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Abstract. Sexual coercion was assessed in a cross-sectional survey of drug use and sexual
behavior in vocational school students from Chiang Rai, Thailand (n = 1725; ages 15-21), using
audio-computer assisted self-interview. Sexual coercion was reported by 6.5% of males and 21%
of females. Mean age at first occurrence was 16 years (range 8-20) among males and 17 years
(range 5-21) among females. Most perpetrators were male (52% among males; 98% among
females) and known by the participants.  Among females, associated factors were history of
pregnancy, selling sex, marijuana use, perceived risk of STD, two or more lifetime sexual
partners, and living away from family.  Among males, associated factors were homo- or bisexual
self-identification, parents living together, and ulcerative STD history.

INTRODUCTION

Sexual coercion has been linked to a variety
of negative outcomes such as psychiatric symp-
toms, poor school performance, and conduct prob-
lems (Bartholow et al, 1994; Kline et al, 1994;
Johnsen and Harlow, 1996; Holmes and Slap,
1998); among adolescent girls, it has been asso-
ciated with pregnancy (Zierler et al, 1991) and
abortion (Wingood and DiClemente, 1997).
Sexual coercion also may increase adolescents’
risk for infection with human immunodeficiency
virus (HIV) and other sexually transmitted dis-
eases (STDs).  Sexual abuse directly leads to HIV/
STD infection if the perpetrator is infected.  It
also may predispose one to behavioral risk fac-
tors for HIV and STD, such as increased fre-
quency of unprotected sex (Lyon et al,  1995).
While sexual coercion appears related to a vari-
ety of sexual and mental health outcomes, the
consequences of sexual coercion vary widely and
may be related to the circumstances and intensity

of the coercion and the life circumstances of the
person who has been coerced (Rind et al, 1998).

Prevalence estimates for childhood or ado-
lescent sexual coercion are available for the
Western countries, however, few reliable esti-
mates of sexual coercion have been obtained in
the rest of the world (Maman et al, 2000), where
most young people live (UNAIDS, 1998).  In
Thailand, the occurrence of sexual coercion has
not been well described; most available infor-
mation is from newspapers, expert opinion, or
anecdotal reports. Obtaining reliable estimates
of sexual coercion among Thai populations and
exploring associated conditions and possible out-
comes is particularly important given Thailand’s
changing social norms and its significant HIV
epidemic.

Sexual mores in Thailand have been un-
dergoing significant changes in recent decades
which may effect the circumstances where co-
ercion can occur (Xenos et al, 1993; Ford and
Kittisuksathit, 1994; 1996; Cash, 1995; Podhisita
and Pattaravanich, 1995; Klausner, 1997). Vir-
ginity at marriage is no longer expected among
young Thai women (Podhisita and Pattaravanich,
1995), although it remains ‘impolite’ for young
women to initiate or discuss sexual matters (Ford
and Kittisuksathit, 1994; 1996; Havanon, 1996;



SOUTHEAST ASIAN J TROP MED PUBLIC HEALTH

448 Vol  34  No. 2  June  2003

Knodel et al, 1996).  There also has been a
trend toward seeing premarital relationships as
friendships with shared interests and pastimes
(Im-Em, 1999), in contrast to the gender-segre-
gated social spheres that were common in the
past (Knodel et al, 1996).  Nonetheless, there
remains a belief that men have stronger sexual
drives than women, and that women should
behave in ways that curb these drives in male-
female relationships (Knodel et al, 1996; van
Landingham et al, 1998).  In the past, sex work-
ers were considered an acceptable sexual outlet
for young men (Havanon et al, 1993; Knodel et
al, 1996), however, since the onset of the HIV
epidemic, sex work patronage has declined and
premarital sex is more likely to occur with girl-
friends or other non-commercial partners
(Celentano et al, 1998; Kitsiripornschai et al,
1998; Jenkins et al, 1999).  This changing con-
text, along with the persistence of beliefs about
differences in sexual drive and differences in
gender roles regarding initiation of sexuality,
may create many situations where sexual coer-
cion can occur, particularly for young women.
There are, of course, other contexts where sexual
coercion (eg, among family, with strangers) can
occur and these also need to be investigated.

