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 Chapter I  

INTRODUCTION 

South Africa is one of the countries hardest hit by HIV/AIDS. At the end of 2005 it was 

estimated that 5.54 million South Africans were living with HIV, which is the largest 

number of people living with the virus in any single country (DOH, 2006).Of particular 

concern new infections among young people, especially young women and girls are on 

the rise. This is reflected by the dramatic increase in HIV prevalence among antenatal 

clinic attendees from 10.4% to 30.2% in the last decade as reported by the National HIV 

and Syphilis Antenatal Survey (DOH, 2006). 

 

Widespread awareness and prevention campaigns targeting young people have 

emphasized abstinence, mutual monogamy, partner reduction and consistent condom use 

as ways of preventing the spread of HIV (DOH; Lovelife). As young people make up a 

large proportion of the population in South Africa as in most developing countries, the 

intention of such initiatives suggests that preventing new infections among the youth 

today will slow down the progression of the epidemic in the longer term (Bongaarts and 

Cohen, 1999). However these efforts have seemingly had limited success as the 

prevalence of HIV and deaths caused by AIDS are still on the rise (Baleta, 1999).  

 

Therefore further investigations into the determinants of condom use are important in 

developing effective HIV prevention programmes. The purpose of this study is to add to a 

growing body of knowledge on the factors that influence condom use among young 

people in rural South Africa. This is a secondary analysis of data collected as part of a 
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wider public health intervention, the Intervention with Micro-finance for AIDS and 

Gender Equity (IMAGE) study.  

 

1.2 Objectives of this study 

1. To conduct a secondary data analysis that examines the determinants of condom use, 

for men and women separately in relation to the following factors: 

� Socio-demographic characteristics- age, education, marital status, migration and 

socio-economic status 

� Sexual behavior characteristics-  partnership type (spousal, non spousal, or both), 

age at sexual debut, number of lifetime sexual partners, contraceptive use 

(females only) and HIV-status 

� Socio-cultural characteristics - perceived risk of HIV infection, condom self-

efficacy (males only), partner communication on sex , condoms, HIV and other 

STIs, beliefs on gender norms, attitudes towards gender violence, knowledge on 

HIV/AIDS and HIV/AIDS related stigma. 

 

2. To compare the results of this analysis to other national surveys on condom use among 

young people.  

 

3. To use the results of this analysis to make recommendations to improve HIV control in 

rural South Africa. 
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1.3  Determinants of condom use  

I think condoms are good but, aai… I hate those things 

      - MacPhail C and Campbell C (2005) 

 

The following review of literature discusses factors that influence condom use that are 

pertinent to the present study. In the past, research on young peoples’ sexual behavior has 

concentrated on pregnancy and contraceptive use including condom use (Kau, 1988). 

Recently, research has shown that condom use is also associated with a number of social, 

cultural and behavioral characteristics. Most literature discussed in this section is limited 

to investigations of young people from countries in sub-Saharan Africa, as this region is 

the epicenter of the epidemic. There are however a few studies quoted from other parts of 

the world. The literature review will include (a) background of HIV in sub-Saharan 

Africa, (b) the importance of condom use and (c) discussion of socio-cultural and 

behavioral determinants of condom use. 

 

1.3.1  Background 

HIV/AIDS has had devastating consequences in Sub-Saharan Africa, which is home to 

nearly 70% of all global cases (UNAIDS, 2005). In South Africa, one in ten people are 

infected with the virus (Shisana et al., 2005). The epidemic has progressed at varying 

rates in the different provinces of South Africa. In Limpopo Province, the location of this 

study, the epidemic has progressed at a slower rate than other provinces, but nonetheless 

HIV prevalence among antenatal clinic attendees has increased dramatically from 8.5% 

in 1997 to 21.5% in 2005 (DOH, 2006). 
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No single reason drives the spread of HIV infection in sub-Saharan Africa; a host of 

multiple complex factors are at play (Largade et al., 2001). A study in four African cities 

(Cotonou, Kisumu, Ndola and Yaoundé) found that the most common factors in cities 

with the highest HIV prevalence were; young age at women’s first intercourse, young age 

at first marriage, a large age gap between partners, a lack of circumcision among males 

and the presence of HSV-2 and other STIs.  

 

As well as the factors above, poverty, mobility and gender inequalities characterize the 

HIV/AIDS epidemics in sub-Saharan Africa. (Huygonnet et al, 2002; Gregson et al., 

2005; Jewkes et al., 2003; Shisana et al., 2005). The presence of mobile populations has 

been found to be associated with a high prevalence of HIV (Campbell, 2000). As in other 

parts of southern Africa, the impact of colonially driven social reorganization in South 

Africa created conditions where men moved to urban, industrial, farming or mining areas 

for work, leaving their wives and families in the rural areas for long periods of time. Male 

migrant workers engage in other relationships, either with commercial sex workers or in 

the context of secondary households, and in turn infect their partners upon their return to 

rural areas leading to increased incidence of HIV and other STIs (Lurie and Williams, 

2003). 

 

Lastly the low status of women continues to drive the spread of the virus in Africa 

(Gupta, 2002; Jewkes et al., 2002).Women are often economically vulnerable; hence they 

are dependent on their partners for survival and therefore cannot negotiate condom use, 

insist on fidelity or leave risky relationships (Parker et al., 2000). 



 

 

5 

Since the advent of the epidemic, HIV prevention programmes in Africa have largely 

been focused on changing sexual behaviours through the promotion of condom use, 

reduction in the numbers of sexual partners or mutual monogamy and STI management 

(Speizer et al., 2002). In South Africa, “ABC” messages promoting abstinence, 

faithfulness and condom use (DOH, 2005) have had limited success in reducing new HIV 

infections especially among the youth where new infections are still on the rise. Critics 

attribute the rapid spread of HIV in sub-Saharan Africa to the failure of these prevention 

strategies that focus too much on individual behaviours while failing to address the wider 

socio-cultural and economic conditions that promote them (Walker et al., 2003). For 

example “ABC” messages are not practical for most young women in Africa. Abstinence 

and condom use are not always possible as they interfere with the need to have children 

and only mutual monogamy can reduce the risk of HIV infection. Nonetheless, as there is 

no cure to HIV/AIDS and antiretroviral treatment is still unavailable to many given low 

rates of HIV testing, promoting consistent condom use among young people continues to 

be of critical importance (Coleman and Ingram, 1999).   

 

1.3.2  Condom use 

Consistent condom use is central to the prevention of HIV and other STIs (Davis et al., 

1999; Hountoun et al., 2005). In recent years condom use among the youth in sub-

Saharan Africa has increased; a study by Cleland and Ali (2006), reported a significant 

rise in condom use among young women from 5.3% to 18.8% between 1993 and 2003. 

The main reasons cited for using condoms is to prevent unwanted pregnancies, HIV and 

other STIs (Nicholas, 1998; Maharaj, 2006). However, some argue that this increase in 
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condom use is still not sufficient to reduce the prevalence of HIV dramatically. 

