Unis et al., 

2015).  

The Safe Sex Behaviour Questionnaire (SSBQ) was developed to identify high-risk 

sexual behaviors. It consists of 27 items which can be responded to on a four-point Likert 

scale (DiIorio, Parsons, Lehr, Adame, & Carlone, 1992). A study of 165 high school 

students who reported having had sexual intercourse female students scored and average 
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of 78.89 out of 100 (Y. H. Lee, Salman, & Fitzpatrick, 2009). Another study of 1,349 

people aged 18–25 years old that only used 7 items regarding communication found 

communication of safe sexual behaviors, condom use, and condom use self-efficacy were 

all positive correlated (DiIorio, Dudley, Lehr, & Soet, 2000).  

The Attitudes toward Sexual Behaviors Scale (ASBS) was developed to identify 

attitudes toward sexual behaviors in youth, using 22 items and a three-point Likert scale 

(A. Blanc, Ordóñez-Carrasco, Sayans-Jiménez, & Rojas, 2016). The ASBS measures the 

attitudes toward dyadic sexual behaviors, including sexual intercourse, oral sex, and anal 

sex; solitary sexual behaviors, including sexual fantasies and masturbation; group sex; and 

erotic material use. A study using the ASBS indicated a positive correlation between 

attitudes toward sexual behaviors and experiences of sexual intercourse among 209 young 

people aged 18–30 (A. Blanc, Byers, & Rojas, 2018). A study of 632 youth, aged 18 to 30 

years old reported that more positive attitudes toward sexual behaviors were associated 

with more experiences of sexual intercourse (M. Blanc, Sayans-Jimenez, Ordonez-

Carrasco, & Rojas Tejada, 2018).  

The Adolescent Menstrual Attitude Questionnaire (AMAQ) was developed to 

measure attitudes towards menstruation, using 58 items with five-point Likert scale (Morse 

& Kieren, 1993; Morse, Kieren, & Bottorff, 1993). Each item presents six sub-dimensions: 

positive feeling, negative feeling, openness regarding menarche, living with menstruation, 

acceptance of menarche, and menstrual symptoms. Using the AMAQ scale, Schooler, 

Ward, Merriwether, and Caruthers (2005) found the scores of negative feeling, positive 
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feeling and openness regarding menarche were 2.58, 2.08 and 3.80 out of 5, respectively. 

They also noted more negative feelings were associated with poor body image and low 

sexual assertiveness (Schooler et al., 2005). Another study reported the score of negative 

feeling was 2.93 out of 5 which was correlated to fear about menstruation (Marván, 

Espinosa-Hernández, & Vacio, 2002).  

The Reproductive Health Promoting Behavior Scale (RHPBS) was developed to 

measure integrated reproductive health behaviors beyond the more narrowly defined 

reproductive health among undergraduate students with 16 items for male and 18 items for 

female (Jo et al., 2014). This scale includes items related to integrated reproductive health 

for males and females, including safe sexual intercourse, sexual responsibility, genital 

health management, STDs prevention, and genital hygiene on four-point Likert scale. 

Studies using the RHPBS scale have reported that an average of the RHPBS scale score 

among 275 female undergraduate students of 59.49 out of 100 (Nho & Yoo, 2018); and an 

average of the RHPBS scale score among 250 unmarried women aged 20–30 of 3.84 out 

of 5 (Ji et al., 2016). Another study among 134 couples reported the average of the RHPBS 

scale score of 3.07 out of 4 (Je & Choi, 2015).    
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2. Factors Associated with Reproductive Health    

 

2.1. Reproductive Health Knowledge 

Reproductive health knowledge is knowledge about reproductive health which is 

directly related to reproductive health related behaviors (W. Fisher & Fisher, 1998). 

Generally, health knowledge prevents risky health behaviors. For example, higher 

knowledge about toxic effects of smoking decreased tobacco consumption (Kenkel, 1991; 

Manley, 1996).  

A study on knowledge, motivation, behavioral skills; and reproductive health 

behaviors found that reproductive health knowledge affects preventive behaviors (β=.246, 

p<.001) (Cai et al., 2013). Another study reported that lower knowledge of sexual 

reproductive health significantly affected higher rates of premarital sexual intercourse 

(OR=3.77, 95% CI=2.48–5.75) (He et al., 2012). One study among 102 Nigerian youth 

aged 16 to 29 examined condom use knowledge, condom use behavior, and perception of 

condom use. It found that higher education level was associated with higher knowledge of 

preventing STDs (p=.003) (Anyanwu & Fulton, 2017). These studies’ results indicate that 

health knowledge is an important factor of increasing the rate at what young people engage 

in preventive health behaviors.  
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2.2. Reproductive Health Behaviors Attitude 

Personal attitude toward reproductive health behaviors refers to the level of positive or 

negative feelings about health behaviors through the expression of personal feelings (W. 

Fisher & Fisher, 1998). Reproductive health behaviors attitude measures using adjectives 

such as “good-bad”, “nice-awful”, and “pleasant-unpleasant” and refers to attitude toward 

performing health behaviors but does not to attitude toward any object (W. Fisher & Fisher, 

1998). Positive attitudes toward behaviors are related to higher intention of performing 

behaviors (Fishbein & Ajzen, 1974).  

One study of 1,453 adolescents in Kenya found that a more positive attitude toward 

condoms was directly associated with more condom use on sexual intercourse in male 

youths (β=.30, p<.001) and positive attitude toward condom use was indirectly related to 

intention of condom use in female youths (β=.17, p<.001) (Appiah, Tenkorang, & Maticka-

Tyndale, 2017). A study based on Theory of Planned Behavior focused on attitude, 

subjective norm, perceived behavioral control, and intention reported that the attitude 

toward reproductive health behaviors indirectly affects reproductive health behaviors by 

mediating intention (β=.29, p<.001) (Ji et al., 2016). Sung and Joo (2011) conducted a study 

in 540 female high school students in Korea and reported that a positive attitude toward 

menstruation was associated with better coping behavior (r=.288, p<.001). Another study 

among 348 female students in Korea reported that attitude toward artificial abortion 

affected alcohol drinking health behavior (Wald=11.75, p=.003) (Y. H. Kim & Son, 2010).  
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2.3. Social Norm 

Social norm about reproductive health behaviors are the perception of social support 

for engaging in reproductive health behaviors (W. Fisher & Fisher, 1998) and the 

regulations imposed by collective values and socialized individual factors (Gibbs, 1965). 

Social norm has been studied to identify the relationship between the role of contraceptive 

use and fertility preferences in the social sciences (Fried & Udry, 1980; Udry, 1982). When 

people who are close to subjects want subjects to participate in some activities, it helps 

subjects’ actions to meet people’s expectations (Fishbein & Ajzen, 1977). Thus, social 

norm is the degree to which people who are important to adolescents wants them to engage 

in reproductive health promoting behaviors and can reflect the extent to which adolescents 

follow their opinion.  

The results of a study among 1,042 homosexual people in China revealed peer norm 

directly affected self-efficacy and indirectly affected condom use behavior (β=.65, p<.001) 

(Li et al., 2017). In another study among 3,183 college students in China, motivation 

including social norm was associated with behaviors to prevent HIV/AIDS (β=.14, p<.001) 

(Liu et al., 2014). A study targeting 1,057 men aged over 16 years in China reported social 

norm was significantly correlated with condom use behavior (OR=1.48, 95% CI=1.13–

1.95) for men who had regular or causal partners (Wang et al., 2018).   

These studies demonstrated that social norm has a strong influence over reproductive 

health promoting behaviors.   
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2.4. Attitude toward Gender Role 

Attitude toward gender role is the distance between traditional gender role and equal 

role. A person who has a traditional attitude holds stereotypical views of others regarding 

sex, while a person with an egalitarian attitude has a perceptive without specific reference 

to sex roles (Beere, King, Beere, & King, 1984). In addition, attitude toward gender role 

has been used to identify masculine and feminine characteristics through self-reported 

questionnaire (Bem, 1974; Kolb, 1999).   

One study among 148 adolescents aged 12–16 in United States, reported traditional 

gender role attitude was associated with lower sexual knowledge such as condom 

knowledge (r=-.35, p<.05), Depo Provera knowledge (r=-.38, p<.05), birth control 

knowledge (r=-.42, p<.01), and abstinence knowledge (r=-.38, p<.05) (Grose, Grabe, & 

Kohfeldt, 2014). A study reported that females with traditional gender role attitudes were 

associated with lower sexual knowledge (β=-.19, p<.001), lower sexual assertiveness 

(β=-.10, p<.05), and lower condom self-efficacy (β=-.19, p<.001) (Curtin, Ward, 

Merriwether, & Caruthers, 2011). J. Kim et al. (2018) found holding more traditional 

gender role attitudes significantly affected contraceptive self-efficacy among 251 

undergraduate students (β=-.27, p<.001). Another study focusing on attitudes toward 

gender equality and sexual behaviors reported that effective communication skills with 

one’s partner was higher (OR=1.83, 95% CI=1.34–2.50) in the group of high gender 

equality (De Meyer et al., 2014). These studies demonstrated that attitude toward gender 

role influence the degree to which people engage in reproductive health behaviors.  
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2.5. Self-efficacy 

Self-efficacy, a main concept influencing health behaviors, is the belief in one’s ability 

to accomplish a certain task (Bandura, 1997). Self-efficacy is connected with belief, 

attitude, and behavior as significant predictors of health behavior (DiClemente, Fairhurst, 

& Piotrowski, 1995; Sheer, 2014). Self-efficacy affects people’s behavioral choices, the 

amount of effort expend on a task, and the duration of time persisting with a task when 

facing obstacles and it is relevant to health education (Strecher, McEvoy DeVellis, Becker, 

& Rosenstock, 1986).  

A South African study among 7,409 youths aged 15 to 24 years found higher condom 

use self-efficacy was significantly associated with condom use and HIV knowledge (Sayles 

et al., 2006). A US study among 465 adolescents between 10 and 14 years old reported that 

condom use self-efficacy was related to condom use knowledge (β=.21, p<.001) and 

attitude (β=-.20, p<.001) (Ritchwood, Penn, Peasant, Albritton, & Corbie-Smith, 2017). 

Liu et al. (2014) found the self-efficacy significantly affected condom use behaviors (β=.75, 

p<.001) among 3,183 youth aged 16 to 25 years in China. Another Chinese study among 

men with regular and casual partners reported that self-efficacy was significantly correlated 

with condom use (OR=2.45, 95% CI=1.81–3.32) (Wang et al., 2018). The studies show 

that self-efficacy is correlated with the rate at which people engage in reproductive health 

behaviors.  



20 

 

3. Influencing Factors on Reproductive Health among Female 

Adolescents in the Philippines    

The Philippines is a conservative, Catholic country (Montiel et al., 2016). Stigma and 

negative attitude toward abortion, means that the practice is prohibited in all situations 

without exception for women who are victims of sexual crime (Upreti & Jacob, 2018). 

There are also negative perspectives toward modern contraceptive use and family planning, 

based on religious beliefs (Montiel et al., 2016). Theses aspects of society may have a 

negative impact on female reproductive health. The rate of adolescent pregnancy has risen 

steeply by 70% over the past decade (Pogoy, Verzosa, Coming, & Agustino, 2014). The 

prevalence of sexual experience among adolescents almost doubled from 17.8% in 1992 to 

32.2% in 2013, but only 22% of the group who had had sexual experience reported using 

contraceptives during their first sexual intercourse experience (DRDF & UPPI, 2014; 

Gipson & Hicks, 2017).  

Moreover, in the Philippines, female adolescents are restricted by social norm that 

require passive and limited roles and emphasize chastity before marriage, despite 

increasing rates of premarital sex (Upadhyay, Hindin, & Gultiano, 2006). On the other hand, 

male adolescents face less societal restrictions and sexual behavior is freer (Upadhyay et 

al., 2006). Society holds that value than premarital sex is twice as acceptable for men than 

for women (Gipson, Gultiano, Avila, & Hindin, 2012), which implies discriminative values 

toward gender roles between women and men.    

A Filipino study reported that only 14.8% of adolescents communicated with their 
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parents about sexual issues and that peers (53.5%) and boyfriends or friends of the opposite 

sex (16%) were their main resources of sexual information (Cruz, Laguna, & Mejia-

Raymundo, 2001).  

In 2012, the Philippines passed the Responsible Parenthood and Reproductive Health 

Act of 2012, as known as the Reproductive Health Law, which mandated the provision of 

reproductive and sexual information, reproductive health services, and appropriate 

reproductive health education for adolescent to promote female reproductive health 

(Luczon & Francisco, 2015). However, there have been strong arguments that the 

Reproductive Health Law is immoral and goes against Catholic religious beliefs (Montiel 

et al., 2016; Natividad, 2019).  

The factors affecting the reproductive health of female adolescents in the Philippines 

have been studied. When friends had more experiences of sexual intercourse, the incidence 

of having sexual intercourse increased for girls (OR=1.19, 95% CI=1.07–1.33) (Upadhyay 

& Hindin, 2006). Female adolescents who preferred ‘fast-paced’ relationships, which had 

3-4 emotional relationship experiences quickly within a year, had sexual experiences at a 

younger age (Upadhyay et al., 2006). Family structure or family supervision affects sexual 

behaviors and lifestyle (Cruz et al., 2001). In addition, lower contraceptive knowledge and 

more traditional gender role attitude affects more sexual experiences (de Irala et al., 2009). 

In the present study, an integrative review was conducted to identify the factors which 

influence the reproductive health of female adolescents in the Philippines. The databases 

of Web of Science, PubMed and Cumulative Index of Nursing and Allied Health (CINAHL) 
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were used for literature search. Keywords for searched were ‘Reproductive health’ and 

‘Philippines’. These search terms resulted in 419 studies being returned, of which 132 were 

deleted because they were published before 2000. After excluding duplicates, 207 studies 

remained. After checking these studies’ titles, abstracts, and full texts for relevance, 19 

studies were finally selected for inclusion in the current study’s literature review (Figure 

1).   

Demographic characteristics are related to reproductive health among female 

adolescents in the Philippines. Younger age is associated with more sexual coercion related 

to first sexual intercourse experience (Sano, Sedziafa, & Tenkorang, 2016) and younger 

age of first sexual intercourse is associated with higher childbirth (Gipson & Hicks, 2017). 

Catholics reported more premarital sex experiences compared to other religions, including 

Christian (Chiao, 2010). The rate of unwanted pregnancy was the highest in Islamic 

females (Abada & Tenkorang, 2012).  

Lower social economic status was related to high birth rates (Majumder & Ram, 2015), 

sexual experiences (Gipson et al., 2012), and sexual coercion in the first sexual intercourse 

experience (Sano et al., 2016). Lower social economic status was associated with lower 

levels receiving prenatal care, lower levels providing skilled birth attendant during delivery, 

and lower levels visiting maternal health institutes (Molina, Nakamura, Kizuki, & Seino, 

2013). Higher social economic status was related to higher pregnancy intention (Chiao, Yi, 

& Ksobiech, 2012) and fertility awareness (Sinai, Lundgren, Arevalo, & Jennings, 2006). 
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Figure 1. Flow chart for studies selection  
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Studies showed differences according to residential area. Living in rural areas was 

associated with higher premarital sex (Chiao, 2010), higher sexual coercion (Sano et al., 

2016), younger age at first sexual intercourse experience (Tey, Lai, & Ng, 2018), lower 

levels of receiving prenatal care, lower levels of skilled birth attendant during delivery, and 

lower levels of visiting maternal health institutes (Molina et al., 2013). Meaning female 

adolescents living in rural areas are more vulnerable to promote reproductive health 

compared to those living in urban areas. Pregnancy intention was increased by higher 

community competence and resources (Chiao et al., 2012). Higher prevalence of early-age 

sexual experiences in a community was related to higher premarital sex (Chiao, 2010).  

Educational level was also an influencing factor to reproductive promoting behaviors. 

Lower educational level was associated with premarital sex (Chiao, 2010), higher sexual 

experiences (Gipson et al., 2012), sexual coercion in the first sexual intercourse experience 

(Sano et al., 2016), and younger age at first sexual intercourse (Tey et al., 2018). When a 

mother’s educational level is low, her daughter’s risky sexual behaviors (Gipson et al., 

2012) and number of births (Gipson & Hicks, 2017) are increased.  

Higher awareness and knowledge of fertility is related with contraceptive use (Arevalo, 

Jennings, Nikula, & Sinai, 2004). Good relationships in the family are correlated with a 

daughter’s older age at first sexual intercourse (Gipson & Upchurch, 2017); while bad 

communication between a mother and her daughter is associated with the daughter’s 

increased number of births (Gipson & Hicks, 2017).  

