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Abstract

Introduction: Alcohol is an indirect contributor to HIV transmission in sub-Saharan Africa. Alcohol
users in general, and heavy, episodic drinkers in particular, are more likely to engage in risky sexual
behaviour. Interventions promoting the reduction of alcohol use in conjunction with sex are likely to
enhance the HIV prevention response. However, little is known about the relationship between
different dimensions of alcohol use and risky sexual behaviour in the general adult population in
South Africa. The overall aim of this study was to examine the relationship between alcohol
dependence, binge drinking and frequency of drinking in the past month and risky sexual behaviour
among males and females aged 16-55 years in South Africa in 2012.

Methods: This was a secondary analysis of data from a nationally representative cross-sectional
study of males and females aged 16-55 years in 2012. Bivariate and multivariate analysis was
conducted to investigate the relationship between alcohol use and risky sexual behaviour. Three
nuanced measures of alcohol use were used — alcohol dependence, binge drinking, and frequency of
drinking in the past month. The outcomes examined included multiple sexual partners (MSP) in the
past 12 months, MSP in the past month, transactional sex, age-disparate sex and condom use at last
Sex.

Results: Some 10,034 respondents (n=4,065 males and n=5,969 females) were interviewed. This
study found that for males, there was no significant relationship between alcohol dependence and
risky sexual behaviour. For females, those who were alcohol dependent were more likely to have
received money/gifts in exchange for sex. Binge drinking and frequency of drinking in the past
month were associated with risky sexual behaviour for both males and females. For males, binge
drinking was associated with: MSP in the past 12 months (AOR: 1.93, 95% Cl 1.37 - 2.72), providing
gifts/money in exchange for sex (AOR: 1.53, 95% CI 1.01 - 2.33), and having a sexual partner five or
more years younger than themselves (AOR 1.44, 95% ClI 1.09 - 1.89). An interaction between binge
drinking and self-efficacy for resisting MSP was positively associated with MSP in the past month.
Frequency of drinking in the previous month was associated with all five outcome variables and a
dose response relationship was present. An interaction between frequency of drinking and self-
efficacy for resisting MSP was positively associated with MSP in the past month. For females, binge
drinking was associated with: MSP in the past 12 months (AOR 1.93, 95% Cl 1.37-2.72), MSP in the
past month (AOR 1.79, 95% Cl: 1.03 - 3.10), and receiving money/gifts in exchange for sex (AOR 3.10,
95% Cl 1.45 - 6.62). An interaction between binge drinking and self-efficacy for resisting MSP was
positively associated with MSP in the 12 past months. Frequency of drinking was associated with
MSP in the past month. A dose response relationship was evident with females who drank more
frequently in the past month being more likely to have had MSP in the past 12 months. This study
found high levels of non-drinking (62.80%) but high levels of hazardous drinking among those who
drank. Males were more likely to drink and to display hazardous drinking patterns. In general males
were more likely to engage in risky sexual behaviour, although males were more likely to have used
a condom at last sex.



Conclusions: Overall this study has described the patterns and prevalence of alcohol use and risky
sexual behaviour in the general population in South Africa. It has demonstrated gender-specific
relationships between various types of alcohol use and risky sexual behaviour and has new insights
into the complex relationship between these two phenomena. Results suggest that the drinking
environment facilitates high-risk sexual encounters. Findings from this study can be used to design
and implement future interventions to address this important risk factor for HIV.



Acknowledgements

First and foremost | offer my immense gratitude to my supervisors, Dr Nicola Christofides and Dr
Renay Weiner. Thank you for your expert guidance in helping me refine, focus and write this
dissertation. Thank you also for your constant encouragement and shared enthusiasm for the
prospect of this paper contributing towards the HIV prevention response in South Africa.

To the organisations responsible for the National HIV Communication Survey 2012 (NCS); Johns
Hopkins Health and Education in South Africa, lovelLife and Soul City, | extend my thanks for
supporting my use of the dataset for this dissertation. It is through working with all of you that | was
inspired to complete this paper.

Dr Saul Johnson, thank you for your support in managing the NCS and for always being available to
discuss any concerns | had. It is through you that | have learnt the value of useful research and |
hope that this paper will contribute towards HIV prevention in South Africa —an area we are both
passionate about.

| also appreciate the technical assistance provided by Dr Larry Kincaid and Dr Maria-Elena Figueroa
in undertaking the data analysis for the NCS. My particular thanks for supporting the complex
analysis required to measure exposure to HIV communication programmes.

My thanks also to the 10,034 respondents who participated in the NCS. This study would not have
been possible without your willingness to participate.

Sandra Laurence, thank you for your assistance in proofreading this paper. This has made this
dissertation a much better product.

To Marco Magni, thank you for ongoing patience, encouragement and for supporting me through
the ups and downs along this journey. | would not have reached this milestone without your
support.



Table of Contents

(@ 0 F=T o) =T ol VoY e Yo ¥ ot o Y o TSP 1
Chapter 2: LItErature REVIEW .......ccccuiiiieiiiie et ecite e e tte e e e eate e e e ette e e s s atae e eeanbaeesentaeeeannteeesennseeesennsenas 2
21 Burden of disease linked to alcohol use and HIV in South Africa........ccceveenienicnicnieeieenee 2
2.1.1 Prevalence and patterns of alcohol use in South Africa..........ccccocoeviiriiiiiniii e, 2
2.1.2 Prevalence and patterns of HIV in South Africa............cccccoviiiiiiiiii e, 2

2.2 Defining and measuring alCoONOl USE........uiiiiuiiiiiiiiiiecciieee et 3
2.2.1 Measuring alCONOI USE ..............coooiiiiiiiiiecccee e et e e et ee e s e are e e e e eareeas 4
2.2.2 Measuring alcohol use in SoOuth Africa.............cooooiiiiiiii e e 5

2.3 Alcohol use in SOULh AfriCa ...eeiuiiiiiiiee ettt e 9
2.3.1 The drinking enVIroNMENL ..............ooiiiiiiiii e e s 10

2.4 Risky SEXUAl DERAVIOUT .....ciiiiiiiiiicee e e e ree e s abe e e s s eareeas 10
2.4.1 Multiple seXUal PArtNErs............cocciiii it eee e et e e e e bee e s eenbae e s enaeeas 10
2.4.2 TranSACtIONAl SEX..........eiiiiiiiiiiieiiie ettt ettt sttt ettt et et en 11
2.4.3 ABE-diSPArate SEX ......ccociiiii it ectee ettt e e ee e et e e e et e e e e ba e e e e bt e e e e baeaeeabaeeeennreeas 12
2.8.8 CONAOM USE.....coouiieiuiiieiieeeieeeriteesite ettt e sbteesabeesbeesbteesbeeesabeesaseesseeesabeesasbeesaseessaeesaseesnse 12

2.5 Alcohol use and risky sexual BENAVIOUN ...........uuvvviiiiiiie e e 13
2.5.1 The drinking environment and risky sexual behaviour ..............cccccoviiiiniiiniiiiniinnene 14

2.6 Ideational factors associated with risky sexual behaviour ...........cccocooieiiiieiiniccee e, 15
2.6.2 Attitudes towards condom use and IMISP ..............ccooiiiriiiiiii i 15
2.6.3 Self-efficacy for condom use and torefuse MISP ...............cccoveiieiiie e, 16

2.7 Alcohol and HIV prevention interventions .........cceccieiieciiee e 16
2.7.1 Curriculum-based alcohol and HIV interventions for youth...................cccoccviiiiinnnnnnen. 16
2.7.2 Brief iNt@rVeNtIONS ........ccooiiiiiiiiie e e 17
2.7.3 Place-based interventions................ccocuiiiiiiiiiii e 17
2.7.4 Community mobilisation and advocacy .............ccccoooeiiiiiii e 18

2.8 Problem State@mMENt.......cou i e s e 18
2.9 SEUAY JUSEITICAtION 1o e e et e e e e rra e e e eanes 19
Chapter 3: AImMSs and ObJECHIVES ......uviie ettt e e e rre e e et re e e e sbae e e esabaeesennbaeeeennreeas 20
70 R 14 o PSP U PSP R PP PPPPOPR 20
3.2 SPECITIC ODJECTIVES ...ttt ettt e e ettt e e e et e e e e e tte e e e ebbeeeeesraeeesasraeaesnnes 20

(@ oY o =Y gV 1T o To Yo Lo [ .Y SRS 22
4.1 Ry 0o AV 1Y 1= o TSP PSPt 22



4.2 Study Population and SAmMPIING .......eeeee e e 22

4.3 DY [ 0] | [=Tol o] o RSP P U UPROTOUPPURPRIOt 23
4.4 MEASUIEIMENT...ciiiiiiiiiiiiii e sbe e e s sbe e e s saree s 23
4.4.1 EXPOSUre Variables ...............ooiiiiiiiic ettt et e e e aaa e e 23
4.4.2 0utcome Variables ..o e 24
B.4.3 COVANIAES .....ooiiiiiiie ettt ettt et e e et e s s e e e e s n e e e e e e r e e e e e b e e e e s nr e e e e e nreeeeeanrreeeean 25
4.5 Data Management and Data ANalySiS.......cuuuiuiiiiiiiiieiiiiieee et ssiee e esee e sree e ree e s s 28
4.6 B NICS -ttt s e e st e s bt e e abe e s be e e nabeesbeeebeeesareeenns 29
(0 0T oY T gl T 2 (=T U SRR 31
5.1 Socio-demographic characteristics and prevalence and patterns of alcohol consumption
among all males and females aged 16-55 years in South Africa in 2012.........ccoovviivivieeeeeeeiccnnneeennn. 31
5.1.1 Socio-demographic characteristics of all respondents ..............ccccovveeiiiiiiiiiiieieee 31
5.1.2 Prevalence of alcohol consumption ...............ccoociiiiiic e 32
5.1.3 Drinking patternsinthe pastmonth...................ccooi e 33
5.1.4 Drinking @NVIFONMENL ............ooiiiiiie et eee e e et e e e e ba e e e eenbae e e ennreeas 35

5.2 Prevalence and patterns of alcohol consumption among sexually active males and females

aged 16-55 years in SOUth Africa in 2012 ....coccuviiiieciiie e e e s sbae e e ssaaeeeeas 35
5.2.1 Socio-demographic characteristics of sexually active respondents..................ccccec..... 35
5.2.2 Prevalence of alcohol consumption ...............cccocoiiiiiii e 36
5.2.3 Drinking patternsinthe pastmonth....................coo i, 37
5.2.4 Drinking @nVIrONMENT ............oiiiiiiiii et e e e e e be e e s s eabee e s enareeas 39

5.3 Characteristics of male and female drinkers aged 16-55 years in South Africa in 2012 ...... 40
5.3.1 AICONOI USE ...t 40
5.3.2 BiNge drinKING..........oiiiiiieeeee e e e e e e e e araeas 44

5.4 Prevalence and patterns of risky sexual behaviours among males and females in South

AFFICE TN 2002 ..ttt st sttt e r e e r e r e sae e san e e n e e reenes 46
5.4.1 Multiple seXUal PArtNEIS ...........cooiiiiiie e e e rae e e aaaeas 46
5.4.2 TransactionNal SEX......c..coouiiiiiiieee et 54
5.4.3 Y= Lo [ LY o T - 1 1] =) OSSR 58
5.44 Condom USE @t JaSt SEX.......cueiiiiiiiiiiiie e 62

5.5 Relationship between alcohol consumption and risky sexual behaviours among males and

females aged 16-55 years in South Africa in 2012........cooiiiiiiiiiiiie et 67
5.5.1 Multiple sexual partnersinthe past 12 months ................cccooiiriiircccie s 67
5.5.2 Multiple sexual partnersinthe past month......................cooii s 71
5.5.3 Transactional SEX..........cooiiiiiiiiiiiee e 75

vi



5.5.4 ABE-AISPArAte SEX ....cccviiiiiiiiiie ittt e e s ae e e s areeeean 79

5.5.5 CONAOIM USE ...ttt ettt ettt et e e st e s bt e e sabeesbee s meeesabeeesaseesabeesaneeesareenane 81

(0 0T oY (=T g SR B T o U1 o VSRR 84
6.1 (1o T o B [T 0] (1 =SSP 84
6.2 Hazardous and harmful drinking..........cccuveee oo e 84
6.3 Differences in drinking patterns DY SEX ....ciiiiiiiiriiiei ettt 85
6.4 Identifying hazardous driNKErS .........ui i e 86
6.5 Risky SEXUAI DERAVIOUT .....eiiiiiiiiicee e e e s e e e s areeas 87
6.6 Alcohol use and risky sexual behaviour ..........ccocciiii i 88
6.6.1 Alcohol dependence and risky sexual behaviour.................c.ccooeiiiiiiiiiiic e 88
6.6.2 Hazardous drinking and risky sexual behaviour .................cccooiiiiiiii e 89

6.7 Self-efficacy and hazardous alcOOl USE .......ccocuiiiiiiiiiiiicieee e 93
6.8 The drinking environment facilitates risky sexual behaviour .........cccoccvveviviiieeiciiiee e, 94
6.9 LIMIEATIONS. .t 94
Chapter 7: Conclusions and RecoOmMmMENdAtioNS ........cccociiiiiiiiiiiie et e e eree e e 96
7.1 Multi-faceted interventions at different levels...........ooueriiiiriiiieieeeeee e 97
7.1.1 Individual levels INterventions...............ccoouiiriiiiiiiiiiie et 97
7.1.2 Place-based and community interventions.............cc.cccoeeeiiiiiiiii e 99
7.1.3 Societal levels iNterventions..............cocooiieiiiiiiiiiieeee e 100

7.2 Focusing efforts where they will have most impact........ccccccoeeiviiiiecccee e, 100
7.3 FUPENEI FESEAITH ..ttt st st st e e 101
REFEIEINCES ...ttt b e a e s ae e et et e e bt e s bt e s ae e sab e st e e bt e beeabeenbeesaeeeneeeneean 102
Appendix A: Edited Questionnaire including Items for this Analysis Only .........ccccceeeieriiiiieeenicnennnn. 113
Appendix B: Ethical Approval for Primary STUdY.......cueeeiiiiieiciee e 135
Appendix C: Letter of Permission (Principle INVestigator) .........ccceccvvevieeiiie e 136
Appendix D: Letter of Permission (NCS Steering CommIttee) ........ccccveeeeiiriieeeiiiieeeceee et 137
Appendix E: Ethical Approval for Secondary StUAY.........cccuiiieeciiiiieciiiee e e 138

vii



List of Tables

Table 1: Alcohol use and misuse terminology and operationalisation..........ccccecveeeiiiiieeeinciee e 3
Table 2: Studies measuring alcohol use in SOUth AfriCa .....c..ceevvciiie i 7
Table 3: Measurement of ideational fACtors ........ccviiiiiiie e 26
Table 4: Socio-demographic characteristics of all respondents ........cccceeeeeveccciiiiiee s 31
Table 5: Prevalence of alcohol use and misuse among all adult males and females .........cccccceeunneeen. 33
Table 6: Prevalence of alcohol consumption in the past month among all adult males and females .34
Table 7: Prevalence of being drunk in the past month among all adult males and females................ 34
Table 8: Prevalence of visiting a drinking establishment and binge drinking at last visit among all

AdUIt MAlES AN FEMAIES ... .veieiiieiee e et rae e e s be e e sbte e sateesbeeesareens 35
Table 9: Socio-demographic characteristics of sexually active respondents........ccccceevveeiiiiieeeiicnennn. 36

Table 10: Prevalence of alcohol use and misuse among sexually active adult males and females......37
Table 11: Prevalence of alcohol consumption in the past month among sexually active adult males
Lo I LT 0 =1 LT PSPPSR 38
Table 12: Prevalence of being drunk in the past month among sexually active adult males and
12T 0T | LT PPN 38
Table 13: Prevalence of having sex with someone after having too much to drink in the past month
among sexually active adult males and females..........cocuveeeeeiieicciee e 39
Table 14: Prevalence of visiting a drinking establishment and binge drinking at last visit among
sexually active adult males and fEMAIES.......ccuuiiiiiie s 39
Table 15: Prevalence of having sex with someone met for the first time at last visit to place where
alcohol was served among sexually active adult males and females.......ccccoccveeeiciei e, 40
Table 16: Associations between socio-demographic characteristics and alcohol use among sexually
Lot A\ Ll 4 LT o N . ISR 41
Table 17: Associations between socio-demographic characteristics and alcohol use among sexually
ACTIVE FEMAIES N (20) vveeiieireie ettt ettt e e etae e e e eta e e e e e abr e e e eeabeeeeeenbeeeeeenteeesennteeeeensreeas 43
Table 18: Associations between socio-demographic characteristics and binge drinking among
SEXUAIIY ACHIVE MAIES N (26) wreeeerieeeiee ettt e et e e re e e eta e e et e e st e e ebaeeeabaeebaeesareesnbaeesareenn 44
Table 19: Associations between socio-demographic characteristics and binge drinking among

o U | LAV Tt A AV =T 4 Y LT T 7 PR 45
Table 20: Prevalence of MSP in the past year and past month among sexually active adult males and
FEIMIAIES ..ttt ettt et e s b e e e e b et e bt e e shbe e e bae e s abeesbeeebbeesbeeeates 47
Table 21: Associations between socio-demographic characteristics, ideational factors, behaviour and
multiple sexual partners among sexually active adult males N (%) ......cccveeeieeiiieeecie e 49
Table 22: Associations between socio-demographic characteristics, ideational factors, behaviour and
multiple sexual partners among sexually active adult females N (%) .....cccceeveevieeecieerceeccer e 52
Table 23: Prevalence of transactional sex with any sex partner in the past year among sexually active
o [0 Ll 0 F= 1 LT Y o I8 =T ' =1 =SS 54
Table 24: Associations between socio-demographic characteristics, ideational factors, behaviour, and
transactional sex among sexually active adult males N (%) .....cccveecveeeceeeiieeceeece e 55
Table 25: Associations between socio-demographic characteristics, ideational factors, behaviour, and
transactional sex among sexually active adult females N (%) ......ccccveeeeeeecieeree e 57
Table 26: Prevalence of age-disparate sex with any sex partner in the past year among sexually active
AUt MALES AN FEMAIES ...eiii i ee e s st e e s s sabe e e s e snbeeeeenreeas 58

viii



Table 27: Associations between socio-demographic characteristics, ideational factors, behaviour and
age-disparate sex among sexually active adult Males N (%) ......cooevieeieciiie e 59
Table 28: Associations between socio-demographic characteristics, ideational factors, behaviour and
age-disparate sex among sexually active adult females N (%) .....coeceeeieeiieeieciieeeecee e e 61
Table 29: Prevalence of condom use at last sex among sexually active adult males and females ...... 62
Table 30: Associations between socio-demographic characteristics, ideational factors, behaviour and

condom use at last sex among sexually active adult males N (%) ....cccoveeceeecieecieecceece e 64
Table 31: Associations between socio-demographic characteristics, ideational factors, behaviour and
condom use at last sex among sexually active adult females N (%) ...cooceveeeeeiieeeccceeeccee e, 66
Table 32: Multivariate logistic regression results for MSP in the past 12 months and binge drinking
among Males (N=1,266, P<O.00L) .......cccccuueeeeeiieee e ectee e e e ete e e e etee e e eebaee e esbae e e ssataeeeesnreeeeennneeas 68
Table 33: Multivariate logistic regression results for MSP in the past 12 months and frequency of
drinking in the previous month among males (n=1,269, p<0.001)..........cccceecueeicreeeieeesireesireeeseeesveen 69
Table 34: Multivariate logistic regression results for MSP in the past 12 months and binge drinking
among females (N=694, P<O.001) ..........ocueeecueieeieeeiee ettt e eceeeste s teessteeesteesbaeessaeesteeessseessseesseeesareean 71
Table 35: Multivariate logistic regression results for MSP in the past month and binge drinking
among males (N=1008, P<O.00L) .......ceeiiiiieeeeiieeeeeeee et e e eete e e esree e e eebeeeeeebeeeeesabaeeeeenbaeeeesnseeeeeansenns 72
Table 36: Multivariate logistic regression results for MSP in the past month and drinking in the
previous month among males (N=1,010, P<0.001)....c.c.eeeiiieriiieiiieeiieeeciee e e sreeeseeesreesreeesreeesraeenns 73
Table 37: Multivariate logistic regression results for MSP in the past month and binge drinking
among females (N=807, P<O.001) ....cccuiiiiieiiiieiieeeieeeite e et e ertee e teessteeesteesbaeessaeesbesessseessseesseeesasenas 74
Table 38: Multivariate logistic regression results for MSP in the past month and frequency of drinking
in the previous month among females (N=808, P<0.001) ...........cccoueeeeeciereeeiiieeeeciee e e e etee e e 74

Table 39: Multivariate logistic regression results for transactional sex with any sex partner in the past
12 months and binge drinking among males (n=1,294, p<0.001) ..........cccecvueeicreeeceeesireeecieeeiieesireeenns 76
Table 40: Multivariate logistic regression results for transactional sex with any sex partner in the past
12 months and frequency of drinking in the previous month among males (n=1,299, p<0.001)........ 77
Table 41: Multivariate logistic regression results for transactional sex with any sex partner in the past

12 months and binge drinking among females (N=703, p<0.001) ..........cccccourreeicrereeciieeeecirreeeeeireeens 79
Table 42: Multivariate logistic regression results for age-disparate sex with any sex partner in the
past 12 months and binge drinking among males (n=1,330, p<0.001) ........c..cccoveeeeeescreeecrreeiieeecreeenns 80

Table 43: Multivariate logistic regression results for age-disparate sex with any sex partner in the

past 12 months and frequency of drinking in the previous month among males (n=1,334, p<0.001) 81
Table 44: Multivariate logistic regression results for condom use at last sex and frequency of drinking
in the previous month among males (N=712, P<O.001)...........ueeeeecuueeeeeiiieeeeecieee et e e e e evae e e e eveeas 82



Figures

Figure 1: The relationship between hazardous drinking and risky sexual behaviour based on the

FESUILS OF this STUAY ..eiiiiiiiii i e e e et e e e e et e e e e e abe e e e eateeeeentaeeeenraeas 89
Figure 2: The relationship between hazardous drinking and risky sexual behaviour among males
based on the results of this StUAY ... e ee e e 91

Figure 3: The relationship between hazardous drinking and risky sexual behaviour among females
based on the results of this STUAY ........cciiiiiiie e e e aree e e e eereeas 93
Figure 4: Social-ecological model for reducing hazardous alcohol use and risky sexual behaviour ....97



Acronyms

AOR
AUDIT
CAGE
CAPI

cl

DALY
HCP
HIV
IQR
MSP
NCS
NSP
POL
PSU
SABSSM
SADHS
SANAC
STI
UNAIDS
WHO

YRBS

Adjusted odds ratio

Alcohol Use Disorders Identification Test

Cutting down, Annoyance at criticism, Guilty feelings and use of Eye-openers
Computer assisted personal interviewing

Confidence interval

Disability adjusted life years

HIV communication programme

Human immunodeficiency virus

Interquartile range

Multiple sexual partners

National HIV Communication Survey

National Strategic Plan for HIV, STIls and TB

Popular Opinion Leader

Primary sampling unit

South African National HIV Prevalence, Behaviour and Communication Survey
South African Demographic and Health Survey

South African National AIDS Council

Sexually transmitted infection

Joint United Nations Programme on HIV/AIDS

World Health Organization

South African Youth Risk Behaviour Survey

xi



Chapter 1: Introduction

At the end of 2011, UNAIDS reported that an estimated 34.0 million people were infected with HIV
globally (1). Approximately 69% (23.5 million) of these people live in sub-Saharan Africa. In addition,
of the 2.5 million people who were newly infected with HIV in 2011, 1.8 million live in sub-Saharan
Africa (1).

South Africa is one of the worst affected countries, with 16.9% of South African adults (15-49 years)
in the general population infected with HIV (2). HIV prevalence among South Africans of all age
groups was 10.6%. Put differently, it is estimated that about 5.2 million people in the total
population were HIV positive in 2008. Preliminary unpublished results from the 2012 South African
National HIV Prevalence, Behaviour and Communication Survey (SABSSM) indicate that HIV
prevalence is 12.3% in South Africans of all ages (3).

A global meta-analysis of 10 studies showed that those who consumed alcohol before or at the time
of sex had an 87% increased risk for HIV infection (4). Those who engaged in heavy, episodic drinking
(binge drinking) had double the risk of non-binge drinkers (4). A number of studies have reported on
the relationship between alcohol and HIV sero-positivity in sub-Saharan Africa (5-7). Kalichman et al
(2007) found that any alcohol use and greater quantities of alcohol use were strongly associated
with the risk of HIV transmission in sub-Saharan Africa (8). A systematic review of the association
between HIV infection and alcohol use found that even when all other factors were taken into
account, alcohol users had a 57% greater likelihood of being HIV positive than non-drinkers (9). The
risks were similar for males and females (9).

The explanation for the relationship between alcohol use and the transmission of HIV in sub-Saharan
countries is increasingly being recognised as indirect. Alcohol use has been found to contribute to
risky sexual behaviour (10) such as having multiple sexual partners (MSP) and inconsistent condom
use. Risky sexual behaviour is also exacerbated both by the social context in which alcohol is served
and consumed and the physical characteristics of drinking establishments (11, 12).

Designing and implementing interventions to promote safer drinking practises together with
interventions to reduce risky sexual behaviour may have the potential to reduce HIV transmission in
South Africa (13, 14).

Understanding the extent of alcohol use, the characteristics of drinkers, the prevalence of risky
sexual behaviour and the relationship between alcohol use and risky sexual behaviour in the general
population in South Africa will assist policymakers and planners to design and implement future
interventions to address this important risk factor.



Chapter 2: Literature Review

2.1 Burden of disease linked to alcohol use and HIV in South Africa

Globally, alcohol accounts for 4% of the burden of diseases (15). In South Africa, alcohol’s
contribution to the burden of disease is even higher, accounting for an estimated 7% of all disability
adjusted life years (DALYs). The alcohol-attributable burden is particularly notable for males,
accounting for 10.4% of DALYs. For females, alcohol accounted for 3.3% of total DALYs (16). The
authors note that a limitation of their study is that the alcohol-attributable burden of diseases does
not take account of increased risk of HIV transmission (16). In a separate study that modelled the
contribution of HIV and other sexually transmitted infections (STls) to South Africa’s burden of
disease, Johnson et al (2007) found that HIV and other STIs account for about a third of DALYs in
South Africa. HIV and STls account for a greater proportion of DALYs in females (36.4%) compared
to males (27.0%) (17).

In Africa, many countries have a heavy burden of both HIV and alcohol-related morbidity and
mortality (1, 18, 19). Alcohol use and HIV transmission are closely linked in sub-Saharan Africa (5-7,
20, 21). Alcohol is increasingly being recognised as a key determinant of risky sexual behaviour and
as a result, an indirect contributor to the transmission of HIV (10) although this relationship is
complex and experts conclude that further research is needed to establish causality (22).

2.1.1 Prevalence and patterns of alcohol use in South Africa

Not all adult South Africans consume alcohol, it is estimated that 44.5% have ever had an alcoholic
drink (23). However, among those who drink, indicators from public health surveillance on alcohol
use points to widespread misuse of alcohol (24). It is estimated that each drinker consumes
approximately 20 litres of pure alcohol per year which is one of the highest rates of alcohol
consumption in the world (19). Unlike settings with low-risk drinking patterns, such as in southern
Europe where there is low volume drinking per occasion and drinking with meals, sub-Saharan Africa
is characterised by risky drinking patterns such as consuming high quantities of alcohol per occasion,
drinking in public spaces and drinking outside of mealtimes (18). Heavy episodic drinking (also
referred to as binge drinking) predominates, regardless of settlement type or socio-economic status
(25, 26).

2.1.2 Prevalence and patterns of HIV in South Africa

With approximately 23.5 million HIV positive people living in sub-Saharan Africa, the region bears
the brunt of the HIV epidemic (1). South Africa has a very high HIV prevalence with 12.3% of South
Africans of all ages living with HIV (3). The draft results of the latest HIV prevalence survey found



that among males, HIV prevalence peaked at 24.2% in the 35-39-year-old age group while for
females it peaked those aged 30—-34 years at 36.8% (3).

2.2 Defining and measuring alcohol use

Terms referring to alcohol use and misuse are often used interchangeably and defined slightly
differently across various studies. For example in studies in South Africa alone risky drinking has
been defined as drinking five or more standard drinks per day for males and three or more drinks a
day for females in the South African Demographic and Health Survey (SADHS) of 1998 (27). A study
in drinking establishments in Gauteng defined risky drinking as drinking five or more standard drinks
per day for males and three or more drinks a day for females during some or all weekends within the
previous 12 months (11). Research conducted in an urban and rural site with females defined it as
having a score of 8-40 using the Alcohol Use Disorders Identification Test (AUDIT) (28). Among older
adults, risky drinking was defined as heavy drinking (more than seven drinks per week) and binge
drinking (more than three drinks on one occasion per week) in a study of problem drinking (29).

Alcohol use includes multiple dimensions, including having ever consumed an alcohol drink as well
as measures of quantity and frequency of alcohol consumed. Table 1 below summarises some of the
terms used in the literature and of relevance to this study.

Table 1: Alcohol use and misuse terminology and operationalisation

Term Definition

Alcohol dependence The repetitive pattern of excessive alcohol use with serious adverse
consequences, often including lack of control, tolerance and withdrawal

(30).

Alcohol misuse A collective term to encompass alcohol dependence and harmful alcohol
use (31).

Binge drinking A pattern of heavy drinking that occurs in an extended period set aside for

the purpose, often with intervening periods of abstinence (32). This is
sometimes operationalised in studies as five or more drinks in one sitting
for males and four or more drinks in one sitting for females (33). In other
studies binge drinking is measured by asking respondents: “How often do
you have six (males)/ five (females) or more drinks on one occasion?”(34).

Current drinking Defined as having consumed alcohol within a defined period of time eg.
past month (27, 29).
Harmful drinking Alcohol consumption resulting in adverse events such (eg. physical and

psychological harm) (35, 36).

Hazardous drinking A quantity or pattern of alcohol consumption that is above recognised
alcohol patterns and which places patients at risk for adverse health events
(35, 36). Hazardous drinking is also referred to as problem, heavy or
excessive drinking (36).




Term Definition

Lifetime drinking Defined as ever having consumed a drink that contains alcohol (29). Some
studies add a proviso such as: “other than for a religious ceremony or just
to sample or taste” to the question: “Have you ever had an alcoholic
drink?” (23).

Problem drinking In some studies, problem drinking has operationalised as having two or
more positive responses to the Cutting down, Annoyance at criticism,
Guilty feelings and use of Eye-openers (CAGE) questionnaire (37). In others,
it is defined as having an Alcohol Use Disorders Identification Test (AUDIT)
score of eight or more (38-40).

Risky drinking The consumption of more than five or per day for males and more than
three drinks per day for females during some or all weekends within the
previous 12 months (Australian National Health and Medical Research
council, 1992 in Morojele et al (2006: 22).

2.2.1 Measuring alcohol use

Many different patterns of alcohol use exist and broad measures, like lifetime alcohol use combine
all types of drinking behaviour in a single measure, which could lead to inaccurate conclusions (41).
Various different screening instruments have been developed to measure alcohol use in a more
nuanced way. These include, but are not limited to, the Cutting down, Annoyance at criticism, Guilty
feelings and use of Eye-openers (CAGE) questionnaire (42), the Alcohol Use Disorders Identification
Test (AUDIT), and a standardised measure for binge drinking for males and females (43) .

2.2.1.1 The Cutting down, Annoyance at criticism, Guilty feelings and use of Eye-openers (CAGE)
questionnaire

The CAGE questionnaire is a brief, four-item screening tool to measure alcohol dependence. The
mnemonic CAGE stands for four yes/no items with questions on ‘Cutting down, Annoyance at
criticism, Guilty feelings and use of Eye-openers (42). Individual item responses are scored 0 if the
respondent answers “no” and 1 if the respondent answers “yes”, with the total score ranging from 0
to 4.The recommended cut-off for CAGE is two or more to screen for alcohol dependence, although
a cut-off of one or more has been used in some studies (44).

CAGE has demonstrated high test-re-test reliability and adequate correlations with other screening
instruments (45). Dhalla and Kopec (2007) conclude that it is a valid tool for detecting alcohol abuse
and dependence (45). CAGE had a high sensitivity and specificity for screening for alcohol
dependence in a South African sample (46). However, CAGE is an inappropriate screening tool for
less severe forms of drinking (45), and it may be better to use AUDIT to detect these (44, 47).

Although few studies have examined the sex based differences of the CAGE questionnaire, Bradley
et al (1998) found that CAGE tended to perform somewhat better in black females, leading the




authors to conclude that CAGE is a reasonable choice for identification of alcohol dependence in
predominately black female populations (30). The CAGE questionnaire was used in the South African
Demographic and Health Survey (SADHS) in 1998 and 2003 (48, 49).

2.2.1.2 Alcohol Use Disorders Identification Test (AUDIT)

The AUDIT questionnaire, developed by the World Health Organization (WHO), was designed to
identify people who have an alcohol-use disorder (31). AUDIT is a 10-item questionnaire containing
three domains (alcohol consumption, alcohol dependence and alcohol-related problems) (31) which
is used to ascertain alcohol-related information for the previous year (50).

AUDIT can be used to detect less severe forms of drinking (44). An individual’s AUDIT score is the
sum of the scores for each of the questions: a score of seven or less indicates low risk drinking, while
scores of 8-40 indicate high risk drinking (28). AUDIT had a high sensitivity and specificity for both
hazardous and harmful drinking when a cut-off of 8 or more was used (44). AUDIT has been used to
measure high-risk drinking in SABSSM Il and SABSSM llI, conducted in 2005 and 2008 respectively (2,
51).

2.2.1.3 Binge drinking

Initially a study undertaken in the United States, defined binge drinking as consuming five or more
drinks in the same sitting (52). This definition was used for both males and females. However,
because of the gender differences in the risk of alcohol-related harm, the comprehensive College
Alcohol Study conducted by the Harvard School of Public Health used a gender-specific measure of
five or more drinks for males, and four or more drinks for females (33, 53, 54). This gender-specific
definition for binge drinking increases the identification of females who drink at dangerous levels
(43). This definition for binge drinking is now widely accepted but current binge drinking literature
varies widely on the nature of the individual studies, making it difficult to compare results (55). This
is true for studies undertaken in South Africa. For example, the National HIV Communication Survey
(NCS) 2009 defined binge drinking using the five/four measure and the timeframe was “at last visit”
to an alcohol-serving establishment (23). The Youth Risk Behaviour Survey (YRBS) of 2008 defined
binge drinking as drinking five or more drinks in succession on one or more days in the past month
(56).

2.2.2 Measuring alcohol use in South Africa

Few nationally representative, population-based surveys of alcohol consumption have been
conducted in South Africa. These include: two Demographic and Health Surveys (SADHS) of 1998 and



2003 (48, 49), the South African National HIV Prevalence, Behaviour and Communication Surveys
(SABSSM) of 2005 and 2008 (2, 51), the Second National HIV Communication Survey (NCS) of 2009
(23) and the Study of Global Ageing and Adults Health of 2012 (57). Two Youth Risk Behaviour
Surveys (YRBS) (2002 and 2008) have been undertaken with learners nationally (56, 58). A number of
smaller community-based surveys have also been undertaken. However, there is a lack in
commonality in the way alcohol consumption was measured across studies.



Table 2: Studies measuring alcohol use in South Africa

Study Study setting Study participants Measure
The First South African Demographic and Health National Males and females 2 e Lifetime drinking
Survey (1998) (48) 15 years e Alcohol use now
e Amount of alcohol typically consumed on (a)
weekends and (b) weekdays
e CAGE
The benefits of the CAGE as a screening tool for Ammerville, Males and females 218 | ¢ CAGE

alcoholism in a closed rural South African
community (1999) (46)

Northern Cape

years

Risk factors for HIV infection among women in Carletonville,

Females aged 13-60

Alcohol use in the last 4 weeks

Carletonville, South Africa: migration, demography Gauteng years
and sexually transmitted diseases (2003) (59)
The First Youth Risk Behaviour Survey (2003) (58) National Male and female grade | e Lifetime drinking
8 -11 public school e Age at which first alcoholic drink was consumed
learners e Current drinking
e Binge drinking on one or more days in the past
month
The Second South African Demographic and Health National Males and females > e Lifetime drinking

Survey (2003) (49)

15 years

Alcohol use in the past year

Number of days alcohol drunk in the past 7 days
Number of drinks consumed on average on a day
that they drink

Frequency of drinking in past 12 months

CAGE




Study Study setting Study participants Measure

South African National HIV Prevalence, Behaviour National Males and females >15 | ¢ AUDIT

and Communication Survey, SABSSM I, (2005) (51) years

South African National HIV Prevalence, Behaviour National Males and females >15 | ¢ AUDIT

and Communication Survey, SABSSM lIl, (2009) (2) years

The Second National HIV Communication Survey National Males and females 16- | e Lifetime drinking

2009 (2010) (23) 55 years e Current drinking
e Binge drinking

The Second Youth Risk Behaviour Survey (56) National Male and female grade | e Lifetime drinking

8 -11 public school
learners

Age at which first alcoholic drink was consumed
Current drinking
Past month binge drinking

Factors associated with female high-risk drinking in

Urban Gauteng

Females aged 18-44

Current drinking

a rural and an urban South African site (2010) (28) Rural Western years e AUDIT
Cape
Study of Global Ageing and Adults Health (South National Males and females 250 | e Lifetime drinking

Africa) (57)

years

Current drinking

Number of days alcohol drunk in the past 7 days
Frequency of drinking in past 12 months
Number of drinks consumed on average on a day
that they drank in past 12 months




2.3 Alcohol use in South Africa

Evidence from a number of surveys suggests that lifetime drinking in South Africa is relatively low.
The NCS 2009 found that 57% of males and 33% of females reported ever having an alcoholic drink
(23), which was higher than lifetime drinking prevalence found in the SADHS 2003 (48.5% for males
and 22% for females) (49). Prevalence of lifetime drinking among older people (60 years and above)
was 23.7% (29). Younger people also appear to have tried alcohol, with just under half of learners
(grades 8-11) reporting having drunk at least one alcoholic drink in their lifetime (56, 58).
Ramsoomar and colleagues (2013) found that lifetime prevalence of alcohol use increased with age
among adolescents (60). Some 22% had ever drunk alcohol at early adolescence (13 years) while by
late adolescence (18 years) this had increased to two thirds (60). Adolescent males were more likely
to have ever drunk alcohol than adolescent females (60).

National survey data found that fewer than a third (27.7%) of South Africans were current (past
month) drinkers (61). Males were more likely to report current drinking than females (41.5% vs
17.1% respectively). These rates show a slight increase since the previous survey conducted in 2005
where current drinking was reported to be 24.5% overall. In males, current drinking was 39.3% and
in females it was 15.7% (61). Current alcohol use was 10.7% in South Africans over 60 years (29). In
terms of current drinking among younger people, about a third (34.9%) of learners reported drinking
in the past month (56). Male learners were more likely to report current drinking (40.5%) than
female learners (29.5%).

While levels of alcohol use in South Africa are relatively low when compared to those in most
developed countries, many of those who do drink appear to engage in risky drinking behaviour,
especially over the weekends (62). Parry (2005) states that around one in four adult males and one
in ten adult females in South Africa experience symptoms of alcohol problems (63). Peltzer et al
(2011) report that among current drinkers, the overall prevalence of hazardous or harmful drinking
was 31.5%, and among males 39.4% and females 16.6% (61).

Surveys have also shown that a large percentage of adult drinkers were alcohol dependent. Using a
CAGE score of greater than two, the SADHS 1998 found that 28% of males and 10% of females were
alcohol dependent (48). The subsequent survey in 2003 found alcohol dependence rates of 21.4%
for males and 6.9% for females (49).

However, it is not just alcohol dependence which is problematic. Both quantity and frequency are
important indicators of risky drinking (64). Episodic, heavy drinking is of particular concern. In South
Africa, this is especially common over the weekends. Parry et al (2005) found that rates of binge
drinking were approximately 4-5 times greater at weekends than on weekdays (27).