Furthermore, young men and women alike are hesitant to use condoms because of threats 

to their relationships, cultural roles and at times economic survival (Bhattacharya, 2004).  

 

1.3.3  Age 

Young people disproportionately bear the burden of HIV infection in developing 

countries. For example, a South African national prevalence survey of HIV reported that 

the prevalence among 20-24 year olds to be 15.9% (Shisana et al., 2005). The survey also 

reported new infections to be particularly high among young women and girls, who had 

an almost four times higher prevalence than found in their male counterparts (16.9% vs. 

4.4%). This group is important as it represents people who have recently become sexually 

active so HIV prevalence in this age group is a proxy of HIV incidence.  

 

1.3.4  Age at sexual debut 

Early age at first sex is an important predictor of condom use and consequently HIV 

infection (Buga et al., 1996; Large et al., 2001; Manzini, 2001). For example, in a study 

investigating the sexual behavior of boys in Transkei, South Africa, boys who had an 

earlier age of sexual debut had sex more regularly, more frequently and had more lifetime 

sexual partners consequently making them more susceptible to contracting HIV. Another 

study in Kwazulu Natal showed that the 13.1% of men who had sex before the age of 15 

were less likely to use condoms and hence were at greater risk of infection than their 

counterparts that experienced sex for the first time at an older age (Harrison et al., 2005).  
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1.3.5 Partnership type  

It is commonly considered that condom use is low among married and cohabiting couples 

particularly in rural areas (Maharaj, 2006). In addition, HIV prevention efforts are mainly 

targeted at premarital and extramarital sexual relationships (Maharaj and Cleland, 2005). 

This is even though in generalized epidemics up to 50% of infections occur within 

marriage (Huygonnet, et al., 2002). Condom use within marriage is often associated with 

infidelity or illicit sex (Muhwava, 2003). As a man said with surprise in a focus group 

discussion in Kenya “You mean with my own wife? There is no need of using 

condoms…” (Bauni and Jarabi, 2000). Also a study in Angola found that consistent 

condom use was negatively associated with being married or being in a cohabiting 

relationship (Prata et al., 2005). 

 

In contrast, condom use is more widespread in casual relationships and among unmarried 

people (Bauni and Jarabi, 2000; Maharaj and Cleland, 2005; Muhwava, 2003, Prata et al., 

2005). This is often because many young people fear having children outside wedlock 

whereas having children is an expected outcome of marriage (Maharaj, 2006). As a 

result, a young woman might find it easier to negotiate condom use with a partner for the 

prevention of pregnancy than for protection against HIV infection (Cleland and Ali, 

2006). 

 

1.3.6 Gender inequalities 

Unequal power in sexual relationships between men and women is a major barrier to 

condom use and continues to be a driving factor of the HIV/AIDS epidemic (Baleta, 
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1999; Jewkes et al., 2003). Men often bring more money, status and security to a 

relationship, creating conditions of dependency for the female partner. Lacking the ability 

to negotiate for safe sex, women and girls find themselves in situations that increase their 

risk of HIV infection and other STIs (Najjumba et al., 2002).   

 

Also, men’s attitudes and beliefs on sex, reproductive health and gender equality are 

obstacles to the reduction of the spread of HIV (Maharaj and Cleland, 2005; Muhwava, 

2002; Najjumba et al., 2002). Social norms allow and sometimes encourage men to have 

multiple sexual partners and yet discourage them from open discussions on sex and how 

to protect themselves (Adih and Alexandra, 1999). It has been found that men who are 

married, those that are significantly older than their partners and those with multiple 

partners were significantly more likely to refuse to use condoms (Langen, 2005). 

 

1.3.7 Socio-cultural norms 

There are many studies highlighting the importance of condom use as a way of reducing 

HIV, yet condoms are one of the least consistently used forms of contraception in Africa, 

particularly among rural populations (Muhwava, 2003). For instance, the importance of 

having children in most developing countries puts men and women in different positions 

with regards to sex and contraception (Nakayiwa et al., 2006). Often the use of condoms 

conflicts with the need to have children, which in many cases validates a woman’s 

position in the family and in the community (Nakayiwa et al., 2006). In India, where 

women are expected to have at least two sons that survive to adulthood, they see no 

reason to use condoms as there is pressure to prove their fertility (Bhattacharya, 2004). 



 

 

9 

This makes it difficult to promote condom use for the prevention of HIV infection. Also, 

cultural norms and community values have also been found to be barriers of condom use 

as they at times dictate appropriate sexual behaviour for men and women. For example, 

married women find it difficult negotiate condom use with their husbands because 

insisting on condom use in a marriage alludes to lack of trust and infidelity (Gupta, 

2002). 

 

1.3.8 Communication 

Research has shown that there is a positive relationship between communication and 

condom use (Jewkes et al., 2003; Pettifor et al., 2004). In a study by Coleman and 

Ingram, partners that had a discussion about contraception before intercourse were 79% 

more likely to use condoms. Another study reported that couples that were able to have 

conversations about sex were more likely to use condoms as compared to those that were 

not (Adih and Alexandra, 1999). Therefore, discussions on sex, reproduction and HIV 

involving young people at household level should be encouraged as a strategy of 

promoting condom use (Noar et al., 2006). 

 

1.3.9 Perceived risk of HIV infection 

Young people’s perceived risk of HIV infection has also been found to be significantly 

associated with condom use in a number of settings. For example, a study in Benin 

showed that although 94% of interviewees thought of themselves to be at risk of HIV 

infection, only 36.8% of males and 47.5% of women reported condom use at last 

intercourse (Hounton et al., 2005). In KwaZulu-Natal, Macintyre et al. (2004) reported 
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living with a chronically ill family member to be one of the factors associated with 

increased perceived risk of HIV infection. Similarly in Ghana, young men who perceived 

themselves at risk of infection were up to six times more likely to use condoms than those 

that did not (Adih and Alexandra, 1999). On the other hand, some studies report 

differently, where those who do not consider themselves at risk of contacting the virus 

were less likely to use condoms (Najjumba et al., 2002). This suggests that emphasis on 

personal vulnerability of acquiring HIV infection is not always enough to promote 

condom use. 

 

1.4.0 Knowledge on HIV/AIDS 

Knowledge on HIV/AIDS is an important predictor of condom use (Hartung et al., 1999; 

Maharaj and Cleland, 2005; Tao et al., 2003). For example, in a study by Nicholas 

(1998), as many as 57.8% of students reported that they had been taught about HIV 

prevention in school. However, knowledge on the virus and how it is spread does not 

necessarily mean that young people choose to or are able to protect themselves from 

infection. For example, in KwaZulu Natal most couples were knowledgeable about 

condoms and where to get them, yet only 15% of men and 18% of women reported 

consistent use (Maharaj and Cleland, 2005; Hartung et al., 1999). Similarly, other studies 

in Kenya and Tanzania reported that condom use has remained relatively low and largely 

restricted to casual sexual partners or prostitutes despite most people knowing about the 

virus (Bauni and Jarabi 2003, Tao et al., 2003). Awareness is yet to translate into 

increased condom use and reduction of risk behaviours.  
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1.4.1 HIV status   

Finally, despite previous optimism, HIV infection rates in South Africa do not seem to be 

declining. Recent data released by the national Department of Health at the end of July 

2006 paints a dismal scenario. There has been a continued increase in HIV prevalence 

among young girls and women aged below 20 years (DOH, 2006). This age group has 

recently become sexually active and hence represents new HIV infections and this 

implies that prevention strategies promoting condom use among young people have been 

unsuccessful in creating an AIDS free generation. Also, most worrying is that those who 

are HIV positive are no more likely to use condoms than those that are not infected 

(Olley et al., 2005). A study in South Africa showed that 54.4% of HIV infected 

individuals who had been sexually active in the six months preceding the study, had not 

used a condom during the most recent intercourse (Olley et al., 2005). 

