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INTRODUCTION
As is true for every age group, youth* today live in

multiple social centers that shape their attitudes and

behaviours.  One such force is globalization of both

the “youth culture” and the world’s economy. But

there are other forces as well – forces that are more

proximal to individual young people including

changes at the national and community levels (e.g.,

the shift from rural to urban living), and in the fam-

ily, schools, and the workplace.

All of these environments are interconnected in

shaping how young people act and interact; and

each can be a source of risk or protection to young

people.  Historically, the field of adolescent health

has focused on those risk factors that predispose to

health and social problems such as HIV/STI acqui-

sition or early pregnancy; and interventions have

focused on reducing risk and risky behaviours that

lead to poor outcomes.  There is a growing body of

research, however, that suggests that one may

achieve greater improvement for youth by focusing

not only on those factors that predispose to risk,

but also on those factors that protect young people

from harm.  However, to optimize outcomes for

young people we need to know both those factors

that predispose to risks and those that are protec-

tive.  Such is a risk and protective framework.  By

definition, factors are called “protective” if they

increase the likelihood of positive health behav-

iours or outcomes (e.g., using condoms and contra-

CHAPTER 1:  INTRODUCTION
THERE IS A GROWING BODY OF

RESEARCH, THAT SUGGESTS THAT

ONE MAY ACHIEVE GREATER

IMPROVEMENT FOR YOUTH BY

FOCUSING NOT ONLY ON THOSE FAC-

TORS THAT PREDISPOSE TO RISK, BUT

ALSO ON THOSE FACTORS THAT PRO-

TECT YOUNG PEOPLE FROM HARM.

* While the WHO defines youth as being between 15 and 24 years of age in the present
report we use adolescence and youth interchangeably.
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ception) or moderate and discourage behaviours

that might lead to negative health outcomes (e.g.,

having sex with many partners, having an unwanted

pregnancy). Similarly, factors are labeled “risk” if

they increase the likelihood of negative health

behaviours and outcomes or discourage positive

behaviours that might prevent them (Kirby, 2002).

Given the tremendous individual and societal bur-

dens of many risky adolescent sexual and reproduc-

tive health behaviours (e.g., commercial sex work,

failure to use a condom when having sex, abusive

relationships, polygamy), we need to better under-

stand what research from developing countries has

taught us over the past 15 years and where we need

to be headed.

The present report is guided by a risk and protec-

tion framework that views a young person as nested

within multiple contexts (e.g., nation, community,

family, etc.)  To the right is an illustration of the

framework showing the more distal factors in the

outer rings and the more proximal factors in the

inner circles. Such a framework is meant to show

that the more distal factors also affect the more

proximal behaviours of the individual. For example,

national laws and policies about adolescent health

may affect adolescents’ access to reproductive

health services, their perceived knowledge and atti-

Risk Pro tec tive
Gender disparity

Drug/alcohol abuse
Depression/suicidability

Aggressive temperament
Ethnic discrimination

Mental retardation
Hopelessness

Homosexuality
Slum dweller

Orphan
Disability
Violence

Self-efficacy
Self-esteem
Spirituality/religiosity
Being young
Agency

Individual

Risk Pro tec tive
Overcrowding

Domestic violence
Lack of family planning

Single parent home
Mental illness
Hopelessness

Positive parent skills
Connectedness
High expectations
Family social capital

Family

Risk Pro tec tive
Negative peer culture

Deviant friends
Social isolation

Peer education
Youth participation
Youth organizations
Many friends

Peers

Risk Pro tec tive
Out of school
Unemployed

Excessive discipline
Physical/sexual abuse

Low expectation for girls
Lack of educational alternatives

Positive parent skills
Connectedness
High expectations
Family social capital

School/Work

Risk Pro tec tive
Violence

Displacement
Corruption

Exploitation
Poverty/slums
Violent media

Lack of recreational facilities
Negative attitudes toward youth

Conflicting social messages
Harmful rites of passage

Supportive adults
Positive rites of passage
Communal philosophy
Intergenerational dialogue
Availability and access to services: 
education and health/mental health
Opportunity for youth participation

Community

Macro/Institutional
Economic depression
Society in transition

Uneven access to resources
Implementation of youth policy

Interagency/ inter-organizational services

Health  
Risk Behaviours 
in Adolescence

Substance Use
Tobacco
Alcholol

Marijuana
Other

Diet and Exercise
Inactivity

Unhealthy eating
Eating disorders

Overconsumption

Injury and Violence
Weapon carrying

Interpersonal violence
Helmet non-use

Drinking and driving
Sexual assault

Social
School-leaving

Arrest

Sexual/Reproductive
Non-contraception
Condom avoidance
Early sexual debut

Multiple sexual partners 

Physical
Injury free

Normotensive
Not overweight

Age-appropriate cholesterol, LDL
Appropriate pubertal development

Perception of self as healthy
No unwanted pregnancies

Physically fit
Not STDs/HIV

Emotional
Perception of self as happy

No clinical evidence of depression
No mental or emotional health disorders

No history of suicide attempts

Social
Positive school performance

Contribing to community
Positive family relationships

Positive 
Youth 

Development



tudes to reproductive health services, and motiva-

tion to get treatment or contraceptive services. In

this framework, many of the more distal non-sexual

factors first affect the more proximal factors, which

in turn will affect the sexual behaviours of adoles-

cents. 

To identify the risk and protective factors that are

associated with adolescent sexual and reproductive

health in developing countries, the World Health

Organization’s Adolescent Health Programme,

Department of Child and Adolescent Health com-

missioned the WHO Collaborating Centre at the

University of Minnesota’s Center for Adolescent

Health to review the literature from developing

countries on risk and protective factors as they

relate to adolescent sexual and reproductive health,

to synthesize that literature and to identify what is

known and where future work is needed. The proj-

ect was divided into two phases, the first of which

was a complete review of the published and unpub-

lished literatures on a set of adolescent sexual and

reproductive health topics from 1990 to the present.

For this phase, the University of Minnesota worked

with ETR Associates to create a comprehensive

database on the world’s literature that related to

adolescent reproductive health. The database cur-

rently contains over 11,000 references from every

region of the world. To retrieve the relevant articles

to this review, the following selection criteria were

used:

• Conducted in a developing country

• Examined the risk and protective factors for the

initiation of sex, number of sexual partners, con-

dom use, contraceptive use, pregnancy, childbear-

ing, HIV and other sexually transmitted diseases

(STDs)

• Included a sample of at least 100 young people,

aged 10-24 years

• Published in 1990 or later

• Used multivariate analysis to analyse the associa-

tion between risk and protective factors and the

outcome

From the database, a total of 289 articles were

retrieved that appeared to meet the above criteria.

For the second phase, all 289 articles were

reviewed to ensure that they actually did meet the

criteria. Once this was completed, 158 articles were

more thoroughly reviewed and synthesized. For

more details on the methodology, please refer to

Appendix 1.

CRITERIA FOR RISK AND
PROTECTIVE FACTORS

To be considered a key risk or protective factor in

this report, more than one study had to find the fac-

tor to be significantly associated with the outcome.

In studies that examined the factors in several

countries, each country that found it significant was

also incorporated into the overall count of studies

that found the factor significant.

A few points of caution should be noted by the

reader. Although the majority of studies in the

review focused on unmarried adolescents, there

were several studies that included married adoles-

cents and adults in the sample, as well as a few that

only sampled married adolescents. This was partic-

ularly evident for the studies on contraception and

childbearing. For example, for contraception, there

were four studies that sampled only married adoles-

cents, eight studies that sampled only unmarried

adolescents, and nine studies that included both

married and unmarried adolescents and adults in

the sample, but did not stratify them into separate

groups. Clearly, married and unmarried adolescents

have different levels of unmet need for contracep-

tion and the factors related to contraceptive use are

theoretically different between married and unmar-

ried. However, since the majority of studies did not

3
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stratify the studies according to marital status, the

findings on risk and protective factors are applied

to both married and unmarried adolescents. The

same is true for

childbearing.

Similarly,

although factors

that influence

sexual risk

behaviours differ

greatly between

males and

females, the

majority of studies in the review did not separate

the two groups in the analyses. Under the

“Description of Studies” presented with each out-

come in this report, the number of studies that strat-

ified males and females, and the number that sam-

pled either just males or females will be listed.

What is clear is that there were too 

few studies that conducted separate analyses among

males and females for us to make any definitive

conclusions on specific gender differences. The one

exception is sexual initiation, which was

the most studied outcome in this review,

and a chart illustrating the gender differ-

ences is presented. 

Finally, before this review was conducted,

it was anticipated that risk and protective

factors would be analysed according to

world regions. However, because there was

an uneven regional representation of stud-

ies available for this review, it was not pos-

sible to do this. For most of the outcomes, the

majority of studies were conducted in Sub-Saharan

Africa. The exceptions were pregnancy and child-

bearing, for which the majority of studies were

conducted in Latin America and Southeast Asia,

respectively. Thus, readers should note that these

findings are not representative of  all developing

country regions.

As will be seen, we are left with a very limited

body of research upon which to build our interven-

tions.  Most of the research has focused on demo-

graphic variables and very few on interpersonal and

social variables – though there is substantial evi-

dence from industrialized nations that the latter are

more prominent than the former in shaping behav-

iour. While this review shows that there is much

work that lies ahead, it should be noted that before

we can go forward, we must take stock of what we

know now. 

Kristin Mmari, DrPH, MA.

Robert Wm. Blum, MD, Ph.D., MPH

THE MAJORITY OF STUDIES

WERE CONDUCTED IN SUB-

SAHARAN AFRICA. THE

EXCEPTIONS WERE PREGNAN-

CY AND CHILDBEARING,

LARGELY CONDUCTED IN

LATIN AMERICA AND

SOUTHEAST ASIA.
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PREVALENCE : Globally, most people initiate

sexual activity during adolescence. Rates are high-

est in sub-Saharan Africa, where based upon an 11-

country study more than half of all adolescents

aged 15-19 years are sexually experienced (Blanc

& Way, 1998). The age of starting sexual inter-

course is heavily dependent on local cultural sanc-

tions and is often very different for males and

females. In general, adolescent boys are more likely

to have experienced sexual intercourse, and at earli-

er ages, than girls. Studies of female youth suggest

that 2-11% of Asian women have had premarital

sexual intercourse by

the age of 18 years; 12-

44% of Latin American

women by age 16; and

45-52% of sub-Saharan

African women by the

age of 19. Among male

youth, 24 to 75% of

Asian men have had

premarital sex by the

age of 18 years; 44-

66% of Latin American men by the age of 16; and

45-73% of sub-Saharan African men by the age of

17 (Brown et al, 2001). These gender disparities,

which may be somewhat

overestimated as a result of

cultural norms, are widest in

Asia where reported rates are

at least five times higher

among males than females.

In Latin America, rates are up

to double among males as

among females. In sub-

Saharan Africa, the gender

disparity appears to be much

narrower, which may reflect the higher tolerance

for female premarital sexual activity in many

African societies (Brown et al, 2001).