Peltzer et al (2011) report that 9.6% of all South African adults were binge drinkers (61). Males were
more likely to binge drink (17.1%) than females (3.8%) (61). Some 29% of learners reported binge
drinking (56). According to the YRBS data, more male learners reported binge drinking than their
females counterparts (56, 58). Binge drinking increased markedly between the two surveys,
particularly among female learners, from 17.9% in 2002 to 23.7% in 2008 (65). For older South
Africans, binge drinking levels were much lower, with only 3.7% of those over 60 years reporting
this. Older males were more likely than older females to be binge drinkers (29).



2.3.1 The drinking environment

The social dynamics of alcohol use which tend to centre around places where people drink and
socialise, including taverns, beer halls and informal drinking establishments, are also of importance
(12, 66). In southern Africa drinking at these venues is a norm. Visiting beer halls was the second
most common recreational pastime in rural Zimbabwe while in South Africa drinking appeared to be
an important social activity to pass the time (67). Morojele et al (2006) state that, for men, drinking
with their peers seemed to foster a sense of identity and feeling of companionship. Drinking was
encouraged and condoned by age-mates and heavy drinking was seen as masculine (11).

2.4 Risky sexual behaviour

In sub-Saharan Africa, the HIV epidemic is predominately spread through heterosexual sex (68). An
expert think tank on HIV prevention in southern Africa concluded that the key drivers of the
epidemic in the region included “multiple concurrent partnerships by men and women with low
consistent condom use and in the context of low levels of male circumcision” p.3 (69). The meeting
also concluded that contributing drivers to the HIV epidemic include intergenerational sex, gender
and sexual violence, untreated viral STls, and lack of consistent condom usage in long-term multiple
concurrent sexual partnerships (69). Risky sexual behaviours influence the risk of HIV acquisition -
those examined in is this study are discussed below.

2.4.1 Multiple sexual partners

The more sexual partners a person has, the greater the likelihood that they will come into contact
with an HIV positive individual (70). In regions where HIV prevalence is particularly high, such as in
South Africa, the risk of HIV acquisition is further increased. The relationship between multiple
sexual partners (MSP) and HIV prevalence is well documented (59, 71-73).

In surveys, MSP is usually measured as having had more than one sexual partner in the past 12
months. Studies conducted in South Africa using this definition, have found that about one in ten
sexually active adults report MSP. The 2008 SABSSM survey found that 9.3% of sexually active adult
South Africans had MSP in the past year (2), while the NCS 2009 found slightly higher levels at 11.4%
(23).

Significant differences in the prevalence of MSP in the past 12 months have been found. Males were
between five and seven times more likely than females to have MSP (16.2% vs 3.3% in SABSSM llI
and 20.1% vs 3.0% in the NCS 2009) (2, 23). Young males and females were more likely to report
having MSPs than somewhat older males and females. Males aged 16-29 reported the highest levels
of MSP in the past 12 months. Although substantially lower rates were found females, they were
most prevalent in those aged 16-24 years (23).
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Another measure of MSP which has been used in South Africa is MSP in the past month (23).
Johnson and colleagues (2010) found that 4.9% of adult South Africans reported having MSP in the
past month in 2009 (23). Prevalence by sex was not reported on.

2.4.2 Transactional sex

Transactional sex is generally defined as a sexual relationship which is primarily motivated by
financial or material exchange (74, 75). Although this transaction has both a financial and sexual
component, it is differentiated from sex work in that the person who engages in transactional sex
does not self-identify as a sex worker, nor is he or she viewed as such by their communities (76).

Research from sub-Saharan African has demonstrated that exchange of sex for material or financial
resources is commonly practised and the majority of females who engage in such transactions do
not self-identify as sex workers (77-83). In fact, transactional sex occurs across all types of sexual
relationships, including casual and main sexual relationships (38, 79, 83). Transactional sex
sometimes occurs between younger females and older, wealthier males who are commonly referred
to as ‘sugar daddies’ (38, 77, 78, 82).

In surveys, transactional sex is usually defined in terms of giving money or gifts to a sexual partner
(38). Across 12 sub-Saharan African countries, the prevalence of receiving money or gifts among
females aged 15 years and older ranged from 1.8% to 11%. Prevalence of providing money or gifts in
exchange for sex among males of the same age ranged from 4.7% to 24.7% (74). In South Africa,
Dunkle et al (2004) found that about a fifth of females attending antenatal clinics in Soweto reported
transactional sex (84). In South Africa, 66% of males aged 18-49 years reported at least one
transactional sexual relationship (85) .

Young females report engaging in transactional sex for a number of reasons: some related to
survival, others to consumption and some to increase a sense of agency (83, 86-88). Males report a
sense of transactional sex being normative and an opportunity to obtain things they wanted ie. sex
(83).

Transactional sex is a risk factor for HIV and is commonly associated with intergenerational sex,
concurrent sexual partners and unprotected sex (87). Provision of financial or material resources
introduces a power imbalance into sexual relationships, which for females, often means being less
able to influence the timing and nature of sex (79, 82). Individuals with little negotiating power to
insist on use of condoms experience a higher risk of contracting STls, including HIV (86).
Transactional sex also increases the risk of male-perpertrated intimate partner violence (38), which
in itself is a risk factor for HIV (89). Research among females in Soweto has shown that engaging in
transactional sex is associated with HIV sero-status (84).
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2.4.3 Age-disparate sex

Antenatal surveillance (90) and population surveys (2) in South Africa show high levels of HIV
infection among young females relative to young males. For example, prevalence among females in
their teens and early 20’s (15.5%) is substantially higher than their male counterparts (4.8%) (73).
One of the reasons that this pattern is seen is as a result of age-disparate sex.

The term age-disparate sex generally refers to relationships in which the age gap between sexual
partners is five years or more, whereas the term intergenerational sex generally refers to
relationships where there is a 10 year or greater age disparity between sexual partners (91).

Jewkes and colleagues (2006) found that young rural females who had sex partners three or more
years older than themselves were 1.69 times more likely to be infected with HIV (39). This is
consistent with other studies which have found that risk of HIV infection in young females is
increased by having a greater age difference between themselves and their partner (73, 79, 92).
Gregson and colleagues (2002) landmark study revealed that for each additional year that a male
partner was older, there was an increased risk for females of being infected with HIV (86).

Females, in general, are more susceptible to HIV infection than males (93). Pettifor and colleagues
(2007) reported that the per-partnership risk for HIV infection among young females is extremely
high — possibly due to their immature genital tracts which are more easily damaged during sex (71).
HIV prevalence is higher among older males (2), and young females are more likely to get infected by
an older sexual partner than an age-mate (86). In addition, age-disparate sex power dynamics in
these relationships makes it difficult for young females to negotiate condom use (94).

Qualitative research reveals that age-disparate and intergenerational sex are commonplace in sub-
Saharan Africa. Young females often report having two sexual partners; one an older sexual partner
who is able to provide financial and material resources and the other, a younger sexual partner to
whom they feel committed and describe as ‘true loves’ (83). However, few national, quantitative
studies report on the prevalence of age-disparate sex and/or intergenerational sex. A small
qualitative study of female learners aged 15-18 years in Gaborone found that 10% of respondents
were currently engaged in intergenerational sex and a quarter had ever had an intergenerational
relationship (95).

2.4.4 Condom use

Condoms are the single most effective and widely available method of prevention to reduce the
transmission of HIV and some STIs if used correctly and consistently (93). A review of prospective
studies evaluating the effectiveness of condoms found that consistent condom use was associated
with reduced transmission of HIV (96). In surveys, condom use is usually measured by asking
respondents if they used a condom the last time that they had sex (2, 23)

Recent population-based studies show varying results in relation to condom use at last sex. The 2008
SABSSM survey found that 62.4% of sexually active adult South Africans used a condom at last sex
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(2), nearly double the prevalence (35.4%) found in the 2005 survey (51). The NCS, conducted in
2009, found significantly lower levels of condom use at last sex (39.8%) among sexually active adults
than SABSSM II.

Condom use differs substantially by age and sex. Multiple studies have found that males are more
likely to use condoms than females are (2, 23). There is a clear dose response relationship between
age and condom use at last sex —the older people are the less likely there are to use condoms (2,
23). In addition, condoms are used more frequently in less stable relationships, where people were
more likely to perceive themselves as vulnerable to HIV, STls and unwanted pregnancies, than in
steady or longer-term relationships (23).

2.5 Alcohol use and risky sexual behaviour

Drinking alcohol is associated with a number of risky sexual behaviours. According to the literature,
high risk drinkers themselves held the view that consumption of alcohol and risky sexual behaviour
are related. One young male risky drinker in Gauteng, South Africa described this relationship as “a
match made in heaven! You cannot separate the two!” p.222 (11).

People who consume alcohol are more likely to have multiple sexual partners (7, 21, 97-99) Alcohol
is also associated with other risky sexual practices such as engaging in sex for money and/or gifts (7,
98). The transactional sexual relationships described by drinkers are often age-disparate
relationships between older males and younger females (11).

Alcohol use has also been shown to be associated with lack of correct and consistent condom use
(21, 97, 100, 101). Drinkers reported that when they consumed alcohol, condoms would be
forgotten or seen as less important (11). Morojele and colleagues (2006) found that many male
drinkers with multiple partners, although fearful of contracting HIV, did not use condoms with their
regular partners (11). Heavy alcohol use was a strong correlate for unprotected sexual intercourse in
males and females in Botswana (98). That said, results from a recent study of males and females
receiving sexually transmitted infections (STI) clinic services in South Africa failed to show that
alcohol use played a significant role in unprotected sex with multiple recent partners (102).

Other demonstrable relationships with alcohol include gender-based violence (11), sexual violence
(100, 103) and intimate partner violence (104).

Sexual exploitation is also related to alcohol use. Perceived and actual self-efficacy for resisting
unwanted sexual advances decreases after alcohol consumption which increases vulnerability to
sexual exploitation (11). In addition, males and females appear to have different responses to
alcohol in terms of sexual arousal, with males reporting that they were more likely to be aroused
while many females reported that they did not feel like or enjoy sex while under the influence.
Morojele et al (2006) found that this mismatch can sometimes lead to forced sex (11).

The quantities of alcohol which people consume have important bearing on their risk. Across a
number of studies, a strong dose response relationship between alcohol use and risky sexual
behaviour is evident (98). Heavy, episodic drinking is associated with greater sexual risks than lighter
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or non-binge drinking (9). Frequency of drinking is also of importance. For example, Fritz (2002)
found that frequency of drinking in the past week was correlated with the number of episodes of
unprotected sex among males (10).

The causal pathways which link alcohol use and risky sexual behaviour are still being investigated
(13). Research from the field of psychology shows that much of the risky sexual behaviour associated
with drinking is attributable to alcohol’s physiological properties which decrease accurate risk
perception and increase attention to sexual arousal (105, 106). Other research indicates that a
person’s likelihood of consuming alcohol before sex may be motivated by their expectation that it
will increase their enjoyment of sex or improve their sexual performance (107, 108).

Social scientists have also examined the relationship between alcohol use and risky sexual behaviour
and have proposed and built on a culture-specific, conceptual model to explain this complex
relationship (11, 109, 110).

2.5.1 The drinking environment and risky sexual behaviour

Establishments which serve alcohol are often the very places which link alcohol consumption with
HIV infection risks (12). Research has demonstrated that simply having visited a place where alcohol
is served, increased one’s likelihood of engaging in risky sexual behaviour as well as being infected
with HIV. People who had recently visited a beer hall, were more likely to report earlier sexual
debut, more lifetime partners and greater experience of STls (111).

In South Africa, many people report meeting their new sexual partners at drinking establishments
(12, 112, 113). Meeting sex partners in drinking venues is associated with MSP and higher rates of
unprotected sex (11, 12).

These venues are often frequented by men who are seeking new sex partners (11) and casual sexual
encounters occur while men are dinking in alcohol establishments (10-12, 66). A study with young
people in South Africa found a relationship between alcohol consumption and the likelihood of
males and females engaging in unprotected casual sex, particularly in alcohol-serving establishments
like shebeens or taverns (70).

It is thought that the physical features and atmosphere of places where alcohol is served is
conducive to sex. These include lack of lighting, dark corners, unisex toilets and seductive music. In
some places patrons and owners seem to be unconcerned and condom provision is often lacking
(112). As a result, the social context which exists combined with alcohol use in drinking
establishments with these features, may contribute to increased transmission of HIV by facilitating
risky sexual behaviour.
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2.6 Ideational factors associated with risky sexual behaviour

Ideational factors have been demonstrated to influence risky sexual behaviour. First introduced by
Cleland and Wilson in 1987, ideation refers to new ways of thinking that diffuse within a culture by
means of social interaction (114). It is a wide term, encompassing cognitive, emotional, and social
determinants of behaviour (115). According to Kincaid (2000), cognitive determinants include
knowledge, beliefs and perceived risk. Emotional determinants include self-efficacy — which is the
confidence in one’s own ability to do something (116), for example, to use a condom effectively.
Social determinants of behaviour at an individual level include personal advocacy and social norms
(115). Ideational factors of relevance to this study include knowledge, attitudes towards condom
use and MSP, and self-efficacy for condom use and to refuse MSP.

2.6.1 Knowledge of HIV prevention

Extensive literature supports the role of knowledge of HIV transmission and prevention in reducing
the risk of HIV transmission. Numerous HIV prevention interventions have been designed to improve
knowledge of HIV transmission with a particular emphasis on risky sexual behaviour, with the
ultimate aim of changing behaviour (117). However, studies examining the relationship between
knowledge of HIV prevention and risky sexual behaviour have found vastly differing results. For
example, Katz et al (2013) suggests that knowledge of HIV is a protective factor in adolescent sexual
behaviour in Uganda (118), while a study undertaken in Nigeria found that the amount of knowledge
of HIV prevention did not influence condom use at last sex among males or females (119). Similarly,
a study among females in Botswana found that HIV-related knowledge was not significantly
associated with risky sexual behaviour (120).

2.6.2 Attitudes towards condom use and MSP

Attitudes towards condom use and MSP are widely accepted as determinants of these behaviours. A
meta-analysis of theories of reasoned action and planned behaviour as models of condom use found
that condom use was related to intention to use condoms, which in turn was based on attitudes
towards condom use and subjective norms (121). A study of South African Grade 12 learners found a
similar phenomenon, with condom use attitudes and social norms predicting condom use intention
(122). In a study among rural females in Ethiopia, those who used condoms were more likely to have
favourable attitudes towards condom use (123).

The impact of attitudes towards MSP on actually having MSP has also been explored, but to a far
lesser degree. For example, the NCS 2009 found that having attitudes favouring MSP was a
significant predictor of actually having more than one sexual partner in the past 12 months (23).
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2.6.3 Self-efficacy for condom use and to refuse MSP

Numerous studies have shown that self-efficacy to use condoms influences both condom use (123-
128) and intention to use condoms (129, 130). For example, Babalola (2006) found that high self-
efficacy for condom use and discussing condoms with friends/ sexual partners were the most
significant predictors of condom use at last sex among young males and females in Tanzania (124)
and Letamo et al (2013) found that young people in Botswana who had high levels of self-efficacy in
relation to condom use were 89% significantly less likely to have engaged in risky sexual behaviour
than those with low self-efficacy (131).

Self-efficacy for resisting MSP is not a commonly used measure and the NCS has made advances in
measuring this construct. For example, statements acquired from qualitative research with youth
were used to measure attitudes and self-efficacy related to having MSP. Extensive factor analysis of
over a hundred similar statements was conducted to create a small set of reliable scales that would
be expected to predict MSP and sometimes used by people to justify or resist having MSP (132).

2.7 Alcohol and HIV prevention interventions

It has been suggested that in countries with severe HIV epidemics, addressing harmful drinking,
together with interventions to reduce risky sexual behaviour may have the potential to reduce HIV
transmission more quickly than conventional HIV preventions alone (13). This suggestion is
supported by the results from a recent modelling study in Kenya which evaluated the potential
impact of a hypothetical alcohol intervention on HIV transmission and AIDS-related deaths (14).
Results indicate that with widespread uptake of the interventions targeting unhealthy alcohol use,
HIV infections could be reduced by five percent and some 18,000 AIDS-related deaths could be
averted (14).

There are relatively few interventions which specifically address alcohol-related risky sexual
behaviour, although a few alcohol and HIV prevention programmes have been developed and
implemented in sub-Saharan Africa and Asia (13, 133). Although these programmes have not always
been evaluated, they still provide important lessons about feasibility, acceptability, and potential
effectiveness of different approaches to reducing alcohol-related risky sexual behaviour (13).

Broadly, interventions developed and implemented to date represent four types of approaches:
curriculum-based prevention for youth; brief interventions; place-based interventions and
community mobilisation and advocacy (13).

2.7.1 Curriculum-based alcohol and HIV interventions for youth

In South Africa, two programmes have developed and implemented curricula combining alcohol-risk
reduction content with HIV prevention messaging. Both programmes used existing curricula
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developed in the United States and adapted for the local context (134, 135). For example, the HIV
and Alcohol Prevention in Schools Project was implemented in KwaZulu-Natal and has been
rigorously evaluated. A randomised-controlled trial found that among those becoming sexually
active during the project, learners in the intervention group reduced their frequency of alcohol use
before or during sex compared to those in the control group. Females in the intervention group
reported feeling more confident to refuse sex compared to controls. The intervention had no effect
on alcohol use or alcohol-related problems (134).

2.7.2 Brief interventions

Research conducted in North America, Europe, and Australia has demonstrated that hazardous
alcohol use can be effectively reduced by screening for alcohol-related problems and following-up
with brief counselling (136). AUDIT is used to screen individuals, and those who screen positive for
potential alcohol problems, are given brief counselling. This includes information on alcohol-related
harm, assistance in identifying drinking-related, high-risk situations which they may encounter, and
development of a personalised plan to reduce their drinking (35).

This screening and brief intervention model has been used in South Africa with STI clinic patients in
order to address their alcohol-related HIV risk (137). A randomised controlled trial found that
participants who received the intervention were less likely to have used alcohol before or during sex
and had decreased expectations that alcohol use would enhance sexual experiences. Six months
after the intervention, those who received brief counselling demonstrated a 25% increase in condom
use and a 65% reduction in unprotected sex (137).

2.7.3 Place-based interventions

Drinking establishments are the very places which connect alcohol use and risky sexual behaviour
(12). Place-based programmes therefore represent a crucial opportunity to intervene in hazardous
drinking and to reach high risk individuals at a critical time in condom use negotiation (112).

One place-based intervention which has been effective is the Popular Opinion Leader (POL)
approach. This approach suggests that a small group of forward-thinking innovators can act as
change agents for an entire social network. The POL approach capitalises on the strength of existing
social networks to provide channels for information dissemination, thereby expanding the reach of
prevention messages to a large number of people. In addition, by displaying the target behaviour,
POLs act as role models for their peers. In alcohol-serving establishments, the POL approach can also
address the role alcohol plays in facilitating risky sexual behaviour. Research has demonstrated that
the POL approach successfully lowered the frequency of risky sexual behaviour among patrons of
gay bars in the United States (138). The POL approach has been adapted for use in wine bars in
Chennai, India (139) and provides and interesting example of how the POL model can be adapted for
a developing context (13).
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Another approach which has shown effectiveness is a multi-level peer counselling and social
influence on HIV risk reduction programme targeted at female sex workers in drinking venues in the
Philippines. The programme included manager training to reinforce employee health and health
improvement programmes for females (133). An evaluation showed significant increases in condom
use at last sex, and reductions in STIs compared with control sites (140). Kalichman and colleagues
(2013) suggest that similar interventions, which encourage owners of drinking establishments to
institute health programmes, may be culturally adaptable and effective in alcohol-serving
establishments in South Africa (99).

2.7.4 Community mobilisation and advocacy

Fisher (2010) indicates that action at a community level to reduce the harmful use of alcohol (141) is
a promising strategy. One example of this is Soul City’s Phuza Wize campaign (142). Phuza Wize aims
to prevent violence by make social spaces safer and by reducing alcohol-fuelled violence. In addition
to its other objectives, the campaign seeks to highlight the risks of drinking in relation to HIV and
violence (143).

In addition to including the campaign into regular Soul City media programming, Phuza Wize has
important community mobilisation and advocacy elements. The campaign promotes community
mobilisation, and working with local stakeholders in order to create safer drinking spaces and a
supportive environment for safe drinking (143).

The advocacy component of the campaign includes: providing advocacy training to communities;
engaging with various government departments and lobbying for legislative change and a holistic
policy in the Departments of Health, Transport, Trade & Industry, Social Development and
Education; providing technical support to selected provinces and departments to shape and develop
alcohol laws; holding media roundtables; hosting critical thinking fora; and providing substantive
input into 2011 Substance Abuse Summit (142, 143).

An evaluation of the Phuza Wize campaign found that 45% of the population aged 16-55 years were
exposed to the campaign and that those exposed were significantly more likely to intend to cut
down on their drinking (144).

2.8 Problem Statement

Alcohol use and misuse is an important risk factor for HIV infection in southern Africa. South Africa’s
National Strategic Plan (NSP) for HIV, STIs and TB defines people who abuse alcohol as a key
population for targeted interventions (145). Despite the urgent need to address the relationship
between alcohol use and risky sexual behaviour as part of the HIV prevention response, little has
been done to date. The only national campaign, Phuza Wize, which addressed this important issue is
no longer funded (146).
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2.9 Study Justification

Alcohol consumption has been identified as one of the drivers of the HIV epidemic in South Africa.
Various studies have examined the relationship between alcohol and risky sexual behaviour but
these have predominately been undertaken in high risk groups such as sex workers (100, 111), bar
patrons (37, 111), bar/hotel workers (7) or high risk drinkers (100). In addition, many of these studies
have been venue based. However, as Chersich et al (2007) point out, the relationship between
drinking patterns and unsafe sex varies between drinking contexts, population groups and other
interacting factors (100). Findings among high risk groups are likely to differ from the general
population (100).

A few population-based studies on the relationship between alcohol and risky sexual behaviour have
been undertaken (147, 148). In Carletonville, South Africa, a cross-sectional study reported on the
relationship between alcohol and HIV prevalence in migrant females (149) but did not look at the
relationship between alcohol use and risky sexual behaviour. The two SADHS of 1998 and 2003 (48,
49), reported on alcohol use but not on its relationship to risky sexual behaviour. The 2009 South
African National HIV Prevalence, Behaviour and Communication Survey (SABSSM l11) (2) reported on
risky sexual behaviours such as MSP among high-risk drinkers but this was in the context of a greater
survey and the results for alcohol are not specifically presented. At the time of writing there was no
published national, population-based study on this topic which had been undertaken in South Africa.

How and among whom different dimensions of alcohol use affect risky sexual behaviour in South
Africa’s general population is unknown. However, Morojele et al (2006) suggest that a study to look
at the extent of risky sexual behaviour among adult and risky drinkers in South Africa is needed (11).
Understanding the extent of alcohol use and risky sexual behaviour and the relationship between
the two in the general population in South Africa will assist policymakers and planners to design and
implement future interventions to address this important risk factor.

19



Chapter 3: Aims and Objectives

3.1 Aim

The overall aim of this study was to examine the relationship between alcohol use and risky sexual

behaviour among males and females aged 16-55 years in South Africain 2012.

3.2 Specific objectives

The research objectives were:

1.

To describe the socio-demographic characteristics of male and female drinkers aged 16-55
years in South Africa in 2012

To describe the prevalence and patterns of alcohol consumption among males and females
aged 16-55 years in South Africa in 2012

To describe the prevalence and patterns of risky sexual behaviours (multiple sexual partners
in the past 12 months, multiple sexual partners in the past month, transactional sex, age-
disparate sex and unprotected sex) among males and females aged 16-55 years in South
Africa in 2012

To explore the relationship between alcohol use and risky sexual behaviours among males
and females aged 16-55 years in South Africa in 2012

The fourth objective tested the hypothesis that adult male and female alcohol users were more

likely to engage in risky sexual behaviour. The null and alternative hypotheses were:

Alcohol dependence and risky sexual behaviour:

Ho: There is no difference between males and females who are alcohol dependent and those
who are not alcohol dependent to engage in multiple sexual partnerships, transactional sex
and age-disparate sex; and condom use

Hi: Males and females who are alcohol dependent are more likely to engage in multiple
sexual partnerships, transactional sex and age-disparate sex; and less likely to use a condom
than those who are not alcohol dependent

Binge drinking and risky sexual behaviour:

Ho: There is no difference between males and females who binge drink and those who do
not binge drink to engage in multiple sexual partnerships, transactional sex and age-
disparate sex; and condom use

Hi: Males and females who binge drink are more likely to engage in multiple sexual
partnerships, transactional sex and age-disparate sex; and less likely to use a condom than
those who do not binge drink
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Frequency of drinking in the past month and risky sexual behaviour:

Ho: There is no difference between males and females who drink frequently in the past
month and those who do not drink frequently in the past month to engage in multiple sexual
partnerships, transactional sex and age-disparate sex; and condom use.

Hi: Males and females who drank frequently in the past month are more likely to engage in
multiple sexual partnerships, transactional sex and age-disparate sex; and less likely to use a
condom than those who do not drink frequently in the past month
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Chapter 4: Methodology

4.1 Study Design

This was a secondary analysis of data from the Third National HIV Communication Survey (NCS)
(132). Primary data were collected through a nationally representative cross-sectional study
conducted between February and May 2012. The aim of the primary study was to examine the
impact of HIV communication programmes on various HIV-related outcomes (132). Although the
main aim was not to investigate alcohol use, several alcohol-related questions were included in the
questionnaire.

The overall aim of this study was to examine the relationship between alcohol dependence, binge
drinking and frequency of drinking in the past month and risky sexual behaviour in the adult
population in South Africa in 2012. In this study, patterns and prevalence of alcohol use was
examined among all respondents (n=10,034). All other analysis was restricted to sexually active
respondents (n=6,061).

4.2 Study Population and Sampling

The population for the primary study was all South Africans aged 16-55 years who lived in private
households. Multi-stage, cluster sampling was used to collect data from a random sample of 10,034
respondents (n=4,065 males and n=5,969 females). The sample size was calculated based on the
statistical rules applicable for multi-stage probability-based cluster methodologies: the population
percentage, the standard error, the desired level of significance and the design effect (132).

The multi-stage, cluster sampling followed three stages. In the first stage, primary sampling units
(PSUs) were selected within each province with probability proportional to size, the measure of size
being the number of individuals in each sub-place. PSUs were Statistics South Africa sub-places. An
initial sub-place was randomly selected from each province, thereafter additional sub-places were
selected from each province by systematically skipping through the listed sub-places in each
province according to a sampling interval that yielded the desired sample size for each province. A
total of 400 PSUs were selected. In the second stage, the number of households within each PSU
was defined. This number was calculated proportional to the size of the population of each sub-
place. A systematic sampling approach was utilised to select the households to be visited in each sub
place. For each sub-place, a sampling interval was calculated and the starting point was randomly
selected. In the third stage, one eligible respondent (male or female 16-55 years old who spent four
or more nights at the household for most days of the year) per household was randomly selected to
be interviewed using the KISH Grid method (132).

Sample weights were introduced to correct for selection bias at the sub-place, household and
individual levels. The “smallest” province in the sample, the Northern Cape was oversampled. This
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was because it yielded a sample size prediction of less than 100 respondents for the age group 16-
24 years (based on a possible 33:66 age group proportion split between ages 16-24 and ages 25-55),
which was considered too small to yield reliable results when analysing the data at provincial level.
The sample was weighted back to be representative of the population in South Africa in respect of
sex, age, race, settlement type and province. Sample weights were benchmarked using the 2007
Community Survey undertaken by Statistics South Africa (132).

All data from the primary study was included in the secondary analysis for objectives 1 and 2. The
sample for the secondary data analysis consisted of 10,034 respondents (n=4,065 males and n=5,969
females). For the analysis of risky sexual behaviour, a subset of 6061 sexually active women and men
(male n=2,467; female n=3,594) were included.

4.3 Data Collection

Data were collected using a structured, interviewer-administered questionnaire. Fieldworkers used
computer assisted personal interviewing (CAPI) to administer the questionnaire, which was
translated into all eleven official South African languages. At each selected household, face-to-face
interviews were conducted with respondents in their home language by trained interviewers
matched as far as possible to the socio-demographics of the respondent. The interview took
approximately one-and-a half hours. A 10% validation check was undertaken in person or
telephonically to review the work of each interviewer.

4.4 Measurement

The questionnaire comprised 13 sections designed to measure socio-demographic variables
exposure to HIV communication programmes and various HIV-related outcomes (132). Of relevance
to this study were the sections covering: socio-demographic characteristics; alcohol use; sexual
behaviour and practises (including a sexual calendar); HIV knowledge; attitudes and self-efficacy for
faithfulness and MSP; self-efficacy for condom use; violence and abuse; and exposure to HIV
communication programmes (HCP). The items used in this study are included in Appendix A.

4.4.1 Exposure variables

a. Lifetime drinking was measured by asking respondents “Have you ever had an alcoholic
drink?”. Response options were “Yes” or “No”. Current drinking was measured by collapsing
the response options to the question: “During the past month, how many times did you
have an alcoholic drink?”, into two categories consistent with the way current drinking has
been measured elsewhere (61). These were: “Drank any alcohol in the past month” and “Did
not drink any alcohol in the past month”.
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b. Alcohol dependence was assessed using the CAGE questionnaire (42). Respondents were
asked to respond to the four-item CAGE questionnaire. The specific items, with yes/no
responses, were: “Have you ever felt you should cut down on your drinking?”; “Have people
annoyed you by criticising your drinking”; “Have you ever felt bad or guilty about your
drinking?”; and “Have you ever had a drink first thing in the morning to steady your nerves
or get rid of a hangover (eye-opener)?”. As recommended by Dhalla and Kopec (2007) (45)
and in line with other studies in South Africa (46), respondents were classified as alcohol
dependent if they responded “yes” to at least two items. Chronbach alpha for CAGE for this

sample was 0.79 and 0.80 and 0.71 for males and females respectively.

c. Binge drinking was measured using a gender-specific question (43): “How often do you have
(for males) five or more and (for females) four or more drinks on one occasion?”. Response
items were: “Never”; “Hardly ever”; “Less than once a month”; “A few times a month”;
“Almost every week; and “Almost every day”. A new variable was created to classify
respondents into two categories “Binge drinkers” and “Non binge drinkers”. Those who
answered “Never” or “Hardly ever” to the original question were coded as “Non binge
drinkers”, while those who chose any of the other answer options were coded as “Binge
drinkers”.

d. Frequency of drinking was measured using the question: “During the past month, how many
times did you have an alcoholic drink?”. Response options included: “Almost every day”;
“Several times per week”; “At least once a week”” “At least once a month”; and “Never”.

4.4.2 Outcome variables

The outcome measures (risky sexual behaviour) were as follows: MSP in the past 12 months; MSP in
the past month; transactional sex; age-disparate sex and unprotected sex. The measurement of
these variables is described below.

a. Multiple sexual partners in the past 12 months was measured by asking respondents:
“Overall, how many different people did you have sex with in the past 12 months (including
your spouse or live-in partner)?”. Respondents who reported two or more sex partners in
the past 12 months were defined as having MSP in the past 12 months (2). Respondents’
answers were validated using the data from the sexual calendar.

b. Multiple sexual partners in the past month was measured by asking respondents: “How
many different people have you had sex with in the past month (including your spouse or
live-in partner)?”. Respondents who reported two or more sex partners in the past month
were defined as having MSP in the past month.

c. Two different measures of transactional sex were used, namely provision of money/gifts in
exchange for sex and receipt of money/gifts in exchange for sex. Providing money/gifts in
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exchange for sex was measured by a positive response to a question in the sexual calendar:
“In the past year did you give this person gifts or money in order to have sex with him/her?”.
Receiving money/gifts in exchange for sex was measured by a positive response to a
guestion in the sexual calendar: “In the past year did you receive gifts or money from this
person in order to have sex with him/her?”. Both variables measured transactional sex
across all sexual partnerships reported in the sexual calendar. For males, transactional sex
was defined as having provided money/gifts in exchange for sex while for females,
transactional sex was defined as having received money/gifts in exchange for sex.

d. Inthis study, age-disparate sex was defined as a sexual partnership where there was an age
gap larger than five years. The difference between a respondent’s age and the age of their
sex partner was calculated using data from a sexual calendar. Two, gender specific variables
were created. For males, age-disparate sex was defined as having any sex partner five or
more years younger than themselves. For females, age-disparate sex was defined as having
any sexual partner five or more years older than themselves.

e. Condom use: Similar to other studies (7), unprotected sex was defined as condom use at last
sex and measured using a question from the sexual calendar: “Did you use a condom the last
time you had sex with this person?”. “This person” referred to the respondent’s last sex
partner.

4.4.3 Covariates

Covariates measured in this study included socio-demographic factors, ideational factors, HIV status,
exposure to HIV communication programmes (HCP) and behaviour.

4.4.3.1 Socio-demographic factors

Sex, age, race, marital status, education, employment and settlement type were measured using the
guestions outlined in section 1 of the questionnaire (Appendix A).

In line with other research (150), the NCS 2012 used a number of items to measure poverty including
availability of food. In this study, food security was used as a measure of socio-economic status. The
main reason for selecting this measure was that one of the outcomes, transactional sex, was defined
as the exchange of sex for money or gifts. Food security could be associated with risky sexual
behaviour such as transactional sex and MSP (151).Food security was measured using a single
guestion: “In the past 12 months, how often have you gone without enough food to eat?”. Response
options included: “Often”, “Sometimes”, “Rarely” and “Never”. Those who answered “Often” or
“Sometimes” were defined as food insecure.
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4.4.3.2 Ideational factors

The ideational factors examined in this study comprised knowledge of HIV prevention methods,

attitudes towards condom use, attitudes towards MSP, self-efficacy for condom use and self-efficacy

to resist MSP.

Knowledge of HIV prevention methods was assessed using the question: “Can you tell me all the

ways that you know that HIV infection can be prevented?”. In line with other studies (119), a

cumulative knowledge score was created using 10 correct response options. This continuous scale

was split into three categories: no HIV prevention knowledge, lower knowledge (defined as knowing

one to three correct methods) and high knowledge (defined as knowing five to ten correct ways in

which HIV can be prevented).

Table 3 describes the scales which were created using items from the primary study to measure

attitudes and self-efficacy towards condom use and MSP. Items were measured on 4-point scale: (1)

strongly disagree to (4) strongly agree or (1) not sure at all to (4) completely sure. Data were

reversed coded where necessary. Items relating to condom use were gender specific, so separate

scales for males and females were developed. These continuous scales were split into categorical

variables to use in the analysis.

Table 3: Measurement of ideational factors

Ideational factor Items Alpha
coefficient

Attitudes towards 5 items for males and females 0.75 (males)

condom use eg.“Using a condom will make your partner think you don’t | 0.70 (females)

trust him/her”

Self-efficacy for

4 items for males; 5 items for females

0.62 (males)

condom use eg. “I can refuse to have sex if someone | like refuses to 0.73 (females)
use a condom”

Attitudes towards 4 items for both males and females 0.71

MSP eg. “It's ok to have sex with others as long as your main
partner does not find out”

Self-efficacy for 5 items for both males and females 0.71

resisting MSP

eg. “How sure are you that you can resist the temptation
of having sex with anyone else besides your main sex
partner”
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4.4.3.3 HIV status

Knowledge of HIV status was measured by asking respondents: “Do you know your HIV status?”.
Response options were “Yes” and “No”. Self-reported HIV status was measured by asking
respondents who had indicated that they knew their HIV status and who felt comfortable answering
the question: “What is your HIV status?”. Response options were “HIV positive” or “HIV negative”.

4.4.3.4 Exposure to HIV communication

A number of evaluations have demonstrated that exposure to HCPs is associated with safer sexual
behaviours such as condom use (23, 152). During the 12 months prior to the survey several
independent HCPs as well as integrated communication campaigns to prevent HIV infection and help
people living with HIV and AIDS were implemented. To create the combined measure of programme
exposure, several steps were taken. In each step, several statistical analyses were undertaken that
ended in the creation of 19 differentiated programme components. These were: Intersexions TV
drama and radio programme; 4Play: Sex Tips for Girls TV drama; Brothers for Life programme
components (7); Scrutinize Campaign; iLife community radio drama; Siyayinqoba Beat It!
programme components (7); Soul City TV drama; Soul City OnelLove campaign components (5); Soul
City community radio talk show; Soul City Love Stories in a Time of HIV/AIDS; Soul City Soul Buddyz
TV and/or club participation; Soul City booklets (8); loveLife UNCUT magazine; lovelife talk radio;
lovelife Foxy Chix radio drama; lovelife Nakanjani TV campaign (3); lovelife telephone activities (4;
lovelife face-to-face programmes (14); and SANAC’s “I am responsible” campaign. Factor analysis
was conducted to confirm that the 19 programmes could be added into a single measure of
exposure. The internal reliability of the combined measure as measured by Cronbach alpha was
0.85, indicating a high level of reliability (132). This continuous scale was split into not exposed to
any HCPs (0) and exposed to at least one HCP (1) to use in the analysis.

4.4.3.5 Behaviour: interpersonal violence

Literature has revealed that different types of violence were associated with both alcohol use (11,
100, 103) and risky sexual behaviour (38, 39, 84, 104) and was thus included as a covariate. Violence
was assessed through the question: “Have you been in a physical fight in the past year?”. Answer
options were “Yes” or “No”.
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4.5 Data Management and Data Analysis

For the primary study, data were imported into Stata (version 12.0, STATA Corp,. College Station,
Texas, USA). The secondary study used the de-identified and cleaned dataset. For the secondary
study, the dataset was checked and additional cleaning conducted using Stata version 12. Normality
was checked for using histograms and Skewness/Kurtosis tests in Stata. New categories and
variables were created using the study data and adapted to meet the objectives of this secondary
analysis. All analysis took into account the multistage, cluster sample design of the study.

For objective 1, to describe the characteristics of drinkers in South Africa, the data were largely
categorical and chi-squared (X?) tests were used to test associations between socio-demographic
characteristics and alcohol use. Continuous data such as age were transformed to categorical
variables. Analysis was restricted to sexually active respondents only and was performed for males
and females separately. Results were presented using frequencies, percentages and p-values.

For objective 2, to describe the patterns and prevalence of alcohol use, descriptive analysis of the
alcohol variables was conducted. The categorical variables such as age and education were
presented using frequency and percentages. A median with interquartile range was calculated for
continuous variables such as age. Analyses were conducted for all respondents and for sexually
active respondents separately.

For objective 3, to describe the patterns and prevalence of risky sexual behaviour, the data were
largely categorical and chi-squared (X°) tests were used to test associations between covariates (ie.
socio-demographic characteristics, ideational factors; HIV status; exposure to HCPs and behaviour)
and the five outcome variables. Analysis was restricted to sexually active respondents only and was
performed for males and females separately. Results were presented using frequencies, percentages
and p-values.

For objective 4, to test the hypothesis that multiple dimensions of alcohol use increased risky sexual
behaviour, logistic regression models were built that modelled alcohol dependence, binge drinking
and frequency of drinking in the past month and risky sexual behaviour. Each model was built
separately for males and females. Because of the multiple outcomes measures in this study, alcohol
variables were only added into the models where they were significant (p<0.1) in the univariate
analysis.

Analyses controlled for other covariates which were selected on a basis of theoretical relevance and
being independently associated with the outcomes in bivariate analysis (p-value <0.10). These
models were developed using a backwards stepwise logistic approach. All significant variables were
entered into the model, and at each step the least significant variable was removed until all the
remaining variables had a statistically significant contribution to the model or were theoretically
important (based on the literature). Variables were eliminated based on p-values > 0.1.

Age and cohabitation status were controlled for in each model. Age was included in the model as a
continuous variable as a relationship between age and risky sexual behaviour has been described in
the literature. Marital status was collapsed into two categories: cohabiting and non-cohabiting.
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Finally, interaction terms were created and tested for inclusion in the models. The interaction
between two exposure variables was considered if the effect of one exposure varied according to
the level of the other exposure (153). Where adjusted odds ratios (AORs) varied by 10% or more
after adding the alcohol variables to the models, interaction parameters were introduced (153).

The results of the final logistic regression models were reported using AORs and 95% confidence
intervals (Cls). Interaction was shown using strata with AORs and 95% Cls.