Higher husband’s authority is related to unwanted pregnancy of his wife (Abada & 
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Tenkorang, 2012) and the lower a mother’s authority, the higher the daughter’s number of 

births (Gipson & Hicks, 2017). Moreover, sexual coercion in the first sexual experience is 

increased by traditional gender role attitude (Sano et al., 2016). Unwanted first sexual 

experience was associated with unwanted pregnancy (Wiles, Agustin, Narasimhan, & 

Gipson, 2018). Risky health behaviors including drinking, smoking and drug using are 

related to higher number of sexual experiences (Gipson et al., 2012) (Table 1). 
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Table 1. Integrated review regarding reproductive health among female adolescents in the 

Philippines  

Author (year) Research method Dependent 

variable 

Affecting factors 

Singh, Wulf, 

Samara, and 

Cuca (2000) 

• 2nd analysis using Demographic 

and Health Survey (DHS), 

Young Adult Reproductive 

Health Survey (YARHS), 

National Survey of Sexual 

Attitudes and Lifestyles 

(NSSAL), National Survey of 

Adolescent Men (NSAM), 

National Survey of Family 

Growth (NSFG) for 14 countries 

including the Philippines 

• 3,261 female adolescents, 3,074 

male adolescents aged 15-19 and 

2,357 female adolescents, 2,183 

male adolescent aged 20-24   

Timing of 

intercourse 

Gender 

Arevalo et al. 

(2004) 

• Experimental study  

• 450 women age 18 to 39 years 

Contraceptive 

prevalence rate 

Fertility awareness  

Sinai et al. 

(2006) 

• 928 women in 4 countries 

including the Philippines 

Fertility 

awareness 

Social economic status 

R. B. Lee, 

Nacionales, 

and Pedroso 

(2009) 

• Number of family planning in 3 

provinces  

Contraceptive 

prevalence 

Reproductive health 

policy 

Chiao (2010) • 2nd analysis using DHS (year 

1993, 1998, and 2003) for Keya 

and the Philippines 

• 5,741 women (year 1993), 

5,190 women (year 1998), and 

4,860 women (year 2003) aged 

15-24 

Premarital sex Community 

empowerment, 

prevalence of early age 

sex intercourse in 

community members, 

educational level, 

religion, residence, sex 

of household 
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Gipson, Hirz, 

and Avila 

(2011) 

• Qualitative study 

• 32 women and 43 men age 21 

to 29 years for focus group 

interview 

• 33 participants age 21 to 31 

years for in-depth interview 

Attitude toward 

abortion 

Socio economic status, 

family environment 

Abada and 

Tenkorang 

(2012) 

• 2nd analysis using DHS 

• 4,589 women who had 

pregnancy or childbirth within 

past 5 years  

Unwanted 

pregnancy 

Autonomy, sexual 

autonomy, religion, 

residence, 

contraceptive 

prevalence 

Chiao et al. 

(2012) 

• 2nd analysis using DHS 

• 6,733 women (year 2003) and 

6,842 women (year 1998) aged 

15-29 

Pregnancy 

intention  

Community 

empowerment, 

community resources, 

number of children, 

age, education level, 

husband’s job  

Gipson et al. 

(2012) 

• Mixed method including 2nd 

analysis using Cebu Longitudinal 

Health and Nutrition Survey 

(CLHNS) and qualitative study 

• 2,051 participants aged 18-19 

(year 2002) and 1,935 

participants aged 21-22 (year 

2005) 

Sexual 

experience 

Education level, social 

economic status, health 

behaviors 

Molina et al. 

(2013) 

• 2nd analysis using DHS 

• 1,707 women (year 1993), 

1,513 women (year 1998), 1,325 

women (year 2003) and 1,209 

women (year 2008) who had 

childbirth aged 15-19 within past 

1 year 

Prevalence of 

prenatal care, 

skilled birth 

attendant during 

delivery, 

visiting 

maternal health 

institutes 

Social economic status, 

residence, education 

level, number of 

pregnancy, husband’s 

education level 

Gipson, 

Hicks, and 

Gultiano 

(2014) 

• 2nd analysis using CLHNS 

• 1,584 couples of mother and 

daughter  

Risky sexual 

behaviors  

Mother’s education 

level, number of 

sibling, mother’s age, 

relationship between 

mother and daughter 
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Majumder 

and Ram 

(2015) 

• 2nd analysis using DHS for 6 

Asian countries including the 

Philippines  

Number of 

childbirth 

Social economic status 

Sano et al. 

(2016) 

• 2nd analysis using DHS 

• 7,293 women aged 15-49 

Sexual coercion 

in the first 

sexual 

intercourse 

Residence, age, 

religion, social 

economic status, 

education level  

Urada et al. 

(2016) 

• Experimental study 

• 86 sex workers 

HIV/AIDS 

knowledge, 

reproductive 

health 

behaviors, right  

 

Gipson and 

Hicks (2017) 

• 2nd analysis using CLHNS  

• 532 participants aged 15-16 

(year 1998) and 24-25 (year 

2009) 

Childbirth Age at first intercourse, 

number of relationship, 

duration of 

relationship, mother’s 

education level, 

friend’s sexual 

experience, sexual 

experience of mother’s 

youth, communication 

with mother 

Kyweluk, 

Georgiev, 

Borja, 

Gettler, and 

Kuzawa 

(2018) 

• 2nd analysis using CLHNS 

• 3,080 women who had child 

under 2 years old 

Age of 

menarche 

Weight in their 

neonatal period, 

nutrition in their 

childhood 

Tey et al. 

(2018) 

• 2nd analysis using DHS 

• 2,655 women aged 21-25 

Age at the first 

intercourse 

Education level, social 

economic status, 

residence, age of 

menarche 

Wiles et al. 

(2018) 

• 2nd analysis using CLHNS 

• 397 women aged 24-25 

Unwanted 

pregnancy 

Unwanted first 

intercourse 

 



29 

 

III. CONCEPTUAL FRAMEWORK 

 

1. Conceptual Framework  

The conceptual framework was based on Information-Motivation-Behavioral skills 

(IMB) model and a review of the relevant literature. The IMB model was developed to 

change health behaviors for HIV/AIDS patients (J. Fisher & Fisher, 1992). Later, the IMB 

model was expanded for application to reproductive health behaviors (W. Fisher & Fisher, 

1998). It has also been used to investigate a variety of health behaviors related to chronic 

diseases (Chang, Choi, Kim, & Song, 2014). This model was established based on the 

Theory of Reasoned Action (Fishbein & Ajzen, 1977) and the Social Cognitive Theory 

(Bandura, 1997). The Theory of Reasoned Action influenced the motivation element of the 

IMB model by explaining how individual behavior is caused by intention to engage in that 

behavior and such intentions are influenced by personal attitude and social norm. Social 

Cognitive Theory’s concept of self-efficacy affected the behavioral skills element of the 

IMB model.  

The IMB model explains how information, motivation, and behavioral skills affect 

health behaviors. Information is a precondition for initiating and continuing to engage in 

preventive health behaviors (W. Fisher & Fisher, 1998). Information is knowledge about 

the causes of diseases, symptoms, treatment, or health promoting behavior regarding 

reproductive health (J. Fisher & Fisher, 1992; W. Fisher & Fisher, 1998). Insufficient 
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information or misinformation is associated with unhealthy behavior which is related to 

lack of understanding of the right actions for health (J. Fisher, Fisher, Amico, & Harman, 

2006). 

Motivation includes personal motivation, which is the attitude toward health behaviors, 

and social motivation, which means social norm or social support for the performance of 

health behaviors (J. Fisher & Fisher, 1992; W. Fisher & Fisher, 1998). Personal motivation 

is an individual’s beliefs about the likely outcomes of behaviors while social motivation is 

an individual’s perceptions of the support they are likely to receive from people important 

to them to engage in certain behaviors (J. Fisher et al., 2006). Emotional responses to sexual 

cues, which are associated with decisions about whether to engage in reproductive health 

behaviors, are included as part of the motivation component of the IMB model for sexual 

and reproductive health behavior (W. Fisher & Fisher, 1998). For instance, someone who 

has a phobia of sexual behavior avoids talking about sexual issues (W. Fisher & Fisher, 

1998).     

Health behavior skills are the ability to effectively engage in health behaviors and are 

the product of both objective ability to perform particular behaviors and self-efficacy 

beliefs about performing those behaviors (J. Fisher & Fisher, 1992; W. Fisher & Fisher, 

1998). Objective skills and self-efficacy facilitate engaging in effective reproductive health 

behaviors, such as breast self-examinations and negotiating with sexual partners (W. Fisher 

& Fisher, 1998).  

Information, motivation, and behavioral skills of the IMB model are highly related to 
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determining health behaviors across population. On the other hands, information, 

motivation, and behavioral skills, which are relevant to particular population, may be 

different in various cultures (J. Fisher et al., 2006).  

Information and motivation affect both behavioral skills and reproductive health 

behaviors while behavioral skills only influence reproductive health behaviors. Most 

studies applying the IMB model have identified no relationship between information and 

motivation (D. Cha, 2004).  

 

 

 

Figure 2. The Information – Motivation – Behavioral Skills model of sexual and 

reproductive health behavior (J. Fisher & Fisher, 1992; W. Fisher & Fisher, 1998) 
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2. Hypothetical Model 

The present study’s hypothetical model was based on the IMB model and a literature 

review. Reproductive health knowledge was selected as the variable for measuring the 

IMB’s information component. Reproductive health behaviors attitude was selected as the 

variable for measuring personal motivation. Social norm, which is the support that 

participants expect to receive from those meaningful to them, was the variable selected for 

measuring social motivation. Reproductive health self-efficacy was the variable selected 

for measuring behavioral skills. Reproductive health promoting behaviors was the variable 

selected for measuring health behaviors.  

A variable measuring attitude toward gender role, which were classified as either 

traditional or modern, was added to the model based on the literature review. 

The paths of the hypothetical model were drawn from reproductive health knowledge, 

reproductive health behaviors attitude, social norm, and reproductive health self-efficacy 

to reproductive health promoting behaviors. Reproductive health knowledge, reproductive 

health behaviors attitude, social norm, and attitude toward gender role were connected with 

reproductive health self-efficacy. In addition, attitude toward gender role affected 

reproductive health knowledge (Figure 3).  
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Figure 3. Hypothetical model 
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3. Hypotheses  

The hypotheses of this study were as follows. 

3.1. Four Hypotheses with Reproductive Health Promoting 

Behaviors as the Endogenous Variable 

H1. Higher reproductive health knowledge affects higher reproductive health 

promoting behaviors.  

H2. Higher reproductive health behaviors attitude affects higher reproductive health 

promoting behaviors.  

H3. Higher social norm affects higher reproductive health promoting behaviors.  

H4. Higher reproductive health self-efficacy affects higher reproductive health 

promoting behaviors.   

 

3.2. Four Hypotheses with Reproductive Health Self-efficacy as the 

Endogenous Variable  

H5. Higher reproductive health knowledge affects higher reproductive health self-

efficacy. 

H6. Higher reproductive health behaviors attitude affects higher reproductive health 

self-efficacy. 

H7. Higher social norm affects higher reproductive health self-efficacy. 

H8. Higher attitude toward gender role affects higher reproductive health self-efficacy.  
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3.3. One Hypothesis with Reproductive Health Knowledge as the 

Endogenous Variable  

H9. Higher attitude toward gender role affects higher reproductive health knowledge. 
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IV. METHODS 

 

1. Design   

To explain the reproductive health promoting behaviors among female adolescents in 

the Philippines, this study utilized a descriptive structural equation model by establishing 

a hypothetical model based on theory and a literature review.   

 

2. Participants   

The target population of this study was female adolescents in the Philippines. The 

accessible population was female senior high school students at public schools in Palawan.  

 

2.1. Inclusion and Exclusion Criteria 

The inclusion criteria were as follows:  

• 11 or 12 grade in senior high school 

• Unmarried female adolescents 

• Ability to communicate and respond to the questionnaire in Filipino 

• Ability to understand the purpose of the study and agree to participate in the study 

• Parents or legal representative’s consent  
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The exclusion criteria were as below.  

• Diagnosed with mental illness 

 

2.2. Sample Size Estimation        

There are several principles for estimating effective sample sizes. First, the sample 

size should be at least 15 times as large as the number of observed variables (Stevens, 1992). 

There were 6 observed variables in this study, so this according to Stevens (1992), the 

effective sample size for this study would be at least 90. Second, a sample size of at least 

200 was necessary to reduce sampling error in the structural equation model (Yu, 2012). 

Meeting the latter condition would also satisfy the former, so the effective sample size was 

determined to be 200. It was assumed that there would be a 15% dropout rate based on 

another study (de Irala et al., 2009), so 236 questionnaires were distributed. In total 231 

survey questionnaires were collected. After excluding four survey questionnaires for failure 

to respond to multiple items, 227 questionnaires were included in the analysis, yielding a 

response rate of 96%. 

 

2.3. Sampling         

This study was conducted in Palawan, the Philippines. Palawan is located in the 

southwest of the Philippines between Mindoro Island and Borneo Island. Palawan is the 

fifth largest island in the Philippines and its capital is Puerto Princesa. It has a population 

of 850,000 (PSA, 2015) and most of people work in agriculture. It has an annual economic 
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growth rate of 20%. Tagalog is mainly spoken by more than 50% of the people in Palawan 

(Provice of Palawan, 2019). The number of teenage pregnancies in Puerto Princesa has 

increased from 969 in 2012 to 1,594 in 2017 for a prevalence rate that exceeds the national 

average (Matus & Nieva Jr, 2018).      

Convenience sampling was used to select the school from which participants would 

be drawn and to recruit participants at the selected school. Several senior high schools in 

Palawan were contacted, and two public senior high schools in Puerto Princesa city 

permitted the survey to be conducted. In order to capture the differential effects of living 

in urban and rural areas, one school located in the middle of city and another school located 

along the southern boundary of Puerto Princesa were selected. The urban school had 

approximately 600 enrolled students while the more rural school had approximately 60 

enrolled senior high school students. Participants were recruited through calls for voluntary 

participation. 

 

3. Measures   

The study instrument was a self -reported questionnaire with 80 items, of which 15 

were concerned with reproductive health promoting behaviors, 13 with reproductive health 

knowledge, 15 with reproductive health behaviors attitude, 6 with social norm, 12 with 

attitude toward gender role, 7 with reproductive health self-efficacy, and 12 with 

demographic characteristics.  

The instruments were approved for modification and use by the original authors. 
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Measurements were modified according to the following steps. First, nine experts, 

including three nursing faculty, one PhD expert on students’ health, and five nursing experts 

in the Philippines reviewed the content validity of the questionnaire. They were asked to 

identify items that were appropriate for female adolescents in the Philippines. The items 

had content validity scores of at least 0.80 were selected for inclusion. Second, the 

questionnaire was translated from English to Filipino according to the rule of committee 

approach (Furukawa, Driessnack, & Colclough, 2014). Two translators, fluent in both 

English and Filipino and familiar with the Filipino culture, each produced draft translations. 

Differences in translation were resolved by agreement between the translators. Third, a 

reproductive health expert and a school health expert from the Philippines reviewed the 

questionnaire. Based on the experts’ opinions, the questions were included in both English 

and Filipino to improve student understanding because both are official languages in the 

Philippines. Fourth, a pilot study was conducted with 10 female senior high school students 

in the Philippines to verify that they understood the content of the questionnaire after which 

the draft questionnaire was finalized. 

 

3.1. General Characteristics 

General characteristics of participants consisted of 12 items: age, grade, religion, 

family monthly income, parents’ education level, relationship with parents, mother’s 

authority in family, number of siblings, sexual experiences, sexual education, and source 

of sexual information.    
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3.2. Reproductive Health Promoting Behaviors 

Reproductive health promoting behaviors were measured using the Reproductive 

Health Promoting Behavior Scale (Jo et al., 2014). This instrument consists of a total 18 

items with five sub-scales: safe sexual intercourse, sexual responsibility, genital health 

management, STDs prevention, and genital hygiene by four-point Likert scale from 1 

(never) to 4 (always). Higher score indicated better reproductive health promoting 

behaviors.  

Terms of instrument were modified to suite the participants. After the validating the 

content and conducting a pilot test, the questionnaire had 15 items of which 4 were about 

safe sexual intercourse, 3 were about sexual responsibility, 4 were about genital health 

management, 3 were about STDs prevention, and 1 was about genital hygiene.  

This instrument had a Cronbach’s α of 0.88 and the range of Cronbach’s α for the sub-

scales was 0.64–0.89 in the original study. In this study, this instrument’s overall 

Cronbach’s α was 0.90 and the range of Cronbach’s α for the sub-scales was 0.66–0.91. 

 

3.3. Reproductive Health Knowledge 

Reproductive health knowledge was measured using a 24-item version of the Miller-

Fisk sexual knowledge questionnaire, which Gough (1974) modified instrument which was 

originally developed by Miller and Fisk (1969) for student. It comprises 24 items related 

to knowledge in of the domains of genital system, menstruation, pregnancy, contraception, 

etc. The items consist of 12 multiple-choice questions and 12 true/false questions. Each 
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correct answer is given 1 while a wrong answer is given 0. The range of score is between 

0 and 24.  

After the content validation process and the pilot test, 13 items were selected for 

inclusion in the questionnaire of which 9 were multiple-choice questions and 4 were 

true/false questions. The range of possible scores was 0–13. 

 

3.4. Reproductive Health Behaviors Attitude 

Reproductive health behaviors attitude was measured by modified Motivation 

measurement from the AIDS Prevention Information, Motivation, Behavioral Skills and 

Behavior scale (Misovich et al., 1998). This instrument is composed of 24 items of which 

8 items were about safe sex, AIDS/STDs prevention, condom use, and blood test used to 

identify AIDS each. Each question is answered using three adjectives which are linked to 

a five-point Likert scale (1=very bad, 5= very good/ 1=very awful, 5=very nice/ 1=very 

unpleasant, 5=very pleasant).  