 

1.4.2 Summary 

Table 1 summarizes factors that are positively and negatively associated with condom use 

that have been discussed in the review of literature above. For these reasons, condom use 

among young people is low in sub-Saharan Africa and South Africa is no exception. 

Young people’s behavior plays a major role in the future spread of HIV, therefore 

identifying factors associated with condom use is critical to HIV prevention strategies.   

 

Table 1: Summary of factors from literature review found to be associated with condom use 

Factors positively associated with condom use Factors negatively associated with condom use 

Good communication Younger age 

Being unmarried Early sexual debut 

Having multiple sexual partners Gender inequalities 

Perceived susceptibility of HIV infection Desire to have children 

Knowledge on HIV/AIDS Being HIV positive 
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Chapter 2 

METHODOLOGY 

2.1  Study Population 

The data used for this analysis was derived from the Intervention with Microfinance for  

AIDS Gender Equity (IMAGE) study – an HIV intervention research programme 

conducted in eight villages in the Sekhukhuneland district, a densely settled rural area, on 

the border of Mpumalanga and Limpopo Provinces of South Africa. The total study 

catchment area included approximately 9500 households and a population of 50 000 

people. Appendix 1 shows the map of location of the villages in the IMAGE study. 

 

2.2  Study Design 

This study is an analysis of baseline cross-sectional data collected from the Young Person 

Questionnaire of the IMAGE study included as Appendix 2.  The original study was a 

prospective, randomized community-matched intervention trial study conducted between 

September and December 2001, with a three-year follow-up during 2004-5.  

 

2.3  Study Sample 

This study sample was comprised of 2236 people aged 14-35 who lived in a random 

sample of households in the eight villages involved in the study. Given the emphasis on 

sexual behavior in this study; only respondents that answered ‘yes” to the question “Have 

you ever had sexual intercourse?” were included in the present study. 
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2.4 Data Collection 

The data for this analysis were collected as baseline data using the Young Person’s 

Questionnaire that was completed by consenting household members aged between 14-

35 years in the eight IMAGE study villages. The questionnaire was administered by 

trained local interviewers and it covered socio-demographic data, information on sexual 

behavior and social- cultural factors including; perceived risk of HIV infection, partner 

communication on sex, condoms HIV and other STI’s, beliefs on gender norms, attitudes 

towards gender violence and knowledge of HIV/AIDS and attitudes around HIV-related 

stigma. Participants were also asked to provide an oral specimen for HIV testing.  

 

2.5  Measurement 

There were two dependent variables in this study; (i) consistent condom use in the last 12 

months and (ii) condom use at last sex. Consistent condom use was measured from the 

response to the question “How often would you say you have used a condom with this 

person in the last 12 months” with “always or nearly always”, “half or >half the times”, 

“less than half the time”, and “never” as responses. Although it is acknowledged that only 

consistent condom use is effective against HIV infection and other STIs the categories 

“always or nearly always” and “half or >half the times” were combined as for analysis 

because of the low number that reported consistent condom use. Further, categories “less 

than half the times” and “never” were also combined for analysis and recoded as 

“inconsistent” condom use. Condom use at last sex for both spousal and non-spousal 

partners was measured from a “yes” or “no” response to the question “Did you use a 

condom the last time you had sex with this person?”  



 

 

14 

2.6 Predictors of condom use 

Table 2 shows the exposure (independent) variables in this study. Scales were created for 

the following variables; perceived risk of HIV infection, partner communication, beliefs 

on gender norms, attitudes towards gender violence, knowledge on HIV/AIDS and 

HIV/AIDS related stigma. Each exposure variable will be discussed in more detail below. 

 
Table 2: Exposure variables examined as possible predictors of condoms use by category, Limpopo, South Africa 

 
Variable No. of 

items 

Questions Category 

Number of lifetime 

partners 

1 How many people would you say you have had 

sexual intercourse with in total up to now in 

your life? 

≤≤≤≤3 

>3 

Age at sexual debut 1 At what age did you first have sexual 

intercourse? 
<16 

16 years and older 

HIV Status 1 Oral fluid specimen was collected from 

consenting participants 
Positive 

Negative 

Contraceptive use 

(females only) 

1 What main method of contraception are you 

currently using? 
Pills 

Injectables 

Condoms 

Other
1
 

Condom self-efficacy 

(males only) 

1 In the last 12 months, have you ever purchased 

or picked up condoms with the intention of 

using them for protection during sex? 

Yes 

No 

Perceived risk of 

HIV/AIDS 

1 Do you consider yourself at high, medium, low 

or at no risk at all to HIV/AIDS? 
High risk: 

=high risk +med 

risk 

 

Low risk: 

=low risk+ no risk 

Partner 

communication 

3 In the last 12 months have you spoken to your 

spouse or sexual partner about  

(i) sex, and sexuality in general 

(ii) sexually transmitted diseases including HIV  

(iii) issues relating to sex, HIV, condoms etc 

Good: 

Responded yes > 2 

items 

 

Poor:  

Responded yes < 

or = 2 items  

 

Beliefs on gender 

norms 

7 (i) If a woman asks her husband to use a 

condom, she is being disrespectful to her 

husband 

(ii) If a woman asks her husband to use a 

condom it means that she must be sleeping 

around with other men 

Progressive: 

Respond yes to  

< or = 3 items 

 

Less progressive:  

Respond yes to  

                                                 
1
 Other includes: IUD, diaphragm, calendar/mucus method, female sterilization, male sterilization, 

withdrawal 
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(iii) A man needs to have many sexual partners, 

and the wife must just tolerate this 

In your opinion, is it acceptable for a married 

woman to refuse to have sex with her husband 

if: 

(iv) She doesn’t want to 

(v) He refuses to use a condom 

(vi) She’s angry because he has other girlfriends 

(vii) She is worried he may have AIDS 

>3 items 

 

 

Attitudes towards 

gender violence 

3 In your opinion, does a man have a good reason 

to hit his wife if: 

(i)she refuses to have sex with him 

(ii)she asks him to use a condom 

(iii) he finds out that she has been unfaithful 

Progressive: 

Responded yes to  

<2 items 

 

Less progressive: 

Responded yes to  

< or = 2 items 

 

Knowledge on 

HIV/AIDS 

3 (i) Do you know of anyone who is infected with 

HIV or who has died of AIDS? 