To determine the prevalence of sexual co-
ercion, and associated factors, among adoles-
cents in northern Thailand, we assessed male
and female vocational students in Chiang Rai, a
province in Northern Thailand that has reported
some of the the highest HIV infection rates in
Asia (Kilmarx et al,  2000).  Vocational schools
enroll students at an age near their sexual debut
and provide an important insights into the sexual
behavior of Thai youth. This study evaluated
the history of sexual coercion as part of a cross-
sectional survey of sexual, health, and substance
use behavior. This allowed us to investigate
factors that have been associated with sexual
coercion in other countries, including unpro-
tected intercourse; STDs; unplanned pregnancy;
substance use; family structure; social resources
such as confidants; and mental health. It was
expected that associations between sexual coer-
cion and these factors would help us better un-
derstand the context and potential consequences
of sexual coercion for young Thai adults.

MATERIALS AND METHODS

Study population and enrollment

A systematic sample of 1,725 students (aged
15 to 21 years), who attended three vocational
schools in Chiang Rai Province, was enrolled
into a cross-sectional survey of sexual and sub-
stance use behaviors.  The methods have been
reported in detail elsewhere (van Griensven et
al, 2001).  In brief, the study was explained
during classroom-based sessions and those will-
ing to participate were asked for written in-
formed consent.  No names or personal identi-
fiers were collected.  Equal enrollment quotas
were set for males and females and for each of
the six grades.  The study protocol was approved
by the Ethical Review Committee of the Thai
Ministry of Public Health and by the Institu-
tional Review Board of the United States Cen-
ters for Disease Control and Prevention.

Data collection and instruments

Questionnaires were developed based on
previous research, social behavioral theory and
focus group discussions with vocational school
students in Chiang Rai. Items covered socio-
demographic characteristics; knowledge, atti-
tudes, and beliefs regarding HIV and STD; con-
traceptive practices; drug use; and sexual expe-
riences including history of sexual coercion.

Because questions involved sensitive be-
haviors such as sex and drug use, audio-com-
puter assisted self-interview (ACASI) was used
for data collection.  ACASI, compared with face-
to-face interviews, has been shown to decrease
underreporting and to increase the validity and
reliability of data regarding sexual behavior, drug
use, violence, and pregnancy (Turner et al, 1998;
Des Jarlais et al, 1999; Metzger et al, 2000).

Assessment of sexual coercion

Sexual coercion was defined as being physi-
cally or mentally forced to Rave sexual contact
or sexual intercourse against one’s will. History
of sexual coercion was assessed by a question
worded, “Have you ever been coerced (physi-
cally or mentally) to have sexual contact or
sexual intercourse against your will?” (Table 1).
Students who answered “yes” were asked their
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age at first occurence, sex of the perpetrator(s),
whether intercourse was involved, whether
condoms were used (at first occurrence), num-
ber of times coerced, number of perpetrators,
estimated frequency of condom use if coercion
involved intercourse, and relationship of the
perpetrator(s) to the respondents.

Statistical analyses

Associations between sexual coercion and
the following factors were evaluated: sexual be-
havior such as selling sex and current condom
use, sexually transmitted diseases, unplanned
pregnancy; substance use; family structure; so-
cial resources such as confidants; depressive
symptoms (5-item scale: pessimism, absence of
energy, feeling down, feeling bored with life, or
feeling lonely during the past 3 months;
Cronbach’s alpha = 0.70), perceived HIV (2-item
scale: risk of getting HIV, worry about getting
HIV; Cronbach’s alpha = 0.62); and perceived
STD risk (2-item  scale: risk of getting STD,
worry about getting STD; Cronbach’s alpha =
0.72). All scales were dichotomized for purposes

of data analysis. Univariate associations between
variables were assessed using the chi-square test.
Odds ratios (OR) and 95% confidence intervals
(CI) were calculated for these associations.

RESULTS

Participant characteristics

Of 1,736 students who were offered enroll-
ment in the study, 1,725 agreed to participate
(99.4% enrollment rate), of whom 52% were
male.  The mean age was 18 years.  Most were
from agricultural families; most had been born
in northern Thailand, and the majority lived with
their parents (Table 1).