The AIDS Prevention Information, Motivation, Behavioral Skills and Behavior scale 

measures only AIDS prevention. Therefore, integrated reproductive health related items 

were added by literature review (Jo et al., 2014) and experts’ opinion. After the process of 

content validity and pilot test, 15 items were selected consisting of five questions including 

condom use and contraceptive use, AIDS/STDs prevention, sexual responsibility, 

menstrual symptoms management, and genital hygiene. Responses could be made using 

three adjectives for each question. Higher score indicates a positive attitude toward 
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reproductive health behaviors. Cronbach’ s α of the original instrument was 0.86. 

Cronbach’s α of this study was 0.91.     

 

3.5. Social Norm  

Social norm was measured by a modified Motivation Measurement Tool from the 

AIDS Prevention Information, Motivation, Behavioral Skills and Behavior scale (Misovich 

et al., 1998). This instrument was composed of 8 items related to safe sex, prevention of 

AIDS/STDs, condom use, and blood test to along a five-point Likert scale (1=very untrue, 

5= very true).  

The AIDS Prevention Information, Motivation, Behavioral Skills and Behavior scale 

measures only AIDS prevention. Therefore, integrated reproductive health related items 

were added by literature review (Jo et al., 2014) and experts’ opinion. After the process of 

content validity and pilot test, 6 items related to safe sex, condom use and contraceptive 

use, AIDS/STDs prevention, sexual responsibility, menstrual symptoms management, and 

genital hygiene were selected. Higher scores indicate higher social norm (social support). 

Cronbach’ s α of the original instrument was 0.87. Cronbach’s α of this study was 0.81.  

 

3.6. Attitude toward Gender Role  

Attitude toward gender role was measured by the Attitude Toward Women Scale for 

Adolescents (Galambos et al., 1985). The scale was modified for used in adolescents from 

a short version of the Attitude Toward Women Scale (Spence, Helmreich, & Stapp, 1973) 
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which consists of 12 items related to women regarding their right to education, role in the 

family, and their intelligence which can be responded to along a four-point Likert scale in 

which 1 corresponds to strongly agree and 4 corresponds to strongly disagree. Five items 

were reverse coded questions. Higher scores indicate a less traditional attitude toward 

gender roles. Cronbach’ s α of the original instrument was 0.81–0.86 for boys and 0.62–

0.85 for girls. The reverse coded items lowered internal consistency, in this study. After 

experts validated the questions, a total 7 items, excluding the reverse-coded items, were 

included to analyze. In this study, Cronbach’s α was 0.71.  

 

3.7. Reproductive Health Self-efficacy  

Reproductive health self-efficacy was measured by the Self-efficacy for Condom Use 

and Sexual Negotiation scale (Sayles et al., 2006). It was modified from the Condom self-

efficacy tool developed by Hanna (1999). This scale consists of 5 items regarding condom 

use and communication self-efficacy which can be responded to along a four-point Likert 

scale ranging from 1 which corresponds to very unsure to 4 which corresponds to very sure. 

Higher scores indicate higher levels of reproductive health self-efficacy. 

Reproductive health self-efficacy items of menstrual hygiene management were added 

based on the literature review (McMahon et al., 2011) and experts’ opinions. Based on the 

content validation process and the pilot test, 7 items were selected. The Cronbach’s α of 

Sayles et al. (2006) study was 0.64. The Cronbach’s α of this study was 0.82.  
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4. Data Collection   

Data collection commenced after receiving approval from the Institutional Review 

Board of the Yonsei University Health System (IRB number: Y-2018-0109). Surveys were 

conducted over the month of January 2019.  

The researcher had approximately 10 years of experience promoting health projects, 

especially those related to adolescent health, in several developing countries, including the 

Philippines. Before the surveys were administered, the researcher trained a Filipino 

research assistant about the survey content and the process of conducting the survey. The 

research assistant had five years of experience conducting surveys. The researcher and 

research assistant provided explanations of the purpose and information being collected in 

the study to participants in both English and Filipino.  

Only participants who voluntarily agreed to participate in the study answered the 

questionnaire. Participants under 18 years old were required to obtain parental consent to 

participate. Participants were permitted to speak both Filipino and English, so either the 

researcher or the research assistant answered students’ questions as they were able. 

Participants submitted their completed questionnaires in covered boxes to maintain 

anonymity. The students took 20–30 minutes to complete the survey. Each participant 

received a gift bag worth five dollars as compensation for their participation. 

After inputting the data into a Microsoft Excel file, it was re-examined for errors. 

Missing data were replaced with sample average. Approximately 2% of data were missing 

in this study.   
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5. Data Analysis   

Data analysis was performed using IBM SPSS 24.0 and AMOS 21.0. The following 

describes the data analysis in detail.   

1) Descriptive statistics including the means, standard deviations and proportions were 

calculated using IBM SPSS 24.0 to describe participants’ demographic 

characteristics, reproductive health promoting behaviors, and other variables.  

2) The internal consistency of instruments was analyzed using Cronbach’s α which 

were calculated using IBM SPSS 24.0. 

3) Pearson’s correlation was used to identify relationship among variables and was 

calculated using IBM SPSS 24.0. 

4) Sample normality was verified by calculating the sample mean, standard deviation, 

skewness and kurtosis using IBM SPSS 24.0.  

5) The structural equation model was validated using Confirmatory Factor Analysis 

(CFA) which was conducted using AMOS 21.0. 

6) The model’s fit was evaluated using absolute fit indices, incremental fit indices and 

parsimony fit indices which were calculated using AMOS 21.0.   

7) Path analysis were conducted to estimate the structural equation model’s regression 

coefficient and bootstrapping was used to identify direct, indirect and total effects. 

Both analyses were conducted using AMOS 21.0. 
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V. RESULTS 

 

1. Characteristics of Participants 

 

1.1. General Characteristics  

A total of 227 female students in the Philippines participated in this study. General 

characteristics of participants are shown in Table 2. The average age of participants was 

17.49 (SD=1.00) years old. Approximately a half of students were in grade 12 (51.1%) and 

most of participants lived in urban areas (83.3%). In terms of religion, 155 participants 

(68.3%) were Catholic, 44 (19.4%) were Christian, and 12.3% reported another religion. 

More than 60% of total participants reported a low economic status. The most common 

education level was high school for mothers (54.6%) and fathers (47.1%), but 1.3 % of 

mothers and 0.4 % of fathers were reported to not educated. Regarding relationships with 

parents, 126 (55.5%) of the participants reported having good relationships with their 

parents, followed by very good (39.2%), poor (4.8%), and very poor (0.4%) relationships. 

Most participants responded that their mother’s authority within their family was very good 

(51.1%) and good (42.7%). In terms of siblings, 73.6% of participants had 3 or more 

siblings.    
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Table 2. Characteristics of participants                                  (N=227) 

Variables Categories n (%)/ Mean ±SD 

Age  17.49 ±1.00 

Grade Grade 11 111 (48.9) 

Grade 12 116 (51.1) 

Residence Urban 189 (83.3) 

Rural 38 (16.7) 

Religion Catholicism 155 (68.3) 

Christianity 44 (19.4) 

Church of Crist 12 (5.3) 

Islam 3 (1.3) 

Others 13 (5.7) 

Monthly income (php) Under php 5000 (very low) 83 (36.6) 

php 5001-10000 (low) 56 (24.7) 

php 10001-15000 (moderate) 47 (20.7) 

php 15001-20000 (high) 27 (11.9) 

Over php 20001 (very high) 14 (6.2) 

Mother's educational level None 3 (1.3) 

Elementary 30 (13.2) 

High school 124 (54.6) 

Above college or university 70 (30.8) 

Father's educational level None 1 (0.4) 

Elementary 42 (18.5) 

High school 107 (47.1) 

Above college or university 77 (33.9) 

Relationship with parents Very poor 1 (0.4) 

Poor 11 (4.8) 

Good 126 (55.5) 

Very good 89 (39.2) 

Mother's authority in family Very poor 4 (1.8) 

Poor 10 (4.4) 

Good 97 (42.7) 

Very good 116 (51.1) 

Number of siblings None 6 (2.6) 

One or two 54 (23.8) 

Three or four 82 (36.1) 

Above five 85 (37.4) 
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1.2. Reproductive Health-related Characteristics  

Table 3 shows reproductive health-related characteristics of participants. A total of 7% 

of the participants had had sexual intercourse. The average age at which they had first had 

sexual intercourse was 16.42 (SD=1.24) years old with range of 15-18 years old.  

Most of the students received sexual education in school (70.0%). The most commonly 

reported source of sexual information was the internet (32.8%), followed by health center 

or health post (20.9%), books (18.3%), friends (17.9%), and parents (10.2%) 

 

 

 

 

Table 3. Reproductive health related characteristics of participants             

(N=227) 

Variables Categories n (%)/ Mean ±SD 

Experience of sexual 

intercourse 
Yes 16 (7.0) 

No 211 (93.0) 

Age of first sexual intercourse†   16.42 ±1.24 

Experience of sexual education   

in school 
Yes 159 (70.0) 

No 68 (30.0) 

Source of sexual information‡ Parents 24 (10.2) 

Friends 42 (17.9) 

Books 43 (18.3) 

Internet 77 (32.8) 

Health center or health post 49 (20.9) 

† Response only the group who had had sexual intercourse  

‡ Multiple responses 
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2. Descriptive Statistics      

 

2.1. Descriptive Statistics of Variables  

The mean, standard deviation, and median of the main variables are shown in Table 4. 

The mean reproductive health promoting behaviors score was 3.28 (SD=0.63) out of 4. The 

average reproductive health knowledge score was 4.53 (SD=1.65) out of 13. The average 

reproductive health behaviors attitude and social norm scores were 4.21 (SD=0.55) and 

4.26 (SD=0.61), respectively. Attitude toward gender role score ranged from 1 to 4 with an 

average of 2.41 (SD=0.56). The mean of reproductive health self-efficacy score was 3.08 

(SD=0.61) out of 4.  

The variable with the highest mean score out of 100 was social norm (85.20), followed 

by reproductive health behaviors attitude (84.20), reproductive health promoting behaviors 

(82.00), reproductive health self-efficacy (77.00), and attitude toward gender role (60.25). 

The average reproductive health knowledge score (34.85) was the lowest.     

The skewness and kurtosis of the main variables were calculated to verify the 

normality assumption. The absolute values were less than 3, so the assumption of normality 

was accepted.  
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Table 4. Descriptive statistics of variables                                                           

(N=227) 

Variables Range Mean SD Median 
Mean  

(out of 100) 
Skewness Kurtosis 

Reproductive Health Promoting 

Behaviors 

1-4 3.28 0.63 3.47 82.00 -1.29 1.26 

Reproductive Health Knowledge 0-13 4.53 1.65 5.00 34.85 0.17 -0.46 

Reproductive Health Behaviors 

Attitude 

1-5 4.21 0.55 4.20 84.20 -1.03 2.44 

Social Norm 1-5 4.26 0.61 4.33 85.20 -0.96 1.39 

Attitude toward Gender Role  1-4 2.41 0.56 2.43 60.25 0.19 0.32 

Reproductive Health Self-efficacy 1-4 3.08 0.61 3.14 77.00 -0.52 0.39 
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2.2. Descriptive Statistics for Correct Answer of Knowledge  

Reproductive health knowledge scores are given by item in Table 6. The item answered 

correctly the most often was “sperm retain their ability to fertilize (cause pregnancy) for 

one to two days following ejaculation (release)” (78.0%), followed by “The rhythm method 

of contraception is avoidance of intercourse during unsafe (or fertile) time” (60.8%), and 

“The normal female most often ovulates (gives off egg) two weeks before the onset of 

menstruation” (46.3%). The item answered correctly the least often was “Following release 

from the ovary the human ovum (egg) is capable of being fertilized for 48 hours” (10.6%), 

followed item “the single most important factor in achieving pregnancy is time of exposure 

in the cycle” (13.2%) and “The poorest of least dependable method of contraception is 

postintercourse douching” (18.5%).  

Questions were categorized as concerning either contraception or other topics (genital 

function and pregnancy) to be able to identify which areas of reproductive health 

knowledge needed to be improved. The mean contraception knowledge score was 37.00 

out of 100 and the mean genital function and pregnancy knowledge score was 33.78 out of 

100 (Table 5).  

 

Table 5. Descriptive statistics of sub topics on reproductive health knowledge    

(N=227) 

Variables Range Mean SD 
Mean  

(out of 100) 

Contraception knowledge  1-4 1.48 0.90 37.00 

Genital function and pregnancy knowledge 1-9 3.04 1.33 33.78 
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Table 6. Reproductive health knowledge of participants                    

  (N=227) 

Items Correct  

N(%) 

1. The single most important factor in achieving pregnancy is time of 

exposure in the cycle 

30 (13.2) 

2. The most dependable (effective) method of contraception or birth 

control is pill 

74 (32.6) 

3. The poorest of least dependable method of contraception is 

postintercourse douching 

42 (18.5) 

4. Fertilization (union of sperm and egg) normally occurs in the tube 90 (39.6) 

5. Following release from the ovary the human ovum (egg) is capable of 

being fertilized for 48 hours 

24 (10.6) 

6. A good index of a female’s relative fertility (ability to achieve 

pregnancy) is the regularity of her periods 

96 (42.3) 

7. The normal female most often ovulates (gives off egg) two weeks 

before the onset of menstruation 

105 (46.3) 

8. Menopause is a time of altered reproductive and menstrual functioning 62 (27.3) 

9. The rhythm method of contraception is avoidance of intercourse during 

unsafe (or fertile) time 

138 (60.8) 

10. Pregnancy would be impossible in early adolescence when 

menstruation has not yet even begun or is not at all regularly established 

60 (26.4) 

11. Unplanned or undesired pregnancies have a greater likelihood of 

miscarrying than do planned pregnancies 

44 (19.4) 

12. Withdrawal is an effective means of contraception (birth control) 83 (36.6) 

13. Sperm retain their ability to fertilize (cause pregnancy) for one to two 

days following ejaculation (release) 

177 (78.0) 
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3. Correlation between Variables  

 

The results of correlation between variables shows in Table 7.  

Reproductive health promoting behaviors showed a significant positive correlation 

with reproductive health behaviors attitude (r=.350, p<.001), social norm (r=.276, p<.001), 

and reproductive health self-efficacy (r=.409, p<.001).  

Reproductive health knowledge was not found to have a significant relationship with 

reproductive health promoting behaviors, reproductive health behaviors attitude, social 

norm, and reproductive health self-efficacy. Only attitude toward gender role had a 

significant positive relationship with reproductive health knowledge (r=.173, p=.009).  

Reproductive health behaviors self-efficacy had a significant positive correlation with 

reproductive health behaviors attitude (r=.390, p<.001), social norm (r=.420, p<.001), and 

attitude toward gender role (r=.142, p=.032).   
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Table 7. Correlation between variables                                   

(N=227) 

 

Reproductive 

Health 

Promoting 

Behaviors 

Reproductive 

Health 

Knowledge 

Reproductive 

Health 

Behaviors 

Attitude 

Social Norm 

Attitude 

toward 

Gender Role 

Reproductive Health 

Knowledge 

.104 

(.118) 
    

Reproductive Health 

Behaviors Attitude 

.350** 

(<.001) 

-.001 

(.989) 
   

Social Norm 
.276** 

(<.001) 

0.033  

(.617) 

.576** 

(<.001) 
  

Attitude toward 

Gender Role 

.085  

(.204) 

.173* 

(.009) 

.107 

(.107) 

.066  

(.324) 
 

Reproductive Health 

Self-efficacy 

.409** 

(<.001) 

-.017 

(.796)  

.390** 

(<.001) 

.420** 

(<.001) 

.142* 

(.032) 

*p<.05, **p<.001 
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4. Model Estimation  

 

4.1. Confirmatory Factor Analysis  

Confirmatory factor analysis (CFA) was used to assess the validity between latent and 

observed variables. Factor loadings were identified to examine whether the observed 

variables explained the latent variables. Item parceling was used because the social norm 

variable consisted of only one factor. Item parceling is often used the cases in which several 

items consist of one factor to reduce observational errors (Russell, Kahn, Spoth, & Altmaier, 

1998).  