4.6 Ethics

Ethical approval for the primary study (Protocol H110701) was obtained from the University of the
Witwatersrand’s Human Research Ethics Committee (HREC Non-medical) (Appendix B). Permission
to use the data was obtained from the principle investigator of the primary study (Appendix C) as
well as from the NCS steering committee (Appendix D). Ethical approval for the secondary study
(M130965) was obtained from the University of the Witwatersrand Human Research Ethics
Committee (HREC Medical) (Appendix E).

Several ethical issues were considered for the primary study. Fieldworkers received extensive
training on ethical issues. Gender considerations were addressed by ensuring, as far as possible, that
participants are interviewed by fieldworkers of a similar age and gender to the participant. Male
fieldworkers interviewed only male participants while female fieldworkers interviewed both male
and female respondents. This was in an attempt to ensure gender sensitivities around sex and sex
partners (132).

Each participant received an information sheet and a consent form in his or her home language. The
information and consent form invited the individual to participate in the study and explained the
purpose of the study, the respondent selection process, the voluntary nature of participation,
confidentiality, anonymity, and the fact that participants could change their mind about participating
at any time. The information document also explained the potential benefits of participating in this
study. While there are no financial or material incentives, respondents were informed that the
information gathered in this study would be used to help HIV organisations better serve the
population. Respondents were also warned that they might feel some discomfort as several
guestions are about sex and sexual behaviour (132).

The fieldworker read the information and consent form to each selected respondent. If the selected
individual was willing to participate, s/he signed a copy of the consent form or, in the case of
respondents with limited literacy, placed a mark on the paper. Each respondent kept a copy (132).

For participants aged 16 and 17 years, the child’s own consent was sought as well as that of a parent
or guardian. Each respondent was given a choice as to where and when the interview would be
conducted (132).

Once the interviews are complete, respondents were asked if they would like to make any other
comments or ask any questions. Thereafter, they were thanked and provided with a list of
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organisations where they could seek additional information or assistance on issues pertaining to
health, HIV and general issues such as drugs, HIV, and abuse (132).

Careful training of fieldworkers included enabling them to observe a number of measures
introduced to ensure confidentiality of information. For instance, fieldworkers could not conduct the
face-to-face interview if there was a third person present in the room. Names of participants were
recorded on a separate sheet and there was no way of linking specific answers back to individuals.
Anonymity of respondents was maintained throughout the study (132).

In terms of ethical considerations for this study, the database was anonymous and there was no way
of linking individual answers and information back to the questionnaires. Secondary data analysis
was conducted by the researcher alone, with guidance from her supervisors. The dataset will be
stored on the researcher’s laptop which will be password protected for a period of two years
following the end of the study. Access to the dataset will be limited to the researcher and her
supervisors and the data will not be shared with any other person.
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Chapter 5: Results

The overall aim of this study was to examine the relationship between alcohol use and risky sexual
behaviour among males and females in the general population in South Africa in 2012. In this
chapter the prevalence and patterns of alcohol use among all respondents and among sexually
active respondents, the characteristics of drinkers, and prevalence and patterns of risky sexual
behaviour are presented. Associations between the five outcome variables (ie. MSP in the past 12
months, MSP in the past month, transactional sex, age-disparate sex and condom use) and the
exposure variables (binge drinking and frequency of drinking in the past month) are also presented.

5.1 Socio-demographic characteristics and prevalence and patterns of alcohol consumption among
all males and females aged 16-55 years in South Africa in 2012

5.1.1 Socio-demographic characteristics of all respondents

The socio-demographic characteristics of all respondents (n=10,034) who participated in the study
are described in table 4. The median age of the study sample was 29 years and the interquartile
range (IQR) was 17 years. One in five (18.61%) respondents were aged 20-24 years, 17.91% were 25-
29 years of age. Most of the participants (78.20%) were Black African. A third had completed matric
and 39.80% had attended some high school. Just under half (47.46%) were unemployed and 15.42%
were students. Nearly two thirds (62.15%) of respondents lived in urban areas.

Table 4: Socio-demographic characteristics of all respondents

Characteristics Frequency Unweighted percentage (%) Weighted percentage (%)

Sex n=10,034
Male 4,065 40.51 48.33
Female 5,969 59.49 51.67

Age (years) n=10,034

16-19 1,336 13.31 12.99
20-24 2,063 20.56 18.61
25-29 1,769 17.63 17.91
30-34 1,369 13.64 13.46
35-39 1,077 10.73 11.42
40-44 821 8.18 9.16
45-49 684 6.82 6.99
50-55 915 9.12 9.47
Median (IQR) 29(17)
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Characteristics Frequency Unweighted percentage (%) Weighted percentage (%)

Race n=10,026

Black 8,225 82.04 78.20
Coloured 1,447 14.43 9.28
Indian 171 1.71 2.53
White 183 1.83 10.00

Education n=10,014

No schooling 142 1.42 1.58
Up to primary school 1,075 10.73 10.41
Up to grade 11 4,253 42.47 39.80
Matric 3,385 33.80 33.83
Tertiary 1,159 11.57 14.38

Employment n=9,739

Employed 3,246 33.33 37.12
Unemployed 5,012 51.46 47.46
Student 1,481 15.21 15.42

Settlement type n=10,034
Urban 6,870 68.47 62.15
Rural 3,164 31.53 37.85

5.1.2 Prevalence of alcohol consumption

The prevalence of alcohol use among all respondents is shown in table 5 below. About two thirds
(62.80%) of South Africans aged 16-55 years reported never having had an alcoholic drink. Nearly
half (49.58%) of males reported lifetime drinking, while 25.69% of females reported this. This study
found that 25.28% of all respondents were current (past month) drinkers. More males (34.35%)
drank in the past month than females (16.79%).

Of those who reported ever drinking alcohol, 37.11% were classified as alcoholic dependent. Over
40% (41.79%) of male drinkers were alcohol dependent, while 28.78% of females were.

About 70% of males were classified as binge drinkers and more than half (53.80%) of female drinkers
were.
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Table 5: Prevalence of alcohol use and misuse among all adult males and females

Lifetime drinking n=9,748

Total Weighted Frequency Weighted Frequency Weighted
sample percentage (%) Males percentage (%) Females percentage (%)
n=3,927 n=5,821
3,369 37.20 1,909 49.58 1,460 25.69
Current drinking n=10,034
Total Weighted Frequency Weighted Frequency Weighted
sample percentage (%) Males percentage (%) Females percentage (%)
n=4,065 n=5,969
2,359 25.28 1,359 34.35 1,000 16.79
Alcohol dependence n=3,252
Total Weighted Frequency Weighted Frequency Weighted
sample percentage (%) Males percentage (%) Females percentage (%)
n=1,842 n=1,410
1,288 37.11 818 41.79 470 28.78
Binge drinking
Total Weighted Frequency Weighted Frequency Weighted
sample percentage (%) Males percentage (%) Females percentage (%)
n=1,872 n=1,421
- - 1,277 70.09 711 53.80

5.1.3 Drinking patterns in the past month

Table 6 shows that nearly a quarter (24.09%) of lifetime drinkers did not drink in the past month.
Some 28.63% of respondents reported drinking at least once a month. A further 28.39% said they
drank at least once a week. About 15% (14.72%) said that they drank several times per week and less
than 5% reported drinking almost every day.

Among males who had ever drunk, 17.81% did not drink in the month prior to the survey. Some
27.12% said they had drunk at least once a month and a third (32.15%) reported drinking at least
once a week. Less than a fifth (17.83%) said that they drank several times per week and around 5%
reported drinking almost every day.

Among female lifetime drinkers, 35.40% did not drink in the previous month. Around a third
(31.35%) said they had drunk at least once a month and just over a fifth (21.60%) reported drinking
at least once a week. Less than 10% (9.11%) said that they drank several times per week and 2.55%
reported drinking almost every day.
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Table 6: Prevalence of alcohol consumption in the past month among all adult males and females

All respondents n=3,307 Males n=1,876 Females n=1,431
During the past month  Frequency Weighted Frequency Weighted Frequency Weighted
how many times did percentage percentage percentage
you have an alcoholic (%) (%) (%)
drink?
Almost every day 140 4.18 95 5.08 45 2.55
Several times per week 489 14.72 352 17.83 137 9.11
At least once a week 849 28.39 567 32.15 282 21.60
At least once a month 948 28.63 517 27.12 431 31.35
Never 881 24.09 345 17.81 536 35.40

Table 7 shows the how often males and females reported being drunk in the past month. Just under
half (45.35%) of lifetime drinkers said they had not been drunk in the past month. Some 23% of
respondents reported being drunk at least once in the previous month. A further 18.88% said they
were drunk at least once a week. About 10% said that they were drunk several times per week and
2.70% reported being drunk almost every day in the month prior to the survey.

Among males who had ever drunk, 36.67% said that they were never drunk in the month prior to the
survey. A quarter said they were drunk at least once in the last month and 22.39% reported being
drunk at least once a week. Over 10% said that they were drunk several times per week and 3.35%
reported being drunk almost every day in the past month.

Among females who had ever drunk, 60.83% said that they were never drunk in the previous month.
Around a fifth (18.54%) said they had been drunk at least once in the previous month and 12.64%
reported drinking at least once a week in the past month. Over five percent (6.44%) said that were
drunk several times per week and 1.55% reported being drunk almost every day in the month before
the survey.

Table 7: Prevalence of being drunk in the past month among all adult males and females

All respondents n=3,289 Males n=1,867 Females n=1,422
During the past Frequency Weighted Frequency Weighted Frequency Weighted
month how many percentage percentage percentage
times have you (%) (%) (%)
been drunk?
Almost every day 92 2.70 64 3.35 28 1.55
Several times per 335 10.37 241 12.57 94 6.44
week
At least once a week 651 18.88 452 22.39 199 12.64
At least once a 736 22.69 466 25.02 270 18.54
month
Never 1,475 45.35 644 36.67 831 60.83
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5.1.4 Drinking environment

All respondents, regardless of whether they had ever had an alcoholic drink or not, were asked
whether they had been to a shebeen, bar, tavern and/or nightclub where alcohol was served in the
month preceding the survey. Table 8 shows that 16.15% of all respondents had visited a place where
alcohol was served in the past month. Just over a quarter of males (25.88%) and 6.72% of females
said they had been to an alcohol-serving establishment in the last month.

Table 8 also shows nearly three-quarters (73.49%) of males reported binge drinking at their last visit
to an alcohol-serving establishment. Around sixty percent (60.55%) of females reported this.

Table 8: Prevalence of visiting a drinking establishment and binge drinking at last visit among all
adult males and females

Visited a place where alcohol was served in the past month n=4,759

Total sample Weighted Frequency Weighted Frequency Weighted
percentage (%) Males percentage (%) Females percentage (%)
n=1,941 n=2,818
702 16.15 494 25.88 208 6.72
Binge drinking at last visit to place where alcohol was served n=702
Total sample Weighted Frequency Weighted Frequency Weighted
percentage (%) Males percentage (%) Females percentage (%)
n=487 n=209
- - 358 73.49 115 60.55

5.2 Prevalence and patterns of alcohol consumption among sexually active males and females
aged 16-55 years in South Africa in 2012

5.2.1 Socio-demographic characteristics of sexually active respondents

The socio-demographic characteristics of sexually active respondents (n=6,061) who participated in
the study are described in table 9. The median age of sexually active respondents was 29 years and
the interquartile range was 15 years. One in five (20.80%) respondents were aged 20-24 years,
21.28% were 25-29 years of age. The majority of respondents (79.33%) were Black African. Over a
third had completed matric and 38.07% had attended some high school. Just under half (49.08%)
were unemployed and 9.47% were students. Nearly two-thirds (62.13%) of respondents lived in
urban areas.
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Table 9: Socio-demographic characteristics of sexually active respondents

Characteristics Frequency Unweighted percentage (%) Weighted percentage (%)
Sex n=6,061

Male 2,467 40.70 48.27
Female 3,594 59.30 51.73

Age (years) n= 6,061

16-19 421 6.95 6.32
20-24 1,378 22.74 20.80
25-29 1,294 21.35 21.28
30-34 995 16.42 16.26
35-39 718 11.85 12.83
40-44 516 8.51 9.62
45-49 371 6.12 6.23
50-55 368 6.07 6.65
Median (IQR) 29 (15)

Race n=6,061

Black 5,029 83.00 79.33
Coloured 824 13.60 8.87
Indian 104 1.72 9.31
White 102 1.68 2.48

Education n=6,061

No schooling 56 0.93 1.02
Up to primary school 507 8.38 8.44
Up to grade 11 2,477 40.94 38.07
Matric 2,201 36.38 35.68
Tertiary 809 13.37 16.79

Employment n=5,970

Employed 2,229 37.34 41.45
Unemployed 3,198 53.57 49.08
Student 543 9.10 9.47

Settlement type n=6,061
Urban 4,193 69.18 62.13
Rural 1,868 30.82 37.87

5.2.2 Prevalence of alcohol consumption

The prevalence of alcohol use is shown in table 10 below. Over half (56.75%) of sexually active South
Africans aged 16-55 years reported never having had an alcoholic drink alcohol. Some 56.91% of
males reported ever having drunk alcohol while 30.56% of females reported this. This study found
that 32.35% of sexually active respondents were current (past month) drinkers. More males
(46.48%) drank in the past month than females (19.17%).
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Of those who reported ever drinking alcohol, 37.80% were classified as alcohol dependent. Some
43.52% of male drinkers were alcohol dependent, while 27.98% of females were. Over 70% (72.58%)
of males and 56.61% of females who had ever drunk alcohol were classified as binge drinkers.

Table 10: Prevalence of alcohol use and misuse among sexually active adult males and females

Lifetime drinking n=5,972

Total Weighted Frequency Weighted Frequency Weighted
sample percentage (%) Males percentage (%) Females percentage (%)
n=2,418 n=3,554
2,421 43.25 1,373 56.91 1,048 30.56
Current drinking n=6,061
Total Weighted Frequency Weighted Frequency Weighted
sample percentage (%) Males percentage (%) Females percentage (%)
n=2,467 n=3,594
1,786 32.35 1,136 46.48 650 19.17
Alcohol dependence n=2,361
Total Weighted Frequency Weighted Frequency Weighted
sample percentage (%) Males percentage (%) Females percentage (%)
n=1,340 n=1,021
952 37.80 607 43.52 345 27.98
Binge drinking
Total Weighted Frequency Weighted Frequency Weighted
sample percentage (%) Males percentage (%) Females percentage (%)
n=1,347 n=1,021
- - 954 72.58 535 56.61

5.2.3 Drinking patterns in the past month

Respondents were asked about alcohol use in the past month. Table 11 shows that 22.41% of all
respondents who had ever drunk alcohol did not drink in the past month. Some 28.73% of
respondents reported drinking at least once a month. A further 29.91% said they drank at least once
a week. Over 15% (15.64%) said that they drank several times per week and 3.30% reported drinking
almost every day.

Among males who had ever drunk, 15.30% did not drink in the month prior to the survey. Less than
30% (27.39%) said they had drunk at least once a month and a third (33.89%) reported drinking at
least once a week. A fifth (19.38%) said that they drank several times per week and 4.04% reported
drinking almost every day. Among females who had ever drunk, 34.79% did not drink in the previous
month. A third (31.08%) said they had drunk at least once a month and 22.98% reported drinking at
least once a week. Less than 10% (9.14%) said that they drank several times per week and 2.01%
reported drinking almost every day.
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Table 11: Prevalence of alcohol consumption in the past month among sexually active adult males

and females
All sexually active Males n=1,351 Females n=1,030
respondents n=2,381
During the past Frequency Weighted Frequency Weighted Frequency Weighted
month how many percentage percentage percentage
times did you have (%) (%) (%)
an alcoholic drink?
Almost every day 80 3.30 54 4.04 26 2.01
Several times per 364 15.64 269 19.38 95 9.14
week
At least once a week 640 29.91 434 33.89 206 22.98
At least once a 702 28.73 379 27.39 323 31.08
month
Never 595 22.41 215 15.30 380 34.79

Table 12 shows the how often sexually active males and females reported being drunk in the past
month. Some 44.05% of sexually active respondents who had ever drunk alcohol reported not
having been drunk in the past month. Some 23.90% of respondents reported being drunk at least
once a month. A further 18.70% said they were drunk at least once a week in the past month.
Around 10% (10.84%) said that they were drunk several times per week and 2.51% reported being
drunk almost every day in the month prior to the survey.

Among males who had ever drunk, 33.85% said that they had not been drunk in the month prior to
the survey. Some 26.87% said they were drunk at least once in the last month and 22.54% reported
being drunk at least once a week. Over 10% (13.45%) said that they were drunk several times per
week and 3.29% reported being drunk almost every day in the past month.

Among females who had ever drunk, 61.53% said that they were not drunk in the previous month.
About a fifth (18.83%) said they had been drunk at least once a month and 12.12% reported drinking
at least once a week in the past month. Just over 6% said that were drunk several times per week
and 1.17% reported being drunk almost every day in the month before the survey.

Table 12: Prevalence of being drunk in the past month among sexually active adult males and
females

All sexually active Males n=1,347 Females n=1,023
respondents n=2,370

During the past month  Frequency = Weighted Frequency Weighted Frequency Weighted

how many times have percentage percentage percentage
you been drunk? (%) (%) (%)

Almost every day 58 2.51 42 3.29 16 1.17
Several times per week 242 10.84 177 13.45 65 6.36
At least once a week 483 18.70 337 22.54 146 12.12
At least once a month 564 23.90 361 26.87 203 18.83
Never 1,023 44.05 430 33.85 593 61.53
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Respondents who had ever drunk alcohol were asked whether they had sex with someone after
having too much to drink in the past month. About a quarter (25.96%) of sexually active drinkers
indicated that in the past month they had sex after having too much to drink. More males (30.03%)
reported this than females (18.95%).

Table 13: Prevalence of having sex with someone after having too much to drink in the past month
among sexually active adult males and females

All sexually active respondents Males n=1,320 Females n=1,008
n=2,328
Frequency Weighted Frequency Weighted Frequency Weighted
percentage (%) percentage (%) percentage (%)
577 25.96 394 30.03 183 18.95

5.2.4 Drinking environment

All sexually active respondents, regardless of whether they had ever had an alcoholic drink or not,
were asked whether they had been to a shebeen, bar, tavern and/or nightclub where alcohol was
served in the month preceding the survey. Table 14 shows that 19.52% of all sexually active
respondents had visited a place where alcohol was served in the past month. Just under a third of
males (31.15%) reported this while 8.38% of females said they had been to an alcohol-serving
establishment.

Table 14 also shows that nearly three-quarters (72.06%) of males reported binge drinking at their
last visit to an alcohol-serving establishment. Two-thirds (66.46%) of females reported this.

Table 14: Prevalence of visiting a drinking establishment and binge drinking at last visit among
sexually active adult males and females

Visited a place where alcohol was served in the past month n=2,813

Total sample Weighted Frequency Weighted Frequency Weighted
percentage (%) Males percentage (%) Females percentage (%)
n=1,157 n=1,656
504 19.52 350 31.15 154 8.38
Binge drinking at last visit to place where alcohol was served
Total sample Weighted Frequency Weighted Frequency Weighted
percentage (%) Males percentage (%) Females percentage (%)
n=337 n=147
- - 253 72.06 93 66.46

Respondents who had been to an alcohol-serving establishment in the past month were asked: “The
last time you went to a shebeen, bar, tavern and/or nightclub did you end up having sex with
someone that you met there for the first time?”. Some 18.29% of sexually active respondents
answered “yes” to this question. Some 19.17% of males reported having sex with someone they met
for the first time the last time they went to an alcohol-serving establishment compared with 15.04%
of females.
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Table 15: Prevalence of having sex with someone met for the first time at last visit to place where
alcohol was served among sexually active adult males and females

All sexually active respondents Males n=335 Females n=148
n=483
Frequency Weighted Frequency Weighted Frequency Weighted
percentage (%) percentage (%) percentage (%)
90 18.29 65 19.17 25 15.04

5.3 Characteristics of male and female drinkers aged 16-55 years in South Africa in 2012

5.3.1 Alcohol use

5.3.1.1 Factors associated with alcohol use among sexually active males

This study examined the prevalence of life time drinking and current (past month) drinking among
males by socio-demographic characteristics. These results are summarised in table 16 below.

Marital status was significantly associated with lifetime drinking (p=0.03). Among males reporting
ever drinking, more were likely to be single, divorced or widowed (37.20% vs 33.08%). Males who
were in a steady relationship but not living with their partner were also more likely to report ever
drinking (28.13% vs23.41%). While males who were married and living with their partner did report
lifetime drinking (19.37%), a greater proportion did not (26.26%). There was no significant
association between marital status and current alcohol use among males (p=0.55).

Employment status was not significantly associated with lifetime drinking (p=0.31) but it was
significantly associated with current drinking (p<0.01). Males who were employed were significantly
more likely to have drunk in the past month with 51.29% reporting this compared to 39.97% who did
not. Those who were unemployed were less likely to have used alcohol in the past month (37.61% vs
51.56%).

Age, level of education, food security and settlement type were not significantly associated with
lifetime drinking or current drinking males.
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Table 16: Associations between socio-demographic characteristics and alcohol use among sexually active males n (%)

Lifetime drinking n=2,418

Current drinking n=1,351

Characteristics

Yes n (%) ‘ No n (%) ‘ P value

Yes n(%) ‘ No

n (%) \ P value

Age

16-24
25-34
35-55

Marital status

Single/ Divorced/Widowed

Not married or living together but in a steady relationship
Not married, but living with sexual partner

Married, living together

Married not living together

Education

No/ primary school
Up to grade 11
Matric

Tertiary

Employment
Unemployed
Employed
Student

Food security
Food insecure

Settlement type
Urban
Rural

463 (28.55)
502 (37.78)
408 (33.67)

557 (37.20)
386 (28.13)
165 (12.28)
230 (19.37)

35 (3.02)

107 (7.49)
513 (35.93)
521 (36.75)
228 (19.84)

589 (40.01)
636 (49.37)
131 (10.63)

215 (15.29)

984 (62.51)
389 (37.49)

292 (23.56)
399 (39.78)
354 (36.67)

369 (33.08)
259 (23.41)
121 (13.45)
258 (26.26)

38 (3.80)

88 (9.82)
403 (37.39)
392 (35.79)
161 (17.00)

398 (35.91)
507 (53.35)
118 (10.74)

145 (13.67)

710 (57.34)
335 (42.66)

0.08

0.03

0.29

0.31

0.47

0.13

381(28.87) 77 (27.88)
420 (37.51) 74 (38.65)
335(33.62) 64 (33.47)
459 (37.06) 87 (36.15)
320(28.22)  61(27.90)
142 (12.69) 21 (10.62)
186 (19.39) 40 (19.92)

29 (2.64) 6 (5.42)

87(7.41)  19(8.27)
415 (35.22) 93 (41.26)
443 (37.17) 69 (33.72)
187 (20.20) 34 (16.76)
468 (37.61) 109 (51.56)
549 (51.29) 79 (39.97)
106 (11.10) 23 (8.46)
175 (15.08) 37 (16.24)
812 (62.48) 156 (63.20)
324 (37.52) 59 (36.80)

0.96

0.55

0.40

<0.01

0.70

0.87
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5.3.1.2 Factors associated with alcohol among sexually active females

Table 17 shows the associations between ever using alcohol and using alcohol in the past month by
socio-demographic characteristics among females.

Age was significantly associated with ever drinking alcohol (p<0.01). Females aged 16-24 years were
more likely to have ever drunk, with 32.20% reporting this compared to 26.00% who did not.
Females over 35 years were less likely to have ever drunk alcohol (29.29% vs 37.78%). There was no
significant association between age and alcohol use in the past month among females (p=0.07).

Marital status was significantly associated with ever drinking alcohol (p<0.01). Among females
reporting ever drinking, more were likely to be single, divorced or widowed (32.73% vs 29.03%).
Females who were in a steady relationship but not living with their partner were also more likely to
report ever drinking (29.45% vs 21.03%). Females who were married and living with their partner
were less likely to have ever drunk alcohol (21.28% vs 29.58%). There was no significant association
between marital status and alcohol use in the past month among females (p=0.42).

Level of completed education was significantly associated with having ever drunk alcohol (p<0.001).
Females with lower levels of education were less likely to have ever drunk alcohol. Those who had
completed matric were slightly more likely to report lifetime drinking (36.60% vs 34.46%). More
females who had a tertiary level education reported ever drinking (19.78% vs 12.75%). There was no
significant association between education and drinking in the past month among females (p=0.06).

Employment status was significantly associated with ever drinking alcohol (p=0.04). Unemployed
females were less likely to report ever using alcohol (53.95% vs 62.43%) while those who were
employed were more likely to do so (36.20% vs 29.88%). Students were also more likely to have ever
drunk alcohol. Employment status was significantly associated with alcohol use in the past month
(p<0.01). A similar pattern was present with unemployed females being less likely to have drunk
alcohol in the past month and employed females being more likely to have done so.

Food security was not associated with ever drinking alcohol (p=0.22). Females who were food
insecure were significantly less likely to have had a drink in the past month, with 12.28% reporting
this compared to 20.65% who did not (p<0.01).

Settlement type was significantly associated with ever drinking alcohol among females (p<0.001).
Females from urban areas were more likely to report ever drinking alcohol while those from rural
areas were significantly less likely to have done so. There was no significant association between
settlement type and alcohol use in the past month among females (p=0.40).

42



Table 17: Associations between socio-demographic characteristics and alcohol use among sexually active females n (%)

Lifetime drinking n=3,554

Current drinking n=1,030

Characteristics Yes n (%) ‘ No n (%) ‘ Pvalue |Yes n(%) ‘ No n (%) ‘ P value
Age

16-24 351 (32.20) 669 (26.00) <0.01 220(33.64) 125 (30.50) 0.07
25-34 418 (38.51) 938 (36.22) 266 (35.77) 149 (45.33)

35-55 279 (29.29) 899 (37.78) 164 (30.59) 106 (24.17)

Marital status

Single/ Divorced/Widowed 357(32.73)  732(29.03) <0.01 232(33.56) 116 (29.14) 0.42
Not married or living together but in a steady relationship 336 (29.45) 574 (21.03) 205 (28.08) 129 (33.68)

Not married, but living with sexual partner 137 (13.07) 369 (15.46) 92 (14.04) 42(11.29)

Married, living together 182 (21.28) 735 (29.58) 102 (21.46) 76 (21.05)

Married not living together 36 (3.47) 96 (4.90) 19 (2.87) 17 (4.85)

Education

No/ primary school 84 (7.24) 271 (11.51) <0.001 47 (6.18) 36 (9.56) 0.06
Up to grade 11 459 (36.37) 1,076 (41.29) 277 (32.74) 170 (42.09)

Matric 376 (36.60) 875 (34.46) 241 (38.91) 132 (34.19)

Tertiary 128 (19.78) 279 (12.75) 84 (22.16) 42 (14.16)
Employment

Unemployed 620 (53.95) 1,554 (62.43) 0.04 368 (48.11) 240 (63.08) <0.01
Employed 315 (36.20) 727 (29.88) 216 (41.03) 96 (28.66)

Student 96 (9.85) 192 (7.70) 55 (10.86) 39 (8.26)

Food security

Food insecure 180 (15.45) 421 (18.03) 0.22 104 (12.28) 70 (20.65) <0.01
Settlement type

Urban 801 (74.30) 1,641 (59.37) <0.001 496 (76.33) 291 (71.56) 0.40
Rural 247 (25.70) 865 (40.63) 154 (23.67) 89 (28.44)
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5.3.2 Binge drinking

5.3.2.1 Factors associated with binge drinking among sexually active males

This study found that age was significantly associated with binge drinking among males (p<0.01).
Table 18 shows that males aged 16-24 years and those aged 25-34 years were significantly more
likely to be binge drinkers. In contrast, males aged 35-55 were significantly less likely to be binge
drinkers, with only 30.89% having done so compared to 41.79% who did not.

There was a significant relationship between education status and binge drinking among males
(p=0.05). Males who had a matric were significantly more likely to report binge drinking (38.70% vs
30.83%). Males who had a Grade 11 education were significantly less likely to be binge drinkers.

Settlement type was associated with binge drinking. Males from urban areas were less likely to be
binge drinkers (60.81% vs 68.03%), while those from rural areas were more likely to be binge
drinkers (39.19% vs 31.97%).

Marital status, employment status and food security were not significantly associated with binge
drinking among males.

Table 18: Associations between socio-demographic characteristics and binge drinking among
sexually active males n (%)

Characteristics Binge drinking n=1,347
Yes n (%) No n (%) P value
Age
16-24 319 (29.55) 135 (25.82) <0.01
25-34 376 (39.56) 117 (32.39)
35-55 259 (30.89) 141 (41.79)
Marital status
Single/ Divorced/Widowed 374 (36.52) 167 (36.76) 0.11
Not married or living together but in a 289 (30.06) 91 (23.60)
steady relationship
Not married, but living with sexual 125 (12.91) 40 (11.51)
partner
Married, living together 141 (17.52) 85 (24.84)
Married not living together 25(2.99) 10 (3.29)
Education
No/ primary school 75 (7.88) 30 (6.40) 0.05
Up to grade 11 332 (33.47) 174 (43.14)
Matric 379 (38.70) 131 (30.83)
Tertiary 165 (19.94) 57 (19.63)
Employment
Unemployed 407 (39.35) 166 (39.98) 0.67
Employed 450 (49.23) 177 (50.86)
Student 88 (11.43) 42 (9.16)
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Characteristics Binge drinking n=1,347

Yes n (%) No n (%) P value
Food security
Food insecure 143 (14.72) 69 (16.89) 0.42
Settlement type
Urban 664 (60.81) 303 (68.03) <0.01
Rural 290 (39.19) 90 (31.97)

5.3.2.2 Factors associated with binge drinking among sexually active females

This study found that age was significantly associated with binge drinking among females (p=0.01).
Table 19 shows that females aged 16-24 years were significantly more likely to be binge drinkers
(38.34% vs 24.96%). In contrast, females aged 25-34 and those aged 35-55 years were significantly
less likely to be binge drinkers.

There was a significant relationship between education status and binge drinking among females
(p<0.001). Females who had a matric were significantly more likely to report binge drinking (42.09%
vs 30.17%). Females with a tertiary level education were also more likely to be classified as binge
drinkers with 24.08% reporting this compared to 14.60% who did not. Females who had a Grade 11
education and those with no/low levels of schooling were significantly less likely to be binge
drinkers.

Employment status was significantly associated with binge drinking among females (p<0.05).
Unemployed females were less likely to be binge drinkers, with 49.67% reporting this compared to
59.03% who did not. Students were more likely to report binge drinking (13.03% vs 5.67%). Females
who were food insecure were less likely to report binge drinking, with 11.78% reporting this
compared to 19.89% who did not (p<0.01).

Marital status and settlement type were not significantly associated with binge drinking among
females.

Table 19: Associations between socio-demographic characteristics and binge drinking among
sexually active females n (%)

Characteristics Binge drinking n=1,021
Yes No P value
n (%) n (%)
Age
16-24 207 (38.48) 137 (24.96) 0.01
25-34 216 (35.35) 192 (42.51)
35-55 112 (26.17) 157 (32.53)
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Characteristics Binge drinking n=1,021

Yes No P value
n (%) n (%)
Marital status
Single/ Divorced/Widowed 184 (32.76) 158 (31.93) 0.60
Not married or living together but in a steady relationship 187 (31.27) 148 (28.74)
Not married, but living with sexual partner 78 (14.37) 56 (11.12)
Married, living together 71(18.59) 104 (24.10)
Married not living together 15 (3.00) 20 (4.11)
Education
No/ primary school 37 (5.79) 46 (9.45) <0.001
Up to grade 11 204 (28.04) 239 (45.78)
Matric 219 (42.09) 149 (30.17)
Tertiary 75 (24.08) 51 (14.60)
Employment
Unemployed 310 (49.67) 294 (59.03) <0.05
Employed 162 (37.31) 147 (35.30)
Student 57 (13.03) 35 (5.67)
Food security
Food insecure 80 (11.78) 95 (19.89) <0.01
Settlement type
Urban 390 (73.97) 389 (73.82) 0.98
Rural 145 (26.03) 97 (26.18)

5.4 Prevalence and patterns of risky sexual behaviours among males and females in South Africa

in 2012

5.4.1 Multiple sexual partners

5.4.1.1 Prevalence of multiple sexual partners

Some 12.55% of sexually active respondents reported having more than one sexual partner in the 12
months preceding the survey (table 20). Fewer than 10% (8.96%) of sexually active respondents had
more than one sexual partner in the month preceding the survey. Just less than a fifth (18.79%) of
sexually active males reported having more than one sexual partner in the 12 months preceding the
survey. Less than 10% (6.72%) of sexually active females reported having more than one sexual
partner in the 12 months preceding the survey.

Less than 15% (13.57%) of sexually active males had more than one sexual partner in the month
preceding the survey. Around five percent of sexually active females had more than one sexual
partner in the month preceding the survey.
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Table 20: Prevalence of MSP in the past year and past month among sexually active adult males
and females

MSP in the past 12 months n=6,061

Total Weighted Frequency Weighted Frequency Weighted
sample percentage (%) Males percentage (%) Females percentage (%)
n=2,467 n=3,594
744 12.55 481 18.79 263 6.72
MSP in the past month n=4,818
Total Weighted Frequency Weighted Frequency Weighted
sample percentage (%) Males percentage (%) Females percentage (%)
n=1,859 n=2,959
442 8.96 276 13.57 166 5.01

5.4.1.2 Factors associated with MSP in the past year and the past month among males

This study examined the prevalence of MSP among males by socio-demographic characteristics.
These results are summarised in table 21 below.

Age was significantly associated with MSP in the past 12 months (p<0.01) but was not significantly
associated with MSP in the past month. Males aged 16-24 years were significantly more likely to
report MSP in the past 12 months (34.40% vs 24.41%). Similarly, males aged 25-34 years were
significantly more likely to have had MSP in the past 12 months (42.56 vs 37.55%). In contrast, males
aged 35-55 were significantly less likely to have MSP in the past 12 months, with only 23.04% having
MSP compared to 38.04% who did not.

Marital status was significantly associated with having MSP in the past year (p<0.01). Among males
reporting MSP in the past 12 months more were single/divorced or widowed (45.38% vs 32.74%).
Males who were in a steady relationship but not living with their partner were also more likely to
report MSP in the past year (33.13% vs24.40%). While males in cohabiting relationships reported
MSP, a greater proportion did not report MSP. A similar association between marital status and
MSP in the past month was present (P<0.01). Single/divorced/widowed males were significantly
more likely to report having MSP in the past month, with 41.64% having MSP in the month
preceding the survey compared to 28.23% who did not.

Food security was significantly associated with having MSP in the past 12 months. Males who were
food insecure were significantly more likely to report MSP (p<0.01), with 22.12% having MSP in the
past year compared to 12.78% who did not. There was no significant association between food
security and MSP in the past month among males (p=0.52).

Attitudes towards MSP were significantly associated with MSP in the past 12 months (p<0.001) as
well as in the past month (p<0.001). Males who held attitudes discouraging MSP were less likely to
report MSP. Similarly, self-efficacy was significantly associated with MSP in the past 12 months
(p<0.001) and MSP in the past month (p<0.001). Those who had high self-efficacy for resisting MSP
were less likely to have had multiple sexual partners.
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Males who knew their HIV status were significantly less likely to report MSP in the past year (p=0.05)
and in the past month (p<0.01). Being HIV positive was not significantly associated with MSP in the
past 12 months (p=0.12) but was associated with MSP in the past month (p=0.05). Among males
reporting being HIV positive, 13.98% reported MSP in the past month as compared to 7.42% who did
not.

Having been in a physical fight was significantly associated with having more than one sexual partner
in the previous 12 months (p <0.001). Males who had been in a physical fight were significantly more
likely to report MSP, with 21.30% having MSP in the past year compared 12.43% who did not. There
was a borderline significant association between physical violence and MSP in the past month
among males (p=0.06).

Level of education, employment status, settlement type, knowledge of HIV prevention methods and
being exposed to at least one HCP were not significantly associated with MSP in the past year or
MSP in the past month among males.
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Table 21: Associations between socio-demographic characteristics, ideational factors, behaviour and multiple sexual partners among sexually active
adult males n (%)

MSP in the past 12 months n=2,467 MSP in the past month n=1,859

Yes n(%) No n (%) Pvalue Yes n(%) No n (%) Pvalue
Socio-demographic characteristics
Age
16-24 188 (34.40) 580 (24.41) <0.001 102 (29.96) 472 (25.42) 0.23
25-34 191 (42.56) 727 (37.55) 104 (39.12) 581 (37.88)
35-55 102 (23.04) 679 (38.04) 70 (30.92) 530 (36.69)
Marital status
Single/ Divorced/Widowed 218 (45.38) 723 (32.74) <0.001 128 (41.64) 494 (28.23) <0.001
Not married or living together but in a steady 171 (33.13) 489 (24.40) 84 (30.23) 469 (29.13)
relationship
Not married, but living with sexual partner 44 (9.42) 247 (13.54) 28 (11.15) 205 (13.69)
Married, living together 36 (9.45) 466 (25.87) 32 (14.81) 360 (25.11)
Married not living together 12 (2.63) 61 (3.44) 4(2.17) 55 (3.84)
Education
No/ primary school 34 (7.61) 168 (8.80) 0.75 19(7.53) 131 (8.32) 0.68
Up to grade 11 185 (37.15) 747 (36.04) 91(33.07) 611 (37.17)
Matric 180 (38.18) 751(36.16) 120(40.17) 585 (35.98)
Tertiary 78 (17.05) 319 (19.00) 45(19.23) 253 (18.54)
Employment
Unemployed 205 (39.60) 795 (37.47) 0.17 116 (40.30) 616 (36.01) 0.49
Employed 214 (46.85) 960 (52.66) 132 (51.00) 783 (53.67)
Student 59 (13.55) 194 (9.86) 25 (8.70) 158 (10.32)
Food security
Food insecure 108 (22.12) 260 (12.78) <0.001 45 (15.91) 230 (14.20) 0.52
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MSP in the past 12 months n=2,467

MSP in the past month n=1,859

Yes n(%) No n(%) Pvalue Yes n(%) No n(%) Pvalue
Settlement type
Urban 345 (62.74) 1,380 (59.37) 0.33 195(63.19) 1,112 (62.19) 0.80
Rural 136 (37.26) 606 (40.63) 81 (36.81) 471 (37.81)
Ideational factors
Knowledge of HIV prevention methods
No/low knowledge 96 (22.67) 425 (22.78) 0.31 47 (18.88) 311 (20.29) 0.32
Medium knowledge 198 (39.21) 867 (43.95) 117 (39.58) 696 (44.31)
High knowledge 187 (38.11) 694 (33.27) 112 (41.53) 576 (35.40)
Attitudes towards MSP
Attitudes discouraging MSP 109 (21.52) 1,022 (52.57) <0.001 61 (22.61) 818 (52.46) <0.001
Self-efficacy for MSP
High self-efficacy for resisting MSP 183 (40.84) 1,432 (76.13) <0.001 112 (42.86) 1,130(75.09) <0.001
HIV status & exposure to HIV communication
Knows HIV status
Yes 250(91.70) 1,141 (95.55) 0.05 133 (90.07) 947 (95.41) <0.01
Self-reported HIV status
HIV positive 22 (12.26) 83 (7.72) 0.12 14 (13.98) 62 (7.42) 0.05
HIV communication programmes
Exposed to at least one HCP 427 (87.09) 1,622 (83.31) 0.23 230(86.41) 1,307 (83.95) 0.41
Behaviour
Violence
Been in a physical fight in the past year 106 (21.30) 252 (12.43) <0.001 57 (18.65) 209 (13.76) 0.06
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5.4.1.3 Factors associated with MSP in the past year and the past month among females

Table 22 below shows the association between MSP and socio-demographic characteristics among
females. Age was significantly associated with MSP in the past 12 months (p<0.001). Females aged
16-24 years were significantly more likely to report MSP in the past 12 months (32.58% vs 27.57%).
Similarly, females aged 25-34 years were significantly more likely to have had MSP in the past 12
months (49.16 vs 35.76%). Females aged 35-55 were significantly less likely to have MSP in the past
12 months, with only 18.26% having MSP compared to 36.68% who did not. Age was not
significantly associated with MSP in the past month (p=0.13).