Sexual experience

Of the total study population, 17% reported
that they had had sexual contact but not sexual
intercourse, and 46% reported that they had had
sexual intercourse at least once.  Males were
more likely than females to be sexually experi-
enced but this was not statistically significant
(Table 1).  About 10% of participants identified

Table 1
Demographic characteristics and sexual experience of  adolescents in three vocational schools in

Chiang Rai, Thailand (n =1,725).

 Characteristic Male n=893 Female n=832

Age in years, mean (median) 18.5 (18) 18.4 (18)
Northern Thai (%) 92.7 94.8
Father is farmer (%) 66.3 66.3
Live with parents (%) 61.8 57.1
Sexual experience
No sexual contact or intercourse (%) 33.8 41.6a

Sexual contact1 only (%) 17.9 15.3
     Mean age at first sexual contact (years) 16.0 17.0
Sexual intercourse2(%) 48.3 43.1
     Mean age at first sexual intercourse (years) 17 18
Homo-or bisexual3 (%)   9.1 11.1
Ever sold sex (%)   2.7   3.1
Sexually coerced4 (%)   6.5 21.0b

1Defined as erotic stimulation of genitals, including oral sex, but not anal or vaginal penetration.
2Defined as penile penetration of the vagina or anus.
3Defined as identifying oneself as homosexual or bisexual or feeling sexually attracted to the same sex.
4Defined as being physically or mentally forced to have sexual contact or sexual intercourse against one’s will.
ap < 0.01, bp < 0.001, males versus females by χ2 test.
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themselves as homosexual or bisexual or felt
sexually attracted to the same sex.  About 3% of
both males and females reported that they had
ever sold sex.

Prevalence and background of sexual coer-
cion

Sexual coercion was reported by 13.5% of
the participants. Females were significantly more
likely to report sexual coercion than were males
(21% vs 6.5%, Table 1).  Sexually experienced
females (n=359) were also more likely to report
coercion than were sexually experienced males
(n = 431); 36% vs 7%; χ2 (df=1) = 98.70; p <
0.001. Among those who were coerced, the mean
age at first occurrence was 16.7 years, (range =
5-21 years in females;  8-20 years in males)
(Table 2). The first episode was significantly
more likely to occur before 15 years of age for
males (31%) than for females (6.3%). Males
were the perpetrators for almost all of the women
and half of the men.  In about one third of the
males and half of the females, first coercion

involved sexual intercourse.  For any coercion
that involved intercourse, condoms were used
less than 50% of the time, placing those co-
erced at greater risk of contracting STD and
HIV.  In general, most coercion occurred with a
person the participant knew, such as a sexual
partner, acquaintance or family member, al-
though some significant gender differences were
present.  Females were significantly more likely
to be coerced by their steady or casual sexual
partners (73% vs 48% of males) and males were
significantly more to be coerced by family mem-
bers (17% vs 7% of females). There does not
appear to be a significant gender difference for
coercion by strangers.

Factors associated with sexual coercion

Table 3 outlines the univariate associations
between sexual coercion and factors related to
mental and sexual functioning.  Among females,
sexual coercion was significantly associated with
methamphetamine and marijuana use, having had
two or more lifetime sexual partners, and sell-

Table 2
History and context of coercion from respondents who reported ever being sexually coerced

(n = 233).

Sexual coercion history Male  (n=58) Female (n=175)

Mean age at first occurrence, years (SD, range) 16 (2.5, 8-20) 17 (2.1, 5-21)
Coerced by male (%) 51.7 98.3c

Age when first coerced
     <15 years (%) 31.0   6.3c

     15-21 years (%) 69.0 93.7c

Intercourse involved at first occurrence (%) 31.0 51.4b

Condom used at first occurrence (%)1 27.8 28.9
Any coercion with intercourse (%) 41.3 69.1c

Always used a condom2(%) 41.7 24.0
Mean no. of times coerced for intercourse2 (SD, range) 1.0 (2.2, 0-12) 1.7 (2.2, 0-10)
Mean no. of different males who coerced for intercourse2 (SD, range) 2.2 (5.6, 0-28) 1.3 (1.1, 0-10)
Ever coerced by3:
     Sexual partner (steady or casual) (%) 48.3 73.1c