The results of CFA are shown in Table 8. All factor loadings of the observed variables 

with regard to the latent variables were significant. The standardized factor loading of the 

observed variables should be greater than 0.5. However, the factor loading for genital 

hygiene (Y7), which consisted of one item, was less than 0.5 but was still selected given 

the importance for sub-scale of reproductive health promoting behaviors (Bae, 2011).  
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Table 8. The Results of Confirmatory Factor Analysis      

 B S.E β C.R p 

Reproductive Health Behaviors Attitude     

X1 Contraceptive use 1.000  0.614   

X2 Prevention of Sexual Transmitted 

Diseases or HIV/AIDS 

1.210 .156 0.679 7.742 <.001 

X3 Sexual responsibility 1.143 .194 0.622 7.290 <.001 

X4 Menstrual symptom management 0.801 .130 0.499 6.144 <.001 

X5 Cleaning genital 0.905 .116 0.685 7.786 <.001 

Social Norm      

X6 Social Norm 1 1.000  0.939   

X7 Social Norm 2 0.846 .080 0.745 10.582 <.001 

Attitude toward Gender Role      

X8 Family role 1.000  0.713   

X9 Educational role 0.575 .131 0.560 4.381 <.001 

X10 Equality 0.539 .124 0.496 4.338 <.001 

Reproductive Health Self-efficacy      

Y1 Contraceptive use 1.000  0.858   

Y2 Genital health care 0.309 .045 0.653 6.880 <.001 

Reproductive Health Promoting Behaviors      

Y3 Safe sexual intercourse 1.000  0.854   

Y4 Sexual responsibility 0.566 .047 0.812 12.173 <.001 

Y5 Genital health management 0.507 .074 0.471 6.861 <.001 

Y6 Sexual Transmitted Disease 

Prevention 

0.436 .044 0.655 9.907 <.001 

Y7 Genital hygiene 0.022 .006 0.248 3.501 <.001 
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X1: Contraceptive use, X2: Prevention of Sexual Transmitted Diseases or HIV/AIDS, X3: Sexual 

responsibility, X4: Menstrual symptom management, X5: Cleaning genital, X6: Social Norm 1, X7: 

Social Norm 2, X8: Family role, X9: Educational role, X10: Equality, Y1: Contraceptive use, Y2: 

Genital health care, Y3: Safe sexual intercourse, Y4: Sexual responsibility, Y5: Genital health 

management, Y6: Prevention of Sexual Transmitted Disease, Y7: Genital hygiene 

Figure 4. Confirmatory factor analysis 
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4.1.1. Reliability  

Reliability was examined in terms of internal consistency of factors. Table 9 are shown 

the internal consistency of each factor. Cronbach’s α scores were between .536 and .952.  

 

 

Table 9. Reliability of observed variables      

 Cronbach’s α No. of 

items 

Reproductive Health Behaviors Attitude 

 Contraceptive use .868 3 

 Prevention of Sexual Transmitted Diseases or HIV/AIDS .948 3 

 Sexual responsibility .952 3 

 Menstrual symptom management  .933 3 

 Cleaning genital .915 3 

Social Norm 

 Social Norm 1 .630 3 

 Social Norm 2 .691 3 

Attitude toward Gender Role 

 Family role .615 3 

 Educational role .567 2 

 Equality .536 2 

Reproductive Health Self-efficacy 

 Contraceptive use  .773 5 

 Genital health care .764 2 

Reproductive Health Promoting Behaviors   

 Safe sexual intercourse .912 4 

 Sexual responsibility .661 3 

 Genital health management .870 4 

 Sexual Transmitted Disease Prevention .762 3 

 Genital hygiene  1 
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4.1.2. Model Fit  

The model’s fitness test indicators were χ2, χ2/df, GFI, NFI, CFI, TLI, IFI, RMSEA, 

and the SRMR index. The results of model fit of this study are shown in Table 10.  

In this study, χ2 was 192.730 (p<.001) and χ2/df was 1.768, which indicated a good 

model fit because it was less than 2. The GFI was .909 and the NFI was .847 which closely 

met and almost met the good model fit criteria of being greater than .90. CFI was .925, TLI 

was .907, and IFI was .927, all of which met the good model fit criteria. RMSEA values 

below .080 indicate that the model is an acceptable fit and values below .050 indicates that 

the models is a good fit. The RMSEA of the model was .058, which made is nearly qualify 

as having a good fit. However, the SRMR was .064, which was not close enough for the 

model to qualify as having a good fit.  

 

 

 

Table 10. Model fit  

χ2 P χ2/df GFI NFI CFI TLI IFI RMSEA SRMR 

192.730 <.001 1.768 .909 .847 .925 .907 .927 .058 .064 
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4.1.3. Convergent Validity  

Convergent validity is measures that are supposed to be measured the same construct 

and they should be related. AVE and contrast Reliability (CR) were used to identify where 

the variables in this study had convergent validity. AVE scores above 0.5 and CR scores 

above 0.7 indicate high convergent validity.  

The results of AVE scores were above 0.5, CR scores were above than 0.7, indicating 

that the constructs had high convergent validity (Table 11).     

 

 

 

 

Table 11. Convergent validity 

 AVE CR 

Reproductive Health Behaviors Attitude 0.620 0.835 

Social Norm 0.842 0.900 

Attitude toward Gender Role 0.590 0.718 

Reproductive Health Self-efficacy 0.756 0.824 

Reproductive Health Promoting Behaviors 0.608 0.825 

 

  



61 

 

4.1.4. Discriminant validity  

Discriminant validity is constructs which are assumed to measure different concepts 

should be not related.    

Correlation scores among constructs were from .096 to .730 (Table 12). The square 

root of the highest coefficient of determination was .532. The AVE of each variables was 

greater than .532, indicating that the constructs had discriminant validity.  

 

Table 12. AVE and correlation among constructs 

Construct AVE 

Correlation 

Reproductive 
 Health 

Behaviors 

Attitude 

Social Norm Attitude 

toward 

Gender Role 

Reproductive 
Health Self-

efficacy 

Reproductive 
Health 

Promoting 

Behaviors 

Reproductive 

Health 

Behaviors 

Attitude 

0.620 1     

Social Norm 0.842 .730 1    

Attitude 

toward 

Gender Role 
0.590 .150 .096 1   

Reproductive 

Health Self-

efficacy 
0.756 .509 .524 .190 1  

Reproductive 

Health 

Promoting 

Behaviors 

0.608 .417 .341 .104 .463 1 
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4.2. Structural Equation Model  

This study identified the path and effect of variables affecting reproductive health 

promoting behaviors among female adolescents in the Philippines based on the IMB model. 

A Structural Equation Model (SEM) was used to identify the relationship between latent 

variables. Figure 5 shows the hypothesis model of this study.  

 

 

X1: Contraceptive use; X2: Prevention of Sexual Transmitted Diseases or HIV/AIDS; X3: Sexual 

responsibility; X4: Menstrual symptom management; X5: Cleaning genital; X6: Social Norm 1; X7: 

Social Norm 2; X8: Family role; X9: Educational role; X10: Equality; Y1: Contraceptive use; Y2: 

Genital health care; Y3: Safe sexual intercourse; Y4: Sexual responsibility; Y5: Genital health 

management; Y6: Prevention of Sexual Transmitted Disease; Y7: Genital hygiene    

Figure 5. Hypothesis model 
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4.2.1. Model Fit  

The model fit test indicators used in this study were χ2, χ2/df, GFI, NFI, CFI, TLI, IFI, 

RMSEA, and the SRMR index. χ2, χ2/df, GFI, RMSEA, and SRMR were measures of 

absolute fit while NFI, CFI, TLI, and IFI were measures of incremental fit. P-values of χ2 

greater than 0.05 indicate that the model is a good fit. However, χ2 value depends sensitively 

on sample size (Yu, 2012), so other indicators should be used as well. Generally, χ2/df 

values of less than 3 indicate that the model is an acceptable fit and values under 2 indicate 

that the model is a good fit. GFI, NFI, CFI, TLI, and IFI values above .9 and RMSEA values 

below than .08 indicate that the model is an acceptable fit. RMSEA and SRMR values less 

than .05 indicate that the model is a good fit.   

In hypothesis model of this study, χ2 value was 319.321 (p<.001) and its χ2/df value 

was 2.475, which was an acceptable fit. The GFI, NFI, CFI, TLI, and IFI 

were .872, .751, .831, .800 and .835, respectively, which were not high enough to indicate 

that the model was a good fit. The RMSEA was .081 and SRMR was .128, both of which 

failed to indicate that the model was a good fit.   

The model fit test indicators indicated that the proposed hypothesis model was not a 

good fit so it was modified before being finalized. 

 

Table 13. Model fit of hypothesis model 

χ2 P χ2/df GFI NFI CFI TLI IFI RMSEA SRMR 

319.321 <.001 2.475 .872 .751 .831 .800 .835 .081 .128 
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4.2.2. Modified Model 

A modification index was used to increase model fit. Within-factor correlated 

measurements were used to link the error terms of observed variables with those of the 

latent variables into covariance relationships (Bae, 2011). When modification index was 

more than 10, the path was added only within the same latent variable. The process linked 

the error terms of reproductive health behaviors attitude and reproductive health promoting 

behaviors to improve model fit. The path between reproductive health behaviors attitude 

and social norm, which included the concept of motivation, was added.   

After modification, the χ2/df value was 1.439, indicating that the modified model was 

a good fit. GFI, CFI, TLI and IFI were .922, .952, .940, and .953 respectively. NFI was .861, 

which was close to a good model fit score. RMSEA was .044 which indicated a good model 

fit but SRMR was .064, which was slightly higher than the requirement for a good model 

fit. Most model fit test indicators changed to indicate that the modified model had a good 

fit. Therefore, the modified model was used to explain reproductive health promoting 

behaviors among female adolescents in the Philippines.  

  

Table 14. Model fit of modified model 

χ2 P χ2/df GFI NFI CFI TLI IFI RMSEA RMR 

178.461 .001 1.439 .922 .861 .952 .940 .953 .044 .064 
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X1: Contraceptive use; X2: Prevention of Sexual Transmitted Diseases or HIV/AIDS; X3: Sexual 

responsibility; X4: Menstrual symptom management; X5: Cleaning genital; X6: Social Norm 1; X7: 

Social Norm 2; X8: Family role; X9: Educational role; X10: Equality; Y1: Contraceptive use; Y2: 

Genital health care; Y3: Safe sexual intercourse; Y4: Sexual responsibility; Y5: Genital health 

management; Y6: Prevention of Sexual Transmitted Disease; Y7: Genital hygiene    

Figure 6. Modified model 
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4.2.3. Estimation and Significance of Path Coefficient  

The results of estimation and significance in order to assess the regression coefficients 

shows in Table 15. Of the 9 paths, 6 were significant.  

The path from reproductive health knowledge to reproductive health promoting 

behaviors had a significantly positive relationship (β=.138, p=.033). Reproductive health 

promoting behaviors significantly increased as the reproductive health behaviors attitude 

was high (β=.312, p=.027) and reproductive health self-efficacy was high (β=.312, p=.002). 

These variables explained 26.8% of reproductive health promoting behaviors 

(SMC=0.268). 

In the path to reproductive health self-efficacy, reproductive health behaviors attitude 

(β=.285, p=.048) and social norm (β=.311, p=.021) were significantly positively correlated 

with reproductive health self-efficacy. These variables explained 32.8% of reproductive 

health self-efficacy (SMC=0.328).  

Reproductive health knowledge increased significantly as attitude toward gender role 

was high, which indicated less traditional gender role attitude (β=.203, p=.020).   
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Table 15. Path coefficients of modified model     

Dependent variable Independent 

variable 

Coefficient β C.R 

(p) 

SMC 

Reproductive Health 

Promoting Behaviors 

Reproductive 

Health Knowledge 

.285 .138 2.128* 

(.033) 

.268 

Reproductive 

Health Behaviors 

Attitude 

.924 .312 2.215* 

(.027) 

 

Social Norm -.131 -.058 -.459 

(.646) 

 

Reproductive 

Health Self-efficacy 

1.197 .312 3.124* 

(.002) 

 

      

Reproductive Health 

Self-efficacy 

Reproductive 

Health Knowledge 

-.030 -.055 -.794 

(.427) 

.328 

Reproductive 

Health Behaviors 

Attitude 

.220 .285 1.980* 

(.048) 

 

Social Norm .182 .311 2.313* 

(.021) 

 

Attitude toward 

Gender Role 

.144 .142 1.579 

(.114) 

 

      

Reproductive Health 

Knowledge 

Attitude toward 

Gender Role 

.385 .203 2.318* 

(.020) 

.041 

* p<0.05, **p<.001 

SMC: Squared Multiple Correlations 
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  Statistically significant path 

Statistically non significant path 

 

 

Figure 7. Path coefficients diagram of modified model 
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4.2.4. The Effect Analysis using the Modified Model  

The bootstrapping method was used to identify direct, indirect and total effect. The 

results of the effect presents in Table 16.  

The factors which found to be significant indirect effect on the path of reproductive 

health promoting behaviors were reproductive health behaviors attitude (β=.089, p=.048) 

and social norm (β=.097, p=.028). Reproductive health knowledge (β=.138, p=.047) and 

reproductive health self-efficacy (β=.312, p=.026) had significant positive direct effect on 

the path of reproductive health promoting behaviors. The significant total effect of factors 

affecting reproductive health promoting behaviors were reproductive health behaviors 

attitude (β=.400, p=.034) and reproductive health self-efficacy (β=.312, p=.026).  

Social norm had a significant direct effect (β=.311, p=.023) on reproductive health 

self-efficacy. Attitude toward gender role had direct effect on reproductive health 

knowledge (β=.203, p=.046).    
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Table 16. The effect coefficient of the modified model    

Dependent variable Independent variable Direct 

effect 

(p) 

Indirect 

effect 

(p) 

Total 

effect 

(p) 

Reproductive Health 

Promoting Behaviors 

Reproductive Health 

Knowledge 

0.138* 

(.047) 

-0.017 

(.339) 

0.121 

(.082) 

Reproductive Health 

Behaviors Attitude 

0.312 

(.067) 

0.089* 

(.048) 

0.400* 

(.034) 

Social Norm -0.058 

(.648) 

0.097* 

(.028) 

0.038 

(.821) 

Attitude toward Gender Role  0.069 

(.060) 

0.069 

(.060) 

Reproductive Health Self-

efficacy 

0.312* 

(.026) 

 0.312* 

(.026) 

     

Reproductive Health 

Self-efficacy 

Reproductive Health 

Knowledge 

-0.055 

(.463) 

 -0.055 

(.463) 

Reproductive Health 

Behaviors Attitude 

0.285 

(.108) 

 0.285 

(.108) 

Social Norm 0.311* 

(.023) 

 0.311* 

(.023) 

Attitude toward Gender Role 0.142 

(.254) 

-0.011 

(.320) 

0.130 

(.263) 

     

Reproductive Health 

Knowledge 

Attitude toward Gender Role 0.203* 

(.046) 

 0.203* 

(.046) 

* p<0.05, **p<.001 
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5. Hypotheses Testing   

 

5.1. Four Hypotheses with Reproductive Health Promoting 

Behaviors as the Endogenous Variable 

H1. Higher reproductive health knowledge affects higher reproductive health 

promoting behaviors.  

   H1 was supported that reproductive health knowledge to reproductive health 

promoting behaviors was significant (β=.138, C.R=2.128, p=.033) 

H2. Higher reproductive health behaviors attitude affects higher reproductive health 

promoting behaviors.  

   H2 was supported that reproductive health behaviors attitude to reproductive 

health promoting behaviors were significant (β=.312, C.R=2.215, p=.027).  

H3. Higher social norm affects higher reproductive health promoting behaviors.  

   H3 was rejected that social norm to reproductive health promoting behaviors was 

not significant (β=-.058, C.R=-.459, p=.646). However, the indirect effect of 

social norm on reproductive health promoting behaviors was significant (β=.097, 

p=.028). 

H4. Higher reproductive health self-efficacy affects higher reproductive health 

promoting behaviors.   

   H4 was supported that reproductive health self-efficacy to reproductive health 

promoting behaviors was significant (β=.312, C.R=3.124, p=.002). 
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5.2. Four Hypotheses with Reproductive Health Self-efficacy as the 

Endogenous Variable  

H5. Higher reproductive health knowledge affects higher reproductive health self-

efficacy. 

   H5 was rejected that the reproductive health knowledge to reproductive health 

self-efficacy was not significant (β=-.055, C.R=-.794, p=.427).  

H6. Higher reproductive health behaviors attitude affects higher reproductive health 

self-efficacy. 

   H6 was supported that reproductive health attitude to reproductive health self-

efficacy was significant (β=.285, C.R=1.980, p=.048) 

H7. Higher social norm affects higher reproductive health self-efficacy. 

   H7 was supported that social norm to reproductive health self-efficacy was 

significant (β=.311, C.R=2.313, p=.021).  

H8. Higher attitude toward gender role affects higher reproductive health self-efficacy.  

   H8 was rejected that attitude toward gender role to reproductive health self-

efficacy was not significant (β=.142, C.R=1.579, p=.114).   
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5.3. One Hypothesis with Reproductive Health Knowledge as the 

Endogenous Variable  

H9. Higher attitude toward gender role affects higher reproductive health knowledge. 

   H9 was supported that attitude toward gender role to reproductive health 

knowledge was significant (β=.203, C.R=2.318, p=.020).  
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6. The Final Model of Reproductive Health Promoting Behaviors  

 

Figure 8 presents the final model of reproductive health promoting behaviors among 

female adolescents in the Philippines based on the IMB model (W. Fisher & Fisher, 1998).  

According to the final model in this study, the reproductive health knowledge 

(Information) affected reproductive health promoting behaviors (Health behavior). 