Marital status was significantly associated with having MSP in the past year (p<0.001). Females who
were single/divorced/widowed were significantly more likely to report having MSP in the past 12
months (44.94% vs 26.39%). Females who were in a steady relationship but not living with their
partner were also more likely to report MSP in the past year. In contrast, females who were married
and living with their spouse were significantly less likely to report MSP in the past year, with only
11.41% reporting MSP as compared to 28.13% who did not. A similar association between marital
status and MSP in the past month was present. Single/divorced/widowed females were significantly
more likely to report having MSP in the past month, with 44.94% having MSP in the month
preceding the survey compared to 26.39% who did not.

Attitudes towards MSP were significantly associated with MSP in the past 12 months (p<0.001) as
well as in the past month (p<0.001). Females who held attitudes discouraging MSP were less likely to
report MSP. Self-efficacy was significantly associated with MSP in the past 12 months (p<0.001).
Those who had high self-efficacy for resisting MSP were less likely to have had MSP in the previous
year. There was no significant relationship between self-efficacy for MSP and having had MSP in the
past month (p=0.07).

Being HIV positive was significantly associated with MSP in the past 12 months (p<0.01) but was not
associated with MSP in the past month (p=0.42). Among females reporting being HIV positive,
25.20% reported MSP in the past year as compared to 12.61% who did not.

Females who were exposed to at least one HCP were significantly more likely to report MSP in the
previous 12 months (p<0.01), with 93.42% reporting MSP in the past 12 months compared to
84.10% who did not. There was no significant relationship between exposure to HCPs and MSP in the
past month (p=0.17).

Having been in a physical fight was significantly associated with having more than one sexual partner
in the previous 12 months (p<0.001). Females who had been in a physical fight were significantly
more likely to report MSP, with 17.10% having MSP in the past year compared 6.67% who did not.
There was no significant association between physical violence and MSP in the past month among
females (p=0.12).

Level of education, employment status, food security, settlement type, knowledge of HIV prevention
methods and knowing one’s HIV status were not significantly associated with MSP in the past year or
MSP in the past month among females.
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Table 22: Associations between socio-demographic characteristics, ideational factors, behaviour and multiple sexual partners among sexually active
adult females n (%)

MSP in the past 12 months n=3,594 MSP in the past month n=2,959

Yes n(%) No n (%) Pvalue Yes n(%) No n (%) Pvalue
Socio-demographic characteristics
Age
16-24 94 (32.58) 937 (27.57) <0.001 65 (35.03) 789 (27.45) 0.13
25-34 130 (49.16) 1,241 (35.76) 68 (38.84) 1,050 (36.62)
35-55 39(18.26) 1,153 (36.68) 33(26.13) 954 (35.93)
Marital status
Single/ Divorced/Widowed 109 (38.53) 994 (29.72) <0.001 77 (44.94) 746 (26.39) <0.001
Not married or living together but in a steady 88 (33.59) 835 (22.77) 44 (26.20) 738 (24.57)
relationship
Not married, but living with sexual partner 32 (13.71) 479 (14.87) 22 (15.63) 432 (15.70)
Married, living together 28 (11.41) 897 (28.13) 18 (9.38) 772 (28.52)
Married not living together 6 (2.76) 126 (4.51) 5(3.86) 105 (4.81)
Education
No/ primary school 18 (7.92) 343 (10.45) 0.33 17 (11.57) 289 (10.62) 0.94
Up to grade 11 127 (46.31) 1,418(39.29) 71(38.79) 1,202 (39.80)
Matric 87(32.18) 1,183(35.07) 53 (33.50) 986 (35.03)
Tertiary 29 (13.58) 383 (15.18) 24 (16.14) 311 (14.54)
Employment
Unemployed 150 (57.07) 2,048 (59.65) 0.78 99 (61.73) 1,732 (60.23) 0.82
Employed 81 (33.59) 974 (31.97) 47 (28.69) 806 (31.36)
Student 25 (9.34) 265 (8.39) 16 (9.58) 218 (8.41)
Food security
Food insecure 56 (21.49) 553 (16.91) 0.17 28 (16.12) 473 (17.13) 0.80
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MSP in the past 12 months n=3,594

MSP in the past month n=2,959

Yes n(%) No n(%) Pvalue Yes n(%) No n(%) Pvalue
Settlement type
Urban 189 (70.75) 2,279 (63.63) 0.16 112 (63.03) 1,896 (63.77) 0.89
Rural 74 (29.25) 1,052 (36.37) 54 (36.97) 897 (36.23)
Ideational factors
Knowledge of HIV prevention methods
No/low knowledge 48 (19.41) 749 (22.38) 0.61 27 (13.84) 629 (22.32) 0.14
Medium knowledge 106 (39.78) 1,389 (40.08) 64 (41.12) 1,141 (38.95)
High knowledge 109 (40.80) 1,193 (37.54) 75 (45.05) 1,023 (38.73)
Attitudes towards MSP
Attitudes discouraging MSP 83 (33.96) 2,032 (61.75) <0.001 49 (29.20) 1,699 (61.11) <0.001
Self-efficacy for MSP
High self-efficacy for resisting MSP 160 (62.17) 2,668 (82.10) <0.001 123 (74.54) 2,242 (81.73) 0.07
HIV status & exposure to HIV communication
Knows HIV status
Yes 207 (91.59) 2,606 (93.46) 0.37 132 (91.76) 2,224 (93.04) 0.69
Self-reported HIV status
HIV positive 41 (25.20) 275 (12.61) <0.01 18 (16.32) 233 (13.08) 0.42
HIV communication programmes
Exposed to at least one HCP 245 (93.42) 2,901 (84.10) <0.01 154 (90.96) 2,441 (85.24) 0.17
Behaviour
Violence
Been in a physical fight in the past year 49 (17.10) 227 (6.67) <0.001 20 (10.69) 203 (7.14) 0.12
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5.4.2 Transactional sex

5.4.2.1 Prevalence of transactional sex

Table 23 below shows that fewer than 10% of sexually active respondents reported engaging in
transactional sex in the past year, ie. both trading money/gifts in exchange for sex and vice versa.
Some 6.45% of sexually active respondents reported giving money/gifts in exchange for sex with any
of their sex partners in the year preceding the survey. Just under 10% (9.39%) of sexually active
males reported providing money or gifts in exchange for sex with any sex partner in the year
preceding the survey. Less than five percent (3.70%) of females reported providing money/gifts in
exchange for sex.

About five percent of sexually active respondents reported receiving money/gifts in exchange for sex
with any of their sex partners in the past year. Less than 5% (4.65%) of sexually active males
reported receiving money or gifts in exchange for sex with any sex partner in the past 12 months.
This study found that 6.27% of sexually active females received money/gifts in exchange for sex with
any of their sex partners in the past 12 months.

Table 23: Prevalence of transactional sex with any sex partner in the past year among sexually
active adult males and females

Giving money/gifts in exchange for sex with any sex partner in the past year n=5,996

Total Weighted Frequency Weighted Frequency Weighted
sample percentage (%) Males percentage (%) Females percentage (%)
n=2,449 n=3,547
370 6.45 236 9.39 134 3.70
Receiving money/gifts in exchange for sex with any sex partner in the past year n=6,021
Total Weighted Frequency Weighted Frequency Weighted
sample percentage (%) Males percentage (%) Females percentage (%)
n=2,447 n=3,574
353 5.49 128 4.65 225 6.27

5.4.2.2 Factors associated with transactional sex with any sex partner in the past year among
males

This study found that age was significantly associated with providing money or gifts in exchange for
sex among males (p=0.02). Table 24 shows that males aged 25-34 years and those aged 35-55 years
were significantly more likely to provided money/gifts in exchange for sex. In contrast, males aged
16-24 were significantly less likely to have exchanged money/gifts for sex, with only 17.86% having
done so compared to 27.28% who did not.

There was a significant relationship between employment status and provision of money/gifts in
exchange for sex among males (p<0.01). Employed males were significantly more likely to report
having exchanged money/gifts for sex (63.36% vs 50.19%). Males who were unemployed or students
were significantly less likely to have done so.
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Knowledge of HIV prevention methods was significantly associated with transactional sex among
males (p=0.01). Males with high HIV prevention knowledge were significantly more likely to have
provided money/gifts in exchange for sex (46.20% vs 33.04%). Those with low knowledge of HIV

prevention options were significantly less likely to have done so.

Having been in a physical fight was significantly associated with transactional sex (p <0.001). Males
who had been in a physical fight were significantly more likely to report engaging in transactional
sex, with 23.29% providing money/gifts in exchange for sex as compared with 13.15% who did not.

Marital status, level of education, food security and settlement type, knowing one’s HIV status,
being HIV positive and being exposed to at least one HCP were not significantly associated with
giving money/gifts in exchange for sex among males.

Table 24: Associations between socio-demographic characteristics, ideational factors, behaviour,
and transactional sex among sexually active adult males n (%)

Gave money/gifts in exchange for sex with any sex partner in the

last 12 months n=2,449

Yes n(%) No n(%) Pvalue
Socio-demographic characteristics
Age
16-24 53 (17.86) 711 (27.28) 0.02
25-34 101 (42.96) 811 (38.14)
35-55 82(39.19) 691 (34.58)
Marital status
Single/ Divorced/Widowed 99 (38.98) 836 (34.84) 0.56
Not married or living together but in a 64 (27.76) 593 (26.00)
steady relationship
Not married, but living with sexual partner 29 (11.95) 258 (12.75)
Married, living together 37 (17.56) 460 (23.14)
Married not living together 7 (3.75) 66 (3.27)
Education
No/ primary school 13 (4.57) 186 (8.91) 0.09
Up to grade 11 86 (35.04) 836 (36.39)
Matric 86 (35.45) 843 (36.87)
Tertiary 50 (24.93) 344 (17.83)
Employment
Unemployed 88 (32.31) 904 (38.50) <0.01
Employed 134 (63.36) 1,031 (50.19)
Student 12 (4.33) 241 (11.31)
Food security
Food insecure 55 (20.75) 310 (13.93) 0.14
Settlement type
Urban 153 (60.87) 1,560 (59.89) 0.88
Rural 83(39.13) 653 (40.11)
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Gave money/gifts in exchange for sex with any sex partner in the

last 12 months n=2,449

Yes n(%) No n(%) Pvalue
Ideational factors
Knowledge of HIV prevention methods
No/low knowledge 40 (16.27) 477 (23.49) 0.01
Medium knowledge 88 (37.52) 969 (43.47)
High knowledge 108 (46.20) 767 (33.04)
HIV status & exposure to HIV
communication
Knows HIV status
Yes 112 (93.54) 1,267 (94.96) 0.49
Self-reported HIV status
HIV positive 9(8.42) 95 (8.51) 0.98
HIV communication programmes
Exposed to at least one HCP 205 (88.29) 1,832 (83.87) 0.15
Behaviour
Violence
Been in a physical fight in the past year 54 (23.29) 301 (13.15) <0.001

5.4.2.3 Factors associated with transactional sex with any sex partner in the past year among
females

This study found that knowing one’s HIV status was significantly associated with receiving
money/gifts in exchange for sex among females. Table 25 shows that females who knew their HIV
status were significantly less likely (p=0.02) to report receiving money/gifts in exchange for sex
(86.02% vs 93.80%). There was a borderline significant relationship between being HIV positive and
engaging in transactional sex (p=0.06).

Females who were in a physical fight in the past 12 months were significantly more likely (p<0.001)
to have engaged in transactional sex in exchange for money/gifts than those who did not (14.59% vs
6.91%).

Age, marital status, level of education, employment status, food security, settlement type,
knowledge of HIV prevention methods and being exposed to HCPs were not significantly associated
with receiving money/gifts in exchange for sex among females.
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Table 25: Associations between socio-demographic characteristics, ideational factors, behaviour,

and transactional sex among sexually active adult females n (%)

Received money/gifts in exchange for sex with any sex partner in
the last 12 months n=3,574

n(%) No n(%) Pvalue
Socio-demographic characteristics
Age
16-24 77 (29.69) 949 (27.86) 0.09
25-34 97 (43.94) 1,263 (36.08)
35-55 51 (26.37) 1,137 (36.06)
Marital status
Single/ Divorced/Widowed 102 (41.17) 995 (29.61) 0.14
Not married or living together butin a 44 (19.39) 874 (23.79)
steady relationship
Not married, but living with sexual partner 31 (15.70) 478 (14.78)
Married, living together 43 (21.68) 876 (27.29)
Married not living together 5(2.05) 126 (4.53)
Education
No/ primary school 18 (7.00) 342 (10.54) 0.47
Up to grade 11 98 (37.58) 1,438 (39.84)
Matric 83(38.14) 1,178 (34.65)
Tertiary 25(17.28) 386 (14.98)
Employment
Unemployed 145 (61.52) 2,042 (59.33) 0.67
Employed 59 (31.61) 988 (32.07)
Student 17 (6.86) 273 (8.60)
Food security
Food insecure 60 (22.47) 547 (16.90) 0.14
Settlement type
Urban 117 (60.41) 2,338 (64.38) 0.54
Rural 108 (39.59) 1,011 (35.62)
Ideational factors
Knowledge of HIV prevention methods
No/low knowledge 42 (19.02) 750 (22.31) 0.10
Medium knowledge 73 (32.15) 1,414 (40.63)
High knowledge 110 (48.83) 1,185 (37.06)
HIV status & exposure to HIV
communication
Knows HIV status
Yes 156 (86.02) 2,641 (93.80) 0.02
Self-reported HIV status
HIV positive 27 (19.05) 289 (13.17) 0.06
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Received money/gifts in exchange for sex with any sex partner in
the last 12 months n=3,574

Yes n(%) No n(%) Pvalue
HIV communication programmes
Exposed to at least one HCP 202 (89.45) 2,927 (84.41) 0.12
Behaviour
Violence
Been in a physical fight in the past year 36 (14.59) 239 (6.91) <0.001

5.4.3 Age-disparate sex

5.4.3.1 Prevalence of age-disparate sex

Table 26 shows that more than a third (38.41%) of sexually active males had a sexual partner 5 or
more years younger than themselves in the 12 months preceding the survey. Some 2.22% of sexually
active females had a sexual partner five or more years younger than themselves in the 12 months
preceding the survey.

Less than 3% (2.83%) of males had a sexual partner 5 or more years older than themselves. Forty
one percent of females had a sexual partner 5 or more years older than themselves.

Table 26: Prevalence of age-disparate sex with any sex partner in the past year among sexually
active adult males and females

Any sex partner 5 or more years younger than respondent in the past 12 months

Frequency Weighted percentage Frequency Weighted percentage
Males n=2,465 (%) Females n=3,594 (%)
916 38.41 102 2.22
Any sex partner 5 or more years older than respondent in the past 12 months
Frequency Weighted percentage Frequency Weighted percentage
Males n=2,465 (%) Females n=3,594 (%)
74 2.83 1,474 40.55

5.4.3.2 Factors associated with age-disparate sex with any sex partner in the past year among
males

Table 27 shows that respondents’ age was significantly associated with having a sex partner 5 or
more years younger than themselves (p<0.001). Males aged 16-24 years were significantly less likely
to report a younger sex partner in the past 12 months. In contrast, males aged 25-34 and 35-55 were
significantly more likely to have had a younger sex partner.
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Marital status was significantly associated with having a younger sex partner (p<0.01). Males who
were not married but living with their sex partner were more likely to have a younger sex partner,
with 15.96% having a younger partner compared to 10.80%. Those who described themselves as
unmarried but in a steady relationship were less likely to have a younger sex partner.

Educational attainment was associated with having a younger sex partner (p<0.001). Males with no
or low levels of schooling were more likely to have a sex partner five or more years younger than
themselves while those who had completed matric were significantly less likely to.

Males who were employed were significantly more likely to have a younger sex partner, with 57.56%
reporting this compared to 47.90% who did not (p<0.001). Male students were less likely to have
younger sex partners (3.10% vs 15.26%).

Knowledge of HIV prevention methods was significantly associated with age-disparate sex among
males (p=0.05). Males with high knowledge levels were significantly more likely to have a younger
sex partner (37.99% vs 31.83%).

Being HIV positive was significantly associated with age-disparate sex (p<0.01). Among males
reporting being HIV positive, 11.89% reported having a younger sex partner, compared with 6.45%
who did not.

Food security, settlement type, violence, knowing one’s HIV status and exposure to HCPs were not
significantly associated with males having a sex partner five or more years younger than themselves.

Table 27: Associations between socio-demographic characteristics, ideational factors, behaviour
and age-disparate sex among sexually active adult males n (%)

Any sex partner in the past 12 months 5 or more years

younger than respondent n=2,465

Yes n(%) No n (%) Pvalue
Socio-demographics
Age
16-24 76 (6.43) 692 (38.73) <0.001
25-34 390 (42.81) 527 (35.72)
35-55 450 (50.76) 330 (25.55)
Marital status
Single/ Divorced/Widowed 330 (35.25) 610 (35.06) <0.01
Not married or living together but in a steady 209 (22.40) 450 (28.21)
relationship
Not married, but living with sexual partner 133 (15.96) 158 (10.80)
Married, living together 204 (21.73) 298 (23.49)
Married not living together 40 (4.66) 33 (2.44)
Education
No/ primary school 106 (12.61) 96 (6.07) <0.001
Up to grade 11 347 (37.60) 585 (35.48)
Matric 301 (31.43) 628 (39.60)
Tertiary 161 (18.36) 236 (18.85)

59



Any sex partner in the past 12 months 5 or more years
younger than respondent n=2,465

Yes n(%) No n (%) Pvalue
Employment
Unemployed 359 (39.34) 639 (36.84) <0.001
Employed 516 (57.56) 658 (47.90)
Student 27 (3.10) 226 (15.26)
Food security
Food insecure 141 (15.22) 227 (14.14) 0.52
Settlement type
Urban 651 (60.65) 1,073 (59.68) 0.81
Rural 265 (39.35) 476 (40.32)
Ideational factors
Knowledge of HIV prevention methods
No/low knowledge 204 (22.16) 317 (23.18) 0.05
Medium knowledge 360 (39.86) 704 (44.99)
High knowledge 352 (37.99) 528 (31.83)
HIV status & exposure to HIV communication
Knows HIV status
Yes 515 (94.08) 875 (95.38) 0.31
Self-reported HIV status
HIV positive 52 (11.89) 53 (6.45) <0.01
HIV communication programmes
Exposed to at least one HCP 768 (85.15) 1,280 (83.34) 0.40
Behaviour
Violence
Been in a physical fight in the past year 134 (13.75) 224 (14.34) 0.74

5.4.3.3 Factors associated with age-disparate sex with any sex partner in the past year among

females

Table 28 shows the associations between various socio-demographic characteristics and age-

disparate sex among females.

Education was significantly associated with having a sex partner five or more years older (p<0.01).

Females with lower levels of education were more likely to have an older sex partner than those

with matric or tertiary qualifications.

Employment status was associated with having an older sex partner (p<0.001). Females who were

unemployed were more likely to have an older sex partner (63.68% vs 56.64%). Food security was

also significantly associated with having an older sex partner (p<0.05). Of those who had a sex
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partner five plus years older than themselves, 19.18% reported being food insecure, while 15.88%
did not.

Being HIV positive was significantly associated with age-disparate sex (p<0.01). Among females
reporting being HIV positive, 16.74% reported having a younger sex partner, compared with 11.26%
who did not.

Age, marital status, settlement type, knowledge of HIV prevention methods, violence, knowing one’s
HIV status, and exposure to HCPs were not significantly associated with having a sex partner five or
more years older than the respondent.

Table 28: Associations between socio-demographic characteristics, ideational factors, behaviour
and age-disparate sex among sexually active adult females n (%)

Any sex partner in the past 12 months 5 or more years
older than respondent n=3,594

Yes n(%) No n (%) Pvalue
Socio-demographic characteristics
Age
16-24 413 (26.54) 618 (28.83) 0.23
25-34 597 (38.62) 774 (35.32)
35-55 464 (34.84) 728 (35.85)
Marital status
Single/ Divorced/Widowed 412 (27.02) 691 (32.55) 0.09
Not married or living together but in a steady 382 (24.11) 541 (23.08)
relationship
Not married, but living with sexual partner 208 (14.77) 303 (14.81)
Married, living together 411 (29.24) 514 (25.48)
Married not living together 61 (4.86) 71 (4.08)
Education
No/ primary school 173 (12.91) 188 (8.50) <0.01
Up to grade 11 635 (42.05) 910 (38.20)
Matric 504 (32.11) 766 (36.76)
Tertiary 159 (12.93) 253 (16.54)
Employment
Unemployed 922 (63.68) 1,276 (56.64) <0.001
Employed 444 (30.62) 611 (33.06)
Student 82 (5.70) 208 (10.31)
Food security
Food insecure 266 (19.18) 343 (15.88) <0.05
Settlement type
Urban 986 (62.50) 1,482 (65.20) 0.30
Rural 488 (37.50) 638 (34.80)
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Any sex partner in the past 12 months 5 or more years

older than respondent n=3,594

Yes n(%) No n (%) Pvalue
Ideational factors
Knowledge of HIV prevention methods
No/low knowledge 321 (21.40) 476 (22.71) 0.11
Medium knowledge 639 (42.83) 856 (38.16)
High knowledge 514 (35.77) 788 (39.12)
HIV status & exposure to HIV communication
Knows HIV status
Yes 1,123 (92.56) 1,690 (93.85) 0.35
Self-reported HIV status
HIV positive 150 (16.74) 166 (11.26) <0.01
HIV communication programmes
Exposed to at least one HCP 1,278 (83.99) 1,868 (85.23) 0.46
Behaviour
Violence
Been in a physical fight in the past year 121 (7.93) 155 (7.01) 0.48
5.4.4 Condom use at last sex
5.4.4.1 Prevalence of condom use at last sex
Less than half (47.16%) of sexually active respondents reported using a condom the last time they
had sex (table 29). Just under half (49.01%) of sexually active males used a condom at last sex. Less
than half (45.43%) of sexually active females used a condom at last sex.
Table 29: Prevalence of condom use at last sex among sexually active adult males and females
All sexually active respondents Males Females
n=6,038 n=2,455 n=3,583
Frequency Weighted Frequency Weighted Frequency Weighted
percentage (%) percentage (%) percentage (%)
2,881 47.16 1,253 49.01 1,628 45.43

5.4.4.2 Factors associated with condom use at last sex among males

Age was significantly associated with condom use at last sex (p<0.001). Males aged 16-24 years and
those aged 25-34 years were significantly more likely to report using a condom at last sex (table 30).
In contrast, males aged 35-55 were significantly less likely to have used a condom, with only 24.00%
using a condom compared to 46.01% who did not.
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Marital status was significantly associated with having condom use at last sex (p<0.001). Males who
were single/divorced/widowed were significantly more likely to report using a condom at last sex
(46.17% vs 24.34%). Males who were married and living together were less likely to report condom
use at last sex, with 9.70% using a condom compared to 35.36% who did not.

Educational attainment was significantly associated with condom use at last sex (p<0.001). Males
who completed matric were more likely to have used a condom at last sex while males with no or
primary school education were less likely to.

Employment status was significantly associated with condom use at last sex (p<0.001). Males who
were unemployed and those who were students were more likely to have used a condom the last
time that they had sex. Employed males were less likely to have used a condom, with 42.59%
reporting condom use at last sex compared to 60.28% who did not.

Attitudes towards condom use were significantly associated with condom use at last sex (p<0.001).
Males who had positive attitudes towards condom use were more likely to report condom use
(55.09% vs 41.54%). Similarly, self-efficacy was significantly associated with condom use at last sex
(p<0.001). Those who had high self-efficacy for condom use were more likely to have used a condom
at last sex.

Being HIV positive was significantly associated with condom use at last sex (p<0.001). Among males
reporting being HIV positive, 11.43% reported condom use at last sex as compared with 5.36% who
did not.

Exposure to HCPs was significantly associated with condom use at last sex. Males who were exposed
were more likely to report condom use at last sex, with 88.75% using a condom compared to 79.55%
who did not.

Having been in a physical fight was significantly associated with condom use at last sex (p=0.03).
Males who had been in a physical fight were significantly less likely to have used a condom the last
time they had sex, with 12.38% reporting this as compared 15.86% who did not.

Food security, settlement type, knowledge of HIV prevention methods and knowing one’s HIV status
were not significantly associated with condom use at last sex among males.

63



Table 30: Associations between socio-demographic characteristics, ideational factors, behaviour
and condom use at last sex among sexually active adult males n (%)

Condom use at last sex n=2,455

Yes n(%) No n (%) Pvalue
Socio-demographic characteristics
Age
16-24 504 (34.78) 262 (18.17) <0.001
25-34 475 (41.23) 437 (35.83)
35-55 274 (24.00) 503 (46.01)
Marital status
Single/ Divorced/Widowed 605 (46.17) 330 (24.34) <0.001
Not married or living together but in a steady 382 (29.97) 276 (22.34)
relationship
Not married, but living with sexual partner 123 (11.31) 167 (14.22)
Married, living together 111 (9.70) 388 (35.36)
Married not living together 32 (2.85) 41 (3.74)
Education
No/ primary school 60 (4.67) 141 (12.28) <0.001
Up to grade 11 445 (35.57) 480 (36.78)
Matric 526 (42.21) 402 (31.16)
Tertiary 219 (17.55) 177 (19.78)
Employment
Unemployed 550 (42.00) 447 (33.95) <0.001
Employed 510 (42.59) 657 (60.28)
Student 180 (15.40) 71(5.77)
Food security
Food insecure 177 (13.79) 187 (15.15) 0.38
Settlement type
Urban 891 (60.23) 827 (59.90) 0.92
Rural 362 (39.77) 375 (40.10)
Ideational factors
Knowledge of HIV prevention methods
No/low knowledge 263 (22.22) 255 (23.20) 0.82
Medium knowledge 549 (43.77) 509 (42.30)
High knowledge 441 (34.01) 438 (34.50)
Attitudes towards condom use
Positive attitudes towards condom use 675 (55.09) 477 (41.54) <0.001
Self-efficacy for condom use
High self-efficacy 1,078 (86.49) 894 (74.19) <0.001
HIV status & exposure to HIV communication
Knows HIV status
Yes 744 (94.64) 643 (95.13) 0.70

64



Condom use at last sex n=2,455

Yes n(%) No n (%) P value
Self-reported HIV status
HIV positive 65 (11.43) 38 (5.36) <0.001
HIV communication programmes
Exposed to at least one HCP 1,102 (88.75) 937 (79.55) <0.001
Behaviour
Violence
Been in a physical fight in the past year 171 (12.38) 187 (15.86) 0.03

5.4.4.3 Factors associated with condom use at last sex among females

Table 31 shows the associations between various socio-demographic characteristics and condom use
at last sex among females.

Age was significantly associated with condom use at last sex (p<0.001). Females aged 16-24 years
were significantly more likely to report using a condom at last sex. In contrast, females aged 35-55
were significantly less likely to have used a condom, with only 26.22% using a condom compared to
43.43% who did not.

Marital status was significantly associated with having used a condom at last sex (p<0.001).
Single/divorced/widowed females were significantly more likely to report using a condom at last sex
(39.33% vs 23.00%). Females who were in steady relationships but not living with their sexual
partner were also more likely to have used a condom. Females who were married and living
together were less likely to report condom use at last sex, with 13.03% using a condom compared to
38.25% who did not.

Educational attainment was significantly associated with condom use at last sex (p<0.001). Females
who completed matric were more likely to have used a condom at last sex while females with no or
primary school education were less likely to have.

Employment status was significantly associated with condom use at last sex (p<0.001). Female
students were more likely to have used a condom the last time that they had sex, with 12.53%
reporting this compared to 5.13% who did not.

Self-efficacy for condom use was significantly associated with condom use at last sex (p<0.001).
Females who had had high self-efficacy for condom use were more likely to report condom use at
last sex (81.15% vs 67.40%).

Being HIV positive was significantly associated with condom use at last sex (p<0.001). Among
females reporting being HIV positive, 20.71% reported condom use at last sex as compared to 7.34%
who did not.
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Exposure to HCPs was significantly associated with condom use at last sex. Females who were
exposed were more likely to report condom use at last sex, with 89.30% using a condom compared
to 80.89% who did not.

Food security, settlement type, knowledge of HIV prevention methods, violence, knowing one’s HIV
status and attitudes towards condom use were not significantly associated with condom use at last
sex among females.

Table 31: Associations between socio-demographic characteristics, ideational factors, behaviour
and condom use at last sex among sexually active adult females n (%)

Condom use at last sex n= 3,583

n (%) n (%)
Socio-demographic characteristics
Age
16-24 595 (35.51) 433 (21.65) <0.001
25-34 632 (38.27) 733 (34.92)
35-55 401 (26.22) 789 (43.43)
Marital status
Single/ Divorced/Widowed 648 (39.33) 453 (23.00) <0.001
Not married or living together but in a steady 528 (30.48) 391 (17.72)
relationship
Not married, but living with sexual partner 199 (13.25) 311 (16.21)
Married, living together 207 (13.03) 715 (38.25)
Married not living together 46 (3.91) 85 (4.82)
Education
No/ primary school 100 (6.57) 258 (13.37) <0.001
Up to grade 11 667 (39.91) 875 (39.91)
Matric 644 (39.27) 623 (31.51)
Tertiary 214 (14.25) 196 (15.21)
Employment
Unemployed 960 (57.71) 1,231 (61.30) <0.001
Employed 451 (29.75) 600 (33.57)
Student 197 (12.53) 93 (5.13)
Food security
Food insecure 287 (18.60) 320 (16.19) 0.16
Settlement type
Urban 1,121 (63.72) 1,340 (64.26) 0.87
Rural 507 (36.28) 615 (35.74)
Ideational factors
Knowledge of HIV prevention methods
No/low knowledge 349 (21.11) 445 (23.21) 0.25
Medium knowledge 717 (42.55) 773 (38.10)
High knowledge 562 (36.35) 737 (38.70)
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Condom use at last sex n= 3,583

Yes n(%) No n (%) Pvalue
Attitudes towards condom use
Positive attitudes towards condom use 770 (47.91) 849 (43.53) 0.06
Self-efficacy for condom use
High self-efficacy 1,321 (81.15) 1,339 (67.40) <0.001
HIV status & exposure to HIV communication
Knows HIV status
Yes 1,302 (93.98) 1,502 (92.68) 0.30
Self-reported HIV status
HIV positive 208 (20.71) 107 (7.34) <0.001
HIV communication programmes
Exposed to at least one HCP 1,486 (89.30) 1,653 (80.89) <0.001
Behaviour
Violence
Been in a physical fight in the past year 130 (8.56) 144 (6.35) 0.06

5.5 Relationship between alcohol consumption and risky sexual behaviours among males and
females aged 16-55 years in South Africa in 2012

5.5.1 Multiple sexual partners in the past 12 months

5.5.1.1 The relationship between alcohol and multiple sexual partners in the past 12 months
among males

Two stepwise backwards logistic regressions of MSP in the past 12 months among males were
modelled while adjusting for age and cohabitation status.

Binge drinking

Table 32 shows the results for the final model for MSP in the past 12 months and binge drinking.
Binge drinking was significantly associated with MSP in the past 12 months (p<0.001). Males who
reported binge drinking were twice as likely (AOR: 1.93, 95% CI 1.37 - 2.72) to have had more than
one partner in the past year compared with those who did not.

Cohabitation status, food security, exposure to HCPs, attitudes discouraging MSP, self-efficacy and
resisting MSPs were also significantly associated with having had more than one sexual partner in
the past 12 months among males.

67



Males who lived with their sexual partner were 44% less likely to have MSP in the past 12 months
(AOR 0.56, 95% CI 0.38 - 0.81) than those who did not. Males who were food secure were 36% less
likely (AOR 0.64, 95% Cl 0.44 - 0.92) to have had MSP than those who were classified as food
insecure.

Males who held attitudes which discouraged MSP were 71% less likely (AOR 0.29, 95% CI 0.21 -0.40)
to have had MSP in the previous year. Similarly, those with high self-efficacy for resisting MSP, were
70% less likely (AOR: 0.30, 95% Cl 0.23 - 0.40) to have had MSP. Those exposed to at least one HCP
were more likely to have MSP (AOR 2.08, 95% Cl 1.34 -3.22).

Table 32: Multivariate logistic regression results for MSP in the past 12 months and binge drinking
among males (n=1,266, p<0.001)

Characteristics AOR 95% ClI P value
Binge drinking

No Ref

Yes 1.93 1.37-2.72 <0.001
Age 0.98 0.97-1.00 0.10

Cohabitation
Not cohabiting Ref
Cohabiting 0.56 0.38-0.81 <0.01

Employment status

Unemployed Ref
Employed 1.26 0.92-1.72 0.15
Student 1.04 0.63- 1.71 0.89

Food security
Food insecure Ref
Food secure 0.64 0.44-0.92 0.02

Attitudes discouraging MSP
Negative attitudes Ref
Positive attitudes 0.29 0.21-0.40 <0.001

Self-efficacy for resisting MSP
Low Ref
High 0.30 0.23- 0.40 <0.001

Exposed to HIV communication programmes
No Ref 1.34-3.22 0.001
Yes 2.08

Been in a physical fight

No Ref 0.85-1.67 0.31
Yes 1.19
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Frequency of drinking in the past month

When frequency of alcohol consumption was included in the model for MSP in the past 12 months,
age, cohabitation status, food security, exposure to HCPs, attitudes discouraging MSP, self-efficacy
for resisting MSPs and frequency of drinking in the past month were significantly associated with
MSP in the previous 12 months.

Table 33 shows that frequency of drinking in the past month was positively associated with MSP. A
dose response relationship was evident with males who drank more frequently in the past month
being more likely to have MSP. For example, males who drank almost every day in the month prior
to the survey were nearly three times more likely (AOR: 2.83, 95% Cl 1.33 - 6.02) to have MSP than
those who did not drink in the preceding month.

For each additional year in age there was a 2% decrease in the likelihood of having MSP in the past
12 months (AOR: 0.98, 95% Cl 0.96 - 1.00). Males who lived with their sexual partner were 43% less
likely to have MSP in the past 12 months (AOR 0.57, 95% Cl 0.39 - 0.83) than those who did not.
Those who were food secure were 33% less likely (AOR 0.67, 95% CI 0.46 - 0.97) to have had MSP
than those who were food insecure.

Those with attitudes which discouraged MSP were 71% less likely (AOR 0.29, 95% Cl 0.22 - 0.40) to
have had MSP in the previous year. Similarly, high self-efficacy for resisting MSP was negatively
associated (AOR 0.31, 95% CI 0.23 - 0.41) with MSP in the past 12 months. Males exposed to at least
one HCP were twice as likely (AOR 2.27, 95% Cl 1.46 - 3.54) to have MSP as compared to those who
were unexposed.

Table 33: Multivariate logistic regression results for MSP in the past 12 months and frequency of
drinking in the previous month among males (n=1,269, p<0.001)

Characteristics AOR 95% CI P value
Frequency of drinking in the past month

Never Ref

At least once a month 1.51 0.94 -2.43 0.09
At least once a week 1.58 1.00 -2.50 0.05
Several times per week 2.14 1.32-3.48 <0.01
Almost every day 2.83 1.33- 6.02 <0.01
Age 0.98 0.96 - 1.00 <0.05

Cohabitation
Not cohabiting Ref
Cohabiting 0.57 0.39-0.83 <0.01

Employment status

Unemployed Ref
Employed 1.22 0.89- 1.67 0.21
Student 1.00 0.60- 1.64 0.99

Food security
Food insecure Ref
Food secure 0.67 0.46 - 0.97 0.03
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Characteristics AOR 95% ClI P value

Attitudes discouraging MSP
Negative attitudes Ref
Positive attitudes 0.29 0.22-0.40 <0.001

Self-efficacy for resisting MSP
Low Ref
High 0.31 0.23-0.41 <0.001

Exposed to HIV communication programmes
No Ref
Yes 2.27 1.46- 3.54 <0.001

Been in a physical fight
No Ref
Yes 1.12 0.79-1.57 0.53

5.5.1.2 The relationship between alcohol and multiple sexual partners in the past 12 months
among females

One stepwise backwards logistic regression of MSP in the past 12 months among females was
modelled while adjusting for age and cohabitation status.

Binge drinking

Effect modification between binge drinking and self-efficacy for resisting MSP was present. When
this was added to the model, attitudes discouraging MSP, exposure to HCPs and self-reported HIV
status were significantly associated with MSP in the past 12 months.

Table 34 shows that the interaction between binge drinking and self-efficacy was positively
associated with MSP. Females with low self-efficacy for resisting MSP but who did not binge drink
were nine times more likely to have had MSP in the past year (AOR 8.65, 95% Cl 3.44 - 21.77) than
those with high self-efficacy who did not binge drink. Females who had high self-efficacy for resisting
MSP and who reported binge drinking were nearly four times more likely to have had MSP in the
past 12 months (AOR 3.58, 95% Cl 1.82 - 7.03). Those with low self-efficacy who were classified as
binge drinkers were five times more likely to have had more than one sexual partner in the year
prior to the survey (AOR 4.92, 95% Cl 2.23 - 10.86).

Females with attitudes which discouraged MSP were 74% less likely (AOR 0.26, 95% CI 0.15 - 0.44) to
have had MSP in the past 12 months. Those exposed to at least one HCP were five times more likely
to have had more than one sexual partner in the past year (AOR 5.42, 95% 1.20 - 24.54). Females
who reported being HIV positive were two and a half times more likely to report having more than
one sexual partner in the year preceding the survey (AOR 2.53,95% Cl 1.31 - 4.88).
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Table 34: Multivariate logistic regression results for MSP in the past 12 months and binge drinking

among females (n=694, p<0.001)

Characteristics 95% Cl P value
Binge drinking and self-efficacy for resisting MSP

High self-efficacy and no binge drinking Ref

Low self-efficacy and no binge drinking 8.65 3.44-21.77 <0.001
High self-efficacy and binge drinking 3.58 1.82-7.03 <0.001
Low self-efficacy and binge drinking 4.92 2.23-10.86 <0.001
Age 0.99 0.95-1.02 0.41
Cohabitation

Not cohabiting Ref

Cohabiting 0.46 0.23-0.93 0.03
Attitudes discouraging MSP

Negative attitudes Ref

Positive attitudes 0.26 0.15-0.44 <0.001
Exposed to HIV communication programmes

No Ref

Yes 5.42 1.20-24.54 0.03
Self-reported HIV status

HIV negative Ref

HIV positive 2.53 1.31-4.88 <0.01

5.5.2 Multiple sexual partners in the past month

5.5.2.1 The relationship between alcohol and multiple sexual partners in the past month among

males

Two stepwise backwards logistic regressions of MSP in the past month among males were modelled

while adjusting for age and cohabitation status.

Binge drinking

Effect modification between binge drinking and self-efficacy for resisting MSP was present. When

this was added into the model, attitudes discouraging MSP and knowing one’s HIV status were

significantly associated with MSP in the past month.

Table 35 shows that the interaction between binge drinking and self-efficacy was positively

associated with MSP. Males with low self-efficacy for resisting MSP but who did not binge drink were
fourteen times more likely to have had MSP in the past month (AOR 14.16, 95% Cl 4.70 — 42.69) than

those with high self-efficacy and who did not binge drink. Males who had high self-efficacy for
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resisting MSP and who reported binge drinking were about seven times more likely to have had MSP
in the past month (AOR 6.56, 95% Cl 2.33 - 18.42). Those with low self-efficacy and who were
classified as binge drinkers were twelve times more likely to have had more than one sexual partner
in the month prior to the survey (AOR 12.14, 95% Cl 4.31 - 34.19).

Those with attitudes which discouraged MSP were 70% less likely (AOR 0.30, 95% Cl 0.20 - 0.45) to
have had MSP in the past month. Males who reported knowing their HIV status were 36% less likely
to report having more than one sexual partner in the month preceding the survey (AOR 0.64, 95% Cl
0.45-0.91)

Table 35: Multivariate logistic regression results for MSP in the past month and binge drinking
among males (n=1008, p<0.001)

Characteristics AOR 95% ClI P value
Binge drinking and self-efficacy for resisting MSP

High self-efficacy and no binge drinking Ref

Low self-efficacy and no binge drinking 14.16 4,70 -42.69 <0.001
High self-efficacy and binge drinking 6.56 2.33-18.42 <0.001
Low self-efficacy and binge drinking 12.14 4.31-34.19 <0.001
Age 0.99 0.97-1.01 0.30

Cohabitation
Not cohabiting Ref
Cohabiting 0.89 0.57-1.38 0.59

Attitudes discouraging MSP
Negative attitudes Ref
Positive attitudes 0.30 0.20-0.45 <0.001

Knows HIV status
No Ref
Yes 0.64 0.45-0.91 0.01

Frequency of drinking in the past month

Effect modification between drinking in the previous month and self-efficacy for resisting MSP was
present. When this was added to the model, attitudes discouraging MSP and knowing one’s HIV
status were significantly associated with MSP in the past month.