     Family member (%) 17.2   6.9a

     Acquaintance (%) 46.6 34.9
     Stranger (%) 32.8 22.3

1Among those who reported intercourse on first occurrence of coercion (male n = 18; female n = 90).
2Among those who reported intercourse on any occurrence of coercion (male n= 24; female n = 121).
3 More than one answer allowed
ap < 0.05, bp < 0.01, cp < 0.001, males versus females by χ2 test
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Table 3
Univariate analysis of factors associated with  sexual coercion (n = 1725).

 Risk factors Male  %  OR Female % OR
(No.) Coerced (95% CI) (No.) Coerced (95% CI)

Ever drank alcohol
>3 drinks at one time 780   6 0.5 (0.2-1.4) 572 24 1.1(0.6-1.9)
<3 drinks at one time   46 11 ref   77 21 ref

Ever used methamphetamine
Yes 350   7 1.3 (0.7-2.1) 150 32 2.1a(1.4-3.0)
No 543   6 ref 682 19 ref

Ever used methamphetamine to lose weight
Yes   84 14 2.7a(1.4-5.4)   78 33 2.0a (1.2-3.3)
No 809   6 ref 754 20 ref

Ever smoked marijuana
Yes 192   7 1.0 (0.5-2.0)   30 57 5.3a(2.5-11.2)
No 701   6 ref 802 18 ref

Self-reported history of ulcerative STD
Yes 123 14 2.8a(1.5-5.2)   87 38 2.6a(1.6-4.1)
No 770   5 ref 745 19 ref

Ever pregnant (female)
Yes - - - 100 47 4.1a(2.7-6.5)
No 732 18 ref

Homosexual/bisexual self-identification
Yes   81 26 7.3a(4.0-13.3)   93 32 1.9a(1.2-3.1)
No 812   5 ref 739 20 ref

Number of sex partners (casual and steady) during lifetime
>2 539   8 1.9a(1.0-3.5) 379 31 2.9a(2.0-4.1)
<2 354   4 ref 453 13 ref

Ever sold sex
Yes   24 25 5.2a(1.9-13.7)   26 62 6.5a(2.8-14.6)
No 869   6 ref 806 20 ref

Current condom use with steady/casual partners
Yes   50   81.2 (0.4-3.6)   24 463.3 (1.4-7.5)a

No 843   6 ref 808 20 ref
Have someone in the family to talk to

No 191   9 1.7 (0.9-3.0) 194 29 1.7a(1.2-2.5)
Yes 702   6 ref 638 19 ref

Have a friend to talk to
No   88   7 1.0 (0.4-2.5)   47 21 1.0 (0.4-2.0)
Yes 805   7 ref 785 21 Ref

Live in boarding house or rented room
Yes 265   7 1.2 (0.7-2.2) 271 28 1.8a(1.3-2.6)
No 628   6 ref 561 17 Ref

Parents separated
Yes 169   3 0.3a(0.1-0.9) 189 26 1.5a(1.0-2.1)
No 724   7 ref 643 19 ref

Perceived risk of STD
High to very high   24 17 3.0 (0.9-9)   29 48 3.7 (1.7-7.8)b

Low to intermediate 864   6 Ref 803 20 ref
Perceived risk of HIV

High to very high   84 14 2.7 (1.4-5.4)a   62 34 2.0 (1.1-3.5)a

Low to intermediate 809   6 Ref 970 20 ref
Depression symptoms

High 248   8 1.2 (0.7-2.2) 366 25 1.4 (1.0-2.0)a

Low 645   6 Ref 466 18 ref
ap < 0.05; OR = odds ratio; CI = confidence interval.
bp = 0.001
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ing sex (Table 3).  Current condom users, how-
ever, were more likely to report a history of
sexual coercion compared to those who did not
use condoms. History of ulcerative STD (geni-
tal ulcer diseases) and pregnancy also were re-
lated to sexual coercion, as did homosexual or
bisexual self-identification.  Living and family
situations such as living away from their family
and feeling that they had no one in their family
to talk to were associated with sexual coercion
among females.  Perceived risk of HIV and STD,
and symptoms of depression were all associated
with sexual coercion.