Reproductive health behaviors attitude (Personal motivation) were also shown to affect 

reproductive health promoting behaviors (Health behavior) and reproductive health self-

efficacy (Behavioral skills) while social norm (Social motivation) was shown to only affect 

reproductive health self-efficacy (Behavioral skills). Reproductive health self-efficacy 

(Behavioral skills) was shown to affect reproductive health promoting behaviors (Health 

behavior). Attitude toward gender role were shown to only affect reproductive health 

knowledge (Information).  
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Figure 8. The final model  
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VI. DISCUSSION  

 

The purpose of this study was to identify the factors that affect integrated reproductive 

health promoting behaviors, including genital health, menstruation management, and safe 

sex. Based on the IMB model developed by J. Fisher and Fisher (1992) and a literature 

review, a structural equation model was developed to represent the following factors that 

influence reproductive health promotion behaviors: information, defined as reproductive 

health knowledge; motivation, defined as reproductive health behaviors attitude and social 

norm; behavioral skill, defined as reproductive health self-efficacy; and attitude toward 

gender role. This section discusses the characteristics of the participants and main variables 

and the results of the structural model on reproductive health promoting behaviors of 

female adolescents in the Philippines  

 

1. Characteristics of the Participants and Main Variables   

The participants in this study were female senior high school students living in urban 

and rural areas in Palawan, the Philippines. More than half of the participants reported a 

low economic status, more than the 22% of participants in the study conducted by De Jose 

(2013) on adolescent in Manila. Only 8% of participants in a study of sexual behavior 

among adolescents in seven regions in the Philippines reported a high economic status 

(Osorio, Lopez-del Burgo, Ruiz-Canela, Carlos, & de Irala, 2015). In contrast, in the 
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present study, 18% of participants reported high economic status. Therefore, there were 

more participants in this study who reported a low economic status than those in studies of 

populations in large cities, like Manila, but also more participants in this study who reported 

a high economic status than in studies conducted in other regions of the Philippines. 

In this study, most of the participants’ parents had graduated high school. This result 

was similar to that of a study of 1,412 undergraduate students in the Philippines which 

found that 90.2% of the participants’ mothers and 88.9% of the participants’ fathers had 

graduated from high school level (De Jose, 2013). Filipinos believes that education is the 

best way to get out of poverty (Maligalig, Caoli-Rodriguez, Martinez, & Cuevas, 2010). 

However, the net secondary school enrollment rate in the Philippines is around 66%, which 

is similar to the global average and to the average of other developing countries in South 

Asia, such as Bangladesh and Laos (World Bank, 2019). The relatively high percentage of 

students whose parents had graduated from high school may be a result of the fact that the 

participants were senior high school students because children whose parents had not 

graduated high school may have already dropped out of school. 

Of the participants, 90% reported having good or very good relationships with their 

parents. This percentage was higher than that found by Gipson et al. (2014) which found 

that 78% of female adolescents had a good relationship with mother in the Philippines. In 

the Philippines, adolescents generally have good relationships with their parents. Filipino 

culture is family-centered and emphasizes that family members provide each other with 

love, care, attention, and communication (Alampay & Jocson, 2011). Thus, Filipino 
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children usually respect their parents and meet family obligations (Alampay & Jocson, 

2011).        

Most participants reported that their mother’s authority in the family was good or very 

good. Although women still hold traditional family roles, mothers and fathers usually make 

decisions together regarding their children’s education and financial investments (Gipson 

& Upchurch, 2017). Filipino women have historically held a higher social status, had more 

power, and received more education than women in other Asian countries (Gipson & 

Upchurch, 2017). Filipino children also accept parental authority (Alampay & Jocson, 

2011), so mothers generally have a high level of authority in families in the Philippines.  

Only 7% of participants reported experience of sexual intercourse in present study. 

This finding is lower than that of other studies in the Philippines which have found that 

nearly 21% of adolescents aged 18–24 years old (Osorio et al., 2015), 27.7% of adolescents 

aged 15–24 years old (De Jose, 2013), and 28.7% of female adolescents aged 15–24 years 

old (DRDF & UPPI, 2014) have experienced sexual intercourse. The present study was of 

senior high school students who were younger on average than participants in those other 

studies and younger people are less likely to have experienced sexual intercourse. It is also 

possible that the participants were not truthful in their responses. In the Philippines, there 

are negative perceptions about women having premarital sex (Gipson et al., 2012), so 

participants may have answered according to social desire rather than their actual 

experiences. Therefore, it will be necessary for the researcher to ensure the confidence of 

the participants and to establish a research environment which strictly protects the privacy 
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of participants. Furthermore, this study was conducted in an area where the Korea 

International Cooperation Agency and local non-governmental organizations promote 

youth sexual health, which may have made these adolescents less likely to have 

experienced sexual intercourse.  

Almost 70% of participants received sexual education. The target schools in this study 

offer students regular health education, which includes sexual education (Global Together, 

2019). Since 1970, when information about STDs was included in the science curriculum, 

most schools in the Philippines have included sexual education in their curricula (Cabreros, 

2012). Nevertheless, 30% of participants in current study reported that they did not receive 

sexual education at school. This result is likely a product of the fact that these participants 

did not recognize that they had actually received sexual education. A study of sexual 

education in the Philippines reported that students’ engaged in safe sex practices on a 

limited basis because sexual education was primarily focused on teaching about the 

physiological changes which occur during puberty (Cabreros, 2012). Thus, the content of 

sexual education curricula must change to meet student needs.  

In the present study, the majority of participants reported that their main source of 

sexual information was the internet. This finding was similar to the findings of a study by 

Tanaka, Llave, Yamashita, and Matsuo (2015) which reported that most students obtain 

information about STDs from the internet. The internet is adolescents’ primary resource for 

information. Internet-based educational strategies have been shown to reduce adolescents’ 

risky sexual behaviors and to strengthen their sexual health knowledge (Doubova, Infante-
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Castaneda, & Perez-Cuevas, 2016; Tanaka et al., 2015). Many studies have demonstrated 

the effectiveness and benefits of internet-based sexual education for adolescents (Halpern, 

Mitchell, Farhat, & Bardsley, 2008; Marsch et al., 2011; Widman, Golin, Kamke, Massey, 

& Prinstein, 2017). Internet-based sexual education program can be effective for promoting 

reproductive health in female adolescents in the Philippines. 

The average reproductive health promoting behaviors score was 3.28 out of 4, which 

is slightly higher than the scores found by previous studies which used the same instrument 

to study young adult females (Ji et al., 2016) and female college students in South Korea 

(B. Kim & Sung, 2017). Most reproductive health studies in developing countries have 

focused on sexual experience or pregnancy instead of integrated reproductive health, which 

makes it difficult to compare accurately with this study. However, the study population of 

the current study was limited to high school-attending students only. Approximately 72% 

of female adolescents in the Philippines are enrolled in secondary school but 4.8% drop out 

(World Bank, 2019; Patricia, 2019). The teenage pregnancy rate in Palawan was around 

30% in 2014 which was higher than national average (Global Together, 2019), so the results 

of this study did not represent the many female adolescents who withdraw from school due 

to pregnancy or economic factors. These populations may have lower rates of reproductive 

health promoting behaviors such that the rates found in this study were higher than they are 

in the total population.  

The participants’ level of reproductive health knowledge was remarkably low with an 

average score of 34.85 out of 100. This finding is similar with most other studies of female 
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adolescents in developing countries. A study of pregnant adolescents in Guyana reported 

that respondents had poor sexual and reproductive health knowledge (Rose et al., 2016). 

Anyanwu and Fulton (2017) and Rajapaksa-Hewageegana, Piercy, Salway, and Samarage 

(2015) also found that adolescents in developing countries had low levels of reproductive 

health knowledge. In comparison, a study of American adolescents using the same scale 

reported an average reproductive health knowledge score of 55 out of 100 (Somers & 

Paulson, 2000). This differential indicates that adolescents have higher levels of 

reproductive health knowledge than those in developing countries. Moreover, most studies 

of reproductive health in adolescents in developing countries measured reproductive health 

knowledge by asking simple, broad yes-or-no questions, such as whether they knew STDs 

symptoms or contraceptive methods (Wouhabe, 2007). This kind of questions is 

inappropriate for measuring the level of reproductive health knowledge in adolescents. 

More detailed knowledge measurement tools, such multiple choice questions, should be 

used to identify low areas or reproductive health knowledge and to be able to develop more 

target educational interventions. 

In present study, the average score of reproductive health behaviors attitude was 4.21 

out of 5. This finding was similar to American study of female students which used the 

original instrument, which also used in this study (Bryan, Fisher, & Fisher, 2002) and 

another study among adolescent aged 15-24 years in the Philippines using a similar scale 

(De Jose, 2013). Studies of high school students aged 17–19 years old in Croatia, Bosnia 

and Herzegovina (Puharic, Borovac, & Petrov, 2015) and of early adolescent in China 
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(Hong, Fongkaew, Senaratana, & Tonmukayakul, 2010) which used a similar scale 

reported lower scores for reproductive health attitude than those found in the present study. 

These other studies did not use the same tools used in this study, so their results cannot be 

directly compared. However, these findings collectively suggest that culture may influence 

reproductive health behaviors attitude. 

The average social norm score was 4.26 out of 5, higher than the average social norm 

score reported in a previous study of American female students using the same instrument 

(Bryan et al., 2002). No other study has been conducted on social norm about reproductive 

health promoting behaviors in the Philippines. However, this study’s findings make sense 

in the context of the good relationships that adolescents in the Philippines have with their 

parents and the family-centered culture of the Philippines (Alampay & Jocson, 2011). 

Adolescents have high levels of family support for engaging in reproductive health 

behaviors, which suggests that nursing intervention could be provided for family members.  

The attitude toward gender role score was 2.41 out of 4. Higher scores indicate less 

traditional attitude toward gender role. Studies on American female students (Ward & 

Friedman, 2006) and Guatemalan college students (Gibbons, Wilson, & Rufener, 2006) 

which used the same scale reported higher scores than the current study. Filipino women 

generally fill traditional gender roles at home despite than would be expected according to 

global averages given their education level and level of political participation (Alampay & 

Jocson, 2011; Enrile & Agbayani, 2007). The concept of gender role in the Philippines is 

different from that in the West, so tools for measuring attitude toward gender role that 
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account for the culture in the Philippines should be developed.  

The average reproductive health self-efficacy score in this study was 3.08 out of 4, 

which was higher than those average scores of studies on adolescents aged 15–19 in 

Swaziland (Sacolo et al., 2013) and adolescents aged 18–24 in South Korea (E. Cha, Kim, 

& Patrick, 2008) which used similar scales. The difference may be due to the fact that this 

target population reported lower levels of having sexual intercourse than those in the other 

studies.  

 

2. Structural Equation Model of Reproductive Health Promoting 

Behaviors of Female Adolescents in the Philippines 

The IMB model (J. Fisher & Fisher, 1992; W. Fisher & Fisher, 1998) demonstrated 

that reproductive health promoting behaviors are influenced by information, motivation, 

and behavioral skills. A review of the literature also revealed that attitude toward gender 

role indirectly influences reproductive health promoting behaviors. In this study, a 

hypothetical model was modified to ensure goodness-of-fit. In the final model, 

reproductive health knowledge, reproductive health behaviors attitude, social norm and 

reproductive health self-efficacy explained 27% of the reproductive health promoting 

behaviors. Most model fit test indicators, including absolute fit and incremental fit, satisfied 

goodness-of-fit requirements.  

In the current study, reproductive health self-efficacy was the most influential factor 

in reproductive health promoting behaviors (β = 0.312). This result was consistent with the 
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IMB model which predicts that behavioral skills, in the form of self-efficacy in this study, 

affects reproductive health promoting behaviors (J. Fisher & Fisher, 1992; W. Fisher & 

Fisher, 1998). This result is also consistent with the results of other studies which found 

higher self-efficacy was associated with higher reproductive health promoting behaviors 

such as condom use (Liu et al., 2014; Sayles et al., 2006; Wang et al., 2018). Self-efficacy 

influences people’s behavior (Strecher et al., 1986), so strengthening self-efficacy should 

be used as an intervention to promote reproductive health behaviors among female 

adolescents.  

In this study, reproductive health behaviors attitude, a personal motivation factor, had 

a strong influence on reproductive health promoting behaviors (β = 0.312). This finding is 

similar to the results of previous studies which report that higher reproductive health 

behaviors attitude affects higher reproductive health promoting behaviors (W. Fisher et al., 

1999; Y. H. Kim & Son, 2010; Sung & Joo, 2011). In addition, in the present study, 

reproductive health behaviors attitude indirectly effected reproductive health promoting 

behaviors by medicating self-efficacy. This result was consistent with the IMB model, 

which predicts that personal motivation affects health promoting behaviors (J. Fisher & 

Fisher, 1992; W. Fisher & Fisher, 1998).  

Social norm, a social motivation factor, indirectly affected reproductive health 

promoting behaviors in the present study. This finding support the findings of other studies 

which used the IMB model (Bryan et al., 2002; Cai et al., 2013; Liu et al., 2014; Walsh, 

Senn, Scott-Sheldon, Vanable, & Carey, 2011). However, in the present study, social norm 
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did not directly affect reproductive health promoting behaviors. Similar results were 

reported by Liu et al. (2014) who found social norm only affected behaviors indirectly. The 

current results were different from other studies based on the IMB model which reported 

social norm directly affects reproductive health promoting behaviors (Cai et al., 2013; Van 

Huy, P Dunne, & Debattista, 2016; Wang et al., 2018). A study by Rijsdijk et al. (2012) 

reported that social norm directly influences delaying sexual intercourse and condom use. 

The difference may be a product of the ceiling effect of social norm in this study. The 

average social norm score in this study was likely higher than in other studies because of 

the family-centered Filipino culture. Therefore, interventions based around family support, 

such as including family members in interventions, should be used to improve adolescent 

reproductive health in the Philippines. 

Reproductive health knowledge was also found to significantly influence reproductive 

health promoting behaviors (β = 0.138). Similarly, Munakampe, Zulu, and Michelo (2018) 

revealed that low reproductive health knowledge caused significantly less access to 

contraceptive services for adolescents in lower middle-income countries. The current 

study’s results were also consistent with those of another study which reported higher 

knowledge regarding condom was associated with decrease STDs risk (Anyanwu & Fulton, 

2017). School-based sexual education is an essential part of increasing adolescents’ 

reproductive health knowledge. Sexual education prevents risky sexual behaviors such as 

unplanned pregnancy and STDs, and promotes genital health (Fonner, Armstrong, Kennedy, 

O'Reilly, & Sweat, 2014; Grose et al., 2014). Although school-based sexual education has 
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been mandatory in the Philippines since 2012, it still faces opposition on religious grounds. 

Moreover, biology teachers usually provide sexual education focused on physical 

development (Cabreros, 2012). The quality of sexual education greatly depends on the 

quality of the teacher, so standardized sexual education guides or online sexual education 

programs should be developed to ensure that students receive a standard level of 

reproductive health knowledge. 

Attitude toward gender role was not a significant factor influencing reproductive 

health promoting behaviors in the current study, but the indirect effect to reproductive 

health promoting behaviors was slightly not significant (p=.060). Attitude toward gender 

role affected reproductive health knowledge. This finding is consistent with the findings of 

another study which reported that attitude toward gender role influenced the level of 

reproductive health knowledge (Curtin et al., 2011; Grose et al., 2014). Attitude towards 

gender role dictates the standards of men or women’s behaviors in social contexts (Tolman, 

2006). Therefore, sexual education to improve reproductive health knowledge should be 

conducted in consideration of gender ideology. However, current sexual education 

curricula are limited to traditional gender roles. Even in the United States, sexual education 

curricula are focused on prevention of premarital sex and abstinence which may reinforce 

traditional gender roles regarding sexual power and relationships (Grose et al., 2014). 

Therefore, comprehensive sexual education needs to contribute to an equal gender role 

attitude.  

School nurses provide health education, offer counselling, and monitor students’ 
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reproductive health (Brewin, Koren, Morgan, Shipley, & Hardy, 2014). In South Korea, a 

law requiring that schools have nurses was passed in 1953 and school nurses became health 

teachers in 1961. Only within 10% of nursing students from each nursing school are able 

to obtain school nurses qualification with completing their teaching credits to produce 

qualified school nurses (H. S. Kim, 2012). Approximately 70% of schools in large cities 

have at least one school nurse while several schools in smaller cities and towns may share 

a single nurse (H. S. Kim, 2012). In the United States, school nurses must have a registered 

nurses’ license, a bachelor’s degree, and more than 1,000 hours of clinical experience. 

School with 250–500 students must have at least one school nurse (Brewin et al., 2014). In 

the Philippines, only schools with more than 2,000 students must have a school nurse 

(Department of Education [DOE], 1996). The school nurse-to-student ratio in the 

Philippines is 1:5,537 (Jamorabo-Ruiz & Guiking, 2013), which is insufficient for the 

nurses to effectively promote students’ health. Furthermore, the starting pay for school 

nurses is relatively low, making it difficult to recruit qualified school nurses. The target 

schools in this study had less than 2,000 students, so they did not have school nurses like 

most schools in the Philippines do. School nurses should be assigned to schools with less 

than 2,000 students to improve the health outcomes for those students. In addition to 

increasing the number of school nurses and strengthening the school nurse qualification, 

national policies should be enacted to increase their minimum qualifications and pay to 

improve the quality of services they offer.  

To promote reproductive health behaviors among female adolescents in the 
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Philippines, development of a standardized sexual education manual, internet-based online 

sexual education, sexual education by qualified school nurses, sexual education in 

consideration of equal gender role and family participation are needed. This study presents 

evidence to further our understanding of reproductive health behaviors among female 

adolescents in the Philippines, and may facilitate the development of reproductive health 

interventions among this group.  

 

3. Limitations  

Although this study presents a unique perspective on female adolescents in the 

Philippines, it had some limitations. 