(ii) Do you think that a healthy-looking person 

can be           infected with HIV, the virus that 

causes AIDS 

(iii) Can a pregnant woman infected with HIV 

transmit the virus to her unborn child? 

High: 

Responded yes to 3 

items 

 

Medium: 

Responded yes to 1 

to 2 items 

 

Low: 

Responded yes to 0 

items 

HIV/AIDS related 

stigma 

6 (i) Would you be willing to share a meal with a 

person you knew had HIV or AIDS? 

 (ii) If a relative of yours became ill with HIV, 

the virus that causes AIDS, would you be 

willing to care for him in your household? 

(iii)If you knew a shopkeeper or food seller had 

the HIV virus, would you buy food from them? 

(iv) If a member of your family became ill with 

HIV, the virus that causes AIDS, would you 

want them to keep it a secret and not tell anyone 

else? 

(v) Have you ever participated in a march, rally 

or meeting around HIV/AIDS awareness? 

(vi) Have you ever been involved in the 

organization of such a meeting or gathering? 

Low: 

Responded yes to 

items < 2 items 

 

Medium:  

Responded yes to 

2-4 items 

 

High: 

Responded yes to < 

5 items 

 

2.6.1  Perceived risk of HIV/AIDS. 

In the perceived risk of HIV/AIDS scale categories high and medium risk were combined 

and recoded as “High risk”, categories low and no risk were also combined and recoded 

as   “Low risk” for analysis. 
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2.6.2  Partner communication. 

The partner communication scale included three questions that reflected partners’ level of 

communication about sex, condom use and HIV and other STIs. Respondents answered 

either “yes” or “no” to three questions selected in this category. Each “yes” response was 

assigned one point. Scores were added up and ranged from 0-3. Total scores were 

categorized into two groups based on the distribution of scores: “Poor” communication 

(score = 0-1) and “Good” communication (score= 2-3).  

 

2.6.4  Beliefs on gender norms.  

The beliefs on gender norms scale consisted of seven questions which reflected what 

respondents thought were appropriate behaviors for men and women in the home. Each 

“yes” response was assigned one point. Scores were added up and ranged from 0-7. 

Subjects were considered to have “Progressive” beliefs if they scored they scored 3 points 

or less points and to have “Less progressive” beliefs if they scored more than 3 points. 

 

2.6.4 Attitudes towards gender violence.  

The attitudes towards gender violence scale included three questions that assessed 

attitudes towards violence against women in the community. Each “yes” response answer 

was assigned one point. Scores were added up and ranged from 0-3. Subjects were 

considered to have “Progressive” attitudes if they scored they scored less than 2 points 

and to have “Less progressive” attitudes if they scored between 2 and 3 points. 
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2.6.5 Knowledge on HIV/AIDS.  

The knowledge on HIV/AIDS scale included three questions. Each “yes” response was 

assigned one point. Scores were added up and ranged from 0-3. Total scores were 

categorized into three groups based on the distribution of scores: “Poor” knowledge 

(score =0); “Average” knowledge (score =1-2) and “High” knowledge (score=3).  

 

2.6.6 HIV/AIDS related stigma. 

The HIV/AIDS related stigma scale consisted of six questions. Each “yes” response was 

assigned one point. Scores were added up and ranged was from 0-6. Total scores were 

categorized into three groups based on the distribution of scores: Respondents were 

considered to have “Low” stigma if they scored less than 2 points, to have “Average” 

stigma if they scored between 2 and 4 points and to have “High” stigma if they scored 

more than 5 points.  

 

2.7 Confounding variables 

From the literature review the following variables; age, education, marital status, 

migration and socio-economic status were identified as potential confounders. Potential 

confounders are factors which have (i) direct causal link to the outcome of interest 

(consistent condom use, condom use at last sex) and (ii) are a good proxy measure for 

exposure variables (Epidemiology: study design and analysis, 2004). For example, age 

distorts the association observed between sexual activity and condom use (Figure 1). It 

was therefore important to control confounding by including all potential confounders in 

a logistic regression model for each exposure variable.  
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Figure 1: Schematic of the effect of confounding variables 

 

2.8  Data Analysis 

STATA 8.0 was used to analyze data in this study. Given that emphasis of this study on 

condom use, participants that were not sexually active at the time of the study were 

excluded from analysis. The following steps were taken to analyze data. Data was 

analyzed for males and females separately as the patterns of associations were likely to differ 

between them. Descriptive statistics were used to summarize the overall data set. Chi-

squared tests of association were used to assess factors associated with condom use in a 

crude analysis. Factors considered (as exposure variables) included; number of lifetime 

sexual partners, age at sexual debut, partnership type, contraceptive use, HIV status, 

condom self-efficacy, perceived risk of HIV infection, partner communication, beliefs on 

gender norms, attitudes towards gender violence, knowledge on HIV/AIDS and 

HIV/AIDS related stigma. Odds ratios and p-values were used to define significant 

relationships. Relationships found to be significant in the crude analysis were included in 

a multi-variate model to control for confounding.  Logistic regression was used to obtain 

adjusted odds ratios and p-values at a 5% level of significance for the final analysis of the 

determinants of consistent condom use and condom use at last sex.   

 

Age 

(confounder) 

Sexual activity 

(exposure variable) 

Condom use 

(outcome variable) 



 

 

19 

2.9    Ethical considerations 

This study has been granted ethical clearance by the Human Research Ethics Committee 

at the University of the Witwatersrand. (Protocol number M050929, approved 07/02/07) 

In addition, the original study was approved by ethics committees at both the University 

of the Witwatersrand, South Africa (Protocol Number M991108, approved 31/01/00), and 

the London School of Hygiene and Tropical Medicine (Reference number 598, approved 

06/09/00).  
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Chapter 3 

RESULTS 

3.1  Socio-demographic and behavioral characteristics 

Table 3 describes the socio-demographic and behavioral characteristics of the study 

sample. Of the 2236 sexually active participants included in this study, there were 1325 

(59.3%) females and 911 (40.7%) males. Almost all the study subjects were South 

African (99.5%) and most had been born in the same region as the study sites (85.6%) 

and spoke Sepedi
2
 (88.8%) as their first language (not shown in Table 3). Respondents 

ranged in age from 14 to 35 years, with a mean of 23 years for both sexes. The majority 

of participants were single (males 88.2%; females 73.7%) and significantly more women 

than men were reported being married or living as married (23.3% vs. 11.3%). Most 

respondents had enrolled into secondary school (males 72.9%; females 75.6%). A large 

proportion of subjects were of a low socio-economic status: more than 90% were food 

insecure and only half of respondents could pay back a loan of R50 to an official body. 

 

Overall, condom use in this study population was low; only 30.7% of males and 24.4% of 

females used condoms at their last sexual intercourse and 25.8% of males and 22.9% of 

females reported consistent condoms use in the last 12 months. Males were significantly 

more likely to report condom use at last sex than females. Consistent condom use was 

low with spousal partners, with use at 7.7% and 9.3% for males and females respectively. 