Among males, univariate analyses indicated
that sexual coercion had significant associations
with the use of methamphetamine to lose weight
and having ever sold sex (Table 3).  Males who
identified themselves as homosexual or bisexual
were more likely to report sexual coercion, as
were those who reported a history of ulcerative
STD.  Males whose parents lived together had
higher prevalence of a history of coercion.  Per-
ceived risk of HIV and STD was related to a
history of sexual coercion.

Variables which were significant (p<0.05)
in univariate analysis and those that appeared

relevant to sexual coercion (eg, presence of con-
fidants, mental health variables) were included
in the multivariate model.  Multivariate analy-
ses were performed using a backward stepwise
logistic regression analysis using SPSS (Statis-
tical Package for Social Sciences, version 10)
with the p-value for removal set at 0.2.

Among females, the multivariate analysis
indicated that a history of sexual coercion among
females was strongly associated with history of
pregnancy, selling sex, a history of marijuana
use, perceived risk of STD, having had two or
more sex partners, and living away from family
(Table 4).

Among males, factors significantly associ-
ated with a history of sexual coercion in the
multivariate analysis were homosexual or bi-
sexual self-identification, parents living together,
and a history of ulcerative STD (Table 5).

DISCUSSION

This study provides the first systematic es-
timate of sexual coercion in Thailand. A history
of sexual coercion was reported by 21% of fe-

Table 4
Multivariate analysis of factors associated with sexual coercion1 among  female respondents

(n =832).

Risk factors     AOR 95% CI

Ever been pregnant  4.4 (2.6-7.2)
Ever sold sex  3.8 (1.5-9.8)
Ever smoked marijuana  3.3 (1.4-7.6)
Perceived risk of STD    3.1 (1.3-7.2)
> 2 sex partners (casual and steady) during lifetime  2.3 (1.6-3.4)
Self-reported history of ulcerative STD  1.8 (1.0-3.1)
Homo/bisexual indentification    1.8 (1.0-3.0)
Live in dormatory or rented room with friends or on their own  1.7 (1.1-2.5)
Parents separated  1.6 (1.0-2.4)

1Backward stepwise logistic regression; variables included in the model are: age, having ever sold sex, numbers of
sexual partner during lifetime, current condom use, homosexual self-identification, history of pregnancy, self-report
history of STD, having ever taken marijuana, having ever taken methamphetamine, having ever taken methamphet-
amine to lose weight, living situation, having a family confidant, separation of parents, perceived risk of HIV,
perceived risk of HIV, and depressive symptoms.
AOR = adjusted odds ratio.
CI = confidence interval.
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males and 6.5% of males.  Among the sexually
active females, 36% said they had been sexu-
ally coerced.  The sexual coercion reported in
this study commonly involved sexual inter-
course, and condoms were rarely used during
such occasions, particularly among females.  Per-
petrators generally were male and persons known
to the study participants, although some gender
differences were present.  The factors associ-
ated with sexual coercion also varied by gender.
For females, sexual coercion was most strongly
associated with history of pregnancy and hav-
ing sold sex, and for males was bisexual or ho-
mosexual orientation.  For females, marijuana
use, perceived risk of STD, and having had two
or more lifetime sex partners were also strongly
associated with having been coerced.

The prevalence of sexual coercion in this
study falls within the range of estimates ob-
tained in other countries. In studies among ado-
lescents in Western countries, between 6% and
62% of females and 3% to 16% of males have
reported being coerced (Gibbons, 1996).  In a
review of North American studies of sexual
abuse among boys, prevalence varied from 4%
to 76% (Holmes and Slap, 1998).  The wide
range of prevalences partly reflects differences
in definitions of child sexual coercion and meth-
odological differences.  Stigma and local norms
regarding the disclosure of sexual behavior also
may influence findings.