CHAPTER 2:  
PREMARITAL SEXUAL INITIATION

THE AGE OF STARTING SEXUAL

INTERCOURSE IS HEAVILY DEPENDENT

ON LOCAL CULTURAL SANCTIONS

AND IS OFTEN VERY DIFFERENT FOR

MALES AND FEMALES. IN GENERAL,

ADOLESCENT BOYS ARE MORE LIKELY

TO HAVE EXPERIENCED SEXUAL

INTERCOURSE, AND AT EARLIER

AGES, THAN GIRLS.
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DESCRIPTION OF STUDIES
ON SEXUAL INITIATION
In the developed country literature, it has been well

documented that individual, family, peer, school

and community factors all influence the age of ini-

tiation of sexual intercourse. Yet, little is known

about whether similar factors are important in influ-

encing premarital sexual initiation among adoles-

cents in developing countries. For this literature

review, 44 developing country studies were

reviewed which looked at

the factors that were associ-

ated with premarital sexual

initiation. Within the gener-

al outcome of ‘premarital

sexual initiation,’ studies

varied in how the outcome

was measured. Specifically,

half of the studies examined

factors related to ‘ever had

sex,’ while smaller numbers of studies looked at

factors related to ‘age at first sex,’ having sex by a

certain age, likelihood or intention to have sex, and

general sexual activity (see Table 2A for more

details on these measurement variations).

Only one-study was conducted in the Middle East

(Israel), 12 were conducted in the Latin

America/Caribbean region, 17 were from sub-

Saharan Africa, and 14 studies were conducted in

Southeast Asia. 

All of the studies were cross-sectional in design.

Samples were most commonly drawn from schools,

while about a quarter of the studies used data from

nationally-based household surveys. Three studies

used data from multi-national surveys, and five

studies sampled youth from one large urban centre.

Notably, only two studies sampled youth from spe-

cific non-student populations.

For example, Huerta-Franco et

al (1999) sampled only under-

privileged Mexican adolescents

who were either unemployed,

underemployed, or working at

factories. VanLandingham et al

(1993), meanwhile, purposively

sampled young, unmarried

males who fit in one of the following groups: uni-

versity students, military recruits, and young work-

ers (store clerks, municipality employees, and

labourers employed at a local construction firm).

The majority of the studies included only adoles-

cents in their samples, although six studies did

include data from Demographic and Health Surveys

and other nationally-based samples, which surveyed

all men and women aged 15-49 years (Gupta, 2000;

Rosero-Bixby, 1991; Zelaya et al, 1996; Wyatt et

al, 1999; Gupta & Mahy, 2003; Meekers, 1994).

However, each of these studies contained a large

enough sample of adolescents to conduct multivari-

ate analyses among their age group. 

Out of the 44 studies, half (n=22) stratified both

males and females, while six studies only sampled

females and four studies only sampled males. The

remaining 12 studies had combined samples of

males and females.

RISK AND PROTECTIVE
FACTORS

INDIVIDUAL CHARACTERISTICS AND
BEHAVIOURS

BIOLOGICAL  FACTORS : Consistent with

the developed country literature, boys are more

likely to have experienced sex, and at earlier ages,

than girls. Eight out of the 10 studies that included

gender in their model found that boys are signifi-

cantly more likely to have experienced sex than

girls (Ben-Zur et al, 2000; Park et al, 2002; Stanton

et al., 1999; Slap et al., 2003; Mathai et al., 1997;

Zulkifli & Low, 2000; Cruz, Laguna, and

FOR THIS LITERATURE

REVIEW, 44 DEVELOPING

COUNTRY STUDIES WERE

REVIEWED WHICH LOOKED

AT THE FACTORS THAT WERE

ASSOCIATED WITH PREMARI-

TAL SEXUAL INITIATION.
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Raymundo, 2001; and Lam et al., 2001). Irrespect-

ive of gender, the likelihood of experiencing first

sex greatly increased by the age of the respondent.

Twenty-eight out of the 44 studies on sexual initia-

tion analysed whether age was associated with sex-

ual initiation, and all but four of the studies

(Rosero-Bixby, 1991; Chirinos et al., 2000; Velez et

al., 1997; and Mathai et al., 1997) found older age

to be a significant risk factor. At the same time,

however, four studies found that the younger cohort

in the study was more likely to have experienced

sex, indicating that there is a trend towards earlier

sexual initiation, particularly among males (Wyatt

et al, 1999; Meekers, 1994; Meekers & Calves,

1999, and Calves & Meekers, 1997). 

Biological development factors are also important,

independent of the age of the respondent. Four

studies analysed age of puberty, and all four found

that reaching puberty at an early age is a significant

risk factor for experiencing sexual intercourse; and

this was true for both genders (Mensch et al., 2001;

TABLE 2A: SUMMARY OF STUDIES FOR PREMARITAL SEXUAL INITIATION

OUTCOME
SPECIFIC OUTCOME
VARIABLES IN ANALYSIS

NO. OF STUDIES/
WORLD REGION

TOTAL NO.
OF STUDIES KEY RISK FACTORS

KEY PROTECTIVE
FACTORS

Sexual
Initiation

� Age at first intercourse
� First intercourse before age

20
� Age at first sex <15 years
� Likelihood of initiating

premarital sex
� Sexual activity
� Ever had sex
� Being sexually experienced
� Sexually active at time of

survey
� Likelihood of having

premarital sex

� Sub-Saharan Africa: 17
� Middle East: 1
� Latin America/Caribbean: 12
� South/Southeast Asia: 14

44 � Reached puberty at an early
age

� Male
� Older age
� Younger cohort in survey
� Repeated a grade (males)
� Left school early
� Permissive attitudes towards

sex
� Carries a weapon (males)
� Attends discos/clubs
� Smokes cigarettes (males)
� Drug use
� Alcohol use
� Watches movies regularly
� Viewed X-rated materials

(males)
� Discussed RH issues with

friends
� Peers/friends have had sex

(males)
� Polygamous family structure
� Childhood urban residence
� Family instability (females)
� Employment (males)

� Literate
� High educational aspirations
� In-school (females)
� Refusal skills for unsafe sex
� Father is present in home

(females)
� Lives with both parents
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Chirinos et al., 2000; Wyatt et al., 1999, Kiragu &

Zabin, 1993). In Kenya, for example, attaining

puberty was associated with doubling the likelihood

of male sexual activity and tripling the likelihood of

female sexual activity (Kiragu

& Zabin, 1993).

SCHOOLING AND

EDUCATION:  Schooling

has been widely shown to be

a protective factor for sexual

debut in the U.S. and Western

European countries. In the

developing country literature,

six studies measured whether in-school status was

significantly related to sexual initiation among ado-

lescents (Magnani et al., 2002; Meekers & Ahmed,

2000; Meekers & Calves, 1999; Raymundo &

Laguna, 2001; Isarabhakdi, 1999; and Podhisita et

al., 2001). In all six studies, adolescents who were

currently enrolled in school were significantly less

likely to have engaged in sex, although this rela-

tionship was much stronger for females than males. 

A larger number of studies from developing coun-

tries have looked at the effects of educational

attainment on sexual initiation. Perhaps surprising-

ly, the results reveal a very mixed picture. For

example, out of a total of 13 studies which analysed

educational attainment, three studies found no rela-

tionship (Huerta-Franco et al., 1999; Rwenge,

2000; and Zulkifli & Low, 2000); five found that

having a higher education

level actually increased the

risk of sexual initiation, and

this was particularly true

among male adolescents

(Meekers & Ahmed, 2000;

Lugoe et al., 1996; Karim et

al., 2000; Makinwa-Adbusoye,

1992; Raymundo & Laguna,

2001); and five found that

having a higher education level was protective

against early sexual debut, but again, this effect was

primarily true among females (Gupta, 2000;

Rosero-Bixby, 1991; Magnani et al., 2002; Calves

& Meekers, 1997; and Gupta & Mahy, 2003). The

reasons for these differences can be attributed, in

part, to the complex set of issues that higher educa-

tion (mainly secondary education) brings for young

people. As Singh (1998) points out, secondary edu-

cation for girls has many positive effects. However,

it is also possible that “interaction with school-

mates, greater freedom from parental supervision,

and changing values of adolescents themselves will

probably increase young people’s desire to develop

sexual relationships before marriage, and will

widen their opportunities to do so.” In Kenya,

Mensch & Lloyd (1998) also found that although

girls acquire critical knowledge and skills in school,

schools can be conservative institutions that rein-

force gender inequality and subject girls to sexual

harassment by both teachers and students.

Finally, Chirinos et al (2000) and Kiragu & Zabin

(1993) found that male adolescents who repeated a

grade in school were more likely to have engaged

in early sexual activity. This association is consis-

tent with studies conducted in the U.S. which found

significant relationships between sexual activity and

failure in school among male adolescents

(Upchurch & McCarthy, 1990; Resnick et al.,

1997).

SEXUAL  REPRODUCT IVE

KNOWLEDGE,  ATT ITUDES ,  AND

BEL IEF :  Improving adolescents’ knowledge

regarding sexuality, relationships, reproductive biol-

ogy and contraception is frequently a first objective

of many adolescent reproductive health pro-

grammes. The assumption of these programmes is

that improvements in knowledge may delay the age

of sexual debut, or for those who are already sexu-

MALE ADOLESCENTS WHO

REPEATED A GRADE IN

SCHOOL WERE MORE LIKELY

TO HAVE ENGAGED IN EARLY

SEXUAL ACTIVITY.

(CHIRINOS ET AL, 2000)



ally active, may encourage the use of contraception.

In the developing country literature, eight studies

measured the relationship between knowledge

about various reproductive health issues and sexual

initiation. In particular, of the three studies that

measured the relationship

between knowledge about

AIDS and sex (Ben-Zur et al.,

2000; Park et al., 2002; and

Magnani et al., 2002), only

one found a significant pro-

tective effect (Magnani et al.,

2002). Meanwhile, three stud-

ies measured the relationship

between knowledge of sexu-

ally-transmitted infections

(STIs) and sex; of these, one found no relationship

(Mathai et al., 1997); another found that adoles-

cents with more knowledge of STIs have a higher

risk of sexual activity (Huerta-Franco et al., 1999)

and another found that higher levels of knowledge

about STIs reduced the risk of early sexual debut

(Wyatt et al., 1999). Since these studies are cross-

sectional in design, however, it is impossible to

determine whether knowledge came before or after

the behaviour. 

In addition, there were two studies that measured

the relationship between knowledge about sexuality

and sexual debut (Huerta-Franco et al., 1999;

Abraham & Kumar, 1999), but only one (Abraham

& Kumar, 1999) found a significant protective

effect among male adolescents, while the other

found no relationship. Finally,

there were three studies that

looked at the association

between having knowledge

about contraception and ado-

lescent’s sexual experience

(Huerta-Franco et al., 1999;

Magnani et al., 2002; and,

Lacson et al., 1997). Two of

these studies (Magnani et al.,

2002 and Lacson et al., 1997)

found that having more knowledge about contra-

ception and condoms actually increased the risk of

having had sex among adolescents. In particular,

Lacson et al., (1997) found that females who had

more knowledge about condoms were much more

likely to have had sex than those with lower knowl-

edge levels. Given the cross-sectional study

designs, however, it cannot be determined whether

those who had sex may be more knowledgeable

about condoms and contraception because they

used them, or whether knowledge about condoms

and contraception preceded their having sex. 