First, it used a convenience sampling method. Participants were only recruited at two 

schools. The sample in this study was composed of females attending senior high schools, 

so it did not represent the whole population of female adolescents in the Philippines. 

Therefore, this study’s results should be interpreted with caution. Further study of both 

female students and non-students may yield more meaningful results and it should use a 

random sampling method. 

Second, social desirability bias may have affected the participants’ responses. This 

type of response bias was likely to have arisen in this study because of the sensitive nature 

of reproductive health research, especially regarding sexual experience and reproductive 

health behaviors, so participants may not have responded honestly to avoid discomfort. 

Further studies should establish a research environment which strongly protects the privacy.  
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Third, the instruments used in this study were modified by content validity to suit the 

cultural context of the Philippines. One question about genital hygiene, which was part of 

the sub-scale measuring reproductive health promoting behaviors, remained after content 

validity. Thus, internal consistency is limited. In addition, reverse-coded questions were 

excluded from the analysis due to the low internal consistency of the instrument concerning 

attitude toward gender role. Future studies should develop tools appropriate to the culture 

of the Philippines. 

 

4. Significance   

This study had implications for nursing theory, policy, practice, and research.  

 

4.1. Nursing Theory  

This is the first study to investigate reproductive health promoting behaviors among 

female adolescents in the Philippines based on the IMB model (J. Fisher & Fisher, 1992; 

W. Fisher & Fisher, 1998). The findings of this study demonstrate that the IMB model is 

useful to explain reproductive health promoting behaviors among female adolescents in the 

Philippines. It has expanded theoretical evidence and knowledge by applying the IMB 

model in various cultures. 

 

4.2. Nursing Policy  

Adolescent awareness of the importance of reproductive health has increased since the 
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passage of the Responsible Parenthood and Reproductive Health Act of 2012. However, 

the school-based health education system currently fails to reflect reality. School nurses are 

the key to promote students’ reproductive health but they are only employed by a relatively 

small number of schools. The results of this study will contribute to establishing strategies 

for reproductive health intervention.  

 

4.3. Nursing Practice 

This study identified factors influencing reproductive health promoting behaviors 

among female adolescents in the Philippines and demonstrates the importance of 

reproductive health knowledge, reproductive health behaviors attitude, social norm, 

attitude toward gender role, and reproductive health self-efficacy. The findings of this study 

can be used as a guide for how to develop reproductive health intervention programs 

content. Furthermore, the increase in the number of health-related projects conducted as 

part of Official Development Assistance (ODA) have generated more opportunities for 

nurses to improve health outcomes in developing countries and to achieve Sustainable 

Development Goals (SDGs). This study will contribute to expanding the scope of nursing 

not only national level but also international level.          

 

4.4. Nursing Research 

Most studies on female adolescent reproductive health promoting behaviors in the 

Philippines have focused on second data analysis, but this study analyzed empirical data. 



91 

 

It is important to establish a structural equation model of reproductive health promoting 

behaviors based on the study results. Moreover, this study identified integrated 

reproductive health behaviors, while related studies in developing countries primarily 

focused on individual factors, such as sexual experience or pregnancy. Future studies 

should develop and evaluate appropriate sexual education programs to promote 

reproductive health behaviors of female adolescents in the Philippines based on the finding 

of this study.  
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VII. CONCLUSION AND SUGGESTIONS 

 

1. Conclusion  

This study was conducted to understand reproductive health promoting behaviors of 

female adolescents in the Philippines and to identify factors influencing reproductive health 

promoting behaviors by a structural equation model based on the IMB model.  

The final model of reproductive health promoting behaviors of female adolescents in 

the Philippines included reproductive health knowledge, reproductive health behaviors 

attitude, social norm, attitude toward gender role, and reproductive health self-efficacy. 

Reproductive health knowledge, reproductive health behaviors attitude, and reproductive 

health self-efficacy directly and social norm indirectly affected reproductive health 

promoting behaviors. Attitude toward gender role indirectly unaffected reproductive health 

promoting behaviors, but it affected reproductive health knowledge.  

Reproductive health self-efficacy and reproductive health behaviors attitude had the 

greatest influence on reproductive health promoting behaviors among female adolescents 

in the Philippines. Thus, more practical sexual education, including communication skill 

and contraceptive use, is the best ways to increase reproductive health self-efficacy. It is 

also important to establish partnerships between school and family to ensure effective 

reproductive health interventions for female adolescents in the Philippines.  
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2. Suggestions 

The following suggestions are recommended for further study. 

First, this study was conducted in Palawan, the Philippines. The Philippines consists 

of over 7,000 islands which have different geographical characteristics. Further studies 

should be conducted at the national level to increase the representativeness of the results.    

Second, a standardized sexual education manual and internet based online sexual 

education should be developed to increase female adolescents’ reproductive health 

knowledge. Furthermore, there should be follow-up evaluation using accurate tools to 

determine how effective such education is. 

Third, attitude toward gender role differ by social and cultural context. An instrument 

developed specifically for measuring attitude toward gender role in the Philippines should 

be developed to more accurately measure attitude toward gender role.  

Fourth, this study mostly examined individual factors. Further studies should be 

conducted on community level variables, such as community awareness.  
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APPENDICE 

Appendix 1. Main variables by general characteristics  

Table 1. Reproductive health promoting behaviors by general characteristics   (N=227) 

Variables Categories 

Reproductive health promoting 

behaviors 

Mean ±SD t/F (p) 

Age 16-17 3.32 ±0.62 0.61 (.547) 

18-19 3.22 ±0.65 

20-21 3.19 ±0.77 

Grade Grade 11 3.24 ±0.66 -0.95 (.343) 

Grade 12 3.32 ±0.61 

Residence Urban 3.26 ±0.60 0.66 (.513) 

Rural 3.34 ±0.64 

Religion Catholicism 3.30 ±0.61 0.78 (.541) 

Christianity 3.28 ±0.69 

Church of Crist 3.16 ±0.69 

Islam 3.50 ±0.14 

Others 3.04 ±0.63 

Income Under php 5000 (very low) 3.26 ±0.64 1.21 (.308) 

php 5001-10000 (low) 3.39 ±0.65  

php 10001-15000 (moderate) 3.23 ±0.65 

php 15001-20000 (high) 3.31 ±0.51 

Over php 20001 (very high) 2.99 ±0.70 

Mother's educational 

level 

None 3.71 ±0.14  0.82 (.484) 

Elementary 3.29 ±0.58 

High school 3.23 ±0.67 

Above college or university 3.33 ±0.59 

Father's educational 

level 

None 3.87 ±0.00 1.84 (.142) 

Elementary 3.12 ±0.71 

High school 3.26 ±0.65  

Above college or university 3.38 ±0.54 
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Relationship with 

parents 

Very poor 2.73 ±0.00 0.71 (.548) 

Poor 3.15 ±0.34 

Good 3.25 ±0.66 

Very good 3.33 ±0.62 

Mother's authority in 

family 

Very poor 3.04 ±0.49 0.38 (.770) 

Poor 3.15 ±0.58 

Good 3.30 ±0.62 

Very good 3.27 ±0.66 

Number of siblings None 3.12 ±0.68 0.50 (.686) 

One or two 3.26 ±0.68 

Three or four 3.34 ±0.61 

Above five 3.24 ±0.63 

Experience of sexual 

intercourse 
Yes 3.23 ±0.76 -0.33 (.739) 

No 3.28 ±0.63 

Experience of sexual 

education in school 
Yes 3.28 ±0.62 0.03 (.859) 

No 3.26 ±0.68 
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Table 2. Reproductive health self-efficacy by general characteristics   (N=227) 

Variables Categories 

Reproductive health      

self-efficacy 

Mean ±SD t/F (p) 

Age 16-17 3.11 ±0.64 0.43 (.653) 

18-19 3.04 ±0.56 

20-21 3.04 ±0.63 

Grade Grade 11 3.08 ±0.65 0.03 (.978) 

Grade 12 3.08 ±0.57 

Residence Urban 3.03 ±0.53 -0.55 (.587) 

Rural 3.09 ±0.62 

Religion Catholicism 3.11 ±0.60 1.88 (.115) 

Christianity 2.92 ±0.67 

Church of Crist 2.99 ±0.43  

Islam 3.14 ±0.38 

Others 3.40 ±0.58 

Income Under php 5000 (very low) 3.07 ±0.59 0.13 (.970) 

php 5001-10000 (low) 3.07 ±0.67 

php 10001-15000 (moderate) 3.06 ±0.65 

php 15001-20000 (high) 3.14 ±0.56 

Over php 20001 (very high) 3.16 ±0.48 

Mother's educational 

level 

None 3.05 ±0.22 0.91 (.438) 

Elementary 3.02 ±0.63 

High school 3.04 ±0.63 

Above college or university 3.18 ±0.60 

Father's educational 

level 

None 2.86 ±0.00 0.06 (.981) 

Elementary 3.07 ±0.57 

High school 3.09 ±0.57 

Above college or university 3.09 ±0.69 

Relationship with 

parents 

Very poor 3.14 ±0.00 0.46 (.712) 

Poor 2.99 ±0.42 

Good 3.05 ±0.66 

Very good 3.14 ±0.56 

Mother's authority in 

family 

Very poor 3.05 ±0.89 1.20 (.312) 

Poor 2.79 ±0.40 

Good 3.05 ±0.63 
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Very good 3.14 ±0.59 

Number of siblings None 2.72 ±0.40 1.86 (.137) 

One or two 3.10 ±0.74 

Three or four 3.18 ±0.61 

Above five 3.00 ±0.51 

Experience of sexual 

intercourse 
Yes 3.05 ±0.52 -0.20 (.844) 

No 3.09 ±0.62 

Experience of sexual 

education in school 
Yes 3.09 ±0.64 0.16 (.686) 

No 3.06 ±0.54 
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Table 3. Information, motivation and attitude toward gender role by general characteristics      (N=227) 

Variables Categories 

Information Motivation 
Attitude toward  

gender Role Reproductive health 

Knowledge 

Reproductive health 

behaviors attitude 
Social norm 

Mean ±SD t/F (p) Mean ±SD t/F (p) Mean ±SD t/F (p) Mean ±SD t/F (p) 

Age 16-17 4.69 ±1.55 1.38 

(.253) 
4.26 ±0.55 1.39 

(.251) 
4.33 ±0.57 1.42 

(.245) 
2.38 ±0.57 0.24 

(.786) 18-19 4.33 ±1.73 4.17 ±0.53 4.19 ±0.63 2.44 ±0.56 

20-21 4.86 ±1.95 3.99 ±0.81 4.24 ±0.69 2.43 ±0.53 

Grade Grade 11 4.23 ±1.45 -2.67 

(.008)* 

4.19 ±0.60 -0.57 

(.573) 

4.26 ±0.63 -0.07 

(.942) 

2.37 ±0.55 -1.05 

(.295) Grade 12 4.81 ±1.78 4.23 ±0.50 4.27 ±0.58 2.44 ±0.57 

Residence Urban 4.44 ±1.61 1.72 

(.086) 

4.23 ±0.56 -1.32 

(.188) 

4.27 ±0.62 -0.49 

(.623) 

2.44±0.58 -2.13 

(.037)* Rural 4.95 ±1.79 4.10 ±0.47 4.22 ±0.52 2.25±0.46 

Religion Catholicism 4.49 ±1.64 2.88 

(.023)* 

 

4.20 ±0.54 .21 

(.933) 

4.25 ±0.61 0.55 

(.699) 

2.39 ±0.58 0.35 

(.842) Christianity 5.02 ±1.53 4.25 ±0.59 4.30 ±0.63 2.43 ±0.57 

Church of Crist 3.58 ±1.78 4.16 ±0.51 4.15 ±0.49 2.30 ±0.55 

Islam 5.67 ±0.58 4.20 ±0.00 4.00 ±0.33 2.57 ±0.38 

Others 3.92 ±1.71 4.31 ±0.66 4.44 ±0.63 2.53 ±0.43 

Income Very low a 4.01 ±1.62 3.74 

(.006)* 

a<c 

4.11 ±0.53 1.61 

(.173) 

4.20 ±0.63 0.55 

(.703) 

2.42 ±0.60 1.75 

(.139) Low b 4.64 ±1.58 4.19 ±0.54 4.29 ±0.52 2.26 ±0.48 

Moderate c 4.87 ±1.65 4.30 ±0.61 4.27 ±0.71 2.55 ±0.61 

High d 4.96 ±1.56 4.37 ±0.43 4.34 ±0.59 2.38 ±0.51  

Very high e 5.14 ±1.66 4.27 ±0.69 4.39 ±0.12 2.47 ±0.47 

Mother's 

educational level 
None a 3.67 ±1.53 2.56 

(.056) 

4.07 ±0.41 4.84 

(.003)* 

b,c<d 

3.83 ±1.20 4.39 

(.005)* 

c<d 

2.38 ±0.95 2.45 

(.064) Elementary b 4.23 ±1.59 4.03 ±0.36 4.10 ±0.54 2.24 ±0.53 

High school c 4.38 ±1.67 4.15 ±0.60 4.20 ±0.62 2.37 ±0.54 

Above college or 

university d 

4.96 ±1.59 4.41 ±0.48 4.46 ±0.53 2.54 ±0.58 
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Father's 

educational level 
None 4.00 ±0.00 1.02 

(.387) 

4.53 ±0.00 1.76 

(.155) 

4.83 ±0.00 0.33 

(.805) 

3.43 ±0.00 2.13 

(.097) Elementary 4.57 ±1.85 4.06 ±0.56 4.25 ±0.60 2.50 ±0.56 

High school 4.35 ±1.58 4.28 ±0.53 4.25 ±0.63 2.34 ±0.52 

Above college or 

university 

4.77 ±1.63 4.20 ±0.56 4.28 ±0.58 2.44 ±0.61 

Relationship 

with parents 
Very poor 3.00 ±0.00 3.19 

(.025)* 

4.27 ±0.00 1.91 

(.129) 

4.00 ±0.00 0.42 

(.737) 

2.71 ±0.00 0.30 

(.825) Poor 5.91 ±2.02 4.11 ±0.46 4.11 ±0.65 2.47 ±0.60 

Good 4.40 ±1.61 4.14 ±0.61 4.25 ±0.63 2.38 ±0.56 

Very good 4.56 ±1.60 4.32 ±0.46 4.30 ±0.58 2.43 ±0.58 

Mother's 

authority in 

family 

Very poor 4.00 ±1.15 0.64 

(.593) 

4.07 ±0.45 3.05 

(.029)* 

4.29 ±0.58 1.91 

(.129) 

2.68 ±0.18 1.95 

(.123) Poor 4.50 ±2.17 3.86 ±0.20 3.93 ±0.49 2.14 ±0.69 

Good 4.69 ±1.70 4.14 ±0.63 4.21 ±0.67 2.34 ±0.51 

Very good 4.41 ±1.58 4.30 ±0.48 4.34 ±0.55 2.47 ±0.59 

Number of 

siblings 
None  4.17 ±1.72 2.64 

(.050) 

3.93 ±0.58 1.76 

(.156) 

4.19 ±0.52 2.46 

(.064) 

2.21 ±0.34 0.57 

(.633) One or two 4.67 ±1.52 4.26 ±0.61 4.26 ±0.70 2.41 ±0.63 

Three or four  4.84 ±1.59 4.28 ±0.56  4.39 ±0.50 2.46 ±0.59 

Above five  4.17 ±1.73 4.13 ±0.49 4.14 ±0.63 2.37 ±0.50 

Experience of 

sexual 

intercourse 

Yes 4.88 ±2.00 0.87 

(.385) 

4.10 ±0.62 -0.83 

(.405) 

4.29 ±0.53 0.19 

(.848) 

2.50 ±0.73 .68 

(.500) No 4.50 ±1.62 4.22 ±0.55 4.26 ±0.61 2.40 ±0.55 

Experience of 

sexual education 

in school 

Yes 4.65 ±1.61 1.67 

(.096) 

4.30 ±0.53 2.91 

(.004)* 

4.32 ±0.61 2.08 

(.039)* 

2.45 ±0.58 1.68 

(.094) No 4.25 ±1.72 4.05 ±0.54 4.14 ±0.57 2.31 ±0.51 

* p<0.05, **p<.001 

Note: post-test used by Tukey method 
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Appendix2. IRB approve 
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Appendix 3. Informed Consent for female adolescents 

 



133 

 

 



134 

 

 



135 

 

 



136 

 

Appendix 4. Informed Consent for parents  
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Appendix 5. Survey Questionnaires 

 

 

No.     