In contrast, consistent condom use increases dramatically with non-spousal partners 

(girlfriend/boyfriend). Approximately a fifth of unmarried people reported consistent 

                                                 
2
 Main language spoken in Limpopo province  
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condom use (females 22.8%, males 18%). It is interesting to note that consistent condom 

use was lower among respondents that reported having multiple partners as compared to 

consistent condom use with one partner only. These figures show that condom use was 

inconsistent and varied with partnership type. 

 

Males were significantly more likely to have more than three lifetime sexual partners than 

women. With regards to age at sexual debut, significant differences were observed 

between males and females. Males were more likely to engage in sexual activity before 

the age of 16 than their female counterparts (10.8% vs. 2.5%).  

 

Although not found to be statistically significant, more women than men felt at high risk 

of HIV infection. Approximately, two-thirds of men reported condom self-efficacy 

defined as having picked up or purchased condoms in the last 12 months with the 

intention of using them for protection during sex. A larger proportion of male participants 

reported good communication on sex, condoms and HIV with their partners (males 

62.7% vs. females 57.2%). Women were more likely than men to have progressive 

beliefs on gender norms (56.4% vs. 52.4%). Only a few of respondents of both sexes had 

less progressive attitudes towards gender violence. HIV-related knowledge seemed to be 

high – with more than 90% of men and women being in the high and medium categories 

for this indicator. The majority of respondents of both sexes held stigmatizing attitudes. 

More than 80% of participants were not willing to share a meal with someone they knew 

to be HIV positive and would not be willing to look after a relative who became ill with 

HIV.  
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Table 3: Socio-demographic and behavioral characteristics of the study sample, Limpopo, South Africa 

 

 

Socio-demographic characteristics 

 

 

Males 

(N=702) 

N (%) 

 

Females 

(N=1325) 

N (%) 

 

p-value 

Age (years)    

   14-19  279 (31.3)  364 (28) 0.063** 

   20-24  282 (31.7)  401 (31)  

   25-29  191 (21.4)  284 (22)  

   30-35  139 (15.6)  254  (19.5)  

   Mean age (SD)  23 (5.4)  23 (5.6)  

 

Education 

   

   No education 8 (0.9) 12 (0.9) 0.877 

   Primary school only 192 (19.2) 250 (21.6)  

   Secondary school  only 650 (72.9) 985 (75.6)  

   Post secondary 41 (4.6) 56 (4.3)  

 

Marital status 

   

   Single 786 (88.2) 960 (73.7) 0.000* 

   Married or living as married 101 (11.3) 304 (23.3)  

   Separated/divorced 4  (0.5) 28 (2.2)  

   Widowed 0 11 (0.8)  

 

Condom use at last sex 

 

(n=841) 

 

(n=1198) 

 

   Yes 258 (30.7) 292 (24.4) 0.002* 

   No 583 (69.3) 906 (75.6)  

 

Condom use in last 12 months 

 

(n=911) 

 

(n=1325) 

 

   Consistent 235 (25.8) 304 (22.9) 0.121 

   Inconsistent  676 (74.2) 1021 (77.1)  

 

Condom use by partnership type in the last 12 months 

   

 Spousal partner only    

     Consistent use 70 (7.7) 123 (9.3) 0.000* 

     Inconsistent use 133 (15.5) 365 (27.6)  

 Non- Spousal partner    

     Consistent use 208 (22.8) 239 (18) 0.000* 

     Inconsistent use 527 (57.9) 649 (49)  

Multiple partners (spousal partner + non-spousal partners or  

multiple non-spousal partners) 

   

    Consistent use 6 (0.7) 1 (0.1) 0.000* 

    Inconsistent use 16 (1.8) 7 (0.5)  

 

No. of lifetime sexual partners 

   

   ≤3 374 (41) 931 (70.3) 0.000* 

   >3 537 (59) 394 (29.7)  

 

Age at sexual debut 

   

   <16 92 (10.8) 32 (2.5) 0.049* 

   16 years and older 763 (89.2) 125 (97.5)  

   Range 10-26 11-29  
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Migration: How many nights in the past month have you 

slept at home?  

   usually sleeping at home in the last month 786 (86.3) 1143 (86.3) 0.992 

   not usually sleeping at home in the last month 125 (13.7) 172 (13.7)  

 

Socio-economic status 

   

 (i)Food security    

     Food insecure 723 (82.2) 1,054 (83.5) 0.434 

     Food secure 157 (17.8) 209 (16.5)  

(ii) Could you pay back R50 to an official body by the end of 

      the month for the household? 

   

      Impossible, difficult 384 (43.7) 542 (43) 0.746 

      Possible, no problem 495 (56.3) 719 (57)  

 

Perceived risk of HIV infection 

   

   High risk 347 (40.8) 503 (40.7) 0.195 

   Low risk 564 (59.2) 822 (59.3)  

 

Condom self-efficacy (males only) 

   

   Yes 603 (66.4)   

   No 305 (33.6)   

 

Partner communication about sex, condoms, HIV 

   

   Poor 289 (37.3) 467 (42.8) 0.017 

   Good 486 (62.7) 624 (57.2)  

 

Beliefs on gender norms 

   

   Progressive 477  (52.4) 748 (56.4) 0.056* 

   Less progressive 434 (47.6) 577 (43.6)  

 

Attitudes towards gender violence 

   

   Progressive 526  (79.2) 760 (81.6) 0.229 

   Less progressive 138 (20.8) 171 (18.4)  

 

Knowledge on HIV/AIDS 

   

   Low 48 (5.4) 75 (5.8) 0.000* 

   Medium  717 (80.5) 1114 (85.5)  

   High 126 (14.1) 114 (8.8)  

 

HIV/AIDS related stigma 

   

   Low 128 (14.4) 186 (14.3) 0.013* 

   Medium 646 (39.3) 997 (76.5)  

   High 117 (13.1) 120 (9.2)  

    

*p<0.05 **p<0.01 

 

3.1.1 Contraceptive use  

The majority of females chose injectables (76%) followed by oral contraceptives/ pills 

(14%) as their main forms of contraception (Figure 2). This was regardless of age and 
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marital status (Table 4). Only 8% of the 1325 women and girls in this study reported 

using condoms as their main method of contraception. Further, the use of condoms as a 

main method of contraception decreased with increasing age. Interestingly, a higher 

proportion of married women used condoms as their main method of contraception as 

compared to their single counterparts. 