Table 36 shows that the interaction between drinking in the previous month and self-efficacy was
positively associated with MSP. Males with low self-efficacy for resisting MSP but who drank once in
the previous month or not at all were three and a half times more likely to have had MSP in the past
month (AOR 3.57, 95% Cl 1.97 - 6.48) than those with high self-efficacy who drank once in the
previous month or not at all. Males with high self-efficacy for resisting MSP and who reported
drinking once a week or more in the previous month were twice as likely to have had MSP in the
past month (AOR 1.97, 95% Cl 1.13 - 3.43). Those with low self-efficacy and who drank once a week
or more in the previous month were four times more likely to have had more than one sexual
partner in the month prior to the survey (AOR 3.99, 95% Cl 2.32 - 6.85).
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Those with attitudes which discouraged MSP were 69% less likely (AOR 0.31, 95% Cl 0.21 - 0.46) to
have had MSP in the past month. Males who reported knowing their HIV status were 35% less likely

to report having more than one sexual partner in the month preceding the survey (AOR 0.65, 95% ClI

0.46-0.92)

Table 36: Multivariate logistic regression results for MSP in the past month and drinking in the

previous month among males (n=1,010, p<0.001)

Characteristics AOR 95% Cl P value
Frequency of drinking in the previous month and

self-efficacy for resisting MSP

High self-efficacy and drinking once a month or not Ref

at all in the past month

Low self-efficacy and drinking once a month or not 3.57 1.97-6.48 <0.001
at all in the past month

High self-efficacy and drinking once a week or more 1.97 1.13-3.43 0.02
in the past month

Low self-efficacy and drinking once a week or more 3.99 2.32-6.85 <0.001
in the past month

Age 0.99 0.97-1.01 0.28
Cohabitation

Not cohabiting Ref

Cohabiting 0.85 0.54-1.32 0.47
Attitudes discouraging MSP

Negative attitudes Ref

Positive attitudes 0.31 0.21-0.46 <0.001
Knows HIV status

No Ref

Yes 0.65 0.46-0.92 0.02

5.5.2.2 The relationship between alcohol and multiple sexual partners in the past month among

females

Two stepwise backwards logistic regressions of MSP in the past month among females was modelled

while adjusting for age and cohabitation status.

Binge drinking

Table 37 shows the results for the final model for MSP in the past month and binge drinking.

Females who were binge drinkers were twice as likely to have MSP in the past month (AOR 1.79,
95% Cl 1.03 - 3.10). Females who had attitudes which discouraged MSP were 74% less likely (AOR
0.26, 95% CI 0.15 - 0.45) to report having MSP in the past month.
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Table 37: Multivariate logistic regression results for MSP in the past month and binge drinking
among females (n=807, p<0.001)

Characteristics AOR 95% Cl P value
Binge drinking

No Ref

Yes 1.79 1.03-3.10 0.04
Age 0.98 0.98-1.01 0.21

Cohabitation
Not cohabiting Ref
Cohabiting 0.87 0.47-1.61 0.66

Attitudes discouraging MSP
Negative attitudes Ref
Positive attitudes 0.26 0.15-0.45 <0.001

Frequency of drinking in the past month

When frequency of alcohol consumption was included in the model for MSP in the past month,
attitudes discouraging MSP and frequency of drinking in the previous months were significantly
associated with MSP in the past month.

Table 38 shows that there was a dose response relationship between frequency of drinking and MSP
in the past month. Females who drank more frequently were more likely to have had more than one
sexual partner in the past month. For example, those for drank almost every day were about seven
times more likely to have had MSP in the past month than those who never drank (AOR 6.67, 95% ClI
1.92 - 23.19). Females with attitudes which discouraged MSP were 73% less likely to have MSP in the
past month (AOR 0.27, 95% Cl 0.15 - 0.47) than those with attitudes supporting MSP.

Table 38: Multivariate logistic regression results for MSP in the past month and frequency of
drinking in the previous month among females (n=808, p<0.001)

Characteristics AOR 95% ClI P value
Frequency of drinking in the past month

Never Ref

At least once a month 1.77 0.84-3.71 0.13
At least once a week 3.33 1.61-6.85 0.00
Several times per week 2.60 1.04 -6.46 0.04
Almost every day 6.67 1.92-23.19 0.00
Age 0.97 0.94-1.01 0.10

Cohabitation
Not cohabiting Ref
Cohabiting 0.87 0.47-1.60 0.65

Attitudes discouraging MSP

Negative attitudes Ref
Positive attitudes 0.27 0.15-0.47 <0.001
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5.5.3 Transactional sex

5.5.3.1 The relationship between alcohol and transactional sex with any sex partner in the past 12
months among males

Two stepwise backwards logistic regressions of transactional sex among males were modelled while
adjusting for age and cohabitation status. Transactional sex for males was defined as having given
money or gifts in exchange for sex with any sex partner in the past 12 months.

Binge drinking

When adding binge drinking into the model predicting transactional sex among males, the following
variables were significantly associated with giving money or gifts for sex: binge drinking,
cohabitation, educational attainment, employment status, food security, violence, knowledge of HIV
prevention methods and knowing one’s HIV status (table 39).

Binge drinking was significantly associated with exchange of gifts or money for sex among males
(p<0.05). Males who were binge drinkers were one-and- a-half times more likely to have engaged in
transactional sex (AOR: 1.53, 95% CI 1.01 - 2.33) than those who were not.

Cohabitation was significantly associated with transactional sex. Those who lived with their sexual
partner were 37% less likely to have exchanged gifts/money for sex than males who did not live with
their sexual partner (AOR 0.63, 95% Cl 0.41 - 0.98).

Males who had completed matric or tertiary studies were twice as likely (AOR 2.14, 95% CI 1.00 -
4.59) to have engaged in transactional sex compared with those who had no or low level of
schooling. Employed males were 1.8 times more likely to have paid for sex with gits/money (AOR
1.80, 95% Cl 1.22 - 2.66) than unemployed males. Males who were food secure were less likely (AOR
0.36, 95% Cl 0.23 - 0.55) than their counterparts who experienced food insecurity to have had a
transactional sexual relationship.

Males with high levels of HIV prevention knowledge were significantly more likely to have provided
money/gifts in exchange for sex than those with low knowledge levels. Those who knew their HIV
status were 47% less likely to report transactional sex (AOR 0.53, 95% CI 0.38 - 0.76) than those who
did not know their status. Males who had been involved in a physical fight were more likely to report
transactional sex (AOR 1.61, 95% Cl 1.06 - 2.44) than those who were not.
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Table 39: Multivariate logistic regression results for transactional sex with any sex partner in the
past 12 months and binge drinking among males (n=1,294, p<0.001)

Characteristics AOR 95% Cl P value
Binge drinking

No Ref

Yes 1.53 1.01-2.33 p<0.05
Age 1.02 1.00-1.04 0.06

Cohabitation

Not cohabiting Ref

Cohabiting 0.63 0.41-0.98 0.04
Education

No schooling/primary schooling Ref

Up to Grade 11 1.60 0.75-3.39 0.22
Matric/tertiary 2.14 1.00 - 4.59 <0.05

Employment status

Unemployed Ref
Employed 1.80 1.22-2.66 <0.01
Student 0.57 0.25-1.33 0.20

Settlement type
Rural Ref
Urban 1.04 0.71-1.55 0.83

Food security
Food insecure Ref

Food secure 0.36 0.23-0.55 <0.001

Knowledge of HIV prevention methods

No/low knowledge Ref
Medium knowledge 1.03 0.63-1.70 0.90
High knowledge 1.63 1.00-2.66 <0.05

Knows HIV status
No Ref
Yes 0.53 0.38-0.76 <0.001

Been in a physical fight
No Ref
Yes 1.61 1.06-2.44 0.03

Frequency of drinking in the past month

The results for the final model for providing gifts or money in exchange for sex and frequency of
drinking in the past month are shown in table 40 below. Frequency of drinking in the past month,
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cohabitation, education, employment, food security, knowledge of prevention methods and
knowing ones’ HIV status were significantly associated with transactional sex among males.

Frequency of drinking in the past month was significantly associated with exchanging gifts or money
for sex among males. Those who drank almost every day in the preceding month were nearly three
times as likely to have engaged in transactional sex (AOR 2.78, 95% Cl 1.22 - 6.29) than those who
had not drunk in the last month.

Cohabitation was significantly associated with transactional sex. Those who lived with their sexual
partner were 36% less likely to have exchanged gifts/money for sex (AOR 0.64, 95% Cl 0.42 - 1.00)
than males who did not live with their sexual partner.

Males who had completed matric or tertiary studies were twice as likely (AOR 2.23, 95% Cl 1.04 -
4.79) to have engaged in transactional sex as compared with those who had no, or a low, level of
schooling. Employed males were 1.8 times more likely to have paid for sex with gits/money (AOR
1.80, 95% Cl 1.22 - 2.66) than unemployed males. Those who were food secure were less likely (AOR
0.37, 95% Cl 0.24 - 0.57) than males who experienced food insecurity to have provided money or
gifts in exchange for sex.

Males with high levels of HIV prevention knowledge were significantly more likely to have provided
money/gifts in exchange for sex than those with low knowledge levels. Those who knew their HIV
status were 45% less likely to report transactional sex (AOR 0.55, 95% Cl 0.39 - 0.78) than those who
did not know their status.

Table 40: Multivariate logistic regression results for transactional sex with any sex partner in the
past 12 months and frequency of drinking in the previous month among males (n=1,299, p<0.001)

Characteristics AOR 95% CI P value
Frequency of drinking in the past month

Never Ref

At least once a month 0.89 0.48-1.63 0.71
At least once a week 1.22 0.69-2.16 0.50
Several times per week 1.56 0.85-2.85 0.15
Almost every day 2.78 1.22-6.29 0.01
Age 1.02 0.99-1.04 0.13

Cohabitation

Not cohabiting Ref

Cohabiting 0.64 0.42-1.00 <0.05
Education

No schooling/primary schooling Ref

Up to Grade 11 1.71 0.80-3.65 0.16
Matric/tertiary 2.23 1.04-4.79 0.04

Employment status

Unemployed Ref
Employed 1.80 1.22-2.66 <0.01
Student 0.58 0.25-1.36 0.21
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Characteristics AOR 95% ClI P value

Settlement type
Rural Ref
Urban 0.97 0.66-1.43 0.87

Food security
Food insecure Ref

Food secure 0.37 0.24-0.57 <0.001

Knowledge of HIV prevention methods

No/low knowledge Ref
Medium knowledge 1.11 0.68-1.83 0.68
High knowledge 1.72 1.05-2.82 0.03

Knows HIV status
No Ref
Yes 0.55 0.39-0.78 <0.00

Been in a physical fight
No Ref
Yes 1.50 0.98 - 2.27 0.06

5.5.3.2 The relationship between alcohol and transactional sex with any sex partner in the past 12
months among females

One stepwise backwards logistic regression of transactional sex among females was modelled while
adjusting for age and cohabitation status. Transactional sex for females was defined as having
received money or gifts in exchange for sex with any sex partner in the past 12 months.

Binge drinking

When adding binge drinking into the model predicting transactional sex among females, the
following variables were significantly associated with receiving money or gifts for sex: binge drinking,
and knowledge of HIV prevention methods.

Binge drinking was significantly associated with receiving gifts or money for sex in exchange for sex
among females (p<0.01). Females classified as binge drinkers were three times more likely to have
engaged in transactional sex (AOR 3.10, 95% Cl 1.45 - 6.62) compared with those who were not.

Table 41 shows that females who had high levels of HIV prevention methods were three times more
likely (AOR 3.42, 95% Cl 1.24 - 9.47) to have had transactional sex in the past 12 months than those
with low levels of knowledge.
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Table 41: Multivariate logistic regression results for transactional sex with any sex partner in the

past 12 months and binge drinking among females (n=703, p<0.001)

Characteristics AOR 95% Cl P value
Binge drinking

No Ref

Yes 3.10 1.45-6.62 <0.01
Age 1.00 0.97-1.04 0.81
Cohabitation

Not cohabiting Ref

Cohabiting 0.72 0.32-1.59 0.41
Settlement type

Rural Ref

Urban 0.66 0.31-1.38 0.27
Food security

Food insecure Ref

Food secure 0.64 0.28-1.46 0.29
Knowledge of HIV prevention methods

No/low knowledge Ref

Medium knowledge 1.25 0.42-3.76 0.69
High knowledge 3.42 1.24-9.47 0.02
Self-reported HIV status

HIV negative Ref

HIV positive 2.01 0.87-4.63 0.10
Been in a physical fight

No Ref

Yes 2.21 0.97-5.04 0.06

5.5.4 Age-disparate sex

5.5.4.1 The relationship between alcohol and age-disparate sex with any sex partner in the past 12

months among males

Two stepwise backwards logistic regressions of age-disparate sex among males were modelled while

adjusting for age and cohabitation status. Age-disparate sex for males was defined as having any sex

partner in the past 12 months who was five or more years younger than themselves.
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Binge drinking

The results for the final model for age-disparate sex and binge drinking are shown in table 42 below.
Binge drinking, age, cohabitation and employment status were significantly associated with age-
disparate sex among males.

Binge drinking was significantly associated with age-disparate sex among males (p=0.01). Male binge
drinkers were 1.4 times more likely (AOR 1.44, 95% Cl 1.09 - 1.89) to have had a sex partner five or
more years younger than themselves in the previous 12 months.

For each additional year in age there was a 9% increase in the likelihood of age-disparate sex (AOR
1.09, 95% Cl 1.08 - 1.11). Cohabitation was negatively associated with age-disparate sex, with males
who lived with their sexual partners being 56% less likely (AOR 0.44, 95% Cl 0.33 - 0.60) to have a
younger sex partner. In terms of employment status, table 42 shows that males who were students
were less likely to have a younger sexual partner (AOR 0.28, 95% CI 0.15 - 0.55) compared to males
who were unemployed.

Table 42: Multivariate logistic regression results for age-disparate sex with any sex partner in the
past 12 months and binge drinking among males (n=1,330, p<0.001)

Characteristics AOR 95% ClI P value
Binge drinking

No Ref

Yes 1.44 1.09-1.89 0.01
Age 1.09 1.08-1.11 <0.001

Cohabitation

Not cohabiting Ref

Cohabiting 0.44 0.33-0.60 <0.001
Employment

Unemployed Ref

Employed 1.11 0.86-1.44 0.44
Student 0.28 0.15-0.55 <0.001

Exposed to HIV communication programmes
No Ref
Yes 1.11 0.80-1.54 0.54

Frequency of drinking in the past month

Table 43 shows the results for the final model for providing gifts or money in exchange for sex and
frequency of drinking in the past month. Frequency of drinking in the past month, age, cohabitation
and employment status were significantly associated with age-disparate sex among males.

Frequency of drinking in the past month was significantly associated with age-disparate sex among
males. Males who drank several times per week in the last month were one-and-a-half times (AOR
1.52,95% Cl 1.02 - 2.26) more likely to have had age-disparate sex than those who did not drink at
all in the previous month.
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For each additional year in age there was a 9% increase in the likelihood of age-disparate sex (AOR

1.09, 95% Cl 1.07 - 1.11). Cohabitation was negatively associated with age-disparate sex, with males
who lived with their sexual partners being 54% less likely (AOR 0.46, 95% Cl 0.34 - 0.63) to have a

younger sex partner.

Males who were students were 70% less likely to have a younger sexual partner (AOR 0.30, 95% ClI

0.15 - 0.59) compared with males who were unemployed.

Table 43: Multivariate logistic regression results for age-disparate sex with any sex partner in the
past 12 months and frequency of drinking in the previous month among males (n=1,334, p<0.001)

Characteristics AOR 95% ClI P value
Frequency of drinking in the past month

Never Ref

At least once a month 0.74 0.50-1.09 0.12
At least once a week 0.83 0.57-1.21 0.33
Several times per week 1.52 1.02-2.26 0.04
Almost every day 1.84 0.96 - 3.53 0.07
Age 1.09 1.07-1.11 <0.001
Cohabitation

Not cohabiting Ref

Cohabiting 0.46 0.34-0.63 <0.001
Employment

Unemployed Ref

Employed 1.14 0.88-1.48 0.32
Student 0.30 0.15-0.59 <0.001
Exposed to HIV communication programmes

No Ref

Yes 1.17 0.84-1.64 0.35

5.5.5 Condom use

5.5.5.1 The relationship between alcohol and condom use at last sex among males

Frequency of drinking in the past month

The results for the final model for condom use at last sex and frequency of drinking in the past

month are shown in table 44 below.

Frequency of drinking in the previous month was significantly associated with condom use at last sex

among males. Those who reported drinking at least once a week in the past month were 50% less
likely to have used a condom at last sex (AOR 0.50, 95% CI 0.30 - 0.82) than those who had not drunk
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in the past month. Males who drank several times per week in the last month were 48% less likely to
have used a condom at last sex (AOR 0.52, 95% Cl 0.31 - 0.91).

Age, cohabitation status, education, exposure to HCPs, knowing one’s HIV status, attitudes towards
condom use and self-efficacy for condom use were significantly associated with condom use at last
sex among males.

For each additional year in age there was a 3% decrease in the likelihood of using a condom at last
sex (AOR: 0.97, 95% Cl 0.95 - 0.99). Males who lived with their sexual partner were 72% less likely to
have used a condom at last sex (AOR 0.28, 95% Cl 0.19 - 0.41) than those who did not.

Males who had matric/tertiary education were twice as likely to have used a condom the last time
they had sex (AOR 2.20, 95% Cl 1.04 - 4.68) than those with no schooling or primary school only.
Having been exposed to at least one HCP in the 12 months preceding the survey was positively
associated with condom use (AOR 1.90, 95% Cl 1.10 - 3.30).

Males who had favourable attitudes towards condom use were one-and-a-half times more likely
(AOR 1.57,95% Cl 1.12 - 2.19) to report using a condom at last sex than those holding negative
attitudes towards condom use. Similarly, those with high self-efficacy for condom use, were 1.7
times more likely (AOR: 1.65, 95% Cl 1.03 - 2.63) to have used a condom the last time they had sex.

Table 44: Multivariate logistic regression results for condom use at last sex and frequency of
drinking in the previous month among males (n=712, p<0.001)

Characteristics AOR 95% CI P value
Frequency of drinking in the past month

Never Ref

At least once a month 0.67 0.40-1.11 0.12
At least once a week 0.50 0.30-0.82 <0.01
Several times per week 0.52 0.31-091 0.02
Almost every day 0.41 0.14-1.20 0.10
Age 0.97 0.95-0.99 <0.01

Cohabitation

Not cohabiting Ref

Cohabiting 0.28 0.19-0.41 <0.001
Education

No schooling/primary schooling Ref

Up to Grade 11 2.03 0.95-4.32 0.07
Matric/tertiary 2.20 1.04-4.68 0.04

Attitudes encouraging condom use
Negative attitudes Ref
Positive attitudes 1.57 1.12-2.19 <0.01

Self-efficacy for condom use

Low Ref
High 1.65 1.03-2.63 0.04

82



Characteristics AOR 95% ClI P value
Exposed to HIV communication programmes

No Ref

Yes 1.90 1.10-3.30 0.02
Self-reported HIV status

HIV negative Ref

HIV positive 2.54 1.32-4.87 <0.01
Been in a physical fight

No Ref

Yes 0.78 0.50-1.23 0.29
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Chapter 6: Discussion

This study aimed to test the hypotheses that multiple dimensions of alcohol use were associated
with various risky sexual behaviours among adult males and females in South Africa. Results support
the hypotheses that, for males, binge drinking and frequency of drinking in the past month increased
risky sexual behaviour including MSP in the past 12 months, MSP in the past month, providing
money/gifts in exchange for sex and having a sex partner five or more years younger than
themselves. Frequency of drinking in the past month decreased the likelihood of condom use at last
sex. There was no support for the hypothesis that alcohol dependence increased risky sexual
behaviour among males. For females, results supported the hypotheses that alcohol dependence,
binge drinking and frequency of drinking increased risky sexual behaviour. However, this was true
for some risky sexual behaviours. Among females, alcohol dependence only increased the likelihood
of receiving money/gifts in exchange for sex and frequency of drinking in the past month only
increased the likelihood of having MSP in the past month. Female binge drinkers were more likely to
have MSP in the past 12 months, MSP in the past month, and engage in transactional sex but there
was no relationship between binge drinking and age-disparate sex or condom use at last sex.

6.1 Non-drinking

This study found high levels of reported non-drinking with only 37.20% of all respondents reporting
lifetime drinking and fewer respondents (25.28%) reporting current (past month) drinking. This is
consistent with other estimates of current drinking in South Africa which range from 20% - 30%
across different surveys (2, 48, 49, 51). Sexually active respondents were more likely to report
lifetime drinking (43.25%) and current drinking (32.35%).

There are a number of potential explanations for these high levels of non-drinking. WHO suggests
that the cost of alcohol is likely to be a barrier to drinking in countries where many people are poor
(154). Since the average household income in South Africa is about R100,000 (=$10,00) per annum,
this is likely to be a factor in South Africa, especially outside of the Western Cape and Gauteng,
where the average household income is higher than in other provinces (155). Other potential reason
for non-drinking suggested by literature include: social norms restricting drinking, bad drinking
experiences and religion (156).

6.2 Hazardous and harmful drinking

Although the majority of respondents did not drink, those who did displayed high levels of
hazardous drinking. Just under half of the drinkers reported having a drink at least once a week or
more in the past month and nearly a third reported being drunk at least once a week in the past
month. There was no difference between sexually active and all respondents.

About 70% of all male drinkers were classified as binge drinkers, while just over half of females were.
Prevalence of binge drinking was even higher among sexually active drinkers. These findings are
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consistent with other household surveys in South Africa which have found that individuals who drink
alcohol report heavy amounts of drinking, with rates of hazardous drinking among the highest in the
world (63).

In terms of harmful drinking, just less than 40% of lifetime drinkers were alcohol dependent.
Sexually active respondents were as likely as all respondents to be classified as alcohol dependent.

There are a number of potential reasons for why hazardous drinking is so high among lifetime
drinkers in South Africa — one of which is the historical context of alcohol use in South Africa.
Traditionally, indigenous people brewed their own alcohol which was consumed at social gatherings
but with the arrival of European settlers, alcohol was traded for labour and goods and was later used
to manage and control the workforce (63). In the Western Cape and the Northern Cape, the ‘dop’
system was used as a means of exercising control. Farm workers were paid part of their wages in
alcohol, usually wine. Although this has been illegal since the early 1960s, the ‘dop’ system was
practised on some farms until quite recently (157). Alcohol was also used to control labour in the
mining sector (158). Under apartheid, access to alcohol for black Africans was controlled by
legislation. This led to the proliferation of small-scale, illegal alcohol-serving establishments
(shebeens) as a form of resistance against the oppressive system (63). Mager (2004) argues that the
apartheid policies which resulted in illicit alcohol dealing, created a social environment where
excessive alcohol use increased and new and harmful meanings of socially acceptable drinking were
created (158).

Another potential reason why hazardous alcohol use is high may be the lack of awareness around
responsible or sensible drinking relative to non-drinking. In neighbouring Namibia, LeBeau and Yoder
(2009) found that the concept of moderate drinking was not one which was commonly understood,
with few people understanding the difference between non-drinking and responsible drinking (159).
This may well be the case in South Africa too.

6.3 Differences in drinking patterns by sex

Building and extending other research conducted nationally (61), this study found that males were
more likely to drink than females. Half of all males and a quarter of females had ever drunk alcohol.

Current (past month) drinking was also higher among males with 34.35% of males reporting current
drinking, which is lower than the prevalence of 41.5% found in secondary analysis of the 2008
SABSSM survey (61). Prevalence of female current drinkers was consistent with the 2008 SABSSM
survey at about 17% (61). When restricted to sexually active respondents, a similar pattern was
seen, with more sexually active males reporting lifetime and current drinking than their female
counterparts.

Not only were males more likely to drink alcohol, but they were also more likely to drink at
hazardous and harmful levels. Males were more likely to be alcohol dependent and to binge drink
than females. More males reported drinking frequently in the past month and were twice as likely as
female drinkers to report being drunk in the past month.
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Historically, alcohol consumption has been predominately socially acceptable for males and is, in
some societies, a symbolic indicator of gender roles and norms (160). Reasons for drinking can also
be related to social constructs of gender (160).

For males in sub-Saharan Africa, drinking is a recreational activity which usually takes place in
alcohol-serving establishments (11, 67, 161). These establishments are considered as the male
domain and are associated with masculinity (162). Drinking is seen as an opportunity for males to
relax, socialise and pass the time (11) and symbolises independence and freedom from domestic
responsibilities (161). In addition, drinking is interconnected with males’ conception of adult
masculinity (162) and is seen to heighten masculinity (161, 163).

Across a number of countries, prevalence of heavy drinking episodes is higher among males. Males
also tend to consume higher quantities of alcohol (164). Heavy drinking and having a high alcohol
tolerance is also related to a sense of shared masculinity (11).

Although this study found that male drinking was more common, over half of sexually active female
drinkers, equating to roughly 1.5 million females, were classified as binge drinkers. This is consistent
with other studies which found that although a relatively low percentage of females drink, those
who do drink do so at high risk levels (28).

These high levels of binge drinking among females may be partly explained by the growing body of
research which shows that female drinking is often related to defiance of gender norms (161) and an
increased sense of agency (165). A number of studies have described the socially-scripted
phenomenon which occurs in taverns. It is common place for males to buy females drinks and it is
mutually understood that this is likely to end in sex (110, 159, 165). Qualitative studies have
revealed that alcohol is a common and desired form of currency in transactional relationships (37,
104). Some females demonstrated increased agency by participating in the transactional sex
dynamic (83, 165).

6.4 Identifying hazardous drinkers

This study has described the characteristics of lifetime, current and binge drinkers in South Africa.
Since, those who binge drink have double the risk of acquiring HIV compared with non-binge
drinkers (4), identifying the characteristics of binge drinkers is most helpful from an HIV
programming perspective.

For males, binge drinkers were more likely to: be aged between 25-34 years; have completed Grade
11 or matric; be employed and live in urban areas. These findings are not surprising. Males who fit
this profile are likely to have money to spend on alcohol. They were also more likely to be single or
not married but in a steady relationship.

For females, binge drinking was highest among those aged 16-24 years, followed by those aged 25-
34 years. Female binge drinkers were more likely to: be single or not married but in a steady
relationship; have a matric; be unemployed; and live in urban areas.
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Characteristics of male and female binge drinkers were broadly similar. However, male binge
drinkers were more likely to be older and employed and therefore wealthier. Female binge drinkers
were more likely to be unemployed and younger. Given the fact that alcohol is often used as
currency in transactional sex (110), there is the potential for poorer females to engage in
transactional sex with males who have disposable income. In addition, it is possible that these
relationships may be age-disparate too. As described in chapter 2, these behaviours are both risk
factors for HIV, particularly for younger females.

6.5 Risky sexual behaviour

This study found relatively low percentages of risky sexual behaviour. However when weighted to
the population, a substantial number of adult South Africans engaged in practises placing them at
high risk for HIV infection.

Some 12.55% of sexually active respondents, or 2.2 million adults, had more than one sexual partner
in the past 12 months. Prevalence of MSP was slightly higher than rates seen across different surveys
(9.3% SABSSM 11 2005; 9.3% SABSSM [11 2008; and 11.4% NCS 2009) (2, 23, 51). As in other studies
males were more likely to report MSP in the past year (18.79%) than females (6.72%).

Nearly 10% (8.96%) of sexually active respondents, or approximately 1.2 million adults, had more
than one sexual partner in the past month. This is higher than findings from other surveys (5.4% NCS
2006; 4.9% NCS 2009) (23, 166). More males (13.57%) reported MSP in the month preceding the
survey than females (5.01%).

This study found that fewer than 10% of sexually active respondents gave or received money/gifts in
exchange for sex. Nine percent of sexually active males reported giving money/gifts in exchange for
sex. Consistent with other studies (37), 6% of sexually active females reported that they had recently
engaged in transactional sex. However, this rate is substantially lower than that found among
females attending antenatal clinics in Soweto (21.1%) (84). This discrepancy may be because the NCS
was a national survey whereas Dunkle and colleagues’ study (2004) was only conducted in one
province.

Age-disparate relationships were fairly common. Some 38.41% of sexually active males reported
having a sexual partner five or more years younger than themselves. Forty one percent of females
reported having a sexual partner five or more years older than themselves.

Forty seven percent of sexually active respondents reported using a condom the last time they had
sex. Forty nine percent of males reported condom use at last sex and 45% of females did. These
findings are lower for both sexes than rates reported in the SABSSM 11l 2008 survey (64.6% and
60.4% respectively) (2). They are slightly higher for both sexes than rates found in the NCS 2009
(43.3% for males and 39.8% for females) (23).
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6.6 Alcohol use and risky sexual behaviour

The relationship between alcohol use and risky sexual behaviour has been well documented (7, 37,
100, 111).

This study extends the literature by:

1. Using multiple and more nuanced measures of alcohol use - alcohol dependence, binge
drinking and frequency of drinking in the past month - to examine the relationship
between alcohol use and risky sexual behaviour;

2. Describing the interaction between ideational factors and alcohol use, and risky sexual
behaviour; and

3. Investigating the relationship between alcohol use and risky sexual behaviour in the
general population.

6.6.1 Alcohol dependence and risky sexual behaviour

This study examined the relationship between alcohol dependence and risky sexual behaviours
among males and females. For males, no significant relationship between alcohol dependence and
any of the outcome variables was present. For females, the only significant relationship (p<0.05)
between alcohol dependence and any of the outcome variables was for receiving money/gifts in
exchange for sex (data not shown). Controlling for socio-demographic characteristics, ideational
factors, exposure to HCPs, knowledge of HIV status and violence, alcohol dependent females were
twice as likely (AOR 2.02, 95% Cl 1.13 - 4.28) to have received money/gifts in exchange for sex with
any of their sex partners in the past 12 months, than females who drank but were not alcohol
dependent.

The complete absence of any significant relationship between alcohol dependence and risky sexual
behaviour among males warrants further examination. One explanation may be that chronic
alcoholism can cause sexual dysfunction (167) making it unlikely that alcohol dependent males will
engage in sex. Another explanation may be the low libido experienced in alcoholics (168), making it
less likely that they would engage in sex.

A further explanation for this finding, and one which is also relevant for females, is the effect of
chronic alcohol use and addiction on cognitive function, including memory (169). It is possible that
the lack of findings may be due to recall bias (see limitations). However, the fact that a relationship
between transactional sex and alcohol dependence among females was found makes this
explanation unlikely.

The relationship between alcohol dependence and transactional sex among females is worth further

consideration. In a study undertaken with patrons of alcohol-serving establishments in Cape Town,
Pitpitan and colleagues (2013) found that females who traded sex were more likely to be alcohol
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dependent'. Viewed together, these findings suggest that the relationship between alcohol
dependence and transactional sex may be bi-directional, which is what Townsend and colleagues
propose in their model outlining how alcohol use and transactional sex are linked to risky sexual
behaviour (110).

6.6.2 Hazardous drinking and risky sexual behaviour

A conceptual model describing the relationship between hazardous drinking (binge drinking and
frequency of drinking in the past month) and risky sexual behaviour has been proposed (figure 1).
According to this model, socio-demographic characteristics and ideational factors have an
independent effect of risky sexual behaviour. Hazardous drinking also influences risky sexual
behaviour. The model proposes that there is a bi-directional relationship between hazardous
drinking and ideational factors.
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Figure 1: The relationship between hazardous drinking and risky sexual behaviour based on the
results of this study

"In Pitpitan et al’s study (2013) the term problem drinking was used to characterise those who answered “yes”
to at least two items of the CAGE questionnaire. This is the same measure used in this study, where the term
alcohol dependence is used to describe individuals with a CAGE score of two or more.
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Unlike other studies which found that the effects of alcohol on risky sexual behaviour were generally
similar in males and females (9, 12, 100), this study found that the specific relationship between
alcohol use and risky sexual behaviour differed by sex as well as by the type of drinking behaviour
and the specific risky sexual behaviour. It is worth noting that while there was support for the
hypotheses that hazardous drinking increased risky sexual behaviour for both males and females,
hazardous drinking had an impact on far fewer risky sexual behaviours among females. Further
research is probably needed to explain this phenomenon, but this may be partially explained by the
fact that alcohol-serving establishments play a critical role in linking alcohol use and risky sexual
behaviour (12); and females are less likely to visit these than males.

Because the relationships between hazardous drinking and risky sexual behaviour differed by sex,
two separate models, one for males and one for females, describing these are presented below.

6.6.2.1 The relationship between hazardous drinking and risky sexual behaviour among males

Figure 2 shows that for males, a relationship was found between binge drinking and MSP in the past
12 months, MSP in the past month, transactional sex (giving) and age-disparate sex (having a partner
five or more years younger) while controlling for age, cohabitation and other socio-demographic,
ideational and behavioural factors. Males who drank more frequently in the past month (regardless
of the amount) also were more likely to engage in MSP, both in the past 12 months and in the past
month, transactional sex and age-disparate sex, and less likely to report using condoms at last sex. It
appears that for males, binge drinking and frequency of drinking in the past month were similar in
terms of increasing specific risky sexual behaviours. Binge drinking affected all examined risky sexual
behaviours except for condom use and frequency of drinking affected all five outcomes.

Binge drinkers were twice as likely to report MSP in the past 12 months. This study also found that
the more frequently males drank in the past month the more likely they were to have had MSP in
the previous year. Binge drinking and frequency of drinking were also associated with MSP in the
past month.

Binge drinking predicted MSP in the past month. However, the effect of drinking was modified by
self-efficacy for resisting MSP. The results, in fact, are somewhat surprising in that it appears that
low self-efficacy for resisting MSP was an even larger predictor of reporting MSP than binge drinking
alone. However, those with low self-efficacy for resisting MSP and who were binge drinkers were 12
times more likely to report MSP in the past month. Even those with high self-efficacy to resist MSP
but who were binge drinkers were more than six times more likely to have had more than one sexual
partner in the past month.

Drinking frequency in the past month was associated with MSP in the past month. This effect was
modified by self-efficacy for resisting MSP. Males most likely to have MSP in the previous month
were those with low self-efficacy for resisting MSP and who drank frequently in the past month with
an adjusted odds ratio of nearly four. Those with low self-efficacy but who did not drink frequently
in the previous month were more than three times more likely to report MSP. Males who did not
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drink frequently in the past month but who had low self-efficacy for resisting MSP were nearly twice
as likely as those with high self-efficacy and infrequent past month drinking to report MSP.

Binge drinkers were more likely to have provided money/gifts in exchange for sex. Similarly, the
more frequently males had drunk in the past month the more likely they were to have engaged in
transactional sex.

Males who were binge drinkers were more likely to have a sexual partner five or more years younger
than themselves. There was also a relationship between frequency of drinking and age-disparate
sex, with those who drank several times per week and almost every day being more likely to have
any sexual partner five or more years younger than themselves.

There was no relationship between binge drinking and condom use at last sex among males.
However, those who drank more frequently in the previous month were less likely to have used a
condom at last sex. The more frequently males drank, the less likely they were to have used a
condom at last sex.
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Figure 2: The relationship between hazardous drinking and risky sexual behaviour among males
based on the results of this study
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6.6.2.2 The relationship between hazardous drinking and risky sexual behaviour among females

For females, fewer relationships between alcohol and risky sexual behaviour were found than for
males. Figure 3 shows that a relationship was found between binge drinking and MSP in the past 12
months, MSP in the past month and transactional sex (receiving) while controlling for age,
cohabitation and other socio-demographic-ideational and behavioural factors. Females who drank
more frequently in the past month (regardless of the amount) were more likely to have MSP in the
past month. It appears that for females, binge drinking was more likely to impact on multiple risky
sexual behaviours in comparison to frequency of drinking in the past month which was only related
to MSP in the past month. There was a relationship between binge drinking and MSP in the past
twelve months. However, the effect of binge drinking was modified by self-efficacy for resisting MSP.
The results are somewhat surprising - it appears that low self-efficacy for resisting MSP was an even
larger predictor of having MSP than binge drinking. However, those with low self-efficacy for
resisting MSP and who were binge drinkers, were five times more likely to have MSP in the past
year. Even those with high self-efficacy but who were binge drinkers were nearly four times more
likely to have had more than one sexual partner in the past 12 months. There was no relationship
between frequency of drinking and MSP in the past year among females.

Binge drinking and frequency of drinking in the previous month also predicted MSP in the past
month. Binge drinkers were 1.8 times more likely to have MSP in the last month. In addition, the
more frequently females drank, the more likely there were to have had MSP in the last month.

Binge drinkers were three times more likely to have received money/gifts in exchange for sex. There
was no relationship between frequency of drinking in the past month and transactional sex among
females.

For females there was no relationship between binge drinking or frequency of drinking in the past
month and age-disparate sex. There was also no relationship between binge drinking or frequency of
drinking in the past month and condom use at last sex among females. This finding differs from that
of Chersich et al (2007) (100) and may be because this study was undertaken in the general
population as opposed to with high-risk drinkers only. Another explanation may be that type of
sexual partner was not controlled for. Other research has found that in event-level analysis, such as
in this study, alcohol use was not related to condom use when partner type was not controlled for
(170). This is supported by a meta-analysis of event level studies which found that drinking was
unrelated to use of condoms in sexual encounters (171). Cooper and Orcutt (2000) propose that
when sexual partner type is not controlled for, it may act as a suppressor variable and mask the
relationship between alcohol use and condom use (170).
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Figure 3: The relationship between hazardous drinking and risky sexual behaviour among females
based on the results of this study

6.7 Self-efficacy and hazardous alcohol use

An important finding from this study is the interaction between self-efficacy for resisting MSP and
alcohol use. There appears to be little published data on the interplay between self-efficacy for
resisting MSP, alcohol use and having more than one sexual partner. Research has primarily focused
on the complex interaction between self-efficacy for condom use, alcohol use and condom use (172,
173).

This study suggests that the interaction between alcohol and self-efficacy for resisting MSP is key. It
is unclear why this is the case and caution should be exercised in interpreting the results as the
confidence internals are wide. However, it seems that interventions which focus on alcohol
reduction as a strategy to reduce MSP, without addressing self-efficacy for resisting MSP, are
unlikely to be as effective.
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6.8 The drinking environment facilitates risky sexual behaviour

The social dynamics of alcohol use tend to centre around places where people drink and socialise,
including taverns, beer halls and informal drinking establishments (12). In southern Africa drinking at
these venues is commonplace (11). This study found that a relatively small proportion of all
respondents (16.15%) had visited a drinking establishment in the month prior to the survey.
However, this equates to about 2.2 million adults. Visiting an alcohol-serving establishment was
more common among sexually active respondents.

Males were three times more likely to have visited a drinking establishment in the past month than
females. This is consistent with literature which suggests that drinking establishments are the male
domain (162). Literature suggests that traditionally, public drinking among females in sub-Saharan
Africa is frowned upon (161, 162, 174) and takes place only under male supervision (161) or in
private at home (160, 162).

Morojele et al (2006) state that, for men, drinking with their peers seems to foster a sense of
identity and feeling of companionship. Drinking was encouraged and condoned by age-mates and
heavy drinking is seen as masculine (11). This was apparent in this study with nearly three quarters
of males reporting binge drinking the last time they visited a drinking establishment. Binge drinking
was not limited to males though — two thirds of females had four or more drinks the last time they
visited a drinking establishment.

In South Africa, many people report meeting their new sexual partners at drinking establishments
(12, 112). This study found that nearly fifth of sexually active respondents said they had sex with
someone they met for the first time at their last visit to a drinking establishment. More males
reported this (19.17%) than females (15.04%). This finding is not unexpected as a wide body of
qualitative research has described the implicit agreement between males and females of provision
of alcohol in exchange for sex (110, 161, 165).