While reproductive health knowledge may not be

as important in influencing adolescent behaviours,

the attitude to sex is clearly an important factor for

adolescent sexuality. Out of the eight studies that

analysed the relationship between sexual experi-

ence and attitudes to sex, all of them found that

having more permissive attitudes to sex greatly

increased the risk for adolescents to have had sex

(Huerta-Franco et al., 1999; Murray et al., 1998;

Kiragu & Zabin, 1993; Abraham & Kumar, 1999;

Mathai et al., 1997; Zulkifli & Low, 2000; Lacson

et al., 1997; and Podhisita et al., 2001). For exam-

ple, in Kenya, Kiragu and Zabin (1993) found that

males and females who disapprove of premarital

sex were only half as likely to be sexually experi-

enced as those who would approve of premarital

sex. Similarly, in Malaysia, Zulkifli and Low

(2000) found that adolescents with more permissive

sexual attitudes were five times more likely to be

sexually experienced, compared to those with con-

servative attitudes. These findings are consistent

with the risk and protective studies that have been

conducted in the U.S, which show strong statistical

relationships between liberal attitudes about sex

and sexual initiation.
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MALES AND FEMALES WHO

DISAPPROVE OF PREMARITAL

SEX ARE ONLY HALF AS LIKE-

LY TO BE SEXUALLY EXPERI-

ENCED AS THOSE WHO

WOULD APPROVE OF PRE-

MARITAL SEX.

(KIRAGU AND ZABIN, 1993)
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MASS MEDIA : Nowadays, mass media like

the television, radio, and the like have become pow-

erful agents of socialization. In the developing

country literature on risk

and protective factors, three

studies measured the rela-

tionship between weekly

television viewing and sex-

ual experience (Laguna,

2001; Raymundo &

Laguna, 2001; and Gupta,

2000); three studies meas-

ured the relationship

between regular movie

watching and sexual expe-

rience (Raymundo & Laguna, 2001; Laguna, 2001;

and Cruz, Laguna & Raymundo, 2001) and four

studies examined the relationship between watching

pornographic materials and sexual experience

(Chirinos et al, 2000; Abraham & Kumar, 1999;

Laguna, 2001; and Raymundo & Laguna, 2001).

Findings from all of these studies show that regular

television watching is not as strong a factor as regu-

lar movie watching and watching X-rated materials

for adolescents. For example, only Gupta (2000)

found that regular TV watching actually protected

adolescents from ever having engaged in sex, but

the other two studies that examined this found no

relationship. For regular movie watching, two of

the three studies found that adolescents, particularly

male adolescents, who

watched movies/videos on

a regular basis were more

likely to have had premari-

tal sex (Laguna, 2001;

Cruz, Laguna &

Raymundo, 2001).

Similarly, for watching

pornography, three of the

four studies found that

adolescents who viewed

pornography were more

likely to have had sex than those who had not; this

was particularly true among males (Abraham &

Kumar, 1999; Laguna, 2001; and Raymundo &

Laguna, 2001). For example, Abraham & Kumar

(1999) found that male students who had a moder-

ate level of exposure to erotic materials were more

than three times as likely to have had sex as those

with less exposure and the odds rose dramatically

among those with a higher level of exposure (to

almost 15 times).

NON-SEXUAL  R ISK  BEHAVIOURS :

Negative, risky behaviors often go together as ele-

ments of a lifestyle. In 1977, Jessor and Jessor

found that there were statistically significant rela-

tionships between alcohol use, marijuana use, ever

having had sex, and general deviance (which

included stealing and property destruction).

Subsequent studies in various samples of adoles-

cents have shown that risk behaviours of adoles-

cents cluster. Kirby (2001) suggests two plausible

interpretations of the relationship between sub-

stance use and risky sexual behaviour: (1) they are

all part of a general inclination to take risks and an

environment that supports such behaviour and (2)

drug and alcohol use diminish both inhibitions and

rational decision-making, thereby increasing the

likelihood of unprotected sex. 

In the present report, ten studies were analysed

from developing countries that explored the rela-

tionships among risky non-sexual behaviours and

sexual initiation among adolescents (Anteghini et

al, 2001; Flisher et al, 1996; Stanton et al., 1999;

Kiragu & Zabin, 1993; Podhisita et al., 2001;

Chirinos et al., 2001; Murray et al., 1998; Magnani

et al., 2003; Selvan et al, 2001; and

VanLandingham et al., 1993). What emerges are

five factors significantly associated with sexual

OUT OF THE EIGHT STUDIES THAT

ANALYZED THE RELATIONSHIP

BETWEEN SEXUAL EXPERIENCE

AND ATTITUDES ABOUT SEX, ALL

OF THEM FOUND THAT HAVING

MORE PERMISSIVE ATTITUDES

ABOUT SEX GREATLY INCREASED

THE RISK THAT ADOLESCENTS

HAVE HAD SEX.



activity among adolescents: weapon carrying,

attending discos/clubs, smoking cigarettes, using

drugs, and using alcohol. Specifically, three studies

examined the relationship between carrying a

weapon and sexual debut; and all three found that

male adolescents who had carried a weapon were

more likely to have had sex than those who did not

(Anteghini et al., 2001; Flisher et al., 1996; and

Stanton et al., 1999). Two studies (Kiragu & Zabin,

1993 and Podhisita et al., 2001) found that adoles-

cents who frequented discos and clubs were more

likely to be sexually experienced than those who

did not. Regarding cigarette smoking, three out of

five studies found that smoking cigarettes was sig-

nificantly associated with an increased likelihood

of having sex, but this was primarily seen among

males (Anteghini et al., 2001; Murray et al., 1998;

Flisher et al., 1996). 

A larger proportion of the studies on non-sexual

risk behaviours analysed the relationship between

drug and alcohol use with sexual experience. For

example, four out of seven studies found that ado-

lescents who used drugs (mainly marijuana) were

much more likely to be sexually experienced than

adolescents who did not (Murray et al., 1998;

Magnani et al., 2002; Flisher et al., 1996; Selvan et

al., 2001). Regarding alcohol use, eight out of nine

studies found that using alcohol significantly

increased the odds that an adolescent has already

engaged in sex (Murray et al, 1998; Magnani et al.,

2002; Flisher et al., 1996; Kiragu & Zabin, 1993;

Stanton et al., 1999; Selvan et al., 2001;

VanLandingham et al., 1993; Podhisita et al.,

2001). In Zambia, adolescents who used alcohol

were almost two times more likely to have had sex

(Magnani et al., 2002), while in Thailand, males

who used alcohol were more than four times as

likely to have had sex (Podhisita et al., 2001). In

Kenya, the relationship between alcohol and sexual

initiation was actually stronger

for females, which may suggest

that in sub-Saharan Africa, sub-

stance use is a more deviant

behaviour for females and its

association with sexual behav-

iour may therefore be stronger

(Kiragu & Zabin, 1993). 

PEER AND PARTNER

It is general knowledge that

peers influence the sexual behaviours of teenagers.

A common facet of the importance of peer net-

works is the adolescent’s perception of whether

his/her close friends are sexually experienced. Ten

studies examined the relationship between the ado-

lescents’ perception of their peer’s sexual behaviour

and their sexual experience, and all ten found a

positive relationship (Murray et al., 1998; Magnani

et al., 2001; Park et al., 2002; Magnani et al., 2002;

Kiragu & Zabin, 1993; Karim et al., 2000; Selvan

et al., 2001; Laguna, 2001; Isarabhakdi, 1999;

Podhisita, 2001). For example, in Ghana, male

youth who perceived that their friends were sexual-

ly active were more than two times more likely to

have initiated sexual intercourse in comparison

with youth who perceived that their friends were

not sexually experienced. The comparable effect for

females was even larger

in magnitude, with an

odds of 3.0 (Karim et al.,

2000). In Kenya and

Thailand, however, the

relationship was stronger

among males than

females. For example, in

Kenya, Kiragu and Zabin

(1993) found that males

who thought that their peers were not sexually

active were only 15% as likely to have had sex

themselves as males who perceive their peers as

sexually experienced; there was no statistically sig-

nificant relationship among their female counter-
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THREE OUT OF FIVE STUDIES

FOUND THAT SMOKING CIGA-

RETTES WAS SIGNIFICANTLY

ASSOCIATED WITH AN

INCREASED LIKELIHOOD OF

HAVING SEX, BUT THIS WAS

PRIMARILY SEEN AMONG

MALES.
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parts. However, as

Podhisita et al.,

(2001) point out,

these results should

be taken with some

caution since it is not

clear whether adoles-

cents are mimicking

the actual or imagined

behaviour of their

peers, or whether

once they initiate sex-

ual activity, they tend

to associate with others whom they perceive to be

sexually active.

Another common dimension of peer relationships

that was measured by more than one study was

talking with peers about sexuality issues. In two out

of the three studies that examined the relationship

between adolescents’ communicating with their

friends about sexual issues and their actual sexual

behaviour, there were significant positive relation-

ships, particularly among females (Magnani et al.,

2002; Meekers & Calves, 1999). For example, in

Cameroon, females who reported discussing sexual

issues with their friends and peers often were more

than twice as likely as other females to have

become sexually active by the

age of 15 (Meekers & Calves,

1999). Similarly, in Zambia,

males and females who commu-

nicated with a close friend about

reproductive health issues were

more than three times more like-

ly to have ever had sex compared

with those who had not had such

conversations (Magnani et al.,

2002). However, because these

studies used cross-sectional sur-

vey designs, it is difficult to

determine whether those who have had sex are just

more likely to discuss sex with their friends or

whether discussing sex is a precursor to having sex.

Notably, only three studies measured relationships

between partner-level factors and sexual initiation

(Wyatt et al., 1999; Chirinos et al.,

2000; and Pillai & Barton, 1999) and

since all of the studies looked at differ-

ent factors, it was not possible to draw

any meaningful conclusions about any

factors at this level.

FAMILY AND HOUSEHOLD

Four characteristics of the family and

household emerged in the present review as impor-

tant and significant factors associated with adoles-

cent sexual behaviour: place of residence, parent’s

type of marriage, family structure, family stability,

and living away from home. Place of residence was

classified under the family and household-level,

since so many of the studies focused on adolescents

who were not married and living at home.

Interestingly, a large number of studies examined

whether adolescents who lived in urban centres

were more likely to be sexually experienced than

those who lived in rural areas. The majority of

these studies measured current place of residence,

although four studies also examined the childhood

place of residence. Results of these studies show

that for both current and childhood residence, living

in an urban area was significantly associated with

the likelihood that an adolescent is sexually experi-

enced, although this conclusion is more robust for

childhood residence.

For example, of the

12 studies which

looked at the associa-

tion between current

residence and sexual

activity, four found

no relationship

IN TWO OUT OF THE THREE

STUDIES THAT EXAMINED THE

RELATIONSHIP BETWEEN ADO-

LESCENTS’ COMMUNICATING

WITH THEIR FRIENDS ABOUT

SEXUAL ISSUES AND THEIR

ACTUAL SEXUAL BEHAVIOUR,

THERE WERE SIGNIFICANT POSI-

TIVE RELATIONSHIPS, PARTICU-

LARLY AMONG FEMALES.

(MAGNANI ET AL., 2002)

FOR BOTH CURRENT AND

CHILDHOOD RESIDENCE, 

LIVING IN AN URBAN AREA

IS SIGNIFICANTLY ASSOCIAT-

ED WITH THE LIKELIHOOD

THAT AN ADOLESCENT IS

SEXUALLY EXPERIENCED.