The findings here suggest associations be-
tween sexual coercion and STDs similar to those
observed in the US (Wingood and DiClemente,
1997; Siegel et al, 1995) and Africa (Meursing
et al, 1995). The cross-sectional nature of the
data makes it difficult here, and in other studies,
to ascertain causal linkages between sexual co-
ercion and STDs,  HIV risk, or  other correlates
of sexual coercion.  Other studies of sexual abuse
have shown significant relationships between
childhood/adolescent sexual abuse and subse-
quent HIV risk-taking behaviors among those
who were coerced  (Zierler et al, 1991;
Bartholow et al, 1994; Cunningham et al, 1994;
Carballo-Dieguez and Dolezal, 1995; Lyon et
al, 1995; Holmes, 1997; Lenderking et al, 1997;
Wingood and DiClement, 1997; Holmes and
Slap, 1998; Miller and Paone, 1998; Bensley et
al, 2000; Cohen et al, 2000).  The risk-taking
behaviors assessed in these studies included en-
gaging in unprotected sex (including receptive
anal sex), initiating sex at an early age, engag-
ing in prostitution, having sex with unfamiliar
partners, having multiple sex partners, using
condoms infrequently, being less assertive about
birth control or unwanted sex, and using drugs
or alcohol.  Somewhat different from these stud-
ies was our univariate association between cur-
rent condom use and sexual coercion among fe-
males, although this did not remain significant
in the multivariate model.  Because the coerced

Table 5
Multivariate analysis of factors associated with sexual coercion1 among  male respondents (n=893).

Risk Factors AOR 95% CI

Homosexual/ bisexual 6.8 (3.6-13.0)
Parents together 4.0 (1.4-11.0)
Self-reported history of ulcerative STD 2.8 (1.4-5.3)
Ever use methamphetamine to lose weight 2.1 (1.0-4.5)
> 2 sex partners (casual and steady) during lifetime 1.9 (1.0-3.6)

1Backward stepwise logistic regression; variables included in the model are: age,
homosexual self-identification, having ever sold sex, numbers of sexual partner during lifetime, current condom
use, self-report history of STD, having ever taken methamphetamine to lose weight, having a family confidant,
separation of parents, and perceived risk of HIV and STD.
AOR = adjusted odds ratio.
CI = confidence interval.
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females were more likely to report selling sex
and having had multiple partners, it is likely
that condom use may overlap with these fac-
tors.

We found that male adolescents who had
been abused by other males were seven times
more likely than their non-abused peers to self-
identify as homosexual.  A similar relationship
between homosexual orientation and sexual co-
ercion has been found in other studies (Holmes
and Slap, 1998).  Because of the cross-sectional
nature of the study, it is difficult to determine
whether an openly homosexual orientation or
stereotypical homosexual behavior (eg, behav-
ior that does not fit norms of masculinity) may
have been associated with these coercive acts.
However, both homosexuality and behavior that
violates norms of “fearless” masculinity are
likely to be viewed as deviant and inappropriate
in Thailand.  Despite evidence of more open
discussion and tolerance of homosexuality in
Thailand, there is also evidence that anti-homo-
sexual attitudes and behavior are becoming more
overt (Jackson, 1997).

Consistent with research conducted outside
of Thailand (Gibbons, 1996; Holmes and Slap,
1998) was our finding that most perpetrators of
sexual coercion had been male.  Data are sug-
gestive that sexual coercion in our study was
related to participants’ social vulnerability, eg
selling sex, substance use, having multiple part-
ners and living away from family for females,
and homo or bisexual self-identification in males.
For females, their vulnerability may increase be-
cause ascribed gender roles expect women to
display submissive characteristics which include
not initiating, negotiating, or discussing sex
(Ford and Kittisuksathit, 1994; 1996; Cash, 1995;
Havanon, 1996; Knodel et al, 1996).  These
norms, coupled with the general view that Thai
men have a greater drive for sex than Thai
women (Knodel et al, 1996) and that Thai
women themselves should act responsibly in the
face of those drives could create an environ-
ment where coercive situations easily occur, par-
ticularly in close relationships. The differences
in gender roles and assumptions about sexuality
were formerly buffeted by the use of sex work-
ers by males.  Yet, the shift toward premarital

sex in non-commercial relationships has not
altered the assumptions about female sexuality
or the lack of power that young women are
expected to exert in sexual relationships. In
addition, there is a trend, especially among
young women, toward seeking friendship, as
well as companionship from intimate relation-
ships (Im-Em, 1999).  This creates an ambigu-
ous area where complying with sexual advances
could be seen as a necessity in obtaining the
friendship aspects of an intimate relationship.