6.9 Limitations

The results of this study should be interpreted in light of its limitations. The NCS was cross sectional,
limiting causal conclusions between alcohol and risky sexual behaviour (100) because measurement
of exposure and effect occur simultaneously (175).

There was a 17% survey non-response rate. Non-responders included ineligible households,
households where no-one was at home, and refusals. Given that limited information is available on
the socio-demographic characteristics of individual non-responders, it is difficult to know if non-
responders biased the results of this study (132).

The study relied on self-reported data for both alcohol consumption and risky sexual behaviours.
Alcohol measures in particular are subject to recall bias and underestimation (176) (100) . In
addition, as respondents were interviewed in a multi-component household survey, it is possible
that they under-reported alcohol use, particularly in females (27). This study aimed to address
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alcohol-related recall bias by including questions asking for data over reasonable intervals of time as
suggested by (111). Number of sexual partners commonly are reported to be over-reported by males
and under-reported by females (177).

Social desirability bias - the tendency to deny socially unacceptable actions and to admit to socially
desirable ones - may also have occurred (178). Under-reporting of risky sexual behaviours is
common (178) and this may have led to an underestimate of MSP, transactional sex and age-
disparate sex and an overestimate in condom use at last sex. Female drinking is often disapproved of
and stigmatised in many African communities (27, 174). In addition, females experience increased
stigma in relation to heavy drinking (179) and this may have led females to underreport alcohol
consumption. Coldrion et al (2008) suggest that males may be willing to report alcohol consumption,
but they may under-report negative behaviours such as feelings of guilt due to alcohol (101).

Measurement bias may also have been present in that some of the variables may not have correctly
measured what they were supposed to (175). The NCS questionnaire asked respondents who drank:
“How often do you have (for men) five or more and (for women) four or more drinks on one
occasion?”. This question did not include a timeframe, such as “considering all types of alcoholic
beverages, how many times during the past 30 days did you have [5 (for men)/ 4 (for women)] or
more drinks on one occasion?” (43), which is necessary to quantify frequency of binge drinking “to
differentiate “binge drinking” from “alcoholism” or “alcohol dependence” ” (55).

In addition, this study did not make use of AUDIT which the STRIVE Working Group on Alcohol and
HIV recommends (34). Not only does this make it difficult to compare to other studies in South Africa
but literature suggests that structured instruments, like AUDIT, generally perform better than
quantity-frequency questions (44). Finally, it is likely that measurement of transactional sex in the
NCS was incomplete. A more complete definition would have included alcohol and/or drugs as well
as gifts and/or money as in Pitpitan and colleagues’ study (2013) where participants were asked:
“Has someone given you money, alcohol, drugs or a place to stay in exchange for sex in the past 4
months?” (37).

Finally, there is a concern about temporal disparity of associating alcohol use in the last month with
risky sexual behaviours in the past year (MSP, transactional sex and age-disparate sex).
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Chapter 7: Conclusions and Recommendations

Given the significance and prevalence of both HIV and alcohol in South Africa, this study
comprehensively sought to investigate the relationship between alcohol use and risky sexual
behaviour. Therefore, multiple dimensions of drinking including, alcohol dependence, binge drinking
and frequency of drinking in the past month, were examined.

While many males and females in South Africa reported non-drinking, those who did frequently
reported high levels of hazardous drinking. Males were more likely to drink and to display hazardous
drinking patterns than females.

Prevalence of risky sexual behaviour, including MSP in the past year and in the past month,
transactional sex, age-disparate sex and condom use were mostly consistent with other studies in
South Africa that investigated risky sexual behaviour. Males were more likely to report MSP, both in
the past year and in the past month, than females. Males were more likely to have provided
money/gifts in exchange for sex and females were more likely to report receiving money/gifts in
exchange for sex. Similarly, more males reported having a sex partner five or more years younger
than themselves while females were more likely to report having a sex partner five or more years
older than themselves. Males were more likely to report having used a condom at last sex.

This study found relationships between alcohol use and risky sexual behaviour for both males and
females. For males, binge drinking was associated with: MSP in the past 12 months, MSP in the past
month, providing gifts/money in exchange for sex, and having a sexual partner five or more years
younger than themselves. Frequency of drinking in the previous month was associated with: MSP in
the past 12 months, MSP in the past month, providing gifts/money in exchange for sex, having a
sexual partner five or more years younger than themselves, and condom use at last sex. For females,
binge drinking was associated with: MSP in the past 12 months, MSP in the past month, and
receiving money/gifts in exchange for sex. Frequency of drinking was associated with MSP in the
past month. For both males and females, interaction between alcohol and self-efficacy for resisting
MSP was present.

Results also suggest that the drinking environment facilitates high-risk sexual encounters and that
respondents drank heavily when they frequented alcohol-serving establishments. This was true for
both males and females.

Overall, this study has described the patterns and prevalence of alcohol use and risky sexual
behaviour in the general population in South Africa. It has also provided new insights into the
complex relationship between these two phenomena and compared them between adult males and
females. This information can be used to design and implement future interventions to address this
important risk factor for HIV. Recommendations are discussed below.
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7.1 Multi-faceted interventions at different levels

Effective interventions aimed at modifying behaviour around alcohol use may have considerable
impact on the HIV epidemic in South Africa (9). As this study demonstrates, the relationship between
alcohol and risky sexual behaviour is complex so HIV prevention and alcohol reduction interventions
should be targeted on a number of levels including: individual, social and structural (8, 61).

Figure 4 below depicts an adapted version of the social-ecological model which is used to frame
recommended interventions at different levels.

Drrinking

environment

Individual

Figure 4: Social-ecological model for reducing hazardous alcohol use and risky sexual behaviour

7.1.1 Individual levels interventions

One way to implement individual-level interventions is through the health sector response. Alcohol
and risky sexual behaviour interventions could relatively easily be incorporated into primary health
care settings. For example, it has been suggested that counselling about alcohol use should be part
of HIV counselling and testing (101). Another example is health care workers treating individuals for
STls screening patients for alcohol problems (41) and referring them accordingly.

Brief interventions include a range of strategies including screening, brief advice, referral to
specialist support, counselling and brief motivational interviewing (27). Hazardous drinkers are less
likely to practice risk reduction skills (180) and brief interventions are one way to address this. In
addition, there is promising evidence to support this in South Africa (137). However, as Fritz (2009)
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points out, brief interventions are labour intensive and may be most appropriate for those in need of
personalised intervention such as sex workers, their clients and people attending STI clinics (13).

In order to reach individuals with relevant information efficiently, mass media may be a more
appropriate vehicle. Public health campaigns, stressing the relationship between alcohol and HIV
through risky sexual behaviour (5) could be implemented with good results. Research has
consistently demonstrated that those exposed to HIV communication programmes have improved
knowledge, attitudes and self-efficacy in relation to risky sexual behaviour, as well as reductions in
risky sexual behaviours (23, 115, 152).

This study found high levels of hazardous drinking among drinkers, suggesting the need for
improving awareness and understanding of excessive vs responsible alcohol use. The South African
Department of Health has produced food-based dietary guidelines which include a section on
sensible drinking (181). These guidelines define sensible drinking as: no more than three standard
drinks a day for males and no more than two standard drinks a day for females. Examples of
standard drinks are provided (181). Although these guidelines have been questioned by public
health practitioners (182) and changes have been suggested (183), raising awareness of these
guidelines and promoting responsible alcohol consumption could longer-term decrease risky sexual
behaviour. There is a need to ensure that terms like excessive and responsible drinking do not
remain abstract and are well understood by South Africans.

However, this study has demonstrated that the relationship between alcohol use and risky sexual
behaviour is complex and that ideational factors such as self-efficacy for resisting MSP are also of
importance. Interventions focused on raising awareness alone are likely to be ineffectual.

In addition, this study suggests that males and females should have tailored interventions as the
patterns and prevalence of alcohol use, risky sexual behaviour and the relationship between the
two, vary by sex. Potential gender-specific strategies are discussed below.

Interventions for males

Males are more likely to drink and to do so at risky levels. Although drinking is more pervasive in
males than in females, a large number of males do not actually drink. This “positive deviance” could
be reinforced by mass media showing this fact. As male drinking is not stigmatised like female
drinking, a campaign specifically targeting males and focusing on alcohol and risky sexual behaviour
is worth considering. This campaign could address the social norms and target alcohol outcome
expectancies among males (107). Part of the campaign could involve social role modelling and
making use of well-known males to promote responsible alcohol use and safer sexual behaviour.

Males are less likely to access health care services (184-186) and reaching males with alcohol and
safer sex messaging is likely to be more difficult through this route. Incorporating alcohol messaging
into existing HIV workplace programmes and campaigns which reach males, such as Brothers for Life
(187), may be better alternatives.

Findings from this study clearly show that the role of self-efficacy in resisting MSP among males also
needs to be addressed. Interventions which aim to improve self-efficacy, in conjunction with safer
drinking practices could have a potentially large impact on this risky sexual behaviour. This could be

98



particularly effective if coupled with changing alcohol outcome expectancies and addressing the
concept of masculinity in relation to drinking.

Interventions for females

This study has demonstrated that although it is not as common as among males, many females do
drink and do so at hazardous levels. The Women’s CoOp - an empowerment-based HIV intervention
designed to reduce sexual risk behaviour, substance use and victimisation — showed promising
results when used in both individual and group formats. A small randomised trial conducted in the
Western Cape showed that in the short-term, participants displayed large decreases in self-reported
alcohol use and positive changes in sexual behaviours (188). This approach could be adapted rolled
out with females at a community level.

Another method for engaging females is peer education. Peer educators, trained in all issues relating
to risky sexual behaviour, the ways in which it can be reduced and the role that alcohol plays in
fuelling the epidemic, could support their peers. In addition, peer educators should be introduced to
the concepts of social identity, empowerment and social capital to encourage positive gender norms
which in turn will support HIV prevention behaviours (189).

Specific messages for females would be the relationship between alcohol and MSP and transactional
sex as found in this study. Sex in exchange for alcohol is reported to be common (110) and this is a
particular content area which should be discussed with females. Interventions should aim to
improve female self-efficacy for refusing alcohol in exchange for sex or, at least, in negotiating safer
sex within these high risk relationships. In addition, this study found that binge drinking increases
multiple risky sexual behaviours for females. Female-targeted messaging should focus particularly on
binge drinking and its related risks.

Because of the stigma of female drinking (174), it may be more difficult to identify female hazardous
drinkers. Innovative strategies to do so may need to be employed. For example, counsellors,
community health workers and peer educators could be taught the simple mnemonic CAGE.
Although this questionnaire is not the best screening method for hazardous drinkers, it is simple and
easy to remember, and may enable those working with females to identify those most at risk.
Counsellors could then use this as a basis on which to engage females who may be reluctant to
speak about their drinking. The other advantage of using CAGE is that the questions move the
discussion toward the behavioural effects of drinking rather than towards an isolated number of
drinks per day (190).

7.1.2 Place-based and community interventions

A fifth of sexually active respondents frequented an alcohol-serving establishment in the past month
and 18% had sex with someone they met there for the first time. Lewis et al (2005) state that the
appropriateness of alcohol establishments as venues for HIV prevention activities depends on the
percentage of people who visit these places regularly and whether or not they represent a higher
risk group relative to the general population (111). Evidence from this study supports using a place-
based approach to reach individuals at the time of risky behaviour.
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Buy-in from owners would be critical to the success of place-based interventions. Encouragingly,
research in Zimbabwe found that managers of beer halls welcomed the idea of HIV prevention
interventions in their venues (10). In addition, research from the Philippines has shown that
intervening with owners and managers of alcohol-serving establishments can increase risk reduction
among female sex workers over and above individual behaviour change interventions (140).

Action at a community level to reduce the harmful use of alcohol (141) is also a promising strategy.
This could include community mobilisation, and working with local stakeholders in order to create
safer drinking spaces and a supportive environment for safe drinking (142). Community members
could work with owners of places where alcohol is served to make them safer according to the ten-
point plan developed by Soul City. The ten criteria include: not selling to intoxicated people, minors,
or visibly pregnant women; selling food and non-alcoholic drinks, and making water available;
improving lighting, security, and sanitation; displaying safe sex messages and providing condoms;
and complying with liquor licence opening and closing times (143).

Advocacy is a powerful tool to influence public opinion and would be an essential component of a
multi-level intervention. At a community level, advocacy could be undertaken with relevant district
level departments, for example the Departments of Health and Trade & Industry. Advocacy would
put the issue of alcohol-serving establishments as a place where risky sexual behaviour is initiated on
the table. Potential solutions include licensing drinking establishments through the departments
mentioned above, having specific operating hours and creating safe drinking environments in terms
of the ten point plan mentioned earlier. Political buy-in and support would be essential for
successful implementation.

7.1.3 Societal levels interventions

Although the findings of this study do not provide adequate evidence for societal level interventions,
it is widely acknowledged that individual behaviour change does not occur in a vacuum and an
enabling environment is needed to support individual changes relevant to HIV prevention (191).
Kalichman (2010) states: “Models of HIV risk reduction focused on the individual may be insufficient
for reducing alcohol-related HIV risks because they do not address social, structural/environmental,
and contextual influences on behavior” p.191 (192). It is clear that interventions at a structural level
are needed in order to facilitate individual behaviour change. Some structural interventions which
have been suggested include: reducing the availability of alcohol; addressing the marketing of
alcoholic beverages; pricing policies; regulating the drinking context (109); limiting alcohol licences
and increased taxes on alcohol (107).

7.2 Focusing efforts where they will have most impact

This study found that it is not harmful alcohol use (alcohol dependence) that is a risk factor for risky
sexual behaviour but hazardous alcohol use (binge drinking and frequency of drinking in the past
month). It has been suggested that addressing harmful drinking, together with interventions to
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reduce risky sexual behaviour has potential to reduce HIV transmission (13). However, this study
suggests that interventions should be orientated to those who drink at hazardous rather than
harmful levels. This is in line with the recommendation made by Fisher et al (2007) - that prevention
efforts should focus on individuals most likely to experience alcohol problems such as frequent and
heavy drinkers (9). While this study did not examine the predictors of hazardous alcohol use,
findings suggest that male binge drinkers were more likely to: be younger, have completed Grade 12
or matric; be employed and live in urban areas. They were also more likely to be single or not
married but in a steady relationship. For females, binge drinking was highest among those aged 16-
24 years, followed by those aged 25-34 years. Female binge drinkers were more likely to: be single
or not married but in a steady relationship; have a matric; be unemployed and live in urban areas.
Directing interventions towards these individuals may result in a more efficient intervention,
although further research to better identify target groups may be needed.

South Africa’s NSP defines people who abuse alcohol as a key population for targeted HIV
prevention interventions p.26 (145). However, this definition appears to be broad with the NSP
referring to both alcohol abuse and heaving drinking. Based on the findings from this study, it may
be helpful to consult with the South African National AIDS Council (SANAC) to better define which
drinkers are most at risk and to focus programming accordingly.

7.3 Further research

This research has demonstrated the patterns and prevalence of alcohol use in the general
population in South Africa. It is clear that lifetime drinking and hazardous drinking extends beyond
high-risk groups which have previously been examined. However, in order to for HIV prevention and
safer alcohol use programming to be effective, it is necessary to understand who these hazardous
drinkers are. Further research to better to explore the socio-demographic and psychographic
characteristics of hazardous drinkers is needed for targeted programming.

Second, the differences in the relationship between alcohol use and risky sexual behaviour between
males and females needs to be further explored. Qualitative research may help to explore why these
relationships differ.

Thirdly, the interaction between self-efficacy for resisting MSP and alcohol is of interest and has
implications for alcohol-related HIV prevention programming. This phenomenon needs to be more
fully explored.

Studies which have reported on the alcohol-attributable burden of disease in South Africa have not
included the increased risk of HIV transmission (16). The findings from this study highlight the
relationship between alcohol use and risky sexual behaviour which increases an individual’s risk of
acquiring HIV, and support the need for future alcohol-related burden of disease studies to include
the increased risk of HIV transmission.

Finally, some of the suggested recommendations could be piloted and evaluated to determine their
effectiveness and feasibility for scale up.

101



References

1. UNAIDS. UNAIDS report on the Global AIDS Epidemic, 2012. Geneva: 2012.

2. Shisana ORT, Simbayi LC, Zuma K, Jooste S, Pillay-van-Wyk V, Mbelle N, et al. South African
National HIV Prevalence, Incidence, Behaviour, and Communication Survey, 2008: A Turning Tide
Among Teenagers? Cape Town: 2009.

3. Mabhena N, Ndirangu J, Mutevedzi P. Track 3: Epidemiology and Prevention. 6th South
African AIDS Conference; Durban 2013.
4, Baliunas D, Rehm J, Irving H, Shuper P. Alcohol consumption and risk of incident Human

Immunodeficiency Virus infection: a meta-analysis. International journal of public health. 2010
Jun;55(3): 159-66.

5. Mbulaiteye SM, Ruberantwari A, Nakiyingi JS, Carpenter LM, Kamali A, Whitworth JA.
Alcohol and HIV: a study among sexually active adults in rural southwest Uganda. International
journal of epidemiology. 2000 Oct; 29(5): 911-5.

6. Hargreaves JR, Morison LA, Chege J, Rutenburg N, Kahindo M, Weiss HA, et al.
Socioeconomic status and risk of HIV infection in an urban population in Kenya. Tropical medicine &
international health : TM & IH. 2002 Sep; 7(9): 793-802.

7. Fisher JC, Cook PA, Sam NE, Kapiga SH. Patterns of alcohol use, problem drinking, and HIV
infection among high-risk African women. Sexually transmitted diseases. 2008 Jun; 35(6): 537-44.
8. Kalichman SC, Simbayi LC, Kaufman M, Cain D, Jooste S. Alcohol use and sexual risks for

HIV/AIDS in sub-Saharan Africa: systematic review of empirical findings. Prevention science. 2007
Jun; 8(2): 141-51.

9. Fisher JC, Bang H, Kapiga SH. The association between HIV infection and alcohol use: a
systematic review and meta-analysis of African studies. Sexually transmitted diseases. 2007 Nov;
34(11): 856-63.

10. Fritz K, Woelk G, Bassett M, McFarland W, Routh J, Tobaiwa O, et al. The association
between alcohol use, sexual risk behavior, and HIV infection among men attending beerhalls in
Harare, Zimbabwe. AIDS Behaviour. 2002; 6: 221-8.

11. Morojele NK, Kachieng'a MA, Mokoko E, Nkoko MA, Parry CD, Nkowane AM, et al. Alcohol
use and sexual behaviour among risky drinkers and bar and shebeen patrons in Gauteng province,
South Africa. Social science & medicine (1982). 2006 Jan; 62(1): 217-27.

12. Kalichman SC, Simbayi LC, Vermaak R, Jooste S, Cain D. HIV/AIDS risks among men and
women who drink at informal alcohol serving establishments (Shebeens) in Cape Town, South Africa.
Prevention science : the official journal of the Society for Prevention Research. 2008 Mar; 9(1): 55-
62.

13. Fritz K. Prevention of alcohol-related HIV risk behaviour: Technical brief. Arlington, VA: 2009.
14. Braithwaite RS, Nucifora KA, Kessler J, Toohey C, Mentor SM, Uhler LM, et al. Impact of
Interventions Targeting Unhealthy Alcohol Use in Kenya on HIV Transmission and AlIDS-Related
Deaths. Alcoholism, clinical and experimental research. 2014 Jan 15.

15. World Health Organization. The World Health Report 2002. Reducing Risks, Promoting
Healthy Life. Geneva: World Health Organization, 2002.

102



16. Schneider M, Norman R, Parry C, Bradshaw D, Pluddemann A. Estimating the burden of
disease attributable to alcohol use in South Africa in 2000. South African medical journal. 2007 Aug;
97(8 Pt 2): 664-72.

17. Johnson L, Bradshaw D, Dorrington R. The burden of disease attributable to sexually
transmitted infections in South Africa in 2000. 2007 Aug; 97(8 Pt 2): 658-62.
18. World Health Organization. Surveys of drinking patterns and problems in seven developing

countries. Geneva: 2001.

19. Rehm J, Rehn N, Room R, Monteiro M, Gmel G, Jernigan D, et al. The global distribution of
average volume of alcohol consumption and patterns of drinking. European addiction research. 2003
Oct; 9(4): 147-56.

20. Kapiga SH, Lyamuya EF, Lwihula GK, Hunter DJ. The incidence of HIV infection among women
using family planning methods in Dar es Salaam, Tanzania. AIDS. 1998 Jan 1;12(1):75-84.

21. Zablotska IB, Gray RH, Serwadda D, Nalugoda F, Kigozi G, Sewankambo N, et al. Alcohol use
before sex and HIV acquisition: a longitudinal study in Rakai, Uganda. AIDS. 2006 May 12; 20(8):
1191-6.

22. Parry C, Rehm J, Poznyak V, Room R. Alcohol and infectious diseases: an overlooked causal
linkage? Addiction. 2009 Mar; 104(3): 331-2.
23. Johnson S, Kincaid DL, Laurence S, Chikwava F, Delate R, Mahlasela L. The Second National

HIV Communication Survey 2009. Pretoria: JHHESA, 2010.

24, Parry CD, Bhana A, Myers B, Pluddemann A, Flisher AJ, Peden MM, et al. Alcohol use in
South Africa: findings from the South African Community Epidemiology Network on Drug use
(SACENDU) Project. Journal of studies on alcohol. 2002 Jul; 63(4): 430-5.

25. Peltzer K. Prevalence of alcohol use by rural primary care outpatients in South Africa.
Psychological reports. 2006 Aug; 99(1): 176-8.
26. Peltzer K, Seoka P, Mashego TA. Prevalence of alcohol use in a rural South African

community. Psychological reports. 2004 Oct; 95(2): 705-6.

27. Parry CD, Pluddemann A, Steyn K, Bradshaw D, Norman R, Laubscher R. Alcohol use in South
Africa: findings from the first Demographic and Health Survey (1998). Journal of studies on alcohol.
2005 Jan; 66(1): 91-7.

28. Ojo OA, Louwagie G, Morojele N, Rendall-Mkosi K, London L, Olorunju S, et al. Factors
associated with female high-risk drinking in a rural and an urban South African site. South African
medical journal. 2010 Mar; 100(3): 180-2.

29. Peltzer K, Phaswana-Mafuya N. Problem drinking and associated factors in older adults in
South Africa. Afr J Psychiatry (Johannesbg). 2013 Mar; 16(2): 104-9.

30. Bradley KA, Boyd-Wickizer J, Powell SH, Burman ML. Alcohol screening questionnaires in
women: a critical review. JAMA. 1998 Jul 8; 280(2): 166-71.

31. National Collaborating Centre for Mental Health. Alcohol- Use Disorders: The NICE guideline
on diagnosis, assessment and management of harmful drinking and alcohol dependence. United
Kingdom: 2011.

32. World Health Organization. Lexicon of alcohol and drug terms published by the World Health
Organization. Geneva: 1994.

33. Wechsler H, Austin SB. Binge drinking: the five/four measure. Journal of studies on alcohol.
1998 Jan; 59(1): 122-4.

34. Fritz K, Kapiga S, Heise L, Francis J. Measuring alcohol-related HIV risk. STRIVE, 2013.

103



35. Babor TF, Higgins-Biddle JC, Saunders JB, Monteiro MG. The Alcohol Use Disorders
Identification Test: Guidelines for Use in Primary Care. Geneva: 2001.

36. Reid MC, Fiellin DA, O'Connor PG. Hazardous and harmful alcohol consumption in primary
care. Archives of internal medicine. 1999 Aug 9-23; 159(15): 1681-9.

37. Pitpitan EV, Kalichman SC, Eaton LA, Watt MH, Sikkema KJ, Skinner D, et al. Men (and
Women) as "Sellers" of Sex in Alcohol-Serving Venues in Cape Town, South Africa. Prevention
science. 2013 Mar 14. PubMed PMID: 23494405. Pubmed Central PMCID: PMC3743930. Epub
2013/03/16.

38. Dunkle KL, Jewkes R, Nduna M, Jama N, Levin J, Sikweyiya Y, et al. Transactional sex with
casual and main partners among young South African men in the rural Eastern Cape: prevalence,
predictors, and associations with gender-based violence. Social science & medicine. 2007 Sep; 65(6):
1235-48.

39. Jewkes R, Dunkle K, Nduna M, Levin J, Jama N, Khuzwayo N, et al. Factors associated with
HIV sero-status in young rural South African women: connections between intimate partner violence
and HIV. International journal of epidemiology. 2006 Dec; 35(6): 1461-8.

40. Jewkes R, Dunkle K, Nduna M, Levin J, Jama N, Khuzwayo N, et al. Factors associated with
HIV sero-positivity in young, rural South African men. International journal of epidemiology. 2006
Dec; 35(6): 1455-60.

41. Cook RL, Clark DB. Is there an association between alcohol consumption and sexually
transmitted diseases? A systematic review. Sexually transmitted diseases. 2005 Mar; 32(3): 156-64.
42. Ewing JA. Detecting alcoholism. The CAGE questionnaire. JAMA. 1984 Oct 12; 252(14): 1905-
7.

43, Chavez PR, Nelson DE, Naimi TS, Brewer RD. Impact of a new gender-specific definition for
binge drinking on prevalence estimates for women. American journal of preventive medicine. 2011
Apr; 40(4): 468-71.

44, Fiellin DA, Reid MC, O'Connor PG. Screening for alcohol problems in primary care: a
systematic review. Archives of internal medicine. 2000 Jul 10; 160(13): 1977-89.
45, Dhalla S, Kopec JA. The CAGE questionnaire for alcohol misuse: a review of reliability and

validity studies. Clinical and investigative medicine Medecine clinique et experimentale. 2007; 30(1):
33-41.

46. Claassen JN. The benefits of the CAGE as a screening tool for alcoholism in a closed rural
South African community. South African medical journal 1999 Sep; 89(9): 976-9.
47. Aertgeerts B, Buntinx F, Kester A. The value of the CAGE in screening for alcohol abuse and

alcohol dependence in general clinical populations: a diagnostic meta-analysis. Journal of clinical
epidemiology. 2004 Jan; 57(1): 30-9.

48. Department of Health. South African Demographic and Health Survey 1998. Pretoria:
Department of Health, 1998.

49, Department of Health. South African Demographic and Health Survey 2003. Pretoria:
Department of Health, 2003.

50. Fleming MF, Barry KL, MacDonald R. The alcohol use disorders identification test (AUDIT) in
a college sample. The International journal of the addictions. 1991 Nov; 26(11): 1173-85.

51. Shisana ORT, Rehle T, Simbayi LC, Parker W, Zuma K, Bhana A, et al. South African National
HIV Prevalence, HIV Incidence, Behaviour and Communication Survey,2005 Cape Town: HSRC Press;
2005.

104



52. Cahalan D, Cisin IH, Crossley HM. American drinking practices: A national study of drinking
behavior and attitudes. New Brunswick, NJ: 1969.

53. Wechsler H, Dowdall GW, Davenport A, Rimm EB. A gender-specific measure of binge
drinking among college students. American journal of public health. 1995 Jul; 85(7): 982-5.

54, Wechsler H, Nelson TF. Binge drinking and the American college student: what's five drinks?
Psychology of addictive behaviors : journal of the Society of Psychologists in Addictive Behaviors.
2001 Dec; 15(4): 287-91.

55. Courtney KE, Polich J. Binge drinking in young adults: Data, definitions, and determinants.
Psychological bulletin. 2009 Jan; 135(1): 142-56.

56. Reddy SP, James S, Sewpaul R, Koopman F, Funani NI, Sifunda S, et al. Umthente Uhlaba
Usamila - The South African National Youth Risk Behaviour Survey 2008. Cape Town: 2010.

57. Human Sciences Research Council. South Africa: Study on global AGEing and adult health
(SAGE), Wave 1. Cape Town: 2012.

58. Reddy SP, Pandy S, Swart D, Jinabhai CC, Amosun SL, James S, et al. Umthenthe Uhlaba
Usamila — The South African Youth Risk Behaviour Survey 2002. Cape Town: 2003.

59. Zuma K, Gouws E, Williams B, Lurie M. Risk factors for HIV infection among women in
Carletonville, South Africa: migration, demography and sexually transmitted diseases. International
journal of STD & AIDS. 2003 Dec; 14(12): 814-7.

60. Ramsoomar L, Morojele NK, Norris SA. Alcohol use in early and late adolescence among the
birth to twenty cohort in Soweto, South Africa. Global health action. 2013; 6: 19274.

61. Peltzer K, Davids A, Njuho P. Alcohol use and problem drinking in South Africa: findings from
a national population-based survey. African Journal of Psychiatry. 2011 2011; 14: 7.

62. World Health Organization. Global status report on alcohol and health. Geneva: World
Health Organization, 2011.

63. Parry CD. South Africa: alcohol today. Addiction. 2005 Apr; 100(4): 426-9.

64. Presley CA, Pimentel ER. The introduction of the heavy and frequent drinker: a proposed
classification to increase accuracy of alcohol assessments in postsecondary educational settings.
Journal of studies on alcohol. 2006 Mar; 67(2): 324-31.

65. Ramsoomar L, Morojele NK. Trends in alcohol prevalence, age of initiation and association
with alcohol-related harm among South African youth: implications for policy. South African medical
journal . 2012 Jul; 102(7): 609-12.

66. Norris AH, Kitali AJ, Worby E. Alcohol and transactional sex: how risky is the mix? Social
science & medicine (1982). 2009 Oct; 69(8): 1167-76.

67. Woelk G, Armstrong K, Kasprzyk D, Montano DE. National beliefs and practices of alcohol
use and risky sexual behaviour among rural Zimbabweans. . XIV International AIDS Conference;
Barcelona 2002.

68. Quinn TC, Wawer MJ, Sewankambo N, Serwadda D, Li C, Wabwire-Mangen F, et al. Viral load
and heterosexual transmission of human immunodeficiency virus type 1. Rakai Project Study Group.
The New England journal of medicine. 2000 Mar 30; 342(13): 921-9.

69. SADC. Expert Think Tank Meeting on HIV Prevention in High- Prevalence Countries in
Southern Africa Report. Gaborone: 2006.

70. Parker WM, B. Ntlabati, P. Connolly, C. Concurrent sexual partnerships amongst young
adults in South Africa: Challenges for HIV prevention communication. Johannesburg: 2007.

71. Pettifor AE, Hudgens MG, Levandowski BA, Rees HV, Cohen MS. Highly efficient HIV
transmission to young women in South Africa. AIDS (London, England). 2007 Apr 23; 21(7): 861-5.

105



72. Pettifor AE, Kleinschmidt I, Levin J, Rees HV, MacPhail C, Madikizela-Hlongwa L, et al. A
community-based study to examine the effect of a youth HIV prevention intervention on young
people aged 15-24 in South Africa: results of the baseline survey. Tropical medicine & international
health. 2005 Oct; 10(10): 971-80.

73. Pettifor AE, Rees HV, Kleinschmidt |, Steffenson AE, MacPhail C, Hlongwa-Madikizela L, et al.
Young people's sexual health in South Africa: HIV prevalence and sexual behaviors from a nationally
representative household survey. AIDS (London, England). 2005 Sep 23; 19(14): 1525-34.

74. Chatterji M, Murray N, London D, Anglewicz P. The factors influencing transactional sex
among young men and women in 12 sub-Saharan African countries. Social biology. 2005 Spring-
Summer; 52(1-2): 56-72.

75. Pettifor AE, Measham DM, Rees HV, Padian NS. Sexual power and HIV risk, South Africa.
Emerging infectious diseases. 2004 Nov; 10(11): 1996-2004.

76. World Health Organization. Preventing HIV in sex work in settings in sub-Saharan Africa.
Geneva: 2011.

77. Leclerc-Madlala S. Transactional sex and the pursuit of modernity. Social Dynamics. 2003;
29:213-33.

78. Luke N. Age and economic asymmetries in the sexual relationships of adolescent girls in sub-
Saharan Africa. Studies in family planning. 2003 Jun; 34(2): 67-86.

79. MacPhail C, Campbell C. 'l think condoms are good but, aai, | hate those things': condom use

among adolescents and young people in a Southern African township. Social science & medicine.
2001 Jun; 52(11): 1613-27.

80. Matasha E, Ntembelea T, Mayaud P, Saidi W, Todd J, Mujaya B, et al. Sexual and
reproductive health among primary and secondary school pupils in Mwanza, Tanzania: need for
intervention. AIDS care. 1998 Oct; 10(5): 571-82.

81. Wojcicki JM, Malala J. Condom use, power and HIV/AIDS risk: sex-workers bargain for
survival in Hillorow/Joubert Park/Berea, Johannesburg. Social science & medicine. 2001 Jul; 53(1):
99-121.

82. Hunter M. The materiality of everday sex: Thinking beyond 'prostitution’. African Studies.
2002; 61(1): 99-120.

83. Maganja RK, Maman S, Groves A, Mbwambo JK. Skinning the goat and pulling the load:
transactional sex among youth in Dar es Salaam, Tanzania. AIDS care. 2007 Sep; 19(8): 974-81.

84. Dunkle KL, Jewkes RK, Brown HC, Gray GE, McIntryre JA, Harlow SD. Transactional sex among
women in Soweto, South Africa: prevalence, risk factors and association with HIV infection. Social
science & medicine . 2004 Oct; 59(8): 1581-92.

85. Jewkes R, Morrell R, Sikweyiya Y, Dunkle K, Penn-Kekana L. Transactional relationships and
sex with a woman in prostitution: prevalence and patterns in a representative sample of South
African men. BMC public health. 2012; 12: 325.

86. Gregson S, Nyamukapa CA, Garnett GP, Mason PR, Zhuwau T, Carael M, et al. Sexual mixing
patterns and sex-differentials in teenage exposure to HIV infection in rural Zimbabwe. Lancet. 2002
Jun 1; 359(9321): 1896-903.

87. Zembe YZ, Townsend L, Thorson A, Ekstrom AM. "Money talks, bullshit walks" interrogating
notions of consumption and survival sex among young women engaging in transactional sex in post-
apartheid South Africa: a qualitative enquiry. Globalization and health. 2013; 9: 28.

106



88. Wamoyi J, Wight D, Plummer M, Mshana GH, Ross D. Transactional sex amongst young
people in rural northern Tanzania: an ethnography of young women's motivations and negotiation.
Reproductive health. 2010; 7: 2.

89. Dunkle KL, Jewkes RK, Brown HC, Gray GE, MclIntryre JA, Harlow SD. Gender-based violence,
relationship power, and risk of HIV infection in women attending antenatal clinics in South Africa.
Lancet. 2004 May 1; 363(9419): 1415-21.

90. Department of Health. The 2011 National Antenatal Sentinel HIV and Syphilis Prevalence
Survey in South Africa. 2012.

91. UNAIDS. UNAIDS Terminology Guidelines. Geneva: 2011.

92. Kelly RJ, Gray RH, Sewankambo NK, Serwadda D, Wabwire-Mangen F, Lutalo T, et al. Age
differences in sexual partners and risk of HIV-1 infection in rural Uganda. Journal of acquired
immune deficiency syndromes . 2003 Apr 1; 32(4): 446-51.

93. van Dyk A. HIV AIDS Care and Counselling. A Multidisciplinary Approach. . 4th ed. Cape
Town: Pearson Education South Africa; 2008.

94, Leclerc-Madlala S. Age-disparate and intergenerational sex in southern Africa: the dynamics
of hypervulnerability. 2008 Dec; 22 Suppl 4: S17-25.

95. Nkosana J, Rosenthal D. The dynamics of intergenerational sexual relationships: the
experience of schoolgirls in Botswana. Sexual health. 2007 Sep; 4(3): 181-7.

96. Holmes KK, Levine R, Weaver M. Effectiveness of condoms in preventing sexually
transmitted infections. Bulletin of the World Health Organization. 2004 Jun; 82(6): 454-61.

97. Lane T, Shade SB, Mclintyre J, Morin SF. Alcohol and sexual risk behavior among men who

have sex with men in South african township communities. AIDS and behavior. 2008 Jul; 12(4 Suppl):
S78-85.

98. Weiser SD, Leiter K, Heisler M, McFarland W, Percy-de Korte F, DeMonner SM, et al. A
population-based study on alcohol and high-risk sexual behaviors in Botswana. PLoS medicine. 2006
Oct; 3(10): e392.

99. Kalichman SC, Pitpitan E, Eaton L, Cain D, Carey KB, Carey MP, et al. Bringing it home:
community survey of HIV risks to primary sex partners of men and women in alcohol-serving
establishments in Cape Town, South Africa. Sexually transmitted infections. 2013 May; 89(3): 231-6.
100.  Chersich MF, Luchters SM, Malonza IM, Mwarogo P, King'ola N, Temmerman M. Heavy
episodic drinking among Kenyan female sex workers is associated with unsafe sex, sexual violence
and sexually transmitted infections. International journal of STD & AIDS. 2007 Nov; 18(11): 764-9.
101.  Coldiron ME, Stephenson R, Chomba E, Vwalika C, Karita E, Kayitenkore K, et al. The
relationship between alcohol consumption and unprotected sex among known HIV-discordant
couples in Rwanda and Zambia. AIDS and behavior. 2008 Jul; 12(4): 594-603.

102.  Kalichman SC, Cain D, Simbayi LC. Multiple recent sexual partnerships and alcohol use
among sexually transmitted infection clinic patients, Cape Town, South Africa. Sexually transmitted
diseases. 2011 Jan; 38(1): 18-23.

103.  Ghebremichael M, Paintsil E, Larsen U. Alcohol abuse, sexual risk behaviors, and sexually
transmitted infections in women in Moshi urban district, northern Tanzania. Sexually transmitted
diseases. 2009 Feb; 36(2): 102-7.

104. Townsend L, Jewkes R, Mathews C, Johnston LG, Flisher AJ, Zembe Y, et al. HIV risk
behaviours and their relationship to intimate partner violence (IPV) among men who have multiple
female sexual partners in Cape Town, South Africa. AIDS and behavior. 2011 Jan; 15(1): 132-41.

107



105.  Davis KC, Hendershot CS, George WH, Norris J, Heiman JR. Alcohol's effects on sexual
decision making: an integration of alcohol myopia and individual differences. Journal of studies on
alcohol and drugs. 2007 Nov; 68(6): 843-51.

106. George WH, Stoner SA. Understanding acute alcohol effects on sexual behavior. Annual
review of sex research. 2000; 11: 92-124.

107.  Kalichman SC, Simbayi LC, Cain D, Jooste S. Alcohol expectancies and risky drinking among
men and women at high-risk for HIV infection in Cape Town South Africa. Addictive behaviors. 2007
Oct; 32(10): 2304-10.

108.  Kalichman SC, Simbayi LC, Jooste S, Cain D, Cherry C. Sensation seeking, alcohol use, and
sexual behaviors among sexually transmitted infection clinic patients in Cape Town, South Africa.
Psychology of addictive behaviors : journal of the Society of Psychologists in Addictive Behaviors.
2006 Sep; 20(3): 298-304.

109.  Chersich MF, Rees HV. Causal links between binge drinking patterns, unsafe sex and HIV in
South Africa: its time to intervene. International journal of STD & AIDS. 2010 Jan; 21(1): 2-7. PubMed
110. Townsend L, Ragnarsson A, Mathews C, Johnston LG, Ekstrom AM, Thorson A, et al. "Taking
care of business": alcohol as currency in transactional sexual relationships among players in Cape
Town, South Africa. Qualitative health research. 2011 Jan; 21(1): 41-50.

111. LewisJJ, Garnett GP, Mhlanga S, Nyamukapa CA, Donnelly CA, Gregson S. Beer halls as a
focus for HIV prevention activities in rural Zimbabwe. Sexually transmitted diseases. 2005 Jun; 32(6):
364-9.

112.  Weir SS, Pailman C, Mahlalela X, Coetzee N, Meidany F, Boerma JT. From people to places:
focusing AIDS prevention efforts where it matters most. AIDS. 2003 Apr 11; 17(6): 895-903.

113. Weir SS, Morroni C, Coetzee N, Spencer J, Boerma JT. A pilot study of a rapid assessment
method to identify places for AIDS prevention in Cape Town, South Africa. Sexually transmitted
infections. 2002 Apr; 78 Suppl 1:i106-13.