(Gupta, 2000; Slap et al., 2003; Laguna, 2001; and

Choe & Lin, 2001), five found that adolescents

who lived in urban centres were more likely to be

sexually experienced (Park et al., 2002; Meekers,

1994; Raymundo &

Laguna, 2001; Cruz,

Laguna, & Raymundo,

2001; and Isarabhakdi,

1999), and three found

that adolescents who lived

in rural areas were more

likely to be sexually expe-

rienced (Karim et al.,

2000; Gupta & Mahy,

2003; Podhisita et al.,

2001). Regarding child-

hood residence, three out

of the four studies identi-

fied found that adolescents who lived in an urban

area during childhood were significantly more like-

ly to be sexually experienced (Gupta, 2000;

Makinwa-Adbuysoye, 1992; and Choe & Lin,

2001), while only one study found that male ado-

lescents who lived in rural areas during childhood

were significantly more likely to have ever had sex

(VanLandingham et al., 1993).

Living in a family with both parents implies the

availability of support, supervision, and behavioural

control in the lives of adolescents (Podhisita et al.,

2001). Sixteen studies examined the association

between family structure and sexual experience

among adolescents. Of

these, nine found that

when adolescents lived

with both parents, they

were less likely to engage

in sex than those who

lived with only one parent

or someone other than

their biological parent

(Murray et al., 1998;

Zelaya et al., 1996;

Anteghini et al., 2001;

Magnani et al., 2002;

Kiragu & Zabin, 1993;

Karim et al., 2000; Rwenge, 2000; Raymundo &

Laguna, 2001; and Podhisita et al., 2001). Two of

these studies specifically measured whether the

biological father was present in the home, and both

found that, among females, the presence of a father

at home during childhood and adolescence was

independently associated with a later sexual debut

(Murray et al., 1998 and Zelaya et al., 2000). In

Costa Rica, Zelaya et al., (2000) found that adoles-

cents who had lived in mother-only households

were more likely to have experienced a stressful or

conflictual home environment and to be living

under severe economic constraints. Moreover, they

found that living with a stepfather was found to be

the greatest predictor for early sexual intercourse

among females. In Thailand, Podhisita et al.,

(2000) found that being raised with only parent

more than doubled the likelihood of pre-marital sex

among females, and being raised with neither par-

ent more than doubled the prevalence of premarital

sex among males, and more than quadrupled it for

females. In Kenya, Kiragu and Zabin (1993) found

that male adolescents who lived in boarding

schools were 65% more likely to have had sex than

those who lived with both parents; among females,

the association was only marginally significant. 

Somewhat related to the above, two studies found

that adolescents who are part of a polygamous fam-

ily structure are much more likely to have engaged

in sex than those from a monogamous family

(Rwenge, 2000; Slap et al., 2003). Other studies

conducted in Africa have shown that being raised in

a polygamous family structure is associated with

higher rates of both behavioural and school prob-

lems (Adelekan et al., 1993; Peterson, 1999;

Oyefeso & Adegoke, 1992).
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Risk factors primarily for males (i.e., it is more
likely that these risk factors were significant for
males, as compared to females):

• Watching X-rated material (pornography)

• Carries a weapon

• Smoking

• Perception that friends are having sex

• Being employed 

Protective factors primarily for females:

• Father is present

• Family stability

GENDER DIFFERENCES
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Living away from home was also proven to be an

important factor to adolescent sexual behaviour.

Two studies found that when ado-

lescents lived away from home at

an early age, they were more like-

ly to have had sex compared with

those who stayed at home (Choe et

al., 2001; Laguna, 2001). For

example, in the Philippines,

Laguna (2001) found that males

who experienced separation from

home had a 30% greater likelihood of premarital

sex compared with those who had not experienced

living away from home. Among females, the likeli-

hood of premarital sex increased by 52%. Similarly,

Choe et al (2001) found that adolescents from

China, Province of Taiwan, Philippines, and

Thailand who had lived away from home before the

age of 15 years greatly increased the likelihood of

having engaged in premarital sex.

Finally, the quality of the relationship between par-

ents is also an important factor for adolescent sexu-

al behaviour. Three studies measured the relation-

ship between family stability (as defined by the

perception of their parent’s marital union) and all

found that adolescents who perceived their parents

to be in less stable relationships were significantly

more likely to engage in premarital sex (Wyatt et

al., 1999; Cruz, Laguna &

Raymundo, 2001; and Kiragu

& Zabin, 1993). For example,

in Kenya, Kiragu & Zabin

(1993) found that female ado-

lescents whose parents often

argued were almost twice as

likely to be sexually experi-

enced than are those who

came from more conflict-free environments. In the

Philippines, Cruz, Laguna, and Raymundo (2001)

found that, compared with those from unstable

marriages, adolescents who viewed their parents to

have a stable marriage were significantly less likely

to engage in premarital sex.

Other family and household variables were exam-

ined in the developing country literature, but

because there were not enough studies that found

them to be either a significant risk or protective fac-

tor, it is inconclusive about what effect they have

on adolescent sexual initiation. Some of these fac-

tors include socioeconomic status, connectedness

with parents, parent restrictedness, communications

with parents, and behaviours and attitudes of other

family members.

SCHOOL AND COMMUNITY

While these last two categories are important theo-

retical constructs, and have been shown as impor-

tant in understanding the influences that help shape

adolescent sexual behaviour in U.S.-based research,

much less has been done to operationalize them in

international research (Miller, 1998; Brewster,

1994).  

At the school level, the only factor that emerged as

a significant risk factor by more than one study was

early school leaving. For example, two studies

found that adolescents who dropped out of school

at an early age were significantly more likely to

have engaged in premarital sex than those who

remained in school, and this effect was stronger

among females than males (Choe et al., 2001;

Laguna, 2001). In the Philippines, female adoles-

cents who left school at age 13 years had a much

higher prevalence of premarital sex experience than

those who remained in school longer. Among

males, however, there was no significant relation-

ship (Laguna, 2001). Similarly, Choe et al., (2001)

found that in China, Province of Taiwan, females

who left school before the age of 15 were signifi-

cantly more likely to have had premarital sex.

THE QUALITY OF THE

RELATIONSHIP BETWEEN

PARENTS IS ALSO AN

IMPORTANT FACTOR FOR

ADOLESCENT SEXUAL

BEHAVIOR.



Notably, there was only one study that examined

the relationship between any community-level fac-

tors and sexual initiation among adolescents (Gupta

& Mahy, 2003). In that study, researchers found

that the community-level effects were generally not

significant and inconsistent across countries of sub-

Saharan Africa. For example, in Ghana, they found

that adolescents living in higher income communi-

ties were more likely to be sexually experienced; in

the United Republic of Tanzania, however, the

opposite was true. In addition, effects of a greater

availability of family planning in the community on

the probability of adolescent sexual initiation were

negligible in seven out of eight sub-Saharan

African countries.

CHAPTER SUM-
MARY
Despite the fact that premari-

tal sexual initiation is the

most studied outcome in this

review, it is surprising to find

that very few significant fac-

tors were unique to develop-

ing countries. Most of the

factors that were significantly related to premarital

sex in the developing country literature have also

been found to be significantly related to premarital

sex in the United States (Kirby, 2002). Unique fac-

tors may not have been identified because the stud-

ies both in developing countries and in the U.S. pri-

marily utilized similar theoretical models for

analysing sexual initiation. The one exception was

analysis of polygamous family structures; studies

found that adolescents who lived in polygamous

family structures were more likely to have initiated

sex at an early age. 

The majority of studies analysed the relationship

between premarital sexual initiation and socio-

demographic variables, such as, age, sex, education

level, employment, family structure, and place of

residence. Adolescents who

are male, older, employed,

and who reside in an urban

area were more likely to have

initiated sex at an earlier age.

In contrast, adolescents who

had a higher education and

who lived with both biologi-

cal parents were less likely to

have initiated sex. Fewer

studies looked beyond these

sociodemographic variables; those that did found

that adolescents, primarily males, who engaged in

other risk behaviours, such as substance use and

weapon carrying, or who perceived their peers to

be sexually active were also more likely to have

initiated sex. In addition, for girls, those that per-

ceived their parents to have an unstable marital

union were more likely to have initiated sex.

Interestingly, although U.S. studies have found a

strong relationship between family connectedness

and various adolescent sexual health outcomes, of

the eight studies which analysed family connected-

ness in relation to sexual initiation, only three stud-

ies found a significant protective effect. This could

be because family connectedness is simply not a

significant variable, given the importance placed on

extended family structures and the high numbers of

children who are fostered; or it could be because

the measures used for family connectedness do not

work in developing country settings. More research

is needed to answer this question.

TABLES
The Tables that follow (Table 2B and 2C) offer

additional detail on the findings and studies in this

review. 

TABLE 2B lists all the factors that were analysed,

and classifies them as a risk factor, a protective fac-

tor, or not significant. 
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MOST OF THE FACTORS THAT

WERE SIGNIFICANTLY RELAT-

ED TO PREMARITAL SEX IN

THE DEVELOPING COUNTRY

LITERATURE HAVE ALSO BEEN

FOUND TO BE SIGNIFICANTLY

RELATED TO PREMARITAL SEX

IN THE UNITED STATES. 
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TABLE 2C offers a snapshot summary of each

study that analysed risk and protective factors in

relation to the outcome of interest, including the

description of the study’s sample, the dependent

variable that was analysed, and results of the multi-

variate analysis. 

HOW TO READ TABLE B

The B Tables are organized by:

• Factor level (individual, peer and partner, family,

school, and community),

• The specific variable, and 

• Whether the variable was:

• a risk factor (positively associated with the

outcome at the .05 significance level),

• a protective factor (negatively associated with

the outcome at .05 significance level),

• or was not significant at the .05 significance

level (NS). 

The numbers in the Table correspond to the list of

studies included in Table C. For example, in Table

2B you will see that ‘7(males)’ is written under the

column, “Risk” across from the variable, “early

onset of puberty.” This means that study #7 (listed

in Table C) found that “early onset of puberty” was

a significant risk factor among males for premarital

sexual initiation. Note that if “males” or “females”

are not written after the number, this means that the

factor was significant for both males and

females in the sample. For chapter 5, this

Table is labeled as “Table 5C.”

HOW TO READ TABLE C

The C Tables are organized by:

• Identification number,

• The country in which the study was con-

ducted,

• The reference,

• The description of the sample and overview of

findings (under “annotations”),

• The dependent variable, and 

• The results of the multivariate analysis. 

Under the “Results” column, several things should

be pointed out. First, if the factor is a significant

risk factor, the font is in bold and italics. If the fac-

tor is a significant protective factor, the font is sim-

ply in bold. If the factor was found to be not signif-

icant, it is labeled “NS.” There are certain variables

that are labeled “SV.” This means that the variable

is significant at the .05 significance level, but it

cannot be classi-

fied as “risk” or a

“protective” factor

because it varies

according to the

referenced catego-

ry, which is specif-

ic only to the

country of study.

For example, “region of residence” is commonly

labeled as “SV,” since it depends on which location

within the specific country is used as the reference

category. Finally, if the analysis is stratified by sex,

males (M) and females (F) are in separate columns;

if the sample was combined, it is labeled as “M/F.”