Other factors associated with sexual coer-
cion were participants’ family situation and liv-
ing arrangements.  Living away from family may
place female adolescents in situations that could
lead to sexual coercion, by taking them away
from the protection afforded by the family home
and village (Ford and Kittisuksathit, 1994; 1996).
Other studies have suggested that when young
Thai women leave their home and village for
work or school in urban areas, they are more
responsive to peer norms and partner demands,
which lead to increased sexual activity, includ-
ing behaviors that increase their risk of HIV
exposure (Ford and Kittisuksathit, 1994; 1996;
Cash, 1995).

Implications for future studies and interven-
tion

While the cross-sectional nature of the study
limits the inferences that can be drawn about
the consequences of sexual coercion, or its pre-
disposing factors, the findings do suggest areas
for future study with longitudinal research de-
signs, as well as factors that deserve further ex-
ploration with in-depth qualitative techniques.
Situational factors such as living situation, cir-
cumstances of coercion, need further consider-
ation along with factors which may be anteced-
ents or consequences of coercion such as un-
protected sex with high risk partners, STDs,
unwanted pregnancy, and mental health factors.
Consideration also needs to be given to factors
such as sexual orientation and life experiences,
such as selling sex, which may be particularly
associated with coercion.  In considering the
findings here, it also is important to recognize
the limitations of the study population for esti-
mating sexual coercion, and its concomitants in
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the Thai population. While vocational school
students in provincial Thailand are only one
population, 33% of Thais age 15-21 are attend-
ing upper secondary schools and schools of
higher education, including vocational schools
(Anonymous, 1997).  Hence, this group repre-
sents a large and important subset of the popu-
lation.  Further, these young people are particu-
larly vulnerable to the social changes that are
occurring in Thailand, as the Kingdom shifts
away from a predominantly rural society to one
that is more urbanized, and less bounded to
family (Klausner, 1997), as well as becoming
characterized by technical and service occupa-
tions, rather than unskilled agricultural work.
On the other hand, there may be other popula-
tions in Thailand where work and living situa-
tions create particular vulnerability for sexual
coercion such as migratory workers, sex work-
ers, and persons living in situations where fam-
ily stability is compromised.

The prevalence of sexual coercion among
the vocational students in this study and the se-
riousness of the factors associated with coer-
cion suggest that a variety of helping profes-
sionals in Thailand need to be more aware of
the frequency of sexual coercion, its associated
circumstances, and its potential consequences.
The higher reported frequency of sexual coer-
cion among females suggests that particular at-
tention needs to be given to girls and young
women. Significantly, over one-third of the sexu-
ally active young women in this sample reported
that they had experienced sexual coercion and
partners were the most frequent perpetrators.
This suggests the need to better address how a
changing culture can address this kind of situ-
ation. While norms make open discussion of
sexuality difficult for women in Thailand (Ford
and Kittisuksathit, 1994; 1996; Cash, 1995;
Havanon, 1996), there is some evidence that
sexual issues can be openly discussed among
young women, and even between young men
and women (with professional facilitation) if
those involved are already acquainted (Cash et
al, 1997).  Other culturally sensitive approaches
to addressing the changing sexual more in Thai-
land may be useful in addressing sexual coer-
cion and other aspects of sexual health.  Unfor-

tunately, the changing social norms for sexual
behavior among adolescents and young Thai
adults has not been met with changes in the
professional communities which provide educa-
tion, health, and social services in Thailand and
helping professionals, particularly women, tend
to feel uncomfortable with sexual topics (Beyrer,
1998).  Hence, it would appear that the profes-
sional community needs to better prepare to deal
with sexual health, as well as identify sexual
coercion, the needs of the coerced and develop
appropriate services for them.
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