114.  Cleland J, Wilson C. Demand Theories of the Fertility Transition: An Inconoclastic View.
Population Studies,. 1987; 41: 5-30.

115. Kincaid DL. Mass Media, Ideation, and Behavior. A Longitudinal Analysis of Contraceptive
Change in the Philippines. Communication Research. 2000; 27(6): 723-63.

116.  Bandura A. Self-efficacy: toward a unifying theory of behavioral change. Psychological
review. 1977 Mar; 84(2): 191-215. .

117.  Coates TJ, Richter L, Caceres C. Behavioural strategies to reduce HIV transmission: how to
make them work better. Lancet. 2008 Aug 23; 372(9639): 669-84.

118. Katz IT, Ybarra ML, Wyatt MA, Kiwanuka JP, Bangsberg DR, Ware NC. Socio-cultural and
economic antecedents of adolescent sexual decision-making and HIV-risk in rural Uganda. AIDS care.
2013; 25(2): 258-64.

119. Lammers J, van Wijnbergen SJ, Willebrands D. Condom use, risk perception, and HIV
knowledge: a comparison across sexes in Nigeria. HIV/AIDS . 2013; 5: 283-93.

120. Zetola NM, Modongo C, Olabiyi B, Ramogola-Masire D, Collman RG, Chao LW. Examining the
relationship between alcohol use and high-risk sex practices in a population of women with high HIV
incidence despite high levels of HIV-related knowledge. Sexually transmitted infections. 2014 Jan 15.
PubMed PMID: 24431186. Epub 2014/01/17.

121. Albarracin D, Johnson BT, Fishbein M, Muellerleile PA. Theories of reasoned action and
planned behavior as models of condom use: a meta-analysis. Psychological bulletin. 2001 Jan;
127(1): 142-61.

108



122.  Peltzer K. Factors affecting condom use among senior secondary school pupils in South
Africa. The Central African journal of medicine. 2000 Nov; 46(11): 302-8.

123. Bogale GW, Boer H, Seydel ER. Condom use among low-literate, rural females in Ethiopia:
the role of vulnerability to HIV infection, condom attitude, and self-efficacy. AIDS care. 2010 Jul;
22(7): 851-7.

124. Babalola S. Gender differences in the factors influencing consistent condom use among
young people in Tanzania. International journal of adolescent medicine and health. 2006 Apr-Jun;
18(2): 287-98.

125. Bandura A. Perceived self-efficacy in the exercise of control over AIDS infection. Evaluation
and Program Planning. 1990; 13: 9-17.

126.  Sayles JN, Pettifor A, Wong MD, MacPhail C, Lee SJ, Hendriksen E, et al. Factors associated
with self-efficacy for condom use and sexual negotiation among South african youth. Journal of
acquired immune deficiency syndromes. 2006 Oct 1; 43(2): 226-33.

127.  Woulfert E, Wan CK. Condom use: a self-efficacy model. Health psychology : official journal of
the Division of Health Psychology, American Psychological Association. 1993 Sep; 12(5): 346-53.
128. Dilorio C, Dudley WN, Soet J, Watkins J, Maibach E. A social cognitive-based model for
condom use among college students. Nursing research. 2000 Jul-Aug; 49(4): 208-14.

129. Gselassie G, Deyessa N, Tesfaye G. Intention to use condom among students in Agena
preparatory school, Guraghe Zone, Ethiopia: With the application of health believe model. Archives
of public health. 2013 Sep 8; 71(1): 23.

130. Baele J, Dusseldorp E, Maes S. Condom use self-efficacy: effect on intended and actual
condom use in adolescents. The Journal of adolescent health. 2001 May; 28(5): 421-31.

131. Letamo G, Mokgatlhe LL. Predictors of risky sexual behaviour among young people in the era
of HIV/AIDS: evidence from the 2008 Botswana AIDS Impact Survey lll. African journal of
reproductive health. 2013 Sep; 17(3): 169-81.

132. Johnson S, Kincaid D, Figueroa M, Delate R, Mahlasela L, Magni S. The Third National HIV
Communication Survey, 2012. Pretoria: JHHESA, 2013.

133.  Ang A, Morisky DE. A multilevel analysis of the impact of socio-structural and environmental
influences on condom use among female sex workers. AIDS and behavior. 2012 May; 16(4): 934-42.
134.  Karnell AP, Cupp PK, Zimmerman RS, Feist-Price S, Bennie T. Efficacy of an American alcohol
and HIV prevention curriculum adapted for use in South Africa: results of a pilot study in five
township schools. AIDS education and prevention. 2006 Aug; 18(4): 295-310.

135. Smith EA, Palen LA, Caldwell LL, Flisher AJ, Graham JW, Mathews C, et al. Substance use and
sexual risk prevention in Cape Town, South Africa: an evaluation of the HealthWise program.
Prevention science. 2008 Dec; 9(4): 311-21.

136.  Kaner EF, Beyer F, Dickinson HO, Pienaar E, Campbell F, Schlesinger C, et al. Effectiveness of
brief alcohol interventions in primary care populations. The Cochrane database of systematic
reviews. 2007 (2): CD004148.

137.  Kalichman SC, Simbayi LC, Vermaak R, Cain D, Jooste S, Peltzer K. HIV/AIDS risk reduction
counseling for alcohol using sexually transmitted infections clinic patients in Cape Town, South
Africa. Journal of acquired immune deficiency syndromes. 2007 Apr 15; 44(5): 594-600.

138.  Kelly JA, Murphy DA, Sikkema KJ, McAuliffe TL, Roffman RA, Solomon LJ, et al. Randomised,
controlled, community-level HIV-prevention intervention for sexual-risk behaviour among
homosexual men in US cities. Community HIV Prevention Research Collaborative. Lancet. 1997 Nov
22; 350(9090): 1500-5.

109



139.  Sivaram S, Srikrishnan AK, Latkin CA, Johnson SC, Go VF, Bentley ME, et al. Development of
an opinion leader-led HIV prevention intervention among alcohol users in Chennai, India. AIDS
education and prevention. 2004 Apr; 16(2): 137-49.

140. Morisky DE, Stein JA, Chiao C, Ksobiech K, Malow R. Impact of a social influence intervention
on condom use and sexually transmitted infections among establishment-based female sex workers
in the Philippines: a multilevel analysis. Health psychology. 2006 Sep; 25(5): 595-603.

141.  Fisher JC. Can we engage the alcohol industry to help combat sexually transmitted disease?
International journal of public health. 2010 Jun; 55(3): 147-8.

142.  Soul City. Phuza Wise Johannesburg: Soul City; [cited 2014 26 January]. Available from:
http://www.soulcity.org.za/advocacy/phuza-wize-campaign.

143.  Soul City. Fact Sheet Phuza Wise Campaign — Drink Safe. Live Safe. Johannesburg: Soul City
Institute for Health and Development Communication 2010.

144, Weiner R, Kalideen S, Connell L, Mabhena N, Goldstein S, Ndondo B. Making media
meaningful: the role of the PhuzaWize communication campaign in tackling unsafe drinking in South
Africa. 9th Public Health Association of South Africa Conference; Cape Town2013.

145.  SANAC. National Strategic Plan on HIV, STIs and TB, 2012-2016. Pretoria: 2011.

146.  Goldstein S. The Third National HIV Communication Survey. Email to Sarah Magni
(sarah.magni@hda.co.za) 2013 [Cited 24 January 2014]

147.  Weiser SD LK, Heisler M, McFarland W, Percy-de Korte F, DeMonner SM, Tlou S, Phaladze N,
lacopino V, Bangsberg DR. A population-based study on alcohol and high-risk sexual behaviors in
Botswana. PLoS medicine. 2006; 3(10): e392.

148. Ghebremichael M PE, Larsen U. Alcohol abuse, sexual risk behaviors, and sexually
transmitted infections in women in Moshi urban district, northern Tanzania. Sexually transmitted
diseases. 2009; 36(2): 102-7.

149.  Zuma K GE, Williams B, Lurie M. Risk factors for HIV infection among women in Carletonville,
South Africa: migration, demography and sexually transmitted diseases. International Journal of STD
& AIDS. 2003; 14(12): 814-7.

150. Louw J, Peltzer K, Chirinda W. Correlates of HIV risk reduction self-efficacy among youth in
South Africa. The Scientific World Journal. 2012; 2012: 817315.

151.  Kunnuji M. Basic deprivation and involvement in risky sexual behaviour among out-of-school
young people in a Lagos slum. Culture, health & sexuality. 2014 Apr 4. PubMed PMID: 24697531.
Epub 2014/04/05.

152.  Kincaid DL, Parker W, Schierhout G, Connolly C, Pham VHT. AIDS Communication
Programmes, HIV Prevention, and Living with HIV and AIDS in South Africa, 2006. Pretoria: 2008.
153. Kirkwood BR, Sterne JC. Essential Medical Statistics. 2nd ed. Massachusetts: Blackwood
Science; 2003.

154.  World Health Organization. Global status report on alcohol. Geneva: 2004.

155. Statistics South Africa. Census 2011: Provinces at a glance. Pretoria: Statistics South Africa,
2012.

156. Bernards S, Graham K, Kuendig H, Hettige S, Obot I. 'l have no interest in drinking': a cross-
national comparison of reasons why men and women abstain from alcohol use. Addiction. 2009 Oct;
104(10): 1658-68.

157. London L. The 'dop' system, alcohol abuse and social control amongst farm workers in South
Africa: a public health challenge. Social science & medicine. 1999 May; 48(10): 1407-14.

110


http://www.soulcity.org.za/advocacy/phuza-wize-campaign

158.  Mager A. 'White liquor hits black livers': meanings of excessive liquor consumption in South
Africa in the second half of the twentieth century. Social science & medicine. 2004 Aug; 59(4): 735-
51.

159. LeBeau D, Yoder PS. Alcohol Consumption, Sexual Partners, and HIV Trasnmission in
Namibia. Calverton, Maryland: 2009.

160. Peacock D, Redpath J, Weston M, Evans K, Daub A, Greig A. Literature Review on Men,
Gender, Health and HIV and AIDS in South Africa. Cape Town: Sonke Gender Justice Network, 2008.
161.  Wolff B, Busza J, Bufumbo L, Whitworth J. Women who fall by the roadside: gender, sexual
risk and alcohol in rural Uganda. Addiction. 2006 Sep; 101(9): 1277-84.

162.  Suggs DN. Mosadi Tshwene: The Construction of Gender and the Consumption of Alcohol in
Botswana. American Ethnologist. 1996; 23(3): 597-610.

163. Brown J, Sorrell J, Raffaelli M. An exploratory study of constructions of masculinity, sexuality
and HIV/AIDS in Namibia, Southern Africa. Culture, health & sexuality. 2005 Nov-Dec; 7(6): 585-98.
164.  Wilsnack RW, Vogeltanz ND, Wilsnack SC, Harris TR, Ahlstrom S, Bondy S, et al. Gender
differences in alcohol consumption and adverse drinking consequences: cross-cultural patterns.
Addiction. 2000 Feb; 95(2): 251-65.

165. Watt MH, Aunon FM, Skinner D, Sikkema KJ, Kalichman SC, Pieterse D. "Because he has
bought for her, he wants to sleep with her": alcohol as a currency for sexual exchange in South
African drinking venues. Social science & medicine. 2012 Apr; 74(7): 1005-12.

166.  Schierhout G, Ridgard N, Delate R. First HIV and AIDS National Communication Survey 2006:
Summary of the Findings from the Provincial Analysis. Pretoria: JHHESA, 2008.

167. Forman R, Gilmour-White S, Forman N. Drug-induced infertility and sexual dysfunction.
Cambridge: Cambridge University Press; 1996.

168.  Palha Pacheco A, Esteves M. Drugs of abuse and sexual functioning. In: Balon R, editor.
Sexual Dysfunction The Brain-Body Connection. 29: Karger; 2008. p. 131-49.

169.  Stavro K, Pelletier J, Potvin S. Widespread and sustained cognitive deficits in alcoholism: a
meta-analysis. Addiction biology. 2013 Mar; 18(2): 203-13.

170.  Cooper ML, Orcutt HK. Alcohol use, condom use and partner type among heterosexual
adolescents and young adults. Journal of studies on alcohol. 2000 May; 61(3): 413-9.

171.  Leigh BC. Alcohol and condom use: a meta-analysis of event-level studies. Sexually
transmitted diseases. 2002 Aug; 29(8): 476-82.

172.  Abbey A, Parkhill MR, Buck PO, Saenz C. Condom use with a casual partner: what
distinguishes college students' use when intoxicated? Psychology of addictive behaviors : journal of
the Society of Psychologists in Addictive Behaviors. 2007 Mar; 21(1): 76-83.

173. Davis KC, Masters NT, Eakins D, Danube CL, George WH, Norris J, et al. Alcohol intoxication
and condom use self-efficacy effects on women's condom use intentions. Addictive behaviors. 2014
Jan; 39(1): 153-8.

174.  Siegfried N, Parry CD, Morojele NK, Wason D. Profile of drinking behaviour and comparison
of self-report with the CAGE questionnaire and carbohydrate-deficient transferrin in a rural Lesotho
community. Alcohol and alcoholism (Oxford, Oxfordshire). 2001 May-Jun; 36(3): 243-8.

175. Bonita R, Beagleholde R, Kjellstrom T. Basic epidemiology. 2nd ed. Geneva: World Health
Organization; 2006.

176.  Harrison L, Hughes A. Introduction--the validity of self-reported drug use: improving the
accuracy of survey estimates. NIDA research monograph. 1997; 167: 1-16.

111



177. Cleland J, Ferry B. Sexual Behaviour and AIDS in the Developing World: Taylor & Francis;
1995.

178.  Myer L, Karim S. Precision and validity in epidemiological studies: error, bias and
confounding. In: Joubert G, and Ehrlich, R editor. Epidemiology: A Research Manual for South Africa.
2nd ed. Cape Town: Oxford University Press; 2007.

179. Gomberg ES. Alcoholic women in treatment: the question of stigma and age. Alcohol and
alcoholism. 1988; 23(6): 507-14.

180. Simbayi LC, Kalichman SC, Jooste S, Mathiti V, Cain D, Cherry C. Alcohol use and sexual risks
for HIV infection among men and women receiving sexually transmitted infection clinic services in
Cape Town, South Africa. Journal of studies on alcohol. 2004 Jul; 65(4): 434-42.

181. Department of Health. South African guidelines for healthy eating. Pretoria: 2004.

182.  Parry CD. Alcohol and your health. South African medical journal. 2002 Aug; 92(8): 568.

183.  Jacobs L, Steyn N. Commentary: if you drink alcohol, drink sensibly: is this guideline still
appropriate? Ethnicity & disease. 2013 Winter; 23(1): 110-5.

184. Letsela L, Ratele K. "l am a tsotsi from Sophiatown, you must cure yourself": Masculinity and
Health seeking behaviours in South Africa. Tygerberg: 2009.

185.  Mills EJ, Ford N, Mugyenyi P. Expanding HIV care in Africa: making men matter. Lancet. 2009
Jul 25; 374(9686): 275-6.

186.  Skovdal M, Campbell C, Madanhire C, Mupambireyi Z, Nyamukapa C, Gregson S. Masculinity
as a barrier to men's use of HIV services in Zimbabwe. Globalization and health. 2011; 7: 13.

187. Johns Hopkins Health and Education in South Africa. About Brothers for Life 2014 [cited
2014 24/01/2014]. Available from: http://www.brothersforlife.org/about-brothers-life.html.

188. Wechsberg WM, Luseno WK, Karg RS, Young S, Rodman N, Myers B, et al. Alcohol, cannabis,
and methamphetamine use and other risk behaviours among Black and Coloured South African

women: a small randomized trial in the Western Cape. The International journal on drug policy. 2008
Apr; 19(2): 130-9.

189.  Campbell C, MacPhail C. Peer education, gender and the development of critical
consciousness: Participatory HIV prevention by South African youth. Social Science & Medicine.
2002; 55(2): 331-45.

190. O'Brien CP. The CAGE questionnaire for detection of alcoholism: a remarkably useful but
simple tool. JAMA. 2008 Nov 5; 300(17): 2054-6.

191. Gupta GR, Parkhurst JO, Ogden JA, Aggleton P, Mahal A. Structural approaches to HIV
prevention. Lancet. 2008 Aug 30; 372(9640): 764-75.

192.  Kalichman SC. Social and Structural HIV Prevention in Alcohol-Serving Establishments.
Alcohol research & health : the journal of the National Institute on Alcohol Abuse and Alcoholism.
2010; 33(3): 184-94.

112


http://www.brothersforlife.org/about-brothers-life.html

Appendix A: Edited Questionnaire including Items for this Analysis Only

THIRD NATIONAL COMMUNICATIONS SURVEY- 2012

GEOGRAPHIC INFORMATION
THIS SECTION IS NOT TO BE ASKED OF THE RESPOMNDENT

ENGLISH VERSION

A. Frovinas

1=Eazisrn Caps
2=Fres Stabe
J=3auiang
4=Fw aZulu-

H atal
s=Limpopo

&= Mpumalarga
7= Horth Weact
&= Hortharm
Capa

&= Werlsrmn
Capa

E. P
Small
ey

mium bar

C. Lovals or

1 = Urbam Tormal [Bullt up or oty

arsa)
2 = Urbam Informal

3 = Perl-urbtan (moctly Informal’

D. Doenimant

1 = Formal houeing

2 = MocHy formal houcing
& = Moty Informal koucing
& = Tguatier houcingi

cottlemant cmiall holding) houcing type | Impoverched arsa
type 4 = Tribal catiamsnt in AREA B = Traditional howcing
& = Farmimg B = Hochede
BE= Crther |& peoify]
E. &rea F. Hoiwcs hizld
nAmes rociar mumber
L. Dadn of Inderylew
K. MHame of Neldworicer [Fommiyy]
M. Ham= of 1sam leadar
A1. The recpondent Ic In tha room whh no othsre precent axoept for the Indsrviewer. i=Yae
2=Ho
A2 | ke read the Indlvidual Informaton cheed, ctaisment of sonfidantlality and informed | 1=Yec
pvomcent form =Ko
&%. It the partolpant agresd fo partolpabs, did he'cha clpn the soncand forms 1=Yac
I=Ho
Ad. If the parflolpant ke 18 or 17 years oid, did hicher guardian cign the parantal i=Yae
poncent'aceent form? 2=Ho
AB. Hac. tha partolpant retalned a copy of the Information chast? 1=Yae
=Ko
05 do niot know, 97 not applicable, 9E refusad to anEaar 95 missing
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SECTION 1: DEMOGRAFHICS

Sax of the recpondent

1= Mal#
2= Famala

12

Rac= of the recpondasnd

1= Bk

2= Cailoared

&= WhiRe

&= Indlan

BE= Critver | psaadiy)

1.2

PREZENT age of the recpondent today

bt 11

1.12

What lc your marttal ciatuc?
(Marial ctatuc refeming o
Iagal, tradfional or somman-
law|

[SHE REZPONIE OHNLY]

1 = Elngle

2 = Mot marmiad or lIvimg togethar but in 3 ctaady cexwal
relaflonchip lacting mors than 2 monthc

3 = Mot mamiad, but Ivimg whh cexual
partnerboyirend glnfriesnd

4 = Married, Iwing whh hucbardiwis

E = Married, BOT llving wifth hucbandhwife

& = DivoonossdiVW ldorered

EE= Critwsr {opaadty]

.14

What lc your precant
amployment chatus?

[SHE REZPONIE OHNLY]

1 = Unsmpdoyed,. moi looking for work

2 = Unsmpdoyes d, kooking Tor work

3 = Informsal waork (ceoh as making things for cale, celling
thilnige or proelkdimg & © e ios)

4 = Employed Tull-bma [40 or more hours a wesk]

E = Employsd part-tmes [lecs than 20 hours 3 wesk]
& = Full-tims student ! papll i Barmesr at 3 CHOOL

7 = Full-iims ciudent 2t COLLEGE | TECHMIFNOMN /
UNHINVEREITY

& = Panclonear

# = Liwing on dicabiifty or other grant

EB= Oritver jepasity]

.15

What lc the HIGHEST grads of
wduaation you have
[ifea ] =it Jep

[SHE REZPONIE OHNLY]

18 = Mo sohoallmg

1= grasde 1

2= grads 2

3 = grade 3

4 = grads &

E = grade B

B=grads B

7 = grade 7 [Etandard B)

2= grads B

8= grade B

10 = grasds 10

11 = grasdes 11 [Etandard 8)

12 = grade 12 (Standard 10 7 Mabrio)

1% =Diploma, osrtifcats aftesr Mabio)

14 = gns o thres yeare of unlvesmiy

1E = Baohelor's degras firom a Unlverciy
18 = Posi graduats degres (sg. HORoUm, Macisrc)
17 =Dowbaral degme (FhOj

BE= Crihesr jopaodfy)

&ad do not know,

97 not applicable,

98 refusad to answer

90 missing



.18 Ini the PAET 12 MONTHE, how oftan have Fou gons wihkout the following:
[READ QUT LOHUID]
1.164 Im the PAET 12 MCONTHE, how oftsn have pou goms 1=Cfban
withiowt enough foo-d bo st 2=Eometimec
[READ OUT] Z=Ramaly
E=Hawer

SECTION 2: SEXUAL BEHAVIOURS AND PRACTICES

Mow | am going fo ack you come quectiont about cax. The aNCWSTE wou glve ars very Imporiant for hslping to
decian batier HIV & AIDE campalgns for your community and we appreokats your help. We kniow that coms peopks
have had caxual Intercourcs amd come hawes cesxual Indercowrcs with more tham ore percon. Pleacs Tesl
pomiforiabls fo amcwer guactions honscty, wou will ot Be Judged and thers It ro righd or wron) ancwser. Tour

ancware ars confldential and will not ba kmown by ansponea shes.

Have you sver had cex with anyons? 1=Yex » EEFIP TO @23
E_f fihat I o0 cay when ths penlc wac in ths 2-How JKIPTO Q22
wagInamnme] 88 = Refuced io ancwer = IKIF TO SECTICH 3
1=TeE
28 Did you wee & pomdomn the fet Hme wow had c=x with 3= He
somaans? 2 = Rafucad fo ancwer
Have you had cex with anyons within the Fact 12 monthe? | 1 = Yoo » TEIP TS Q2.3
2.8 fthiat Ie 1o cay when the psnlc wac In vaginaamnuc) Z=Ho
L & = Rafucad o ancwer & EEIP
T SECTICH 3
I wculd e to ack you a few quechone abowi the pereon that pou moct recently had cex wih. Wa do
28 nod need to know whao chadhe e, co k' Juci uce hicher Intals:
. HETRUCTION: HEED TO REPEAT DEFINITION T EMSURE 2EX TOIHK FLACE
[oONLY AZKIF HAD WAGINAL OF ANAL SEX-)
Let'c kentify the lact parcon you had cex & by callimg
2.8.1 this percon by thelr Inflale. What lstiers chould we wes Infbals
for thic preon?
- = =
287 How old le chahe now? PROSE F0R ESTIMATE Age In Years
bri the paet year did wow give thic person QM or mionsy bn 1=MHo
2.0.8 ordar bo havwe gax wikh himiber? 2 = VoG, monsy
[MULTIFLE AM3WERE] & = vac, gt
bri this paet year diid wow reoss s gifts. or micney fnoen thic 1=MHo
285 percon In onder o have cex with hieniher? 2 = Yo, momnsy
[MULTIFLE AM3WERE] % = Vo, pitc
2843 Did youu e & pomndom the lact time wou had sex with thic 12 ; ::‘

DBrEon?

BE = Refucsd to ancwer

[INTERWIEWER: BEFDRE AZKING ABOUT ANY ADDITIONAL SEXUAL PARTHERE, READ THE FOLLOWING]

We would alco ks to know about other people that you have had cex with In the lact 12 mondhe. Pleace glve me
the Initlale of the parcon you had cex wih before

aFllter: It recpondent hac not had cex wih anyons other than the partner kisd In 2.8_10n the pact 12 monthe, ckip
to g2a1

[inittiale of lacd parson]

S5 00 not know, 97 not appiicabie, 38 refusad to answer 99 missing
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Cwerall, how many DIFFERENT FEQPLE 412 you have cax with
In THE PAST 12 BONTHE finoluding your coouss of lvs-In
241h | PEERSTIT

WRITE NUMEER BUT DONT REETRICT. (CANNOT BE LOWER
THAN THE NUMEER 0F SEXUAL FARTHERS REPORTED IN THE
EENUAL CALENDAR]

¥¥rita in Nombar
BB = D0 not kmiow
BE = Aefucad to ancwer

How many DIFFERENT PECPLE have you had Gax with In THE

743 FASIT MONTH (Inoluding your spoucs or [Ive-In partnes) 7
: WRITE NUMEER EUT DONT REETRICT.(CAMNOT BE HIGHER
THAM Q2.11]

¥rita im Nombar
BB = D0 not kmiow
BE = Aefucad to ancwer

SECTION 3: HIV KNOWIL EDGE. ATTITUDES AND PERCENVED RISK

Interslewear read oul loud: | am mow golng fo ack you a IEte mors abowt what youw think of HIV and AIDE. Zome of
thece quectons are abowt your parconal sxperienoss, but pleace remamber that we are acking thecs guactions co
that Im the futurs we oan give peopde ihe heatth Information they nead.

o= It can't be proaveniad

1 = Uclng oondome

2 = 3toking to one cex pariner

3 = Baing fafhful to one cax pariner who Ic alco Talthtul bo
Fou

4 = Faduoing number of cax partnerc

& = Abstalning from cex

& = Avolding vomntacd with blood

3.8 7 = Ucing drugs fo prevent HIV francmicelon from mother fo

Can you fsll me all the ways that
vou know that HIY Infecton can
b prevenbsd?

odhilld
m:l.;:;'E REZPONEED & = Mals olroumolclon [ac an HIV preventon method)
Eﬂh Whid dlse? 2 = Miorobloldec {galiring Incarisd Into the vagine fo prevent
R R et HIV Infezticn]

18 = Prep (akimg ARVE to prewent HIV Infeotion)
EE= Dther jcpaalty]
&8 = | don't knicw

SECTION 4: ATTITUDES & SOCLAL NORMS FOR FAITHFULMESS AND MCP

Interslewar read ot loud: Thecs queclicnt will ba abou oonNGoME and relsdlonchips. Thsrs ars no right or
WIong ancwers, only paople's cplnlons. 'We would lios fo know whioh opinlonc you agrss or dicagres with.

How mwuah do you agres with the following ctatements?
READ GUT ALL

{M=n) Man ars afraid that hic witeigiritriend will turn him gown ir | 1 = STongly dicagres
he CUQQEGES UEING & oondom. 2 = Bomawhat dicagres
3 = Somewhat agres
[READ OUT) 4 = Birongly agres
41 | pWomen] Weomen ane afrald that har husbandiboytriend will turn
her down I che cuggects ucing a oondom.
[READ OUT]
If comesome swer hat troubds puiting on a sondom, they will be 1= &trongly disagres
iz smbarracosd fo try o ves a oocndom agaln. I = Bomawhai disagres
— 3 = Bomewhat agres
| | 4 = Birongly agmss
Man whi UEs sondoms with their wives ams opaning the door for | 1= Strongly dicagres
m heer o have cex with ofher man. : = :m""'u dicagres
= Bomewhat agne
[READ OUT] 4 = Birongly agres
Uging & condom will make your partner think you dont et 1= sirongly dicagres
i hilemiTeer. 2 = Eomaw bt dlcsgres
[READ OUT| 3 = Eomawhat agres
4 = Btrongly agres
4
05 do not know, 97 not J0p cabie, 9E refusad 0 anEaer 9L 'T'-E-E"'l;
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When you uce & sondom ywou oan't gat snough pleacurs.

trorgly dicagres
omawhal dicagres

1=8
458 [READ OUT]| 1
34 = Somawhat agres
4 = Birongly agrss
It you walt to have sax you will Bind the right percon for yourcatt. 1 = Bfrongly dicagres
Ll [RE&D TUT] 2 = Bomewhai dicagres
34 = Somawhat agres
4 = Biromgly agma
I you hawve good communioation with your partnsr, you oan bs 1 = Btrongly dicagres
ir caxually cabofisd with ons parcon. 2 = Bomawhad dicagres
[READ SUT] 34 = Somawhat agres
4 = Biromgly agma
When a relationshilp ands, you Ghould walt a few monthe and do 1 = Etrongly dicagres
LS mot nech Inbo & new cexual rmlationship. 2 = Somewhai disagres
[READ SUT] 34 = Somawhat agres
4 = Btromgly agma
1 = Biromgly dicagres
Y | don't really feal a tle with anyons | have Gex with. 2 = Somewhai disagres
[RE&D TUT] 3 = Bomawhai agras
4 = Bfrong |y agmsa
| mezvd Goen@cne alcs bo @l the gap in cace | aver break up with my | 1 = Etrangly dicagres
a3 mealn prtnar. 2 = Somawhat dicagres
[RE&D TUT| 3 = Bomawhai agras
4 = Efrongly sgrsa
Mow and than, | go b comsons sice bacldss my maln partner 1 = Biromgly dicagres
FEE beoauce the cax e co good. 2 = Somawhat dicagres
[READ CUT| 3 = Bomawhat agrss
4 = Efrongly sgrsa
e ok to have cax with cthare ac keng ac ywour maln partmer doss | 1 = Sfrongly dicagres
dnd meot find owk 2 = Bomewhat dicagres
[READ CUT| 3 = Bomawhat agrss
4 = Efrongly agrss
1#1 fimed ot ey partnisr wat having cax with comsons slcs, | woukd ! - S mgly dicagres
i P ————— 2 = Zomawhat dicagres
[READ OUT] 3 = Somawhai agreae
4 = Efrongly agrss
402 | Most of my friends brag abowt hiow many pecple they ane 1= Birongly disagres
having sex whh 2 = Bomewhai dicagres
3 = Somawhai agreae
4 = Bfrongly agras
How plescs tell me how surs are you that you oan do any of the following. How sune are you that you
oan:
1 = Hot cure at all
Ascicd the temptaticn of having cax with anyons aics baclden 2 = Bomawhai curs
4.10 your maln cex pariner. 3 = Very cune
[READ OUT] 4 = Completsly cure
88 = Don't krow
Remaln with one cexual partner sven If your friends make fum of | o - o¢ SUre atadl
our 22 Somentat i
211 =
[READ QUT] 4= Compiately cure
88 = Don't krow
1 = Hot cure at all
Zay no whan friende Invids you to go owt leoking for new paople 2 = Fomawha! cum
492 bo hearve o wilth. 3 = Very curs
[RE&D CUT] 4 = Complabely surs
B8= Don't know
1 = Hot curs at all
Awald kaving cex If pou kave besn drirking oo muoh. 2 = Bomawhat curs
413 [RE&D CUT] 3 = Very cune

4 = Completsly cure
88 = Don't krow

55 do not kmoe,

97 not appiicable,

36 refusad o anEwear

90 missing
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414

End a relaionchip H wou cucpeod he'eha 16 hawing cex with
Gomacns alcs.
[RE&D DUT|

1 = Hot cure at all

2 = Zomaw hat curs
3 = Very cuns

4 = Complately cure
88 = Don't know

SECTION 5: CONDOM SELF-EFFICACY

How muoh do you agres with the following clatemeants abowt yourcei's [READ CUT ALL]

Eomatimac In the morning after having cex withowd 3 oondom |

1 = Bfromgly dicagres
2 = Somewhat dicagres

6.1 think ‘my God, what did | doF® 31 = Jomewhat agres
|READ OUT 1 to 4] 4 = Siromgly agres
1 = $rongly dicagres
2 = Bomerw hat dicagres
L | il 16 & Gondomm oven when | have too muoh o drink. & = Somerw hat agres
I[READ OUT 1 to &] & = Srongly agres
1 = Ebrongly dicagres
| oan refucs to have cex I comeons | ks refucss bo use a 2 = Bomerw hat dicagres
5.3 DN, & = Zomewhat agres
I[READ OUT 1 to 4] & = Erongly agres
1 = Erongly dicagres
2 = Somew hat dicagres
5.4 | gan buy a condom wihowt feeling embamaccad. % = Zomewhat agres
I[READ OUT 1 to 4] & = Erongly agres
1 = Erongly dicagres
IMEHN) | am oonfident that | oan put 3 oondom on oomeodthy. =g hat diza
5.5 |[READ OUT 1 to &] [WOMEN] | am sonfident that I oen % = Zomewhat agres
) porretly part & csoredom on 2 man when having cex with him7? &= Lrongly agres
IREAD OUT 1 to 4]
1 = Erongly dicagres
[WOMEN] | am confidant that the man that | have cex with can | 2 = 2omewhat dicagres
L] put a oondom on gormaatly. % = Zomewhat agres

[READ QUT 1 to 4]

4 = Etrongly agres

SECTION T: HIV COUNSELLING AND TESTING (HCT}

Intersiewer read out loud: Theos quectons will ba about HIV souncelling and tsciing.

1= VoE
74 2= Mo = JKIF TO @7s
— Hawe you ewer beon tocbed for HIV T BE = Rafucsd to Ancwsr
w EKIF TOGTSE
Rl 0o you know your HIV ctabsc? 1="ac
- Z2=HMow 3SKIFTO GTAE
i.12 Would you be comTordable fsllimg me your ctatec? H nod, | wlll cklp this | 1 =Yes
b guaction. 2 = Mo EFIP TC G716
What Ie your HIV chatuc ¥ 1 = HIV pochhes
2 = HIWV nsgative & KPP TC
ol GTAE
al % = Oid not wand o anewer
guection = 3KIF TO GT.AE
[
55 00 not know, 97 mot appiicable, S8 refusad to anEwer 95 miszing
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SECTION 9: ALCOHCL USE

Interiewer raad ol loud: | would now e 10 20k yOU GOme quaciiont about aloobal uos

IERTT]
#A Hawe you sver had an alocholls drink? 2= Mo = ZFIP TC 8.2
L 2 BE = Aefucad to ancwer & SFIF TO
ri
1= Mewer
During the PAET MONTH, how many mes did | o S meost Bvery day
§.14.1 | you hawe an aloshallo drink? 3= Eavaral imec per waak
[READ QLT 1 fo & &= Al leact anoa 2 weak
B= At lsact onoe a momnth
BE = Aefuced 1o ancwer
How offen do you hawe {(for man) five or mors 1 = Newer
and [(for woman] four or mors drinke on ons 2 = Handly &ver
oopaclon? % = Less than onos a month
gi.ds & = & fow timee a month
[READ CUT]1to B B = Almnel every wesk
B = Almoci svery day
BE = Aefuced to ancwer
1= Mewer
Eﬂlﬂl:ﬂuﬂ;:;nurth. hiw many timac have 2= Asmos] every day
5120 = At Innet ance & sk
[READ OUT1 22 & E= Af lsact anos a month
BE = Refused to ancwer
Harwe you ewer Telt you shiould owt down on your
g.i4d drinkireg? 1= Yee
2= Mo
BE = Fefuced to ancwer
Lé Hawe paople samoyed you by ortlolzing your ;; :;‘
grinking BE = Refucsd to anewer
847 I;I-:'::Iml;mfurt bad or guity abowt your ;; ::‘
BE = Aefuced to ancwer
Harwe ywou ewer had & drink fired thing In tha 1= Yeg
'y moming fo cteady your nanves or get rid of a 5= Mo
Rangaver [aye-openar) BE = Aefuced to ancwer
Imi thes PAST MONTH, have you besn to a 1= vse
chebaam, bar, wern andior ndghiolulb where 2= Mo = EFIPF TC Q8.3
e algohol was cersad? BE = Aefucad to ancwer & SFIF TO
ri
The lact Hiree that you went io & chabsen, bar, 1= YBE
taverm arsdior nighdolush, did you have (formen] | 2= Mo
ey Eree or meors [for worman) fgur or mors alooholla | % = Don't drink
arinke? BE = Asfucad to ancwar
The lact tiree that you went io a chebesn, bar 1= ToE
9323 tavesm aredior nighiolub did yow end up havimg 2= Mo

cax with comeons that you med thers for the
et thene 7

& = Mot had caxual Intercounee
BE = Asfuced bo AnGwer

55 o not know,

97 not appilcabie,

96 refusad o answer

90 missing
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SECTION 10: PROGRAMME EXPOSURE

10.2 INTERSEXIONS

10.2 1+ | Have you ever cesn thic programma on televiclon T

1=Tes
2 = Mo = 2KIP TO @ 10.2.3

%Eliﬂi - sl from moct recognizable coens]
10.2 2 Whiat Ic the nama of thic programenas

1=Interaxlons
EE= Dther.....
& Don't kmow

7023 | In the past 12 monthe have you waiohed INiBreexione
drama on t=leviclon?

1="Yec
Z=NHow=IKIF TO @. 10.2.16

1024 ‘What dosc the berm, “intercexione?, mean to you?

IMULTIPLE ANSWERE]
Proba: What slcs?

1. Having cex with mom
than one pearson putc you
In a caxual natwork with
many otfesr paopls.

2.  Esing In 3 cexual natwork
Inorsacsc your rick of
getiing Infeotsd with HIV.

5. Fnow who slcs your lover
hac hed cax with.

4. Examine® your own
e hexwloar for fck of HIV

E. B8 honaci about pour
gexual relatlomships
EE Othar:

B8, Don't know

1025 Pligace ol me whiloh of the Tollowing chorlsc [clory limec])
In Indereexions that you remambear watching.

[READ QUT LOUD]

IMULTIPLE AMZWERZE]
Probae: What slcs?

1 = Baginning splcods about
Mandiea & Kabsio's wedding

Z = Rslatiomehilpe among Eyivia,
Htando & Mr. Moksis

3 = The player, 0 Mo, Bothamelo,
£ Thaml

4 = Dumna, the tnaok driver, and
Zamen

& = This romaancs bsfeesn Buhls &
Wuzl

& = Whan Thamil |6 Im pricon

7 = Thie whory of Ruth &Des

& = Ntomibl & Wulkanl, lsarndng o
Ihves whille HIV pocliies

& = Ths funsral & graesyard

woena of DJ Mo

10 = At the snd when Mandica
walkc yway from Habaslo

10.2.8 Abcut how many of the 28 splcodes of Intsmaxlone did 1=1ta8
you wabtoh cn TV Z=Tto12

T=131%8

4 = 18-2&

E = All 28 splcodes

1027 Whien peopls waioh dramac on belevicion, cometimes
thare's & charaoter that they care about more tham othere.
They really want bo watoh the next splccde to ces what
happenc fo that charagter. Which charaotsr In
Intsreaxions did you meoct cars about In thic way?

1= Hoome = ZEIP TO @10.2.8
2 = O Mo [the O who I6 a
womanizer and dies of 2003 ]

X = Mandlea [the newily marred
wite who dicooverc that her sx-
{0 Mo le dying of 803

4 = Kabedo ithe newly married

05 do not know, 97 not applicable, SE refused to answer 95 missing
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[DHE ANTWER CHLY]

[IF CANNOT REMEREER ANY HAME,
THEN READ CUT THE LIZT OF NAMEX]

10.2.8

huchand who dicoovesn that hic
wife naver tald him abouwt ki ax
wihvo le dying of AID3)

E = Charlccs (Mandica'c firiend)

& = Jyivia [thea cobood gird whio
fallc pragnant by Br Maolets and
kafsr hac & mlatlonchip with hic
EOM ... ]

T = Charlls {the young chaf who
hac a drunksn ons-night-ciand)
& = Amy ithe young woman who
hat 3 drenkan ons-night-ciand
with Charls and later hac an affalr
with hear bect friend s boyiiend)
2 = Jaks (2 blcaxual man who
hac a relatlonchlp with 3-haam anid
than Ruth)

1% = Duna (The fruok driver whao
hat many partners ...

11 = Zamo {Dema'c w s whio
1% = Htombl [the gid who gosc
away to the olty and comes baok
dying of AIDE and ctaric ARVE)
12 = Buhs (the youmg rural girl
wieD falls In loos with Mozl

14= Muz! ihe yourg rural man
wited fallc in lowe with Buhls: 2ind
woos fer fo 2lump” the lina)

EE = Ddhar icpaalfyi

After what happsned fo [REFEAT HAME

MENTIOHED IM 18.2.7], what do you think wac the maln
lezcon that hedche lsamad? What slca?

IMULTIFLE ANIWERZ]
Proba: What slee?