TABLE CODES

Bold ..................Protective factor

Bold+Italic ......Risk factor

NS ......................Not significant

SV ......................Significance depends
on category
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TABLE 2B: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR PREMARITAL SEXUAL INITIATION

VARIABLE NS (P>.05)
RISK (POSITIVE
ASSOCIATION) (P<.05)

PROTECTIVE (NEGATIVE
ASSOCIATION) (P<.05)

INDIVIDUAL LEVEL

SOCIODEMOGRAPHIC VARIABLES

Early onset of puberty 7 (males), 13 (females), 19, 20

Older age 4, 7 (males), 12 (females), 33 1, 2, 6, 8, 10 (females), 11, 16, 19
(males) 20-22, 25, 30-32 (males, 35,
38-41, 42-43 (males)

26 (females)

Younger cohort in survey 13, 15, 26, 27 (males) 4

Male 28, 31 1, 11, 22 (sex in previous 6 months),
30, 33, 34, 38, 40

Engaged to marry 4

Married 13 (females), 26 16 (females), 38

GPA 40 8 (females

Literate 15 (females)

Informal education 10 (females)

Educational aspirations 23 (males), 5 (females), 11, 35

Repeated a grade 7 (males), 20 (males)

Higher education 6, 28, 34 21 (males), 23 (males), 25, 29, 37 2, 4, 14 (females), 16, 27 (females)

In-school 16, 21 (females), 37, 43 (males), 44

Religious affiliation 2, 7 (males), 19, 26, 30, 34 15, 36 (females) 23, 39 (females)

Higher level of religiosity 1, 13 (females), 23 (males), 30, 39 2, 20, 36

Ethnicity 25, 26 19, 29

Work/employment 9, 13 (females) 32 (males), 34, 42 (males) 37

Not enough personal income 44

Knowledgeable about AIDS 1, 11 16

Knowledgeable about STDs 33 6 13 (females)

Knowledgeable about sexuality 6 32 (males)

Knowledgeable about contraception/condoms 6 16, 39 (females)

Liberal attitudes toward sex 6, 8, 20, 32 (males), 33, 34, 39, 44
(females)
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TABLE 2B: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR PREMARITAL SEXUAL INITIATION (CONTINUED)

VARIABLE NS (P>.05)
RISK (POSITIVE
ASSOCIATION) (P<.05)

PROTECTIVE (NEGATIVE
ASSOCIATION) (P<.05)

Perceives many barriers to sex 22 (females)

Attitudes: impossible to say no to sex 7 (males)

Positive attitudes about contraception 6 20 (females) 33

Attitudes towards STDs 6

Negative attitudes towards early parenthood 8 (males)

Attitudes: ideal age for first sex 8

Fear/worry about AIDS 1

Perceived risk of AIDS 22, 32 11

Awareness of AIDS severity 22

Condom use self-efficacy 11

Self-efficacy on sexual relationship 25 (females)

MASS MEDIA/LEISURE

Watches TV weekly 36, 37 2

Listens to radio 36, 37 38

Reads newspaper regularly 37 38 36 (females)

Watches movies/videos regularly 37 36 (males), 38 36 (females)

Viewed X-rated materials 7 (males) 32 (males), 36 (males), 37 (males)

Plays sports 7 (males) 3 (females)

SKILLS

Refuses unsafe sex 11, 17

NON-SEXUAL RISK BEHAVIOURS

Carries a weapon 3 (males), 18 (males) 22 (sex in
previous 6 months)

Beats girlfriend 22 (males, sex in previous 6 months)

Attempted suicide 18 (males)

Experienced a car accident 18 (males)

Going out at night alone 18 (males & females)

Attends discos/clubs 20, 44 (males)
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TABLE 2B: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR PREMARITAL SEXUAL INITIATION (CONTINUED)

VARIABLE NS (P>.05)
RISK (POSITIVE
ASSOCIATION) (P<.05)

PROTECTIVE (NEGATIVE
ASSOCIATION) (P<.05)

Smoking habits 7 (males), 22 (sex in previous 6
months)

3, 8 (males), 18 (males)

Drug use 3, 7 (males), 22 (sex in previous 6
months)

8,16,18 (females), 32

Alcohol use 7 (males) 8 (females), 16, 18, 20, 22 (sex in
previous 6 months), 32, 42 (males), 44
(males)

GENERAL ATTITUDES

Positive self-image/self-efficacy 3, 13 (females), 24, 44 22

Gender role perception 25

Self-esteem: important to those with whom you live 9

Self-esteem: able to tell friends when in disagreement 17 (females) 9 (females)

Self-esteem: able to lead friends 9 (males)

SEXUAL RISK BEHAVIOURS

Victim of sexual abuse 3, 6

Having had a girlfriend 7 (males)

Currently in a relationship 17 (females) 8

PEER AND PARTNER LEVEL

Number of friends 25 (males)

Popular with friends 3 32 (males)

Liberal attitudes of peers 13 (females), 5 (females) 12 (females)

Importance of friends’ opinion 25

Peers/friends have had sex 8, 9, 11, 16, 20 (males), 25, 32, 36, 43
(males), 44 (males)

Peers/friends became pregnant 9 (males)

Peers/friends had an abortion 9

Attends parties with friends 16

Discusses RH issues with friends 16, 26 (females) 5 (females)

Number of relationships in past 3 months 13 (females)

Type of partner 133  (females)
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TABLE 2B: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR PREMARITAL SEXUAL INITIATION (CONTINUED)

VARIABLE NS (P>.05)
RISK (POSITIVE
ASSOCIATION) (P<.05)

PROTECTIVE (NEGATIVE
ASSOCIATION) (P<.05)

Age of 1st partner 13 (females)

Younger age of current partner 17 (females)

Discussed RH issues with last partner 7 (males)

FAMILY LEVEL

Mother’s age 6

Father’s age 6

Marital status of parents 3,7 (males)

Parent’s marriage: polygamous vs. monogamous 28,30

Mother’s education 1, 4, 7 (males), 19, 31, 33, 35, 44 36 (males)

Father’s education 1, 7 (males), 31, 33, 35, 41, 43,
44

36 3 (males), 6

Father’s ethnicity 28

Father’s occupation 7 (males) 28

Family religiosity 32 38

Place of residence: urban vs. rural 2, 30, 36, 41 11, 15 (depends on country), 37
(males), 38, 43 (northern residence)

14 (females), 25 (males), 44 (males)

Childhood urban residence 2, 29, 35 (males) 42

Years of residence 25 (males), 43

Parents don’t live together 28

Father is present 8 (females), 10 (females)

Stepfather vs. father present 10 (females)

Having a parent who died 30

Female-headed household 19, 21

Lives in boarding school vs. parents 20 (males)

Left home at early age/lived away from home 35, 36

Family structure: lives with both parents 7, (males) 9, 19, 31, 34, 36, 43 3 (males), 16, 20, 25 (females), 28,
37, 44

Family structure: lives with grandparents 28

Less family stability 13 (females), 20 (females), 38
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TABLE 2B: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR PREMARITAL SEXUAL INITIATION (CONTINUED)

VARIABLE NS (P>.05)
RISK (POSITIVE
ASSOCIATION) (P<.05)

PROTECTIVE (NEGATIVE
ASSOCIATION) (P<.05)

No. of persons in household 7

No. of siblings 6, 19

High socioeconomic status 19,25, 27 13 (females), 32 (males), 39 (males) 9 (females)

Gun in home 3 (males)

Family environment: medium comfort vs. very
comfortable

32 (males)

Good connections with parents 3, 9, 13 (females), 37, 44 30, 40, 41 (males)

Problem-solving in family 6

Family restrictiveness: not strict 32 (males) 38

Parental control over sexual life 27

Communicates with parents about SRH 3, 26 38 5 (for 16-19 year old females), 38

Communicates with parents about contraception 25

Parents approve of having sex 5 (females) 37

Family members approve of using contraception 25 (males)

Mother single at first pregnancy 5 (females)

Sister had premarital pregnancy 25 (males), 39 (females) 5 (females)

Brother impregnated someone before marriage 25 (males)

SCHOOL LEVEL

School location: urban vs. rural 23 20

Type of school 23, 30

Left school early 35, 36

Connections with teachers/school 30 3 (males)

Communicates with teachers about SRH 26

Head of school favours severe response to teacher-
student sex

19

Head of school approves of family planning and FLE 19

Head of school believes pregnant girls should be
ll d t t i h l

19
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TABLE 2B: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR PREMARITAL SEXUAL INITIATION (CONTINUED)

VARIABLE NS (P>.05)
RISK (POSITIVE
ASSOCIATION) (P<.05)

PROTECTIVE (NEGATIVE
ASSOCIATION) (P<.05)

allowed to stay in school

Percent of teachers that believe math is important to
girls

19

Percent of teachers who do not express a preference in
teaching boys

19

Average number of positive teacher-student
interactions

19

No. of FLE subjects taught 19

% of students who report that an adult talks with
students about problems

19

% of students of either sex who report that sexes are
treated equally at school

19 (females)

Average % of correct answers to RH knowledge
questions

19

% of students in school clubs 19

% of students in school sports 19

COMMUNITY LEVEL

Higher community development 14 (females in Ghana) 14 (The United Republic of Tanzania)

Higher community family planning environment 14 (females in Mali)
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TABLE 2C: DETAILED DESCRIPTION OF STUDIES FOR PREMARITAL SEXUAL INITIATION

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

MID-EAST REGION

1 Israel Ben-Zur et al. (2000):
“Denial of HIV/AIDS and
Preventive Behavior among
Israeli Adolescents.” In
Journal of Adolescence
23:157-174.

A national sample of 1082 Israeli
adolescents, aged 14-18 years,
was questioned about their
sexual habits and HIV/AIDS-
related denial. Findings showed
that the associations between
age at first intercourse and
denial were unexpectedly weak.
In fact, only age and gender
were significantly associated to
age at first intercourse. In the

Sample:  Males & females
combined

Age at first
intercourse

STANDARDIZED COEFFICIENTS

Individual level M/F
� Knowledge NS
� Older Age 0.48
� Male Sex 0.19
� Religiousness NS
� Total Denial Scale NS
� Total Attitude Scale NS
� AIDS-related State-Anxiety NS
� Anxiety, in general NS
� Social Desirability Scale NS

Family level
� Mother’s education NS
� Father’s education NS
� Mother origin NS
� Father origin NS

LATIN AMERICA/CARIBBEAN REGION

2 Brazil Gupta (2000): “Sexual
Initiation and Contraceptive
Use among Adolescent
Women in Northeast Brazil.”
In Studies in Family Planning
31(3): 228-238.

The author used data from 3
Demographic and Health surveys
conducted in Northeast Brazil
between 1986 and 1996 to
determine what factors are
associated with sexual initiation
and contraceptive use.

Findings show that the risk of
sexual initiation among women
increases with age. Education,
and regular religious attendance
was also shown to reduce the
likelihood of having sex before
20 years. Although current
residence plays little role in
general, the opposite is true for
childhood residence.

Premarital
intercourse
before age 20

ODDS RATIOS

Premarital Intercourse before age 20
Individual level F

� Age: <13 vs. 19  0.19
� Age: 17-18 vs. 19 1.55
� Education: 5 yrs. vs. 0-4 yrs 0.76
� Religious affiliation NS
� Attends regular church

services 0.55
� Watches TV weekly NS

Family level
� Urban vs. rural residence (current) NS
� Childhood urban residence 1.47
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TABLE 2C: DETAILED DESCRIPTION OF STUDIES FOR PREMARITAL SEXUAL INITIATION (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

Women who spend their earlier
years in an urban area are more
likely to engage in sex during
adolescence. With respect to
mass-media, viewing TV
regularly is inversely associated
with the risk of sexual initiation
during adolescence, but the
independent effects no longer
hold true for premarital intercourse.