 

Table 4: Contraceptive methods currently used by females aged 14-35 (n=702), by marital status and age, 

Limpopo, South Africa 

 

 

Variable 

 

n/N 

 

Injectables 

 

Pills 

 

Condoms 

 

Other 

 

p-value 

Age (years)       
   14-19   192/702 141 (75) 22 (11.7) 21 (11.2) 4  (2.13) 0.053* 

   20-24 220/702 170 (76.2) 33 (14.8) 19 (8.5) 1 (0.5)  

   25-29 164/702 128 (78.5) 23 (14.2) 9 (5.5) 3 (1.84)  

   30-35 126/702 86 (73.5) 20 (17.1) 8 (6.8) 3 (2.6)  

 

Marital status 

      

   Single 530/702 416 (76.9) 74 (13.7) 44 (8.1) 7 (1.3) 0.343 

   Married  156/702 100 (70.9) 24 (17) 13 (9.2) 4 (2.84)  

  Separated/divorced 11/702 7 (100) 0 0 0  

   Widowed 5/702 2 (100) 0 0 0  

       

*p<0.05 **p<0.01 

Figure 2: Contraceptive methods currently used by females aged 14-35 (n=702), Limpopo, South Africa 
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3.1.2  HIV prevalence 

The overall HIV prevalence in this study sample was 12.9 % (males 8.9%, females 

15.5%). The prevalence of HIV infection was found to be higher among females than 

males in all age groups except in the 30-35 age group (14.4% vs. 11.3%). HIV prevalence 

peaks at 21.7% in the 25-35 age group for females and at 14.4% in males aged between 

30-35 years.  

Figure 3:Prevalence of HIV infection by age and 

sex, Limpopo, South Africa
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3.2 Determinants of condom use (males and females separately) 

In bivariate analyses, predictors of consistent condom use and condom use at last sex 

among males are shown in Table 5. Condom self-efficacy was found to be the strongest 

predictor of consistent condom use. Other significant predictors of consistent condom use 

included, good communication, low perceived risk of HIV infection and high levels of 

stigma. Further, using condoms as last sex was significantly associated with high condom 
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self-efficacy, low risk perception of HIV infection, progressive attitudes towards gender 

violence. Number of lifetime sexual partners, age at sexual debut, HIV status and 

HIV/AIDS knowledge were not significantly associated with consistent condom use. 

 

In adjusted analysis, factors found to be significantly associated with condom use in 

crude analysis were entered into a multiple logistic regression model. This model 

calculated adjusted odds ratio for each independent variable and included the following 

confounding variables: age, education, marital status, migration and socio-economic 

status.  

 

Among males, all of the five variables found significant in bivariate analysis, were also 

found to be significant predictors of consistent condom use in the multivariate analyses. 

Condom use self-efficacy was found to be the most important predictor of consistent 

condom use: males who reported low condom use self-efficacy were more likely to be 

inconsistent users (aOR= 0.11, 95% CI= 0.07-0.19). Males who considered themselves to 

be at low risk of HIV infection were more likely to report consistent condom use 

(aOR=1.96, 95% CI=1.22-3.15). Levels of consistent use were higher among respondents 

who communicated well with their partners (aOR= 2.36 95% CI=1.63-3.42. Interestingly, 

males who held stigmatizing attitudes were more likely to use condoms consistently than 

those that did not (aOR= 2.63, 95% CI=1.41-4.90). 

 

There were five significant variables associated with condom use at last sex among 

males. Of these, condom self-efficacy was again found to be the most powerful predictor 
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of condom use at last sex. Males who had low self-perceived risk of  HIV infection were 

1.84 times more likely to report condom use at last sex than those who perceived 

themselves at high risk (aOR=1.84, 95% CI =1.33-2.56). Good communication was 

positively associated with use at last sex (aOR= 1.38, 95% CI =0.95-2.00). Significant 

differences were observed in age at sexual debut; males who initiated sex after the age of 

16 were more likely to reported condom use at last sex (aOR=1.46, 95% CI =1.05-2.03).  

 

Among females, significant predictors of consistent condom use included: using condoms 

as a main method of contraception, good communication and high levels of stigma (Table 

6). Further, levels of consistent use were less likely among females with less progressive 

attitudes towards gender violence and those who had more than six lifetime sexual 

partners. Women who reported condom use at last sex had less than 3 lifetime sexual 

partners, used condoms as a main method of contraception, felt at low risk of HIV 

infection and had good communication with their partners. Age at sexual debut, HIV 

status, perceived risk of HIV infection, beliefs on gender norms and HIV/AIDS 

knowledge were not significantly associated with condom use at last sex. 

 

In multivariate analyses, only three of the selected variables were found to be significant 

predictors of consistent condom among females. The first and most important finding was 

that females who used condoms as a main method of contraception were up to twenty 

times more likely to use condoms consistently (aOR=20.21, 95% C I=8.31- 49.19) and at 

last sex (aOR=20.40, 95% C I=8.53-49.00). Secondly, women who reported good 

communication with sexual partners were 2.52 times more likely to be consistent users 
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(aOR= 2.52, 95% CI= 1.83-3.46). Lastly females that held less progressive attitudes 

towards gender violence were also less likely to be consistent users (aOR=0.74, 95% 

CI=0.56-.97). 

 

In addition, females who had sex for the first time after the age of 16 were more likely to 

have used condoms at last sex compared to those who engaged in sex earlier (aOR= 1.40, 

95% CI= 1.40-1.89). Respondents who held stigmatizing attitudes were also more likely 

to have used condoms at last sex (aOR= 1.98, 95% CI= 1.12-3.50). Finally, less 

progressive attitudes towards gender violence were associated with lower levels of 

condom use at last sex. (aOR= 0.70, 95% CI= 0.52-0.93). 

 

3.2.1 Summary 

In summary, condom use in this population is low: less than a quarter of respondents used 

condoms consistently and less one-third of men and women used condoms at last sex. 

This was especially true of females, married couples and those who have multiple 

partners. In multivariate analyses, significant predictors of consistent condom use for 

both sexes included good communication and high HIV-related stigma. High condom 

self-efficacy, defined as the intention to pick up or purchase condoms with the intention 

of use, was the most powerful predictor of both condom use indices among males. 

Among females only, having fewer than three lifetime sexual partners and progressive 

attitudes towards gender violence was positively associated with using condom 

consistently. Lastly, females who used condoms as their main method of contraception 

were up to 20 times more likely to use them consistently and at last sex. 
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Table 5: Logistic regression analyses assessing associations between condom use and selected variables 

for males (n=911), Limpopo, South Africa 

 

 