1 = Kreow whio your 0w r's [overc
e,
2 = Fimd oot i you're In a cexual
ks T
3 = Balng In & cexual mebwork
Inorsacas rick of getting HIV.
4 = Krlw COMmEOns ¢ caxual
hicbory bafors hawing sax.
E = Gad tecded for HIV.
&= Ack peopls you have cax with
fio get fected for HIV.
T=Tak opanly and honectly
aboart your cax relatlonships.
& = The truth will abwaye come
out, oo cllok to one cex
partrisr.
8 = Uges oondome svery Hims you
hawe cax
10 = Do nicd hawe cam after
drinking too mush algohcl
11 = You san ctay with a psrcon
wiho Is HIV pociive finfeoisd)
and cHil Ilve a happy Hs.
EE = Dihars:

Did you watoh spleods 28, the documantary review of the
carbsc, In whioh the HIV virue cpsake to the audisnos?

1="eg
Z=Now=IEIP TD @. 10.2.12

10217

How coarsd wers you about what the vines cald abowt HIY
In Infsrcexionc®
[READ CUT]

1= Hod coarsd a1 all
2= Hod wery much
3 = Somewhat

4 = Vary miuch

£ = Totally coarsd

55 da not knawy,

97 not appiicable,

36 refused 10 answer

95 missing
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180.2 12 | Who did you talk to sbout what you cow on intercexlons? | 1= Ho oms
Anyons sicaT [FROEE]) Z = Jomeome F'm Rawing e with
3 = Frinmd (£]
[MULTIFLE ANIWERE] 4 = Coworier
Proba: What aloe? 4 = & brotter or cleber
E= A gon
8= & daughtsr
7T = Odhar tamily meambsrs
£ = Dhar
0.2 12 | Did you ack or snocurags anyons you know o waboh 1=Yec
Intercaxions 7 2=Ho
A0.2 18 | During csacon 1 of the carsc, did you sver lctsn to an 1=Ysc
L Intercaxions falk chow on radlo? 2= HowIKIP TO & 10247

MOTE: IF REEPONDENTE ANEWERED MO TO BOTH gifZ 1, 10.2.3 AND 910.2.18 THEN TKIF TD ZECTION 10.2

102 16

How many of tes 28 spleodes of Inbsreaxlone did you
Bcian fo on radio ¥

1=1to®
F=T7to 12
2=13-18
4 =18-2E

&= All 28 splcodss

102 1F

Can you compleds the following clogan: Do you know
w0 your lovers.....

1 =2 lowsre have clapk with?
2 = Dzt oniow

10.3 APLAY: SEX TIPS FOR GIRLS

10.n1

Hawves you sver cesn thic programms on b=leviclon?

ehow pla 10.3.1: el #from most recognizable Gosne]

1=Yeg
Z=Ho EEIPTO 10312

10.5.1.9

10112

Wihat Ic the nams of the programema

1= dFlay' Bex Tips for Girc =+
B& =Dther [Epsnity]
BE= Dont krow

in the pact 12 monthe have you watohed &Flay: Rex Tipe
for Girle on eviclon?

1="ec
Z=HNo | EKIF TECTION 104

152

How many splc.odec of 4Play: Bex Tips for Girlc did yow
wabsh on TWT

o R
i

1]
E
&
i
:
]

10.3.3

Of &l thes charaoters in the drame, which cns did you oars
aboart miost?

1 = Homa (Halrdreccsr ard clng e
parsnt to fsanag s

2 = Hox {Houcawile with 2 ki,
suLpoin huchand of ofeaing
and cubssgusnily ks an HIV
tmet]

3 = Dariny [Hard-partylrg stylict
with many cexwal parbnere;
subssquantly gate TE]

4 = Amira {Haive, ambitlows
cinger Involvad In ani abeclve
ralafionchip with peot Toheplco.
Through the breakup che regales
hier cplrt fo fAind fame and

Torbu ree]

E = Hong

&5 = Odhar (cpaalty]

56 oo nok know,

10
o7 not appiicable,

98 refused 1o ansEwer

9% missing

122




10.7.4

After wihat happenesd fo Moma, what do you think e the
mialm lscson that che lsarned?

PROBE: What slce?

[MULTIFLE ANIWERE]

1 = You don't nesd fo hawve cax
witesn you firct mast a guy to
e2p from laeing hime

2 = You chould not have cex with
comeona untll i feslc right for
FOLL

2 = You chould not ctay with a
mian who dost not ces the
nslationchip the cames way you
do.

2= Don't bnow

10.1.5

After wheat happened fo Mox, what do you think Ic the
maln lesson that che earned 7

PROBE: What slce?

[MULTIFLE AHIWERS]

1 = Anyone oan gd Infeobsd with
HIY =g ardiesss of thair
=pORDmis ciatuc and raos.

2 = Ppopls who are HIV pociive

o Ive a marmal s

2= Ewen i ore partner le falthitul

i the other ons oheadc you oan

get Infeaisd wih HIV

4 = There ans cupport groups

that will halp paople llve with

HIV.

EE = Ddhers (2peaity]

BE= Don't know

10.3.8

After what happensd fo Danny, what do you think Ic ths
mialm lssson that che lsarned?

PROBE: What slce?

[MULTIFLE AHIWERE]

1 = Drinking too mech oan keed
fo having too many cex parinems.
2 = Drinking too musch oan maks
you forged about ucing oondome.
2 = Too muah drinking san
Inoreaces your rick Tor HIV

4 = Too muoh drinking san
Inorescs rick for other diceacss
wuoh & TBES = Gthars:

@8 = Don't onow

19.5.7

After wihat happansd o Amilra, what do pou think Ic the
mmialm besesom that che kearned 7

PRAOBE: What slce?

[MULTIFLE AMIWERE]

1 = Woman chouwld not meglaat
thameeslvet In order bo be koved
by 3 man.

2 = Women reed bo aohbsvethelr
W N3G,

2 = Men wheo really oars ab-out
you will bip you aohilsws your
own goal.

EE= Others:

28 = Don't bnow

10.4 BROTHERS FOR LIFE

10.4.1 In the past 12 monthe have yow sesn thic logoF 1="7TaG
L fShow pic 1041 BROTHERT FOR LIFE kagal 2=Mo =2 ZEIP TD 1042
10.4.2 Wihat doss thic logo etand for [repracent)? 1 = Brothers for Lis
BE = Orthere: (cmaalfy]
BB = Doin™ knaw
10.4.3 Z-an you bedl mie all tha placsc whers youw have 0 = Mevwer hsard of £ - ZEIP to g4 e

heard abowt or esen BROTHERS FOR LIFE?

1 = Televiclon
2 = Aadlo
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[FROBE for MULTIFLE answers]

% = Communty Radio

& = Posisrc

6 = Pamiphisic, bookl=ic
B = Community avand

7 = Zokool

E = Fri=nd or nslative

B = From &n HIY & 8003 arganlcation
10 = Clinlo or hocpHal

11 = Blllboarde
12=Intermad

18= Daallly Sun mewepaper
14 = Dont remamibar

BE= Criher [cpoliy]

10.4.4

Whal perconaliiac from Broten for LiTs aan you
namsf

[FROBE for MULTIFLE answers]

1 = Patrick Zhial

2 = Teko Modics

% = Johm Skt

4= Grasma Emilth
B = Pabris Evra

B = Ayan Glgge

7 = Lions] Mool
B= Jaohn Kanl

B= Tireewor Mioah
10i= Matthew Booth
BE= (Mhier fapecils]
BE= Don know

10.4.5

Whiat doss i mean to yow fo bs a BROTHER FOR
LIFET

PROBE for MULTIFLE answers]

1 = To ke regponclbiifty for your aotionc
2 = To take oare of your family

% = To b= a good man

= To rsc paod W omesn

E = Mot fo kit women

B = To hawe only one partmer

7 = Mot o drink a lod

B = To makes Informed oholoss

B8 = 0Dont know

BE= Ditver [speoify]

10.4.6

n pact 12 monthe kave you cesn thic advert
on isleviclon? [ehow plo 10.4.8 el photo from
tha Hanlfesio =dv

10.4.7

1= "vec
2= Mo 3 SEIF T 148
BB= Dont know 3 SKIF Ti) 1048

‘Whiat Ic the maln meccages that thic advert i
frying 1o el you?

[FROEE Tor MULTIFLE anowars]

1= Thers |c a rew man I Sowth Afrioa
2= It I& piossibla bo B & good man

%= & recponcible man cupports his
partnar ared ohiidren

&= Akeohol oan reduss one's ablity to
prodeat himiced from HIV

B= A man must not ki or abuss hic
partnar

B= A man must take care of his haalth
B5= Orthver [cpesify]

BE= Don know

10.4.8

In the pasi 12 monthe kave youw cesn thic advert
on isleviclon? jchew plo 10.4.8: ol phodo from

one of the Workd Cup adveric]

1= Tas
2= Mo & ZEIP TO10.4.19
BE= DorTknow - EKIF TO10.4.10

10.4.9

What Ic the maln meccags that thic advert i
frying to tsllT

[FROEE for MULTIFLE anowars]

1= Thars |c a rew mian In Sowth Afrioa
2= It I& piosssibla bo B & good man

%= & man with ons cexweal partmsr
prodeabe himscsd from HIV

&= A meponcibla man cupports ke
partnar ared ohiidren

B= Al=ohol pan reduss cna's akblity to
prodeat himicedf from HIV

B= & man muct not ki or abucs hic

55 oo not know,

12
97 not appiicable,

36 refusad to anEwear 949 missing
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partnisr
BE= Criher [cpeoify]
‘BE= Don know
T0.4.11 | In Ihe pact 12 MONERG RavE you cesn thic advert | 1=78G
on fsleviclon? jehow plo 10.4.11: Hll phiodo from 2= Mo = EEIP TD 10,4132
tha Patriok $hal adwert] BE= Don' know 10413
10.4.12 | What Is the maln meccags that thic adwert ke 1= & man must not B or abuse hic
trying fo dsl? partnar
2= Abuce affecic the whole family
%= It le posclble fora pemeon who e
[FRO¥EE for MULTIFLE ancwart] sbuches to ctop and obangs
BE= Criher [cpeoify]
‘BE= Oon™ know
10417 | Plasce complete tha folkowing chogan 1=In South Afriea
aThare |6 3 rew man..." 2 = pnabds to complets
18414 | Plaacs complebe the Tollowing ckogan 1 =tha rigit thirg
ysnza Kahls, Do..© 2 = wnabds to ceomplets
18415 | Plaacs complebe the Tollowing ckoagan 1= are my brothar
) s thesd rrn, aned you.. T 2 = ynabde to complets
10.5 SCRUTINIZE TV SPOTS
90.6.1 [ inthe pas 12 months have you seenthis | 1= Tec
L g on islsviclon, Z=HowIEIF TDO Q. 10.6.3
Fow jpic 1051 SFomutinine)
1852 in TV cpots, what dosc the temmn 1 = Zee i yvour own cax behavior ke rcky.
SFCRAUTINIZE™ msani 10 o7 2 =WIim the battle againct HWV
% = et tsctad Tor HIV
& = Gt your cax partmer feched for HIV.
B = Ucs sondomc avery ime you have cax
[MuMipis seponcst poctibla) B = Oniy have ons caxuasl partner ot 3 tima
Proba: What alcs? 7 = Too many cax partners oan get you Infeoisd
witth HIY
E = Don have cax If you've b==n drinking too
much fo wes a sondom.
# = fwgar daddiss and momilsc oan ghve you
HIV.
65 = Other [cpsolfy)
= Don" know
10853 In the pasi 12 monthe have yow sesn thic 1=YeE
L g on isleviclon?  [Ehow oo TEET 0 Z=How=IEIF TD Q. 10.5.8
Mokhwaphon! “sex pofwork scone |
10.5.4 In thile TV cpot, what doss the cmeall round 1= HI¥ & 8103 wirnuc
oharacter with the whits avec In the uppar 2 = HI¥ Infeoted cax parinar
right oormer rapracent? EE= Ddhar jopaaity]
[Muipls ancesnc] #&= Don't know
Proba: What alos?
10.5.5 ‘Wihat doss the reebeork of olroles abowve the | 1 = Many parimere can Inorescs HIV Infeobons

oouplst maan? wary fact

Z = Your cax partmesr may b= havirg cax with
Probia: What ales? many otfver people that you dom't kmow about

3 = Omly takoss o HIV Inf=ofsd parbrisr o bnbesod
[MuRipls ancwarc] many otfvers. [If thay e all Bnksd fogether)

4 = 3Hok to cne cax pariner to proteot yowncelt
from HIV

E = APWaYE UGS & 00 mdom.

EE= Cther {cpaaliy)

SE= Don't kniow

13

L do not know, 97 not applicable,

S3E refusad (o anEwsr 95 missing
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40.5.6 | inIne patd 12 months Rave you cesn thic 1=7Tec
w animadsd cpot on televiclon? IEJ'H:HI-’ Z=HowEKIP TO @. 10.5.8
pioture 10.5.40; thesorean grab with image
-I:IFEA-[
057 Whiat I maln meccags that ihie cpot 16 | 1 =Havimg meors Mhan cne Gaxwal partnsr oan
frying o isll? Inorsace your rick of HIV .
Z =HIV Is msore sacily tramemithed In the fred clx
wesks after Infeotlor,? =Kesp fo ome ceaxual
partmer
[Muftipls ancwens] Test for HIV fo kmow your siatuc .
Proba: What slos? z
E = APWEYE UGS 3 SORdom.
EE= Dther (cpaaify)
®8= Don't bnow
1058 | infhe pasi 12 monthe have you ceen thic 1=TBE
w animaded cpot on beleviclon? Z=Ho EEIP TO @.10.6.10
[Show picturp 10.5.87 the scene with the
piot of tho 2-8 woalk soute infections pariod
fior W pndercover fovar |
10.58 Whiat I the maln meccage that thic cpod Is | 1 = Walt more than & wesks before having cax
trying fo sl you? with anyons for tha Sref tmes (protesdc you from
HIN.
2= You can ged HIV mors saclly during the firct
& weaks after 3 percon you have had cax whh
[Muiphs ancwerc] firct gete Infaobed.
Proba: What slos? 2 = Gt fagind for HIV befors having cex with
amyons for the firct tima.
4 = Ack your partnar to gef tecied for HIV
befors you have cax with them for the fret Hme.
& = Gt fagind ofien for HIY F you have many
CAE partriers.
B = APWEYE UGS 3 SORd0m.
EE= Other {cpaaity]
®8= Don't bnow
105,40 | Plaacs somplets the fTollowing clogan 1 = "HWICTORY™
AFNp HIV to _..7 2 = Unable to sompleds
[Cormeot anewar SHIVICTORY™ |
10511 | Pleass complets the following slogan 1 = "you HIV from another®
Andarecsr ver oan bring..." 2 = Unabls to sompleis
[Cormaat ancwar. “youw HIV from anothers)
10.5.12 | Plascs complets tha following clogan 1= "pugt klen In tha gama.”
3 ke playa e too drunk, don't... 2 = Unable to sompleds
[Corraat ancwar: Sput kim In te gamseT]
10.6 Soul City
Hawe you ewer wabohad Soul CHy TVT 1=Tes
1081 2=Ho-= ZEIF TO@10.8.7
10.8.2 | I the past 13 monthe kave you wabohed Soul Gty o
- Te 2=Ho-= ZEIFTOG188.T
Hiow many splecdes of Soul Gty did you watsh Im | 1= 1 only
1083 the pact 12 monthe? 2= 3.5
- 3 = & Or mars
14
05 do not know, 7 noi applicable, 3 refusad to answar 95 missing
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Harwe wou ewer talked fo your caxual partner about | 1= Yeg
10.5.4 what you caw on Soul CRy TVE 2 = Ho
o 3 = | have mo caxual parbner
Hawe wou ewer talkead to your psens or friemndc
i5.6.6 | abowtwhat you caw on Soul City TV? 1=Yex
o 2 = Hao
Hawe wou ewer talked 1o your ohdldran about what 1=Yex
1068 you caw on Sowl CHyFTVF 2 =Ho
o 3 = | have mo ohlldren
Hawe ywou partoipated or followad SoulCRy or 1 Yes
10.6.7 ZoulCRyRcAsal on Facesbook T I Mo
Hawe wou partolpatsd or followsd 3oulChy or 1 ves
10.6.8 EoulCityHcRAeal on teftbery 2 Mo
Hawe wou partiolpaied or Sollowed 3oulCRy or 1.¥Es
i0.6.5 ZoulCyRcAsal on Youmg Afrioa Live? I M
Harwe wou ewer Beismed to 30wl Chy radio dramna 1 =Yesg
Jig. 40 | o Boul CRy radio @ik chowe? Zmio ® EEIP T 100814
Im thee pact 12 monbhec, hees pou llicisnsd bo 3owl 1= ¥Es
#0844 | CHy Talk chows on sommunlly radio? 2w Bo % SEIPTO 100814
Howe mamy times did you Beden to Soul CRy alk 1= 1 oniy
0842 chowe on community adlo n the pact 12 T
o mionihe 3= or mone
Oid you dicouce what you heard on Soul Gty 1 =Yg
i6.6.93 | Redio with anyona® 2= Mo
Harwe wou watohad "Love Fhoriec In a Tima of HIV 1 =Yg
amd AIDE" - 2 cariec of flme from diffsrent 7w Mo
106,94 | scundrisc In Boutharm AfrieaT 38 = Dion s know
IF N0 PRIOCEED IN ANY CARE WITH GUESTION
I ‘eg, wihloh of the following Tlmncictoriss did youw | 1. Umchaio-The wedding (a South Afrcan story on a
waboh? bride discovering on har wedding day St her hushand
b b= Fexs not been ruthiul Bo her)
I Mo, do you recall casdng amy of the following TV
fimeictaries _.. 7
[READ OUT REEFONIES) 2. When the muclo cbope (% Zambian fim about &
church deacon cheating on Bils W]
(MCRAE THAN ONE ANIWER POREIELE]
10615

. Big houcs, cmall kowes (& Zimbabwean shory on 2
man kaking on a sacond wife)

. Traweldling man (& shory from Lesotho about a man
neglecting Rils wit= and childnen In pursult of a
girtfriznd].......cc.....

55 do nof know, 97 nod applicaie,

SE refused to answer 9% missing
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E. Aftsr the honeymoon (& Malasian story on a e
probileses that a reeswiyaed coupls Tapes)

& Chaguo-the Chalos [A siory from Tanzanks about how
a couple ks affeci=d by S RSuence that the man
expeiences from his fremds)..........

7.Bioodlinas (4 siory from Swariand about 3 Saier who
resallzes that Fee |5 unabls o save his son e because of
his owvn past befiaviour]

B.Zeoond ohanosss (A =Sory from Bobrsana about 3

unhversity shedent who gets invohved In a isky affair with
an ohder man)

B.Agalnsd the odde [ A Mamikian siory on how an
piphaned gifl experiences the advamoes of an clder man

10 Badrayed [ A Mozambloan fllm abowt & soupls who
deolde to b= honect abowt the caorat affalns they have
EsteB 1 PN -.ccessee e e r e s s e e e e —
A1 Hone of s .. e —]

12000 remamibar

Have you ever @iked to anyone about Te things

Y'8E....

{848 | you have seen in any of these fims? H::-h SKIP m..,w.a 18 . ettt ettt eneee
Choin't rememiser & 2EIF TO |:|'|I:l B.1E
I es, by whom have you talked about the 1 =Sexual p-a.m'lEr[El
things that you have s2en In the flms? 2=Friendis) .. e et e e et emm et et eme e
[MORE THAN OME AMZWER POZSIELE] F=My d‘lldren
d=Odhers I my famly e
S=Pa0piE I My COMETUILY .o oo
S5=0ther [specity]
Plaacs aomplets the tullowing clogans T
“Talk, respeot_.” ——-
AT ; = nod ah-l-u.ln aomplets
[Correot ancwer : prodeot] -
PhiuzraWwizs - Drink cafs. ...
106,98 1 = "Live cafs”
- [Correot ancwer : Live cafa] 2 = nof abls to somplsts
Hawe ywou heard of Onelowe?
1=Yex
10.6.20 2= Mo
Im thes pact 12 monthe, kavs pou casn thicT 1=Yex
f0.8.29 2 = How JKIF TO G108 23 ondy I gl1d.8.20 wat alco
- [Ehow plo 10.8.21: Dnalove kogal M.
Can you ball mis all the places whers youw heard 1 = Tekvislon
absouwt or ceen OnelLoveT? 2 = Radlo
3 = Commun ity Radlc
10827 4 = Pocisrc
[FROBE for MULTIPLE ancwent..] 5 = Pamphiets, bockists
8 = Communlty svernt
T = Eghool
16
&5 0 ot know, 97 not appiicable, 2B refusad o answer 23 missing
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8 = Frisnd or relatie
B = From an HIV and &0 3 organication
10 = Clinlg or hospial
11 = Elllbzarde
12 = Don't remember
88 Criher [opeeolfy)
Imi thee pact 12 monthe, kave you ceen thic logoT 1= Ve
10.8.25 2 = How IKIF TD G126
- [Ehow plo 1008.2E: PhuzaWize logo]
Can you tell me all the plases wihers you heard 1 = Tekeviclon
aboud or ceen FhuzaWize? 2 =Radlo
3 = Community Radio
4 = Poctars
[PROBE for MULTIPLE ancwers.] & = Pamphiwis, bockists
8 = Community ewvent
0624 T = Bohoal
8 = Frisnd or relatie
B = From an HIV and AM03 organtzation
10 = Elinla or hosp el
11 = Elllbzarde
12 = Don't remember
B8 Crther [cpeity)
Hawe ywou mead any of the following booklstc Imthe | O = Kevsr need
pact 12 monthe? 1 = Phuza wize Campalgn Eock
2 = Relatonchip Book
[Ehow Bookleic: ploc 10.8.25]) 3 = BoulZax
106,28 4 = HIN-Fres bables
o [muHiple ancwsnc] 5 = OmesLiowe book et
8 = Aloohol ard you
T = Pamsntimg and alochol
8. = inoumsodeiom Tor LHa
Im the= pact 12 monthe haes you wabohad any 1= Yag
1_1'-1" splcodes of 3oul Buddys televislon? 2= Ho® IKIF TO G16.8.98
How many spleodes did you wabobT (12 In botal
10627 Wirks niumbesr:
Hawe you ever talkad o your oblldren about what 1=Yex
H0L6. 58 you gaw on Soul Buddyz Telewlkclon? 2=Ho
o 3 =1 have m0 ohildren
1=Yes
T06.78 | Hawe you ewer balonged to a 0wl Euddyr Club? 2 = Ho
10.8.20 Hawe you parbolpated In a 3oul City Onelove 1=Yes
o gommunily dialogus about HIV praventlon? 2=Ho
10,7 lowel ife
071 Hawe you read any sdilons of UMCUT In the 1= Ve
w et 12 monthe? 2= Ho = ZIKIF TO G18.7.8
| [BHOW Pla 187 1:UNCUT PICTURE]
17
06 oo mDt know, 97 not applicable, 98 refusad o answear 9% missing
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arz2 How many edidone of UNCUT hevee wow reed =1
In thie past 12 maontheT =7
=3
4=4
B=E
g=g
1a.ra What do you llke abowt UNCUTF 0 = Kothimg
1 = in get Infermation abowt cax
[More than ores recponcs poccibia) 2 = o get Infermation abowut relationships
Probe: What slce? 3 = fio get Information about HIV
4 = o get Information on tesnags pragnancy
& = nawe about fachion
8 = cioriec abouwt cport
7 = sioriec abowt popular youth culturs
# = nsaring othar young pacpla’s volost
B = the plotursc
1 = the book, CO, and DVID reviews
11 = ik puzzisc and gamsc
12 =it pull-out posber
13 = i ssen opporiuniiss swoh ac
gomp=sittione and learnerchips
558 = ather [plsace © |
J0.7.4 Whers do ywou ucually get pour oopy of 1= K ocemiss w MNSWEpapsr
RCUT? 2 = I gat ® from ths lowel e
IMors tham O responcs pocclbla] ollm loramshlcay -CantredDutlat
Probe: What slce? 3 = From my parsnt'guandlanicider relatis
4 = From my beaohar
& = From my peersfrisndec
58 = Othar (pleacs cpsoify)
1078 Did you dissuss what you resd with anyons T 1= Ve
2= Ho
0.7 6 | Hawe yvou lichenesd to a lowel s falk chow on 1= Yax
the radio In the kact 12 monthe 7 2= Ho = IKIF TO @10.7.10
10.7.T On whiloh radio ctatione hawe you listenad 1o 1 = Ukhizzl FM
lowsllte radlo 1alk chowe? 2 = Iimbiloksn YWenens
3 = Diphalaphala
4 = Ligwalagwala
& = Thobals FM
g8 = Lacsdl FM
7= Hays FM
A=YFM
56 = Othar (Dlsacs GRnify]
0.7 e How often do you lisien fo lovelLlls falk chiowe | 0 = Hever
on tha radic 7 1= Omios & wesk
2 = Omios 3 maonth
3 = Omos or bwlos a year
jore Hawe you sver dicouccsd what youw hsard on 1= Ve
radlo with anyons? 2= Mo
10710 | Hyws you llchsnesd to an splecds of the Foxy 1= Yeg
L g Chilx dramia cariss In the Lt 12 monthe 7 2= Ho = EKIP TO @1D.7.14
10.7. 11 | Whioh of the following bect decoribec how 1 =1 funs Indo the radio cpsscifloally to kear
you licten to ctores of the Foxy Chix? Ehism
2 = | downidoad the clonas from the wabchis
IREAD OUT LOUD) or from MyEcta
3 = Whenaver | happen to b Botaning fo tha
IOHLY OHE RESFOMEE POIEIELE] raidio
4 = | gas/haar tha chorlec but they dont
Inbsrect mis
8 = I don® krow anything about the Foxy
18
06 do not know, 97 nos = e cable, 9E refusad 0 anewear =i 'T'-E-Ell'!;
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Chrilx we SEIF TO0 CFI0LT. 04

10.7.12 | Tha maln meceages of Foxy Chilx ke 1 = friende prowide a refugs and probespdlon
2 = friende look owt for one another and ghes
[Multipla ancwene pocs bils] saakh othar chrength
Probe - Whiat aloe? 3 = frlendc mak= you somplebs
4 = friende wan spsak about cex opsnly
& = frisndc halp m& to maks bathsr desdcione
8 = swan though | am part of & group | oan
aonfdantly sxpracc my oplnkon
B8= Daon't kmow
18.7. 12 | Whioh Foxy Chilx charaoier do you Mo the 1 = Honil
FrioG T 2 = B'bogh
3= Jars
4 = | dioam T lkn thism
B = | donT kmow thelr namiss
10.7.74 | Hawe you waiohed any apleods of “Hakes your | 1= Yes
L Eove™ on TV In the lact 12 monbhe? 2= Ho = ZKIP TG @10.7.18
10715 How many splcodac of “Maks your mose " did 1 =13 apdcnidec
ol waboh? 2 = 4.8 apdcnidec
3 =710 splenidsc
4 = 11-13 splcodec
10716 | What Ic the main meccages of “Maks vowr 1 = Younmg pe=ople can taios chargs of thelr
Eowve™ TV Programms? IFvaG and maks pochhve moves from difflowit
cituations
[HIE ANEWER CHLY) 2 = if you don't have monsy or a Job then R
e wary hand o malos FOUT move
IREAD OUT] 3 = if you want o makes your moes thisn you
mezgid liovweeL e b s Foiu
86 = Othar: plaacs Gpssnlty
Bd= Don't kmow
orir Haee you ayver falksd o anybody albvout wheat 1= Yex
¥ou caw on Maks Your Move TV Programenas s 2= Ho
1.7 18 Hawe you &ver walnhsd an spleode of 1= Ve
wslife'c dooumentary cerkesc =] am Mzanc™? | 2= Ho
40.7.18 | Hawe you hsard of MYMsia In the lact 12 1= Ve
L mriomthe 7 2= Ho w JKIF TO @10.7.28
10.7.20 O:0 podu UG ENYIECES o pour el phoms? 1= Ve
I=Ho w 3KEIP TO @10.7.23
187217 | 'What made you Sownlcsd MYMeEa ondo pour 1 =1 evw R on Make Your Bove T
igeadll pheCin 7 Progiraen mes
2 = | red Absoiud K Im UNCLUT
3 = | heard about it o e radlo
4 = & friensd talioed bo me abowt |
& = & lovel s ground BREAKER or mplrbehil
amoouraged me
g = &t a lowslfe event they chowed mea Fow
bo @0 i
Bd= Don't kmow
10.7.22 | 'What do you uce BYMcia for? 1 = o chat with my friendc

2 = o ehars my opindon in a Borum or poll

3 = 0 &imesgs Information about

0 et s

4 = o stk Information om cex, caxuality,

&5 do nof know,

97 not appiicabie,

36 refused to answer

95 missing
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10723
w

amd relationchipe
& = io get advios from Mizz B
58 = Dthar: pleacs cp=oify

In e pact 12 monthe ke you heard or cesn

tha phrace “nakanjanl™ accoolaied with
lowsLlfe?

1= Yax
I= Ho w TKIP TO @ib.7.28

107 24

Where did you hsar or cas thic phracs T

[Muftipla ancwers poccible]
Probe - What alee?

1= Radlo

I=TW

3 = UNCUT

4 = Twither

& = Faoabook

g = WYscia

T = From & lovealis grosnd BEREAKER or
MpInkchl

8 = Elllboarde

&5 = Othar (pleacs cpaoihy)

10,7 25

Whiat dosc “Nakanjani™ maan to you'’
Probe . What slcs?

1 = Ho mather wheat, | am godng o maks my
Moy

2 = | will cunoesd at all oocic

3 = Theww k& o way young paopls oan make
It In the world ioday

4 = Othar pleacs cpssoify

Bd= Don't kmow

10.7_28
w

Hawe vou partisipatsd In a kovsLHs
programims in the paci 12 manthe?

1="Yex
I=Ho = IFIPFTO@10.7.28

farzr

10.r 28

forze

10.7.30

Whiloh loweLife programmess have Fou
partiolpatsd In, In the pact 12 monthe?

HULTIPLE ANZWERE

0 = Don't krow

1 = Wotivation

2 = Qulde 2 ACTION

3 = lovingL e

4 = Waking My Move | Maie Your Mows
& = lovalife Dabating

& = Centre 3iages | Performing Arbe § Cwlobs
Faohory

7 = EBody Y& / Heatthy Sexuality | Milon
ol Intiative

8 = Cyber T

8 = lovalile Gameas

10 = lovalife Youth Fecthvalc

11 = Radlo Y

12 = Eporte

13 = Uimats Friches

14 = Wtirmarbe (D os

88 = Dthar icpeoliy)

Hawe you sver oallsd the lovslifes Call Cenbra's

Youth lre?

1= Yee
2= Ho

Hare you ever called the lovelifes Call Cenbra's

Parant line?

1= Yex
2= Ho

Hawre you sver cont 3 Pliz Call Bs to lovelfaT

1= Vs
2= Ho

LS ) |

IF ancwared YEE to guecton 28, 28 or 20:
Hoe dlid wow Tesl abowt your sonwensation
with the lowvelile Call Coantre?

1 =1 gof the halp | nasded
2 = | did not gat the halp | naaded
3 =1 amn ot surs

56 do nof know,

97 nof applicabie,

3E refusad to answer

90 missing
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10.8 Siyayingoba Beat it!

LA in the pact 12 monthe kaves you haard 1=7ac
- of 22Ilyayingoba Baak H=F o =No #SEIF TO 10.8.4
MLEEF an you b=l mia allthe plasss whers 1 = Don remambar
you have haard about or casn 1 = Televiclon
2Elyayinqoba Baat H7F 2 = Radlia
% = Traln Pocisrc
4 = HeNTDaAPar:
B =From &n HIY & 2103 organlcation
B = From & odinla or hocphal
[FROEE for MULTIFLE answers. | T = Blllboardo
Prodia: Wihat ales? B = In taxl rankec and/or train clatlons
B=Brandad taxlc
10= Wab or moblle mesdia
Ba= Dthisr [cp=olily)
MR in the pasd 12 months kave you waiched any sploodec of 1="Ysc
Elyayingoba Baat K] on taewiekon T Z=Ho
MLE# In the paci 12 monthe havs you cesn thic logo? 1=Y8E
[Show picture 10.8.4; Shysyingobs Boat ftf fogo =) E2=Ho
MLES in the paci 12 months. kaves you cesn thic mewcpaper adver? 1="rsc
[Show picture T0.8.5; Slyeyingobs Boatf it news paper advert | 2=HNo
XL in the past 12 months. kave you cesn this traln posber? 1="Foc
[Show picturs T0.8.6; Siyspingobs Eeal il news papar adtvert=] Z=Ho
MLET in the paci 12 monthe kaves vou cssn thic? 1=¥ac
[Show picturn T0.8.7: Siyayingobs Boeat it Branded Condom] 2=HNo
MLEE in the paci 12 monthe haves you cssn thic? 1="8c
[Show picturs T0.0.87 Siysyingobs Eeaf i [nformation pemphiats) | 2= Ho
] Zan you gomipleis the following clogan T 1 = Abds fo eomplebe
*FProteot yourcelf.. .~ Z = Unatibley bo oompleds
[Commeat ancwar. Froiect yoursell. Protect others |
10.10 iLife RADIO DRAMA
10107 in the past 12 months kave youw letened to tha 1="es
iLife drama on the radio? 2 = o #SKIP TO SECTION 10.11
10402 | On whioh community radlc clatlon did you leien | Lici radlc siations
o thic drama?
10102 How many spleodas of I-LIfe did wow Beian (o on 1=1
radlo? 2= 2-3 [a few]
2 = 2-8 [lscc tham half
4= T or mors {more than half]
B = &l or almoct all splcodse
10104 | Which oharaoters did you oars about the most on | 1 = Hone
LI 2 = Diienia
& = Thidbl
4= Blirdlla
B = Wallla
B =EZImiba
7= Luay

E=Mmathapalo
BE= Cribver | pesm |

S5 30 not know,

21

97 not appilcabie,

3E refusad o answer

90 missing
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129056 | Of all tes oharaobers In the dramae, whioh one did 1= Mane
Fou mok [ksidiciiios the moct? 2 = Dima
& = Thadl
&= Elinedlln
B = Wallla
B =EImiba
T = Luny
E=Mmuatha palo
BE= Crihvbr |cpsso iy
109006 | What do you think wars the drama'c main 1=PMTCT
MBGEAPEE And ECEonG 7 2 = Treatment adharanss
[Mullfipls ancwer] & = HIV soumcelling and tecting
Probse Wikal ofbias? & =GEndsr EoUsc
B = Condom uce
B = MuHipls cexual parirsrchips
BE = Criher |G ooy
e in the past 12 months did you sver partiolpated in | 1=Yec
an |-LHe Lictsner's Accoslathon disoucslon your Z=Ma
kooal gommunfy radlc clation?
1011 Cther Programmes
MLTT T in ths pact 12 monthe, haves yow cesn the 1="Yeg
govemmant's ©1 am meporcibls” campalgn? 2 = Ho

SECTION 11: VIOLENCE & ABUSE

Interelewar raad ol loud: | would now ks fo ack you come quaciiont about wolanoes

1.1

Hawe you Baan Im s phopskoal Aght in the pact year?

1= Y86
2= Moo= EBEHEIFTD
a1z

54 do Nt know,

97 not appiicable,

98 refusad to answer

99 missing
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Appendix B: Ethical Approval for Primary Study

- o
q""i'll"‘"

Fesearch Offics

HUMAN RES ETHICS COMMITTEE {NO CAL
R14/49  Johnson

CLEARAMNCE CE CATE TOCOL MUMBER H110701

PROJECT TITLE The 3rd HIV Mational Communication Survey
INVESTIGATOR(S) Dr 3 Johnson

sC DEPARTMENT Health and Development Africa

DATE CONSIDERED 16 July 2041

DECISION OF THE COMMITTEE Approved Unconditionally

EXPIRY DATE 31 Juiy 2013

DATE 12 October 2011
ooy NIA,
Gl VESTIGATORIS

To be completed in duplicate and ONE COPY returned to the Secretary at Room 10005, 10th Floor, Senate House,
University.

WWWe fully understand the conditions under which | am/we are authorized to carry out the abovementionad research and
lhwe guarantes to ensure compliance with these conditions. Should any departure to be contemplated from the research

procedure as approved Wwe undertake to resubmit the protecol to the Committee. | agree to completion of a yearly
prograss report,

’-% 29 4 1oy 200
Signature” Date

PLEASE QUOTE THE PROTOCOL NUMBER ON ALL ENQUIRIES
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Appendix C: Letter of Permission (Principle Investigator)

FDA

Health & Develo pment Africa Health and Development Africa (Pty) Ltd
A ber of the Mott lonald Group

Physical address:-

Mott MacDonald House,

359 Rivonia Boulevard,

Rivonia, Johannesburg, 2128

South Africa

+27-87 310 5000 telephone
+27-11-87 310 5198 facsimile

4 September, 2013

To Whom It May Concern,

RE: Permission to use the Third National HIV Communication Survey data for Master of Science in Medicine by
Dissertation — Sarah Magni

This letter serves to confirm my willingness, as the Principle Investigator of the National HIV Communication Survey
(NCS), for Sarah Magni to use the data from NCS for her MSc by research at the School of Public Health, University of
the Witwatersrand.

Sarah proposes to investigate “The relationship between alcohol and risky sexual behaviour”. | believe that her
research has high potential to improve the science base.

Yours sincerely,

Dr Saul Johnson
Managing Director
Health and Development Africa

+27 87 310 5000
saul.johnson@hda.co.za

Haalth and Development (Proprietary) Limited
Registered in South Africa no. 2002/007074/07
Part of the Mott MacDonald
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Appendix D: Letter of Permission (NCS Steering Committee)

JOHNS HOPKINS

Health and Education in South Africa

Block D, Equity Park, 257 Brooklyn Road

Association incorporated under Section 21 Brooklyn, Pretoria, South Africa. 0011
Registration number: 2004/027886/08 Telephone: (+27) (12) 366-9300
Vat reg. no. 4890219837 Fax: (+27) (12) 366-9301

053-199-NPO

15 August, 2013
To Whom It May Concern,

RE: Permission to use the Third National HIV Communication Survey data for Master of Science in
Medicine by Dissertation — Sarah Magni

This letter serves to confirm my willingness, on behalf of the National HIV Communication Survey
steering committee, for Sarah Magni to use the data from the Third National HIV Communication
Survey for her MSc by research at the School of Public Health, University of the Witwatersrand.
Sarah proposes to investigate “The relationship between alcohol and risky sexual behaviour”. The

steering committee believes that her research has high potential to improve the science base.

Yours sincerely,

Mr Richard Delate

Managing Director

Johns Hopkins Health and Education in South Africa
+27 12 316 9000

richard @jhuccp.co.za
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Appendix E: Ethical Approval for Secondary Study

R14/49 Ms Sarah Magni
HUMAN RESEARCH ETHICS COMMITTEE (MEDICAL)
CLEARANCE CERTIFICATE NO. M130965
NAME: Ms Sarah Magni
(Principal Investigator)

DEPARTMENT: Public Health
Health and Development Africa, Johannesburg

PROJECT TITLE: The Relationship between Alcohol and Risky
Sexual Behaviour

DATE CONSIDERED:  27/09/2013

DECISION: Approved unconditionally
CONDITIONS:
SUPERVISOR: Dr Nicola Christofides & Dr Renay Weiner

APPROVED BY: %@

Professor PE Cleaton-Jones, Chairperson, HREC (Medical)

DATE OF APPROVAL:  30/09/2013

This clearance certificate is valid for 5 years from date of approval. Extension may be applied for,

DECLARATION OF INVESTIGATORS

To be completed in duplicate and ONE COPY returned to the Secretary in Room 10004, 10th floor,
Senate House, University

Iwe fully understand the conditions under which | am/we are authorized to carry out the above-mentioned
research and I/we undertake to ensure compliance with these conditions. Should any departure be
contemplated, from the research protocol as approved, Ifwe undertake to resubmit the

application to the C ittee. | agree to submit a yearly progress report.
9@(‘ #/10/2013

Principal Investigator Signature Date

PLEASE QUOTE THE PROTOCOL NUMBER IN ALL ENQUIRIES
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