Sample: Females only

3 Brazil Anteghini et al. (2001):
“Health Risk Behaviors and
Associated Risk and
Protective Factors among
Brazilian Adolescents in
Santos, Brazil.” In Journal of
Adolescent Health 28: 295-
302.

Authors used comprehensive
survey, adapted mostly from the
Minnesota Adolescent Health
Survey, among 8-10th graders in
Santos, Brazil.

One of the primary objectives
was to identify risk and
protective factors that were
associated with several risk
behaviors (such as smoking, drug
use, onset of sex, pregnancy, and
violence).

 Risk factors for the early onset
of sexual intercourse for the boys
were: smoking, having a gun in
the home, and gun carrying.
Living with both parents, feeling
liked by teachers, and having a
college-educated father were
protective against early onset of
sex. The only significant risk
factor for girls was smoking
cigarettes. The only protective
factor was participating in
sports.

Sample:  Males & females
stratified

Age at first
sex <15 years

ODDS RATIOS

Individual level M F
� Cigarette smoking 2.04 3.33
� Use of illegal drugs NS NS
� Injecting drugs NS NS
� Carries a weapon 1.79 NS
� Positive self image NS NS
� Play sports NS 0.83
� Sexually forced NS NS

Peer and Partner level M F
� Popular with friends NS NS
� Invited to parties NS NS

Family level M F
� Gun in home 2.04 NS
� Living with both parents 0.68 NS
� Connections with parents NS NS
� Marital status of parents NS NS
� Father’s higher education 0.86 NS
� SRH discussions with parents NS NS

School level
� Connections with teachers  0.77 NS
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TABLE 2C: DETAILED DESCRIPTION OF STUDIES FOR PREMARITAL SEXUAL INITIATION (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

4 Costa Rica Rosero-Bixby (1991):
Premarital Sex in Costa Rica:
Incidence, Trends, and
Determinants.” In
International Family
Planning Perspectives 17(1):
25-29.

The author used retrospective
data from a national sample of
Costa Rican women to determine
whether premarital sexual
activity has increased among
younger cohorts. Data showed
that younger cohorts tended to
have a lower risk of premarital
sexual activity than older cohorts.
Few risk and protective factors
were analysed. Although the
protective effect of education
was demonstrated, being
engaged is risky for sex
initiation.

Sample: Females only

Likelihood of
initiating
premarital sex

RISK RATIOS

Individual level F
� Older age NS
� Younger cohort 0.67
� Higher education

attainment 0.39
� Engaged to marry 6.90

5 Mexico Pick de Weiss et al. (1991):
“Sex, Contraception, and
Pregnancy among
Adolescents in Mexico City.”
In Studies in Family Planning
22(2): 74-82.

The authors carried out this
study among females of lower-
middle and lower socioeconomic
status levels in Mexico City to
determine the psychosocial
determinants of abstaining from
sexual intercourse, practising
contraception, and avoiding
pregnancy. Communication, both
among family members and
peers was found to be an
important factor. Factors
positively related to not having
had sex for the 16-19 year old
includes the acceptance of
traditional family and societal
norms, and having open
communication concerning
sexual matters with parents and
friends.

For 12-15-year-olds, the findings
are similar, with few exceptions.
Thus, despite their

Not had
sexual
intercourse

ODDS RATIOS

12-15 year olds:
Individual level F

� Acceptance of parental
authority 2.90

� School aspirations 2.10
� Acceptance of myths NS

Peer and Partner level
� Perceives friends as having liberal

attitudes about sex NS
� Discussed SRH with peers 3.31

Family level
� Discussed SRH with parents NS
� Sister pregnant 2.79
� Mother single at 1st

pregnancy 2.02

16-19 year olds
Individual level F

� Acceptance of parental
authority 2.77
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TABLE 2C: DETAILED DESCRIPTION OF STUDIES FOR PREMARITAL SEXUAL INITIATION (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

maturational differences, the
same processes are operating.

Sample: Females only

� School aspirations 1.37
� Acceptance of myths NS

Peer and Partner level
� Perceives friends as having

liberal attitudes about sex 1.61
� Discussed SRH with peers 2.41

Family level
� Discussed SRH with parents 1.68
� Sister pregnant 1.60
� Mother single at 1st

pregnancy 2.24
� Perceives father as having liberal

attitudes about sex NS

6 Mexico Huerta-Franco et al (1999):
“Factors associated with the
Sexual Experiences of
Underprivileged Mexican
Adolescents.” In
Adolescence 34(134): 389-
400.

The study investigated family
and individual factors associated
with the sexual experiences of
underprivileged Mexican
adolescents – those who were
unemployed, underemployed,
and working at factories.
Findings showed that sexual
activity is strongly associated
with age, knowledge about
STDs, and attitudes towards
sexuality. Family problem-solving
and roles were also associated
with sexual activity.

Sample:  Males & females
combined

Sexual activity ODDS RATIOS

Individual level M/F
� Older age 1.35
� Education NS
� Knowledge about STDs 1.58
� Knowledge about sexuality NS
� Knowledge about contraception NS
� Liberal attitudes toward

sexuality 1.04
� Attitudes towards contraception NS
� Attitudes towards STDs NS
� Victim of sexual abuse NS

Family level
� Father’s higher education 0.46
� Mother’s education NS
� Father’s age NS
� Mother’s age NS
� Number of children in family NS
� Number of persons in family NS
� Place in family NS
� Persons/room NS
� Problem-solving in family 0.84
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TABLE 2C: DETAILED DESCRIPTION OF STUDIES FOR PREMARITAL SEXUAL INITIATION (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

� Affective and economic
roles in family 0.68

7 Peru Chirinos et al. (2000): “A
profile of sexually active
male adolescent high school
students in Lima, Peru”. In
Cad. Saude Publica, Rio de
Janeiro, 16(3): 733-746

To document knowledge and
attitudes regarding sexuality and
sexual practices of male
adolescents, a self- administered
anonymous survey was
completed as part of a School-
Based Sex Education Intervention
Model. Sexual activity was
related to ever having repeated a
grade, spoke with their girlfriend
about sex, had first ejaculation
at an early age, and currently
had a girlfriend.

Sample: Males only

Sexually active ODDS RATIOS

Individual level M
� Age NS
� Grade NS
� Ever repeated a grade 1.94
� Religion NS
� Having had a girlfriend 2.74
� First ejaculation at early

age 2.76
� Sports NS
� Viewing pornographic materials NS
� Alcohol use NS
� Drug use NS
� Tobacco use NS
� Knowledge NS
� Attitudes: impossible to

say no to sex NS

Peer/Partner level
� Talking about sex with

girlfriend 2.74

Family level
� Number of persons living at home NS
� Type of persons’ living at home NS
� Parents’ marital status NS
� Parent’s schooling NS
� Parents’ occupation NS

8 Chile Murray et al. (1998):
“Gender Differences in
Factors Influencing First
Intercourse among Urban
Students in Chile.” In
International Family
Planning Perspectives 24(3):
139-144, 152.

Authors conducted study to
identify the factors associated
with early sexual debut. Data are
based on a baseline survey used
to evaluate a sex education and
reproductive health services
intervention programme.
Findings showed that there were
few differences by sex in the

Ever had sex ODDS RATIOS

Individual level M F
� Older age 1.36 1.27
� GPA NS 0.96
� Liberal attitudes towards sex 1.18 1.51
� Negative attitudes towards

early parenthood 0.65 NS
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TABLE 2C: DETAILED DESCRIPTION OF STUDIES FOR PREMARITAL SEXUAL INITIATION (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

attitudinal, behavioural, and
social relations factors that were
significantly related to sexual
debut, although father’s
presence in the home, academic
achievement, and alcohol use
were significant for females only.
Meanwhile, smoking was
significant only to males.

Sample: Males & females
stratified

� Ideal age for first sex 0.90 0.86
� Ever smoked 1.95 NS
� Ever drank NS 1.48
� Ever used marijuana 2.40 1.97

Peer and Partner level
� Peers are sexually active 3.73 2.42
� Currently in relationship 3.32 3.24

Family level
� Father present NS 0.68

9 Peru Magnani et al (2001):
“Correlates of Sexual
Activity and Condom Use
among Secondary-school
Students in Urban Peru.” In
Studies in Family Planning
32(1): 53-66.

Survey data from urban
secondary school students were
gathered as part of an evaluation
of the initial phase of the
Peruvian Ministry of Education’s
national sex education
programme. Findings show that
socioeconomic status was
significant, and only for girls.
Strong peer effects, however,
were clearly seen. Students of
both sexes were significantly
more likely to have had sex if
they perceived that some or
many of their friends were
sexually experienced. Boys with
many friends who had
impregnated girls were also
much more likely to have had
sex.

Sample: Males & females
stratified

Ever had sex ODDS RATIOS

Individual level M F
� Work/employment NS NS
� Important with whom

you live 0.67 0.48
� Able to tell friends when

in disagreement NS 0.66
� Others find fault with you NS NS
� Need guidance for problems NS NS
� Able to lead friends 1.26 NS
� Have more positive qualities NS NS
� Attends mixed-sex school NS NS

Peer and partner level
� Peers/friends have had sex 2.29 2.46
� Peers became pregnant 1.71 NS
� Peers have had an abortion NS NS

Family level
� Region of residence SV NS
� Lives with other vs. parents NS NS
� Socioeconomic status:

high vs. low NS 0.60
� Communication with parents NS NS
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TABLE 2C: DETAILED DESCRIPTION OF STUDIES FOR PREMARITAL SEXUAL INITIATION (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

10 Nicaragua Zelaya et al. (1996): Gender
and Social Differences in
Adolescent Sexuality and
Reproduction in Nicaragua.”
In Journal of Adolescent
Health 21: 39-46.

A community-based study
among 7,789 households was
conducted in the municipality of
Leon, Nicaragua. Findings
revealed that the current
adolescent age group (15-20
years) had the latest onset of
sexual intercourse. Risk for
earlier first intercourse was
found to be higher among
women with lower educational
attainment and those not living
with their biological father
during childhood. For those
living with a stepfather, the risk
was even greater.

Sample:  Males & females
stratified

Age at first
intercourse

ODDS RATIOS

Individual level M F
� Older age  NS 1.62
� Informal education NS 1.57

Family level
� Father not present NS 1.55
� Stepfather present NS 1.79

11 Ecuador Park et al. (2002):
“Correlates of HIV Risk
among Ecuadorian
Adolescents.” In AIDS
Education and Prevention
14(1): 73-83.

Purpose of study was to examine
the relationship of HIV
knowledge, demographics, and
psychosocial factors with HIV risk
behaviour among high school
students. Findings showed that
males and older respondents
were more likely to have had
sex. Respondents who resided in
the urban region, who thought
they were more likely at risk for
AIDS, who reported higher self-
efficacy with condoms, and who
had a perception that peers were
engaging in sex were all more
likely to be sexually experienced.

Sample: Males & females
stratified

Ever had sex ODDS RATIOS

Individual level M/F
� Female 0.14
� Older age 1.78
� Perceived AIDS risk 2.18
� Condom use self-efficacy 1.15
� Refusal unsafe sex 0.89
� Educational aspirations 0.88
� AIDS knowledge NS

Peer and partner level
� Peer sexual behaviour 2.50

Family level
� Rural region 0.71

12 Puerto Rico Velez et al. (1997):
“Intention to Postpone
Sexual Initiation among
Puerto Rican Female

Authors examined factors
associated with intentions to
initiate sexual intercourse among
female high school students in
Puerto Rico.