Variables 
Consistent condom use in the last 12 months Use at last 

 n/N % Crude 

OR1 

95%CI aOR2 95%CI n/N % Crude

OR

No. of lifetime sexual partners          

    ≤3 97/235 41.3 1.00  1.00  104/258 40.3 1.00

    >3  138/235 31.8 0.99 0.73- 1.34 0.95 0.68-1.33 154/258 59.7 0.90

Age at sexual debut          

   <16  19/230 8.26 1.00  1.00  24/248 9.68 1.00

   16 years and older 211/230 91.7 1.32 0.98-1.78 1.33 0.96-1.86  224/248 90.3 1.24

HIV status          

  Negative    177/189 93.7 1.00  1.00  192/208 92.3 1.00

  Positive 12/189 6.4 0.63 0.33-1.20 0.63 0.33-1.23 16/208 7.7 0.84

Perceived risk of HIV infection          

   High risk 76/235 32.3 1.00  1.00  78/258 30.2 1.00

   Low risk 159/235 67.7 1.40 1.02-1.92* 1.40 1.02-1.94* 180/258 69.8 1.70

Condom self-efficacy           

   Yes 216/234 92.3 1.00  1.00  226/257 87.9 1.00

   No 18/234 7.7 0.11 0.07-0.19* 0.11 0.07-0.19* 31/257 12.1 0.21

Partner communication          

   Poor 47/194 24.3 1.00  1.00  59/211 27.3 1.00

  Good 147/194 75.8 2.36 1.63-3.42* 2.28 1.54-3.36* 157/211 72.7 1.41

Beliefs on gender norms          

    Progressive 112/235 47.7 1.00  1.00  126/258 48.8 1.00

   Less progressive 123/235 52.3 1.28 0.96-1.73 1.25 0.92-1.71 132/258 51.2 1.20

Attitudes towards gender violence          

   Progressive 148/235 63.0 1.00  1.00  161/258 62.4 1.00

   Less progressive 87/235 37.0 0.75 0.55-1.01 0.73 0.53-1.00 97/258 37.6 0.74

Knowledge on HIV/AIDS          

   High 37/229 16.2 1.00  1.00  43/252 17.1 1.00

   Medium  182/229 19.5 1.12 0.63-2.65 1.21 0.59-2.53 192/252 76.2 0.60

   Low 10/229 4.4 1.58 0.71-3.50 1.48 0.66-3.33 17/252 6.3 0.82

 

HIV/AIDS related stigma 

         

  Low 21/229 9.2 1.00  1.00  33/252 13.1 1.00

  Medium 165/229 72.1 1.75 1.06-2.88 1.64 0.93-2.76 179/252 71.0 1.16

  High 43/229 18.8 2.96 1.62-5.40* 2.63 1.41-4.91* 40/252 15.9 1.55

          

*p<0.05 **p<0.01 

1
 Crude OR: calculated from a univariate logistic regression 

2
 Adjusted OR: calculated multivariate logistic regression including age, education, marital status, socio-

economic status and migration 

 

 

                                                 
*p<0.05 **p<0.01 

1
 Crude OR: calculated from a univariate logistic regression 

2
 Adjusted OR: calculated multivariate logistic regression including age, education  marital status, socio-

economic status and migration 
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Table 6: Logistic regression analyses assessing associations between condom use and selected variables 

for females (n=1325), Limpopo, South Africa 

 

Variables 

 
Consistent condom use in the last 12 months 

 n/N % Crude 

OR
1
 

95%CI aOR
2
 95%CI n/N % Crude

OR
No. of lifetime sexual partners          

   ≤3 228/304 75.0 1.00  1.00  215/292 73.6 1.00

   >3  76/304 25.0 0.74 0.55-0.99* 0.84 0.61-1.15 77/292 26.4 0.74

Age at sexual debut          

   <16  6/289 2.1 1.00  1.00  8/302 2.7 1.00

   16 years and older 282/289 97.9 1.15 0.89-3.149 1.10 0.83-1.45 292/302 97.4 1.21

Contraceptive use           

   Pills 21/190 11.1 1.00  1.00  18/176 10.2 1.00

   Injectables 118/190 62.1 1.05 0.62-1.77 1.08 0.65-1.87 109/176 61.9 1.10

   Condoms 47/190 24.7 17.46 8.42-48.3* 20.21 8.31-49.19* 46/176 26.1 20.4

   3Other 4/190 2.11 2.12 0.35-6.12 1.53 0.56-6.56 3/176 1.7 1.50

HIV status          

  Negative    210/251 89.7 1.00  1.00  201/242 83.1 1.00

  Positive 41/251 16.3 1.08 0.74-1.59 1.10 0.73-1.63 41/242 16.9 1.12

Perceived risk of HIV infection          

   High risk 105/304 34.5 1.00  1.00  102/292 34.9 1.00

   Low risk 199/304 65.5 1.21 0.92-1.58 1.23 0.93-1.62 190/292 65.1 1.30

Partner communication          

   Poor 77/263 29.3 1.00  1.00  86/252 34.1 1.00

   Good 186/263 70.7 2.25 1.67-3.04* 2.52 1.83-3.46* 166/252 65.9 1.20

Beliefs on gender norms          

  Progressive 174/304 57.2 1.00  1.00  163/292 55.8 1.00

  Less progressive 130/304 42.8 0.94 0.74-1.24 1.03 0.79-1.35 129/292 44.2 1.03
Attitudes towards gender violence          

  Progressive 192/304 63.2 1.00  1.00  184/292 63.0 1.00

  Less progressive 112/304 36.8 0.73 0.56-0.95* 0.74 0.56-0.97* 108/292 37.0 0.73

 

 

Knowledge on HIV/AIDS 

         

   Low 16/300 5.3 1.00  1.00  19/289 6.7 1.00

   Medium  256/300 85.3 1.10 0.62-1.95 1.13 0.63-2.07 241/289 83.4 0.85

   High 28/300 9.3 1.20 0.60-2.41 1.26 0.612.59 29/289 10.0 1.05

HIV/AIDS related stigma          

   Low 46/300 15.3 1.00  1.00  41/289 14.2 1.00

   Medium 212/300 70.7 0.82 0.57-1.19 0.79 0.54-1.16 211/289 73.0 0.94

   High 42/300 14.0 1.64 0.99-2.71* 1.63 0.97-2.76 37/289 12.8 1.69

          

 

*p<0.05 **p<0.01 

1
 Crude OR: calculated from a univariate logistic regression 

2
 Adjusted OR: calculated multivariate logistic regression including age, education, marital status, socio-

economic status and migration 

                                                 
*p<0.05 **p<0.01 

1
 Crude OR: calculated from a univariate logistic regression 

2
 Adjusted OR: calculated multivariate logistic regression including age, education  marital status, socio-

economic status and migration 
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Chapter 4 

DISCUSSION 

The results of this study show that there are a number of factors associated with condom 

use among young people in Limpopo province and that these associations vary by gender. 

Significant predictors of consistent condom use for both sexes included good 

communication and  high HIV-related stigma. High condom self-efficacy, defined as the 

intention to pick up or purchase condoms with the intention of use, was the most 

powerful predictor of condom use among males. Among females only, having fewer than 

three lifetime sexual partners was positively associated with consistent use. Lastly, 

females who used condoms as their main method of contraception were up to 20 times 

more likely to use them consistently. 

 

Condom use at last sex is a more frequently used measure of condom use as participants 

are more likely to remember this information; however this measure does not capture 

condom use over a longer period of time. A meta-analysis study on condom use 

measurement by Noar et al. recommends that measuring consistent condom use is a more 

sensitive way of identifying predictors of condom use.  In this study both condom use at 

last sex and consistent condom use were measured and trends of associations were similar 

for both outcomes. 

 

Overall, condom use was very low among both young men and women. Other studies 

investigating condom use in rural populations in South Africa have concluded similar 

findings (Giles et al., 2005; Maharaj, 2006; Maharaj and Cleland, 2005). Whereas young 
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people in urban areas have reported higher levels of condom use (RHRU, 2004). This 

shows that greater efforts are required to promote condom use among young people in 

rural areas. 