 

 

 
Survey Questionnaire 

Mga katanungan sa Pananaliksik 
 
 

 
The Prediction Model of Reproductive Health Promoting Behaviors among 

female adolescents in the Philippines  

Pagtataguyod ng magandang pag uugali para sa reproduktibong 

kalusugan ng mga kabataang babae sa Pilipinas 
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I. Socio-demographics/ Socio-demograpiko 

Please write down the right answer in bracket. / Mangyaring isulat ang tamang sagot sa bracket 

1. What grade are you in? / Nasa anong antas ka na? (     ) 

a. 11 grade/ Ika-labing -isa 

b. 12 grade/ Ika-labing dalawa 

2. What year were you born? / Anong taon ka pinanganak? _____________________ 

3. What is your religion?/ Ano ang iyong relihiyon? (     ) 

a. Catholicism/ Katoliko 

b. Christianity/ Kristyano 

c. Iglesia ni Cristo 

d. Islam 

e. No religion/ walang relihiyon 

f. Others (please specify)/ iba pa (pakitukoy): ______________________________ 

4. Total amount of earnings of your family in one month/ Kabuuang halaga ng kita ng pamilya sa isang 

buwan (     ) 

a. Under Php 5,000 / mas mababa pa sa Php 5000 

b. Php 5,001-10,000 

c. Php 10,001-15,000 

d. Php 15,001-20,000 

e. Over Php 20,001/ mas mataas pa sa Php 20,001 

5. What is your mother’s highest level of education? / Ano ang pinakamataas na antas ng edukasyon ng 

iyong ina? (     ) 

a. None/ hindi nakapag-aral 

b. Elementary school/ elementaryo Elementarya 

c. High school 

d. Above college or university/ Kolehiyo o unibersidad 

6. What is your father’s highest level of education? / Ano ang pinakamataas na antas ng edukasyon ng iyong 

ama? (     ) 

a. None/ hindi nakapag-aral 

b. Elementary school/ elementaryo Elementarya 

c. High school 

d. Above college or university/ Kolehiyo o unibersidad 
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7. How is the relationship between you and your parents?/ Paano ang relasyon mo sa iyong mga magulang? 

(     ) 

a. Very poor/ masyadong mahirap 

b. poor/ mahirap 

c. good/ mabuti 

d. very good/ napakabuti 

8. How is your mother’s authority in your family? / Paano ang awtoridad ng iyong ina sa pamilya? (     ) 

a. Very poor/ napakahina 

b. poor/ mahina 

c. good/ mahusay 

d. very good/ napakahusay 

9. Have you ever had a sexual intercourse with someone?/ Nakaranas ka na ba na makipagtalik sa isang tao? 

(     ) 

a. Yes/ Oo (if yes, please describe your age of first sexual intercourse/ Kung oo, ilang taon ka ng unang 

nakipagtalik _________________________) 

b. No/ Hindi 

10. How many siblings do you have? / Ilan ang iyong mga kapatid? (     ) 

a. None/ wala akong kapatid 

b. one or two/ isa o dalawa 

c. three or four/ tatlo o apat 

d. above five/ mahigit lima  

11. Have you ever received sexual education in school? / Nakatanggap ka ba ng sekswal na edukasyon sa 

paaralan? (     ) 

a. Yes/ Oo 

b. No/ hindi 

12. If you did receive sexual information, from where did you get it? Please check all resources you get it. / 

Kung nakatanggap ka ng inpormasyon ukol sa pagtatalik, saan ito nanggaling? Suriin ang lahat na 

naaangkop. (     ) 

a. Parents/ sa aking magulang 

b. Friends/ sa mga kaibigan 

c. Through a book/ sa mga aklat 

d. Through the internet/ sa internet 

e. Others/ iba pa (if others, please describe the detail / mangyaring ilarawan and detalye 

____________________________________) 
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II. Reproductive Health Promoting Behaviors/ Reproduktibong Pangkalusugang 

Pagtataguyod ng Pag-uugali  

 

Below is the list of reproductive health practices. Please read each statement and respond by indicating your 

degree or use of these practices. Please rate yourself by circling the number that most closely indicates you. 

/ Ang mga sumusunod ay mga gawi sa reproduktibong pangkalusugang na nakasulat sa ibaba Pakibasa ang 

bawat pahayag at tumugon sa pamamagitan ng pagpapahiwatig ng iyong antas o pag –gamit ng mga gawi. 

Bilugan ang angkop na kasagutan na ayon sa iyong sarili  

 

Contents/ Nilalaman 

Never/ 

Hindi 

Kailanm

an 

Occasional

ly/ Minsan 

Most 

time/ 

Madalas 

Always/ 

Palagi 

1 If I have sexual intercourse, I will use a condom 

to prevent HIV/AIDS or sexually transmitted 

disease. / Ako ay gagamit ng kondom para 

maiwasana ang HIV/AIDS o kaya nakakahawang 

sakit kung makikipagtalik. 

1 2 3 4 

2 Even if I spoil the mood, I will seek the condom 

before having sexual intercourse. / Kahit na 

masisira ang gana, maghahanap pa rin ako ng 

kondom bago makipagtalik. 

1 2 3 4 

3 I will start sexual intercourse wearing a condom 

from the beginning. / Gagamit ako ng kondom sa 

simula pa lang ng pakikipagtalik. 
1 2 3 4 

4 I’ll always use contraception during sexual 

intercourse before marriage. / Ako ay laging 

gumagamit ng pangontra sa pagbubuntis habang 

nakikipag-talik kahit bago pa ikasal. 

1 2 3 4 

5 If I have sexual intercourse, I must be familiar 

with contraceptive methods. / Kung makipagtalik, 

kailangan kong maging pamilyar sa mga 

pamamaraan ng pangontra sa pagbubuntis. 

1 2 3 4 

6 When I vouch for the responsibility in sexual 

intercourse, I can have sexual intercourse. / Kung 

ako ay may responsibilidad sa pakikipagtalik, ay 

nagagawa kong makipagtalik. 

1 2 3 4 

7 Before having sexual intercourse, I will always 

think of its consequences (sexually transmitted 

diseases or pregnancies). / Bago makipagtalik, 

palagi kong iniisip ang mga kahihinatnan ng 

(pagkahawa sa sakit sa pakikipagtalik o kaya 

pagbubuntis). 

1 2 3 4 
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Contents/ Nilalaman 

Never/ 

Hindi 

Kailanm

an 

Occasion

ally/ 

Minsan 

Most 

time/ 

Madalas 

Always/ 

Palagi 

8 If I have symptoms such as menstrual irregularity 

(several times a month or once in several months, the 

bleeding mount is too much or too less), 

premenstrual syndrome symptoms (severe abdominal 

pain, depression or anxiety), I'll visit a 

medical/health center. / Kung meron akong sintomas 

sa hindi regular na pagregla(ilang beses sa isang 

buwan o kaya isang beses sa ilang buwan, marami o 

kaunting lumabas na dugo), mga sintomas bago 

magregla(sobrang sakit ng puson, depresyon o pag-

aalala), bibisita ako sa ospital/Sentrong pang-

kalusugan. 

1 2 3 4 

9 If I have symptoms such as itching, tingling or pain 

in my genitals, I will go to a medical/health center 

immediately. / Kung mayroon akong sintomas na 

pangangati, kirot o sakit sa aking ari, ay nagpupunta 

ako kaagad sa ospital/Sentrong pang-kalusugan. 

1 2 3 4 

10 If I experience an extremely heavy menstrual period 

to a point where I feel dizzy, I will visit a 

medical/health center immediately. / Kung 

nararanasan ko ang grabeng pagdurugo na kung saan 

ay nararamdaman ko ang pagkahilo ay bibisita ako 

sa ospital/Sentrong pang-kalusugan. 

1 2 3 4 

11 I will go to a medical/health center immediately if 

my groin have swollen and pained. / Bumibisita ako 

sa ospital/Sentrong pang-kalusugan. kapag may 

namamaga at masakit sa aking katawan. 

1 2 3 4 

12 I will avoid having sexual intercourse while I have 

blisters on the mouth or genital. / Iiwasan kong 

makipagtalik kapag meron akong paltos sa bibig o 

kaya sa aking ari. 

1 2 3 4 

13 If I contract a sexually transmitted disease, my 

partner must be tested and abstain from sexual 

intercourse until the causative bacteria are treated. / 

Kung magkaroon ako ng nakakahawang sakit sa 

pakikipagtalik, ang aking partner ay kailangang 

masuri at umiwas muna sa pakikipagtalik hanggang 

sa magamot ang baktirya 

1 2 3 4 

14 If an abnormal symptom is noticed on my genitals, I 

will inform my sex partner/s of the fact and avoid 

sexual contact. / Kung makita kong may abnormal na 

sintomas sa aking ari, pagsasabihan ko ang aking 

kapareha at iiwasan muna namin pansamantala ang 

magtalik. 

1 2 3 4 

15 I replace menstrual pads frequently during my 

menstrual period for hygiene. / Palagi kong 

pinapalitan ang aking napkin kapag nireregla para sa 

aking kalinisan. 

1 2 3 4 
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III. Sexual & Reproductive information (Knowledge)/ Sekswal at Reproduktibong 

Inpormasyon (Kaalaman) 

Below is a list of statement on sexual and reproductive health. Please write down the right answer in bracket. 

Do not leave blank in bracket. / Nasa ibaba ang listahan ng mga pahayag tungkol sa sekswal at reproductive 

health. Mangyaring isulat ang tamang sagot sa bracket. Huwag iwanang blangko sa bracket.  

1. What is the single most important factor in achieving pregnancy? / Ano ang pinakamahalagang salik sa 

pagbubuntis? (     ) 

a. Time of exposure in the cycle/ oras ng pagkakalantad sa cycle 

b. Female’s desire or wish to become pregnant/ pagnanais ng babae or nais na mabuntis 

c. Frequency of intercourse/ dalas ng pakikipagtalik 

d. Female’s overall state of health/ pangkalahatang estado ng kalusugan ng babae 

2. Which of the following is the most dependable (effective) method of contraception or birth control? / 

Alin sa mga sumusunod ang pinaka maaasahan (epektibong) paraan ng pagpipigil sa pagbubuntis o 

pagkontrol sa panganganak (     ) 

a. Condom (male prophylactic)/ condom (sa lalaki) 

b. Diaphragm plus jelly or cream 

c. Rhythm/ ritmo 

d. Pill/ gamot 

3. Which of the following is the poorest of least dependable method of contraception? / Alin sa mga 

sumusunod ang pinakamababa na hindi maaasahan  na paraan ng pagpipigil sa pagbubuntis (     ) 

a. Condom (male prophylactic) / condom (sa lalaki) 

b. Diaphragm 

c. Postintercourse douching 

d. Rhythm/ ritmo 

4. Fertilization (union of sperm and egg) normally occurs in which of the following anatomical location? / 

Ang fertilization (pagsasanib ng sperm at itlog) ay karaniwang nangyayari sa alinmang mga sumusunod  

na anatomical lokasyon? (     ) 

a. The uterus (womb)/ sa matris (sinapupunan) 

b. The cervix (mouth of womb)/ sa serviks(sa labi ng sinapupunan) 

c. The tube/ sa fallopian tube 

d. The vagina/ sa vagina 
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5. Following release from the ovary the human ovum (egg) is capable of being fertilized for / Kasunod ng 

paglabas mula sa obaryo, ang ovum (itlog) ay may kakayahang magbunga mula (     ) 

a. 6 to 12 hours/ 6 hanggang 12 oras 

b. 24 hours/ 24 oras 

c. 48 hours/ 48 oras  

d. 4 to 6 days/ 4 hanggang 6 na araw 

6. A good index of a female’s relative fertility (ability to achieve pregnancy) is/ Ang isang mahusay na 

index na nauugnay sa fertility ng babae (kakayahang makamit ang pagbubuntis) ay (     ) 

a. Her overall health/ kabuuang kalusugan ng babae 

b. The regularity of her periods/ regular na pagreregla 

c. The level of intensity of her sex drive/ ang antas ng intensity ng sex drive ng babae 

d. Her ability to achieve orgasm/ abilidad na makamit and orgasm 

7. The normal female most often ovulates (gives off egg)/ Ang karaniwang babae ay madalas magovulate 

(maglabas ng itlog) (     ) 

a. Two weeks before the onset of menstruation/ dalawang lingo bago magsimula ang regla  

b. Just prior to menstruation/ bago pa lang nagreregla 

c. Immediately following menstruation/ sumusunod agad sa regla 

d. At unpredictable times throughout the cycle/ sa hindi inaasahang oras ng buong ikot 

8. Menopause is a time of / Ang menopause ay panahon ng (     ) 

a. Diminished sexual drive/ Nabawasan ang init sa pagtatalik  

b. Absolute infertility/ kawalan ng kakayahang magbuntis 

c. Rapid aging/ mabilis na pagtanda 

d. Altered reproductive and menstrual functioning/ Nabago ang reproduktibo at ang paggana ng regla 

9. The rhythm method of contraception is/ Ang ritmo ng pagpipigil sa pagbubuntis ay (     ) 

a. Always effective/ laging ipektibo 

b. Avoidance of intercourse during unsafe (or fertile) time/ pag-iwas sa pakikipagtalik sa oras ng hindi 

ligtas sa pagbubuntis (o kaya ay fertile)   

c. A technique of intercourse/ isang pamamaraan ng pakikipagtalik 

d. None of the above/ Wala sa pagpipilian 

10. Pregnancy would be impossible in early adolescence when menstruation has not yet even begun or is 

not at all regularly established/ Ang pagbubuntis ay imposible kapag ang regla ay hindi pa 

nagsisimula o hindi ito regular (     ) 

a. True/ tama 

b. False/ mali 
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11. Unplanned or undesired pregnancies have a greater likelihood of miscarrying than do planned 

pregnancies. / Ang hindi planadong pagbubuntis ay malaki ang posibilidad na malaglag ang bata 

kaysa sa planadong na pagbubuntis. (     ) 

a. True/ tama 

b. False/ mali 

12. Withdrawal is an effective means of contraception (birth control). / Ang withdrawal ay isang 

epiktibong paraan ng pagpipigil sa pagbubuntis (     ) 

a. True/ tama 

b. False/ mali 

13. Sperm retain their ability to fertilize (cause pregnancy) for one to two days following ejaculation 

(release). / Ang sperm ay may kakayahang mapanatili ang kanilang kakayahag magbunga (sanhi ng 

pagbubuntis) para sa isa o dalawang araw kasunod ng ejaculation ( paglabas ) (     ) 

a. True/ tama  

b. False/ mali 

 

 

 

 

(Continued on the next page/ Itutuloy sa susunod na pahina) 
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IV. Sexual & Reproductive motivation (attitude)/ Sekswal & Reproductive motivation 

(saloobin) 

 
Below is the list of statement on your attitude in terms of reproductive health. Read each statement carefully 

and indicate how you feel about each statement. Please rate yourself by circling the number that most closely 

indicates you. / Sa ibaba ay ang listahan ng mga pahayag sa mga tuntunin ng reproduktibong kalusugan 

ayon sa iyong saloobin. Basahin mabuti ang bawat pahayag at ipahiwatig kung ano ang nararamdaman mo 

tungkol sa bawat pahayag. Bilugan ang angkop na kasagutan na ayon sa iyong sarili. 
 

Example, if your answer to a question below was “good”, your response would look like this/ Halimbawa, 

kung ang iyong sagot sa tanong sa ibaba ay “mabuti” ang sagot ay magiging ganito:  

 

ex. Getting a new car during the next month would be/ Ang pagkuha ko ng bagong kotse sa susunod na 

buwan ay magiging 

 

very bad/ 

napakasama 

bad/ 

masama 

neither bad nor 
good / 

ni masama o 
mabuti 

good/ 

mabuti 

very good/ 

napakabuti 

1 2 3 4 5 

 

 

1. Using contraceptive methods (ex. condom) to avoid unwanted pregnant during the next month would be/ 

Ang paggamit ng mga pamamaraag kontraseptibo (condom ibapa.) para maiwasan ang pagbubuntis ang 

susunod na buwan ay magiging 

    1-1) 

very bad/ 

napakasama 

bad/ 

masama 

neither bad nor 
good / 

ni masama o 

mabuti 

good/ 

mabuti 

very good/ 

napakabuti 

1 2 3 4 5 

 

1-2) 

very awful/ 

napakahirap 
awful/ mahirap  

neither awful 
nor nice/ 

ni mahirap o 

maganda  

nice/ maganda 
very nice/ 

napakaganda 

1 2 3 4 5 
 

     1-3) 

very 
unpleasant/ 

napaka-hindi 

kaaya-aya 

unpleasant/ 

hindi kaaya-
aya 

neither 

unpleasant nor 
pleasant/ ni 

hindi kaaya-

aya o kaaya-
aya 

pleasant/ 

kaaya-aya 

very pleasant/ 

napaka-kaaya-
aya 

1 2 3 4 5 
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2. Trying to persuade my partner to practice avoiding sexual transmitted disease or HIV/AIDS (for example, 

to use condoms) during the next month would be/ Ang paghikayat sa aking kapareha na gawin ang pag-

iwas sa sakit na nakukuha sa pakikipagtalik o HIV/AIDS (halimbawa ay paggamit ng condoms) ang 

susunod na buwan ay magiging 

2-1) 

very bad/ 

napakasama 

bad/ 

masama 

neither bad nor 
good / 

ni masama o 

mabuti 

good/ 

mabuti 

very good/ 

napakabuti 

1 2 3 4 5 
 

2-2) 

very awful/ 
napakahirap 

awful/  
mahirap  

neither awful 

nor nice/ 
ni mahirap o 

maganda  

nice/ maganda 
very nice/ 

napakaganda 

1 2 3 4 5 
 

     2-3) 

very 
unpleasant/ 

napaka-hindi 

kaaya-aya 

unpleasant/ 

hindi kaaya-
aya 

neither 

unpleasant nor 
pleasant/ ni 

hindi kaaya-

aya o kaaya-
aya 

pleasant/ 

kaaya-aya 

very pleasant/ 

napaka-kaaya-
aya 

1 2 3 4 5 

 