Intention to
postpone
sexual
initiation

STANDARDIZED COEFFICIENTS

Individual level F
� Age NS
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TABLE 2C: DETAILED DESCRIPTION OF STUDIES FOR PREMARITAL SEXUAL INITIATION (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

Adolescents.” In Puerto Rico
Health Sciences Journal
16(2): 154-161.

Findings showed that the
mother’s traditional sexual
values along with the teen’s
conventional behaviour, and the
perception of conventional
behaviour among peers were
related to a lower expectation of
sex initiation.

Sample: Females only

� Perception of own conven-
tional behaviour (importance
of school, importance of
church, engagement
in non-sexual risk behaviour) -0.28

� Perception of
traditional sexual values -0.23

Peer and partner level
� Peer norms -0.15
� Perception of peer’s

traditional values -0.23
� Perceive peers’

conservative behaviour -0.28

Family level
� Mother’s education NS
� Intact family NS
� Mother’s traditional

sex values -0.30
� Disharmony with mother NS
� Communicates with

mother about sex NS
� Mother involvement/regulation NS
� Agreement with mother’s values NS

13 Jamaica Wyatt et al (1999):
“Correlates of First
Intercourse among Women
in Jamaica.” In Archives of
Sexual Behavior 28(2): 139-
157.

Study was conducted among a
random sample of women to
examine retrospective reports of
factors thought to influence first
intercourse. Findings showed
that early initiators of intercourse
were more likely to have less
family stability and to have
experienced menarche at a
younger age. They were also
more likely to report lower
socioeconomic status and less
STD knowledge.

Sample: Females only

Age at first
intercourse

ODDS RATIOS

Individual level F
� Older age at menarche 0.72
� Current age: older 0.96
� Employment NS
� Religiosity NS
� Knowledge of STDs 0.73
� Self-esteem NS
� Marital status NS

Peer and partner level
� Age of first partner 0.86
� Casual relationship

with first partner 1.28
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TABLE 2C: DETAILED DESCRIPTION OF STUDIES FOR PREMARITAL SEXUAL INITIATION (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

� Number of relationships
>3 mo. 1.22

� Peer attitudes NS

Family level
� Family stability 1.42
� Socioeconomic status:

low vs. high 1.39
� Parental affection NS

SUB-SAHARAN AFRICA REGION:

14 Burkina Faso,
Ghana, Kenya,
Mali, Senegal,
the United Republic
of Tanzania,
Zimbabwe, Cote
d’Ivoire

Gupta & Mahy (2003): “Sexual
Initiation among Adolescent
Girls and Boys: Trends and
Differentials in sub-Saharan
Africa.” In Archives of Sexual
Behavior 32(1): 41-53.

Study examined trends in
adolescent sexual initiation in
sub-Saharan Africa, with an
emphasis on differentials in
social determinants across sex
and contexts. Findings showed
important sex differences: while
secondary schooling was
associated with lower
probability of early sex among
girls in all countries, the
relationship was often opposite
among boys.

Sample: Separate models
for males & females

Having sex
before age 18
(women) and
age 20 (men)

*Results vary
by country

ODDS RATIOS

Female model
Individual level F

� Higher education 0.13 to 0.53
� Regular radio exposure NS; 0.72; 0.75

Family level
� Urban residence NS; 0.50-0.60

Community level
� High community

development NS; 1.77; 0.51
� Available family planning NS; 2.27

Male model
Individual level M

� Higher education NS; 0.21-2.01
� Regular radio exposure NS; 0.63-2.34

Family level
� Urban residence NS

Community level
� High community

development NS; 0.38
� Available family planning NS

15 Burundi, Ghana,
Kenya, Liberia,
Mali, Togo, and
Zimbabwe

Meekers (1994): “Sexual
Initiation and Premarital
Childbearing in Sub-Saharan

Author analysed adolescent
sexual activity and reproductive
behaviour in sub-Saharan

Had sex before
age 15

STANDARDIZED COEFFICIENTS
Individual level M/F

� Younger age 1.17 to 2.04
� Literate NS; -0.66 to -0.42
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Africa.” In Population
Studies 48(1):47-64.

Africa from DHS data. Findings
showed that older age, religion,
and place of residence were
significant predictors of ever
having sex, although the
significance of these variables
varied by country.

Sample: Males & females
combined

*Results vary
by country

� Christian vs. other NS; -0.24 to 0.34
� Muslim vs. other NS; -0.25 to 0.67
� Urban vs. rural NS; -0.60 to 2.42
� Year of 1st

intercourse -0.10 to –0.05

16 Zambia Magnani et al (2002):
“Reproductive Health Risk
and Protective Factors
among Youth in Lusaka,
Zambia.” In Journal of
Adolescent Health 30: 76-
86.

Study was conducted to identify
risk and protective factors that
expose Zambian youth to HIV.
Findings revealed that level of
education and current school
attendance were protective to
ever had sex. Living with both
birth parents and having
knowledge about AIDS was
protective against ever having
had sex. However, knowledge
about using condoms was a risk.
Knowing peers that had had sex
was associated with a higher
probability of ever having had
sex among youth of both males
and females. Youth who
engaged in higher risk activities
(drinking alcohol and using
drugs) were also more likely to
have had sex. Communication
with the first close friend about
RH issues was associated with
higher levels of sexual activity,
likely reflecting the influences of
peers.

Sample: Primarily males &
females combined

Ever had sex ODDS RATIOS

Individual level M/F
� Older age 1.28
� Higher education level 0.41
� Knowledge on condoms

index 6.91
� Knowledge on AIDS index 0.24
� Ever drank alcohol 2.46
� Ever used drugs to get high 2.71

M F

� In school 0.64 0.29
� Currently married NS 39.23

Peer and partner level M/F
� Knows someone who had

sex 23.44
� Attends parties with first

close friend 1.76
� Communicates with friend

on SRH 3.12

Family level
� Family structure: other adult 1.51

Interactions
� Gender School 0.30

17 Zambia Pillai & Barton (1999):
“Sexual Activity among
Zambian Female Teenagers:
the Role of Interpersonal
Skills.” In Adolescence

Study examined the relationship
between interpersonal skills and
sexual activity among female
adolescents in Zambia. Findings
showed that the inability to say

Coital sexual
activity

STANDARDIZED COEFFICIENTS
Individual F

� Feels involved with boyfriend NS
� Like doing things with boyfriend NS
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34(134): 381-387. no was associated with coital
sexual activity. These results
suggest that adolescent females
who lack assertiveness tend to
be more vulnerable to sexual
activity.

Sample: Females only

� Younger age of boyfriend 0.17
� Difficult to say no to friends 0.17
� Difficult to say no to an

unexpected sexual advance 0.13
� Intention to have an

initiation ceremony NS

18 South Africa Flisher et al (1996): “Risk-
taking Behaviors of Cape
Peninsula High School
Students: Multivariate
Relationships among
Behaviors.” In South African
Medical Journal 86: 1094-
1098.

Authors conducted a cross-
sectional survey among high
school students in Cape
Peninsula. Results showed that
all odds ratios were greater than
1, which indicates a trend for all
the risk behaviours to be related
to each other – particularly for
males. For females, only
marijuana smoking, alcohol
binging, and going out a night
alone were significantly related
to having had sex.

Sample: Males & females
stratified

Ever had sex ODDS RATIOS

Individual level M F
� Cigarette smoking 2.20 NS
� Marijuana smoking NS 4.50
� Smokes cigarettes &

marijuana 3.90 NS
� Alcohol binges 2.30 1.80
� Carrying a knife to school 1.90 NS
� Going out at night alone 2.20 2.10
� Attempted suicide 2.00 NS
� Experienced car accident 1.80 NS

19 Kenya Mensch et al (2001):
“Premarital Sex, Schoolgirl
Pregnancy, and School
Quality in Rural Kenya.” In
Studies in Family Planning
32(4): 285-301.

Authors used data from nearly
600 adolescents in combination
with data collected from 33
primary schools that the
adolescents attended to explore
whether certain aspects of the
school environment affect the
initiation of premarital sex in
Kenya. Findings show that
although neither the school nor
the home appears to influence
whether boys have sex before
marriage, for girls, a school
characterized by a gender-
neutral atmosphere appears to
reduce the risk of engaging in
premarital sex. In the individual
level, the odds of an adolescent
experiencing sex are much
greater if she or he has reached

Ever had
premarital sex

ODDS RATIOS

Individual level M F
� Reached puberty 5.54 12.26
� Older age1 2.06 NS
� Ethnicity SV SV
� Religion NS NS

Family level
� Female-headed household NS NS
� Living with both parents NS NS
� No. of same-sex adolescents NS NS
� Socioeconomic status NS NS
� Mother’s education NS NS

School level
� Policy on teacher-student sex NS NS
� Approves of F.P. and FLE NS NS
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puberty. What is noteworthy
about the model is that few
variables explain why boys are
having sex.

Sample: Males & females
stratified

� Pregnant girls remain in school NS NS
� Enforces response to males

impregnating female students NS NS
� % of teachers that believe girls

should know math NS NS
� % of teachers who do not express

a preference in teaching boys NS NS
� Average number of positive

teacher-student interactions NS NS
� No. of FLE subjects taught NS NS
� % of students who report that

an adult talks with students
about problems NS NS

� % of students who report
that sexes are treated
equally at school NS 0.33

� % of girls tested for pregnancy NS NS
� Average % of correct

answers RH knowledge questions NS NS
� % of students in school clubs NS NS
� % of students in school sports NS NS

20 Kenya Kiragu & Zabin (1993): “The
Correlates of Premarital
Sexual Activity among
School-Age Adolescents in
Kenya.” In International
Family Planning Perspectives
19: 92-97.

The authors surveyed
adolescents enrolled in 46
coeducational primary,
secondary, and vocational
schools in Kenya to determine
what factors are associated with
premarital sexual activity.
Findings show that adolescents
who socialize with sexually
experienced peers are much
more likely to have sex
themselves.

Other factors included residing in
a rural area, attained puberty,
weak religious commitment,
liberal attitudes towards sex, and
an unstable family environment.

Sample: Males & females
stratified

Ever had sex ODDS RATIOS

Individual level M F
� Older age 1.21 1.45
� Prepubescent 0.43 0.29
� Medium religiosity 1.58 1.60
� Substance abuse 1.86 4.28
� Attends discos 2.44 2.18
� Disapproves of premarital

sex 0.44 0.55
� Favours birth control NS 1.62
� Repeated a class 1.42 NS

Peer and partner level
� Friends not sexually active 0.15 NS

Family level
� Lives in boarding school 1.65 NS
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� Lives with other adults NS 1.62
� Moderate/high parent

conflict NS 1.82

School level
� Urban school location 0.63 0.70

21 Botswana Meekers & Ahmed (2000):
“Contemporary patterns of
Adolescent Sexuality in
urban Botswana” In Journal
of Biosocial Science 32, 467-
485.

Data from the 1995 Botswana
Adolescent Reproductive Health
Survey were used to examine
patterns of adolescent sexual
behaviour and the factors that
affect them. Results show that
having a secondary education
increases the odds that a male is
sexually experienced. Males who
report being influenced by
school, the health sector, and the
media are more likely to be
sexually experienced, while
those who are influenced by
their parents are less likely to
have had sex. For females, those
who are currently in school are
less likely to be sexually
experienced. None of the sources
of RH information had a
significant impact on female
sexual behaviour.