 

Consistent with other studies, males were more likely than females to report condom use 

at last sex. However, consistent condom use did not vary by sex. In contrast to other 

studies (Adih et al., 1999; Maharaj, 2006; Prata et al., 2005; Reddy et al., 2000), this 

study suggests that those with multiple partners were less likely to report consistent 

condom use and condom use at last sex. As expected, married women were less likely to 

report condom use than their single counterparts. This is likely due to the fact that the 

desire to have children often conflicts with the need to practice safe sex (Bhattacharya, 

2004; Maharaj, 2006; Nakiyiwa et al., 2006). Also married women often find it difficult 

to negotiate condom use with their husband as it may be associated with a lack of trust 

and infidelity. 

 

Related to this, unmarried women were more likely to report consistent condom use in 

this study. This may be because many young women fear pregnancy outside marriage and 

this could be an important motivator for use (Maharaj, 2006). There was no direct 

measure of the reasons for condom use in this study. However, since a majority of 

females reported using hormonal methods to prevent pregnancy and only 8% reported 

using condoms as a main method of contraception we can therefore conclude that very 

few women used condoms to prevent HIV and other STIs. Indeed, this study suggests 

that females who used condoms as their main method of contraception were up to 20 
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times more likely to use condoms in at last sex and to be consistent users. Therefore, 

programmes promoting condom use among women in this population should emphasize 

the dual protection offered by condoms against unwanted pregnancies and protection 

against HIV and other STI’s. 

 

For young men, condom self-efficacy (having picked up or purchased condoms with the 

intention of use) was found to be the most powerful predictor of both condom use at last 

sex and consistent use. This is consistent with other studies that have shown similar 

results in a number of settings (Adih, 1999; Tao et al., 2006) Interventions to promote 

condom use should aim to increase condom self-efficacy among young men. This can be 

achieved by making condoms more accessible to young men in places they frequent such 

as in schools, spaza shops, drinking halls and other non- clinical settings. 

 

In this study, men who perceived themselves to be at low risk of HIV infection were 

more likely to use condoms. Other studies have found the reverse to be true; the level of 

condom use increases as perceived risk of HIV increases (Adih and Alexandra, 1999; 

Maharaj, 2006; Macintyre et al., 2004). A possible explanation is in a mature generalized 

epidemic such as in South Africa, where levels of knowledge of the virus and how it is 

transmitted is generally high, young men who engage in risky behaviors do so knowing 

that they are at high risk of infection. The group of young men who in this survey 

reported high levels of condom use also believed themselves at low risk to HIV infection.  
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Contrary to previous research, perceived risk of HIV infection was not a predictor of 

condom use among women (Maharaj and Cleland, 2005). This could be because women 

believed they were at no risk because they were faithful to their partners or because they 

believed that they were at high risk to infection already and therefore felt powerless to 

protect themselves. Nonetheless these findings suggest that HIV prevention programmes 

for youth should emphasize personal susceptibility to HIV. This can be achieved through 

supporting disclosure by people living with HIV in the community in places such as 

schools, churches, etc to sensitize young people on the dangers of HIV/AIDS. 

 

In South Africa, gender inequalities have increasingly been found to be significant 

barriers to the use of condoms among both young men and women especially in rural 

areas (Jewkes et al. 2003). Gender inequalities in this study were measured by attitudes 

towards gender violence and beliefs on gender norms. For both indicators it was found 

that respondents that held less progressive beliefs and attitudes were less likely to use 

condoms consistently and at last sex. This suggests that programmes that support the 

empowerment of women can play an important role in challenging less progressive 

gender norms and should be incorporated in HIV prevention strategies for young men and 

women. 

 

Delayed sexual debut has been previously found to be associated with protective sexual 

behaviour including higher levels of condom use (Harrison et al, 2006). In this study the 

majority of young people who used condoms consistently initiated sex after the age of 16 

and as a result were at reduced risk of HIV infection. The results are encouraging as a 
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delay in age at first sex is an important factor attributed to HIV decline (Hallett et al., 

2006). It is therefore important, to start HIV prevention messages at an early age. This 

can be done through media campaigns such as Lovelife, or by encouraging early HIV 

testing in schools to support “staying negative”. 

 

Knowledge has been found to be an important predictor of condom use (Maharaj, 2006; 

Tao et al., 2006). Although knowledge of HIV/AIDS and how it is transmitted is high, in 

the current study this was not found to be a significant predictor of condom use. This is 

likely due to existing high levels of HIV-related knowledge in South Africa with little 

room for measurable improvement.  

 

Interestingly, respondents that reported high levels of HIV-related stigma were more 

likely to use condoms at last sex and consistently. Other studies have found high levels of 

stigma to be negatively associated with condom use (Baleta, 1999). A possible 

explanation for this is that respondents who held stigmatizing attitudes were also more 

fearful of the disease and therefore more likely to use condoms.  

 

Lastly, the results of these analyses show no association between HIV status and condom 

use. In many other studies HIV status had been found to be positively associated with 

condom use because people who engage in risky behaviors use condoms more often. In 

this study sample, only a few of the respondents knew their HIV status. Efforts to 

encourage young people to get tested are crucial. 
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4.1  Limitations of the study 

The major limitation of this study, as with all studies of sexual behaviours was the 

potential for respondents to give socially desirable responses. Another limitation that is 

common with analyses of secondary data is that the researcher attempted to analyze 

questions that she did not craft. This narrowed the scope of this study, for instance 

analyses were confined to socio-cultural and behavioural determinants of condom use, 

whereas other important determinants such as economic status were omitted because 

questions around this were not asked in the original study. Furthermore, this is a cross-

sectional study where associations were determined from “snap-shot” information. As 

such, associations do not necessarily reflect causal relationships which could only be 

properly assessed with longitudinal studies.  The effect of recall bias is yet another 

limitation; participants were asked to remember conversations they had around certain 

sensitive issues with members of their household in the preceding twelve months. Lastly 

analyses of this study excluded participants that were not sexually active at the time of 

the study, most of whom were aged between 14 –19 years. Information from this age 

group is important as these respondents were not sexually active and therefore 

intervention strategies targeted at this group would have the greatest impact. 

 

4.2 Conclusions 

In conclusion, despite high levels of HIV infection, consistent condom use among young 

people in rural Limpopo is extremely low. Data from this study suggest that efforts to 

reduce HIV risk among young people in this population should focus on delaying sexual 

debut, increasing perceived risk of HIV infection, encouraging partner communication, 
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making condoms more easily accessible to young men and addressing gender 

inequalities. Furthermore, the dual protection offered by condoms against unwanted 

pregnancies and against HIV and other STI’s should be emphasized in this population 

particularly among young women and girls as it plays an important role in the prevention 

of HIV.  

 

The reasons for low levels of consistent condom use are complex and involve structural 

factors such as community beliefs as well as individual behaviors and are difficult to infer 

from structured questionnaires. Further investigations using qualitative research 

techniques such as focus group discussions may reveal more nuanced information 
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APPENDICES 

Appendix A: Map of location of the villages included in the IMAGE study  
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Appendix B: Young Person’s Questionnaire 
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