3. Having sexual responsibilities in sexual intercourse during the next month would be/ Ang pagkakaroon 

ng mga responsibilidad na seksuwal sa pakikipagtalik ang susunod na buwan ay:magiging 

3-1) 

very bad/ 

napakasama 

bad/ 

masama 

neither bad nor 
good / 

ni masama o 

mabuti 

good/ 

mabuti 

very good/ 

napakabuti 

1 2 3 4 5 
 

3-2) 

very awful/ 

napakahirap 

awful/  

mahirap  

neither awful 
nor nice/ 

ni mahirap o 

maganda  

nice/  

maganda 

very nice/ 

napakaganda 

1 2 3 4 5 
 

     3-3) 

very 

unpleasant/ 

napaka-hindi 
kaaya-aya 

unpleasant/ 
hindi kaaya-

aya 

neither 
unpleasant nor 

pleasant/ ni 

hindi kaaya-
aya o kaaya-

aya 

pleasant/ 

kaaya-aya 

very pleasant/ 
napaka-kaaya-

aya 

1 2 3 4 5 
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4. Visiting a medical center if I have severe pain or depression on menstrual period during the next month 

would be/ Ang pagbisita sa ospital kung ako ay may malubhang sakit o depresyon sa panahon ng 

pagreregla buwan ay magiging 

4-1) 

very bad/ 

napakasama 

bad/ 

masama 

neither bad nor 

good / 

ni masama o 
mabuti 

good/ 

mabuti 

very good/ 

napakabuti 

1 2 3 4 5 
 

4-2) 

very awful/ 

napakahirap 

awful/  

mahirap  

neither awful 

nor nice/ 

ni mahirap o 
maganda  

nice/  

maganda 

very nice/ 

napakaganda 

1 2 3 4 5 
 

     4-3) 

very 

unpleasant/ 
napaka-hindi 

kaaya-aya 

unpleasant/ 

hindi kaaya-

aya 

neither 

unpleasant nor 

pleasant/ ni 
hindi kaaya-

aya o kaaya-

aya 

pleasant/ 
kaaya-aya 

very pleasant/ 

napaka-kaaya-

aya 

1 2 3 4 5 

 

5. Cleaning my genital area during menstrual period during the next month would be/ Ang paglilinis ng 

aking genital area sa panahon ng pagreregla ang susunod na buwan ay magiging 

5-1) 

very bad/ 
napakasama 

bad/ 
masama 

neither bad nor 

good / 
ni masama o 

mabuti 

good/ 
mabuti 

very good/ 
napakabuti 

1 2 3 4 5 
 

5-2) 

very awful/ 
napakahirap 

awful/ mahirap  

neither awful 

nor nice/ 
ni mahirap o 

maganda  

nice/  
maganda 

very nice/ 
napakaganda 

1 2 3 4 5 
 

     5-3) 

very 
unpleasant/ 

napaka-hindi 

kaaya-aya 

unpleasant/ 

hindi kaaya-
aya 

neither 

unpleasant nor 
pleasant/ ni 

hindi kaaya-

aya o kaaya-
aya 

pleasant/ 

kaaya-aya 

very pleasant/ 

napaka-kaaya-
aya 

1 2 3 4 5 
 



151 

 

V. Sexual & Reproductive motivation (social norm)/ Pakikipagtaliik at 

reproduktibong pagganyak(kaugaliang panlipunan) 

Below is a list of statements related to the social support you receive from important people to you. Read 

each statement carefully and indicate how you feel about each statement. Please rate yourself by circling the 

number that most closely indicates you./ Ang mga sumusunod ay mga pangungusap na may kaugnayan sa 

panglipunang suporta na inyong natatanggap mula sa mahalagang tao para sa iyo. Basahin po ng mabuti at 

markahan ang inyong sagot batay sa inyong damdamin. Bilugan ang angkop na kasagutan na ayon sa iyong 

sarili. 

 

1. Most people who are important to me think I should not have sexual intercourse at all during the next 

month would be/ Iniisip ng mga taong mahalaga sa akin na huwag akong makipagtalik kahit kailan sa 

sususnod na buwan ay magiging. 
 

very untrue 
/napaka hindi 

totoo 

untrue/   

hindi totoo 

Neither untrue 

nor true/ ni 

hindi totoo o 
totoo 

True/    

totoo 

Very true / 

Totoong totoo 

1 2 3 4 5 
 

2. Most people who are important to me think I should use contraceptive methods (ex. condom) to avoid 

unwanted pregnant during the next month would be/ Iniisip ng mga taong mahalaga sa akin na 

kailangan kong gumamit ng pang kontra sa pagbubuntis (hal. komdom) para maiwasan ang 

pagdadalang tao sa susunod na buwan ay magiging  
 

very untrue 
/napaka hindi 

totoo 

untrue/   

hindi totoo 

Neither untrue 

nor true/ ni 

hindi totoo o 
totoo 

True/    

totoo 

Very true / 

Totoong totoo 

1 2 3 4 5 
 

3. Most people who are important to me think I should try to persuade my partner to practice avoiding 

sexual transmitted disease or HIV/AIDS (for example, to use condoms) during the next month would 

be/ Iniisip ng mga tao na mahalaga sa akin na subukan kong hikayatin ang aking asawa o partner para 

maiwasan ang nakakahawang sakit o kaya ay HIV/AIDS (hal. paggamit ng komdom) sa susunod na 

buwan ay magiging  
 

very untrue 

/napaka hindi 

totoo 

untrue/   
hindi totoo 

Neither untrue 

nor true/ ni 
hindi totoo o 

totoo 

True/    
totoo 

Very true / 
Totoong totoo 

1 2 3 4 5 

 

4. Most people who are important to me think I should have sexual responsibilities in sexual intercourse 

during the next month would be/ Iniisip ng mga taong mahalaga sa akin na dapat magkaroon ako ng 

responsibilidad na sekswal sa pakikipagtalik sa susunod na buwan ay magiging  
 

very untrue 
/napaka hindi 

totoo 

untrue/   

hindi totoo 

Neither untrue 

nor true/ ni 

hindi totoo o 
totoo 

True/    

totoo 

Very true / 

Totoong totoo 

1 2 3 4 5 
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5. Most people who are important to me think I should visit a medical center if I have any severe pain or 

depression during menstrual period during the next month would be/ Karamihan ang mga mahalagang 

tao sa akin ay iniisip na dapat akong bumisita sa medikal senter kung meron akong nararamdamang 

sakit o kaya depresyon habang merong regla sa susunod na buwan.ay magiging  

 

very untrue 
/napaka hindi 

totoo 

untrue/   

hindi totoo 

Neither untrue 

nor true/ ni 

hindi totoo o 

totoo 

True/    

totoo 

Very true / 

Totoong totoo 

1 2 3 4 5 

 

 

6. Most people who are important to me think I should clean my genital area during menstrual period 

during the next month would be/ Karamihan ang mga mahalagang tao sa akin ay iniisip na dapat kong 

linisang mabuti ang parte ng aking ari habang ako ay may regla at sa sususnod na buwan ay magiging  

 

very untrue 

/napaka hindi 
totoo 

untrue/   

hindi totoo 

Neither untrue 
nor true/ ni 

hindi totoo o 
totoo 

True/   

totoo 

Very true / 

Totoong totoo 

1 2 3 4 5 

 

 

 

 
(Continued on the next page/ Itutuloy sa susunod na pahina) 
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VI. Attitude towards gender role/ Mga saloobin tungo sa ginagampanan ng mga 

kasarian 

Below is the list of statement on the attitude toward gender role. Read each statement carefully and indicate 

how you think about each statement. Please rate yourself by circling the number that most closely indicates 

you. / Ang mga sumusunod na mga pahayag na nakasulat sa ibaba sa saloobin na ginagampanan ng mga 

kasariang. Basahing mabuti ang bawat pahayag at ipahiwatig kung ano ang iyong nasa isip. Bilugan ang 

angkop na kasagutan na ayon sa iyong sarili. 
 

Contents/ Nilalaman 

Strongly 

agree/ 

Mahigpit 

na 

sumasang

-ayon 

Agree/ 

Sumasa

ng-ayon 

Disagree/ 

Hindi 

sumasan

g-ayon 

Strongly 

disagree/ 

Hinding 

hindi 

sumasan

g-ayon 

1 Swearing is worse for a girl than for a boy. / Ang pagmumura 

ay mas masama sa babae kaysa sa lalaki. 1 2 3 4 

2 On a date, the boy should be expected to pay all expenses. / 
Sa pakikipag date, ang lalaki ay siyang inaasahang 

magbabayad sa lahat ng gastos. 
1 2 3 4 

3 On the average, girls are as smart as boys. / Kadalasan, ang 
mga babae ay mas magaling kaysa mga lalaki. 

1 2 3 4 

4 More encouragement from the family should be given to 

boys than girls to go to college. / Ang panghihikayat mula sa 

pamilya ay dapat ibigay sa lalaki kaysa mga babae para 
pumasok sa kolehiyo. 

1 2 3 4 

5 It is all right for a girl to want to play rough sports like 
football. / Walang masama para sa mga babae na gustong 

maglaro ng mahirap na sports kagaya ng football. 
1 2 3 4 

6 In general, the father should have greater authority than the 
mother in making family decisions. / Sa pangkalahatan, ang 

ama ang higit na may awtoridad sa pag-gawa ng mga 

desisyong pampamilya kaysa ina. 

1 2 3 4 

7 It is all right for a girl to ask a boy out on a date. / Walang 

masama na ang babae ang maghiling ng date sa lalaki. 1 2 3 4 

8 It is more important for boys than girls to do well in school. / 

Mas importante para sa mga lalaki koysa sa mga babae na 

maging magaling sa paaralan. 
1 2 3 4 

9 If both husband and wife have jobs, the husband should do a 
share of the housework such as washing dishes and doing the 

laundry. / Kung parehas na nagtatrabaho ang mag-asawa, ang 

asawang lalaki ay kinakailangang tumulong sa mga gawaing 
bahay kagaya ang paghuhugas ng pinggan at paglalaba. 

1 2 3 4 

10 Boys are better leaders than girls. / Ang mga lalaki ay mas 

magaling mamuno kaysa mga babae. 1 2 3 4 

11 Girls should be more concerned with becoming good wives 
and mothers than desiring a professional or business career. / 

Ang mga babae ay nararapat na mas mag alala sa pagiging 

mabuting asawa at nanay kompara sa pagnanais na maging 
propesyonal o kaya ay pagnenegosyong gawain. 

1 2 3 4 

12 Girls should have the same freedoms as boys. / Ang mga 

babae ay nararapat na magkaroon ng magkaparehang 

kalayaan tulad ng sa lalaki. 
1 2 3 4 
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VII. Self-efficacy/ Pagiging epektibo sa sarili 

Below is the list of statement on self-efficacy in term of reproductive health behavioral skills. Read each 

statement carefully and indicate how you think about each statement. Please rate yourself by circling the 

number that most closely indicates you. / Ang mga sumusunod na mga pahayag na nakasulat sa ibaba 

tungkol sa pagiging epekto sa sarili sa termino ng mga kasanyan sa pag-ugali sa reproduksyon 

pangkalusugan. Basahing mabuti ang bawat pahayag at ipahiwatig kung ano ang iyong nasa isip. Bilugan 

ang angkop na kasagutan na ayon sa iyong sarili  
 

Contents/ Nilalaman 

Very 

unsure/ 

Hinding 

hindi 

sigurado 

Unsure/ 

Hindi 

sigurado 

Sure/ 

Sigurado 

Very sure/ 

Siguradong-

sigurado 

1 Would you be able to avoid sexual intercourse at any 

time you didn’t want it? / Kakayanin mo bang iwasan 

ang pakikipagtalik sa anumang oras na ayaw mo? 
1 2 3 4 

2 Would you be able to use a condom every time you 

have sexual intercourse? / Makakagamit ka ba ng 

kondom sa tuwing ikaw ay makikipagtalik? 
1 2 3 4 

3 Would you be able to use a condom during sexual 

intercourse after you have been drinking or taking 

drugs? / Makakagamit ka ba ng kondom sa 

pakikipagtalik pagkatapos uminom ng alak o gumamit 

ng droga? 

1 2 3 4 

4 Would you be able to refuse to have sexual intercourse 

if your partner will not use a condom? / Tatanggihan 

mo bang makipagtalik kung ayaw ng inyong partner na 

gumamit ng kondom? 

1 2 3 4 

5 Would you be able to talk about using condoms with 

your partner? / Magagawa mo bang makipag-usap sa 

iyong kapareha tungkol sa pag-gamit ng kondom? 
1 2 3 4 

6 Would you be able to visit a medical/health center 

when you have problems related to menstruation such 

as severe pain or too much bleeding even when people 

around you are indifferent about these symptoms? / 

Bibisita ka ba sa Ospital/Sentrong Pang-kalusugan 

kung meron problema na may kaugnayan sa iyong  

pagreregla kagaya ng sobrang sakit o kaya sobrang 

paglabas ng dugo, kahit na ang ibang tao na 

nakapaligid sa iyo ay naiiba ang sintomas? 

1 2 3 4 

7 Would you be able to manage menstrual hygiene even 

you feel ashamed, anxious or uncomfortable? / 

Napapanglagaan mo ba ang kalinisan habang may 

regla kahit na nahihiya, nababalisa o kaya ay hindi 

komportable? 

1 2 3 4 

  
** Thank you very much for your valued input! / Maraming salamat po sa inyong napaka-halagang kasagugan! **  
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KOREAN ABSTRACT 

 

필리핀 여자 청소년의 생식건강증진행위 구조모형 

 

최근 필리핀 여자 청소년의 성경험 및 임신률이 증가함에 따라 여자 청소년의 생

식건강증진행위에 대한 관심이 요구된다. 그러나 현재 필리핀에 대한 연구는 통합적

인 의미의 생식건강 관점에 대한 연구보다는 성경험 현황 등의 부분적 관점의 연구와 

2차 자료 분석에 대한 연구에 집중되어 있다. 이에 본 연구의 목적은 필리핀 여자 청

소년의 생식건강증진행위에 영향을 미치는 요인의 관계를 확인하고 필리핀 여자 청소

년의 생식건강증진행위 구조모형을 구축하는 것이다.  

본 연구는 Information-Motivation-Behavioral skills 모델과 문헌고찰을 기초

로 한 개념적 모델을 토대로 구축된 가설 모형을 검증하는 서술적 구조모형연구이다. 

필리핀 팔라완에 위치한 고등학교에 재학중인 여학생을 대상으로 생식건강 지식, 생

식건강행위 태도, 사회적 규범, 성역할 태도, 생식건강 자기 효능감과 생식건강증진행

위를 변수로 자가보고설문을 이용하여 자료수집을 하였다. 연구도구는 전문가 타탕도 

및 파일럿 검사를 통하여 수정하였고, 위원회 번역법에 따라 도구를 필리핀어로 번역

하였다. 총 227명이 자료 분석에 포함되었고 자료분석은 기술통계, 상관분석과 구조

모형분석을 실시하였다.   

연구결과, 227명의 대상자 중 7%의 대상자가 성경험이 있었고, 70%의 대상자가 

학교에서 성교육을 받은 경험이 있었다. 생식건강증진행위와 양의 상관을 보이는 변
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수는 생식건강행위 태도 (r=.350, p<.001), 사회적 규범 (r=.276, p<.001), 생식건

강 자기 효능감 (r=.409, p<.001) 이었다. 

필리핀 여자 청소년의 생식건강증진행위 가설적 모형 적합도는 χ2(p)=178.461 

(<.001), χ2/df=1.439, RMR=.064, GFI=.922, CFI=.952, RMSEA=.044, 

TLI=.940로 적합한 수준이었다. 총 9개의 가설 중 6개의 가설이 지지되었다. 생식건

강 지식 (β=.138, p=.033), 생식건강행위 태도 (β=.312, p=.027), 생식건강 자기 

효능감 (β=.312, p=.002)은 생식건강증진행위에 직접 영향을 미쳤으며, 사회적 규

범 (β=.311, p=.021)은 생식건강 자기 효능감을 통해 생식건강증진행위에 간접적으

로 영향을 미쳤다. 성역할 태도 (β=.203, p=.020)는 생식건강증진행위에 영향을 미

치지는 않았으나, 생식건강 지식에 영향을 미쳤다. 결론적으로 필리핀 여자 청소년의 

생식건강증진행위에 영향을 미치는 요인으로 생식건강 지식, 생식건강행위 태도, 사회

적 규범과 생식건강 자기 효능감으로 밝혀졌으며, 성역할 태도는 생식건강 지식을 향

상시키는 영향요인으로 나타났다. 

본 연구의 결과를 토대로, 필리핀 여자 청소년의 생식건강증진행위를 향상시키기 

위해서는 인터넷 기반의 성교육과 이론 위주의 교육보다는 좀 더 실제적이고 학생들

이 인지할 수 있는 교육을 실시해야 하며, 특히 학생들이 요구를 반영한 성교육이 필

요하다. 또한 부모의 지지가 필리핀 여자 청소년의 생식건강증진행위에 영향을 미치

므로, 청소년 개인 수준의 중재를 벗어나 가족이 참여할 수 있는 중재가 필요할 것이

다.   

 

핵심 되는 말: 생식건강, 생식건강 행위, 여자 청소년, 필리핀, 구조모형 