Sample: Males & females
stratified

Being sexually
experienced

ODDS RATIOS

Individual level M F
� Older age 2.00 3.00
� Secondary + education 2.52 NS
� In school NS 0.40
� Influenced by school on

reproductive health attitude
(RHA) 1.57 NS

� Health sector influenced
RHA 1.70 NS

� Religion influenced RHA NS NS
� Media influenced RHA 1.64 NS

Peer level
� Peers/siblings influenced RHA NS NS

Family level
� Female head of household NS NS
� Parents influenced RHA 0.54 NS
� Influenced by other family

member on RHA NS NS

22 Namibia Stanton et al. (1999): “HIV
risk behaviors, intentions,
and perceptions among
Namibia Youth as assessed
by theory-based
questionnaire”. In AIDS
Education and Prevention,
11(2), 132-149, 1999.

Authors used data obtained from
a cross-sectional survey of
Namibian youth to assess AIDS-
risk behaviours and perceptions.
Findings show that among males,
those who perceived higher
intrinsic rewards for engaging in
sex were more likely to be sexually
experienced, whereas those with
higher levels of self-efficacy (to be
able to remain abstinent) were
more likely to be virgins. A similar

Sexual
experience

ODDS RATIOS
Individual level M F

� Older age 1.34 1.50
� Social influences NS NS
� Influence of individual

factors 1.57 2.95
� View STD and HIV as severe NS NS
� Vulnerability NS NS
� Self-efficacy 0.71 0.47
� Response-efficacy NS NS
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profile existed for females.
Females with high perceptions of
response costs (barriers) were less
likely to have had sex.

Sample: Males & females
stratified

� Response-cost 0.74

23 The United Republic
of Tanzania

Lugoe et al., (1996): “Sexual
Debut and Predictors of
Condom Use among
Secondary School Students
in Arusha, Tanzania.” In
AIDS CARE 8(4): 443-452.

Authors used a cross-sectional
survey among students attending
7 secondary schools in the Arusha
Region to determine the predictors
for sexual debut and condom use.
Findings show that, except for
age, socio-demographic variables
are not significant predictors for
females in predicting sexual
debut.

Sample: Males & females
stratified

Ever had sex ODDS RATIOS

Individual level M F
� Higher educational

attainment 1.85 NS
� High educational aspiration NS NS
� Religion: Moslem vs. Catholic 0.46 NS
� Religion: Other vs. Catholic 0.33 NS
� Importance of religion NS NS

School level
� Rural school location NS NS
� Public school NS NS

24 The United Republic 
of Tanzania

Klepp et al., (1996):
“Predictors of Intention to
be Sexually Active among
Tanzanian School Children.”
In East African Medical
Journal 73(2): 95-100.

Authors used the Theory of
Reasoned Action to study how
adolescents make decisions about
abstaining from or having sexual
intercourse. Findings revealed that
attitudes, subjective norms, and
self-efficacy were all predictors of
the intention to have sex within
the next 3 months. However, the
model only explained 6% of the
variance among females in
Kilimanjaro and 31% among boys
in Arusha.

Sample: Males & females
stratified

Intention to
have sex
within next 3
months

STANDARDIZED COEFFICIENTS

Individual level M F
� Positive attitudes towards

sex -0.16 -0.11
� Prior sexual behavior 0.45 0.35
� Self-efficacy NS NS
� Friends think they have sex -0.08 -0.11

25 Ghana Karim et al., (2000):
Reproductive Health Risk
and Protective Factors

Data were derived from a
nationally representative survey.
Findings showed that older

Ever had sex ODDS RATIOS

Individual level M F
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among Unmarried Youth in
Ghana. Washington DC:
FOCUS on Young Adults
Program Final Report.

youth were more likely to have
had sex. Educational attainment
was also associated with a
higher likelihood of having sex.
Residence in a rural setting was
associated with a higher
likelihood of being sexually
initiated among males. Female
youth living with neither parent
were twice as likely to have been
sexually initiated. Discussing
about avoiding sex with family
members was associated with a
lower probability of ever having
had sex among males.
Interestingly, perceived support
from family members about
using contraceptives was
associated with a higher
likelihood of being sexually
initiated. Youth who perceive
their friends were sexually active
were more likely to have had
sex. Importance of friend’s
opinions was only associated
among males for ever had sex.
Finally, higher perceived self-
efficacy in sexual relationships
was a protective factor for
having had sex.

Sample: Males & females
stratified

� Older age 1.42 1.34
� Ethnicity NS NS
� Completed primary school NS 2.68
� Completed primary + 1.85 NS
� Attends school 0.60 0.41
� Self-efficacy on relationships NS 0.94
� Gender role perception NS NS

Peer and partner level
� Importance of friends’

opinion 1.55 NS
� Peer network extensiveness 1.10 NS
� Peers are sexually active 2.29 3.05

Family level
� Lives with other vs. 2 parents NS 2.08
� Higher socioeconomic status NS NS
� No. of rooms in household 1.07 NS
� Discussed sex with family 0.87 NS
� Discussed F.P. with family 1.25 1.23
� Family approves of using

contraception 1.08 NS
� Family approves of no sex NS NS
� Sister had early pregnancy 1.53 NS

Community level
� Moved since age 10 (1+) 1.43 NS
� Lives in village 1.96 NS

26 Cameroon Meekers & Calves (1999):
“Gender Differentials in
Adolescent Sexual Activity
and Reproductive Health
Risks in Cameroon.” In
African Journal of
Reproductive Health 3(2):
51-67.

Authors used data from the 1996
Enquete sur la Sante
Reproductive des Adolescents au
Cameroon to examine gender
differentials in adolescent sexual
activity in urban Cameroon.
Findings show that peer
influences encourage early
sexual initiation, but being

1) Sex by 15
years;

2) Sex by 18
years

ODDS RATIOS

1) Sex by 15 years
Individual level M F

� Older age NS 0.84
� Religion NS NS
� Attends school 0.68 0.38
� Ever married NS NS
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enrolled in school delays it. Also,
for females, younger adolescents
are more likely than older
adolescents to have become
sexually active by age 15. For the
model, having had sex by age
18, results confirm the trend
towards earlier sexual initiation
among females. Females who
have married are more likely to
have become sexually initiated
by age 18. Finally, for both males
and females, those who regularly
discuss sexual issues with peers
and friends are much more likely
to have become sexually
initiated by age 18.

Sample: Males & females
stratified

� Ethnicity NS NS

Peer and partner level
� Discussed SRH with peers NS 2.05

Family level
� Discussed SRH with parents NS NS
� School level
� Discussed SRH with teachers NS NS

2) Sex by 18 years
Individual level M F

� Older age NS NS
� Religion NS NS
� Attends school NS 0.42
� Ever married NS 3.58
� Ethnicity 1.94 NS

Peer and partner level
� Discussed SRH with peers 2.54 2.46

Family level
� Discussed SRH with parents NS NS

School level
� Discussed SRH with teachers NS NS

27 Cameroon Calves & Meekers (1997):
“Gender Differences in
Premarital Sex, Condom Use,
and Abortion: A Case Study
of Yaounde, Cameroon” PSI
Research Division, Working
Paper No.10

Authors used data from the 1995
Yaounde Family Formation
Dynamics Study. Findings show
that younger male adolescents
are more likely to become
sexually active by age 15. For
females, higher levels of
schooling are associated with a
lower likelihood of becoming
sexually active by age 15.

Sample: Males & females
stratified

Becoming
sexually active
by age 15

ODDS RATIOS

Individual level M F
� Age: 15-20 vs. 21-26 2.22 NS
� Higher education NS 0.34

Family level
� Lives in a poor neighbourhood NS NS
� Parent control over sexual life NS NS

28 Cameroon Rwenge, M. (2000): “Sexual
Risk Behaviors among
Young People in Bamenda

Study used data from 1995
Survey on Sexual Behavior of the
Young People of Bamenda

Sexually active
at time of
survey

ODDS RATIOS

Sexually active at time of survey
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Young People in Bamenda,

Cameroon.” In International
Family Planning Perspectives
26(3): 118-123, 130.

Young People of Bamenda

to examine the factors
associated with sexual risk
behaviours. Findings show that
youth with few economic
resources and those in less stable
living environments are more
likely than other youth to engage
in sexual risk behaviours that put
them at risk of contracting HIV.

Sample: Males & females
combined

survey Individual level M/F
� Education level NS
� Females vs. males NS
� First sexual intercourse

before age 16 0.72

Family level
� Father’s ethnicity SV
� Father has agricultural job 0.61
� Parents have polygamous

marriage 1.75
� Parents don’t live together 1.54
� Low socioeconomic status 1.43
� Lives with 1 parent/sibling

or alone 1.64
� Lives with grandparents 0.30

29 Nigeria Makinwa-Adebusoye (1992):
“Sexual Behavior,
Reproductive Knowledge
and Contraceptive Use
among Young, Urban
Nigerians.” In International
Family Planning Perspectives
18: 66-70.

Study was conducted to examine
sexual behaviour among
adolescents in 5 large urban
areas of Nigeria. Findings show
that sexual activity is sporadic. In
addition, ethnic origin, level of
education, and respondent’s
childhood place of residence are
highly significant determinants
of sexual activity.

Sample: Males & females
stratified

Ever had sex STANDARDIZED COEFFICIENTS

Individual level M F
� Ethnicity SV SV
� Higher education level 2.05 1.72

Family level
� Rural childhood residence -0.57 -0.86

30 Nigeria Slap et al. (2003): “Sexual
Behavior of Adolescents in
Nigeria: Cross Sectional
Survey of Secondary School
Students.” In BMJ 326: 1-6.

Study was conducted to
determine whether family
structure (polygamous or
monogamous) is associated with
sexual activity among school
students in Nigeria.

Findings show that a
polygamous family structure is
associated with early sexual
activity among adolescents.

Ever had sex ODDS RATIOS

Individual level M/F
� Male 2.52
� Older age 1.62
� Lower school connectedness2 1.25

Family level
� Lower parent-teen

connectedness3 1.87
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activity among adolescents.

However, a greater sense of
connectedness to parents and
school decreases the likelihood
of sexual activity, regardless of
family structure.

Sample: Males & females
combined

� Having a parent that died 1.59
� Family polygamy 1.58

Other variables tested in model were:
� Education level
� Type of school
� Type of residence
� Religion
� Importance of religion
� Parent-teen activities
� Parental presence
� Parental expectations

SOUTH-EAST ASIA REGION

31 India Selvan et al., (2001): “Study
of Perceived Norms, Beliefs,
and Intended Sexual
Behavior among Higher
Secondary School Students
in India.” In AIDS Care
13(6): 779-788.

Objective of study was to
understand the intended
sexual and condom behaviour
patterns among teenage
higher secondary school
students in India. The results
reveal that alcohol and drugs
use are significantly associated
with sexual behaviour. The
variable, parent’s education
indicates that students with
highly educated parents tend
not to engage in sexual
activities. Also important were
perceived norms and peer
group norms of sexual
behaviour.

Sample: Males & females
combined

Ever had sex STANDARDIZED COEFFICIENTS

Individual level M/F
� Age NS
� Sex NS
� Perceived norms of sexual

behaviour 0.01
� Use of alcohol, drugs, and

tobacco 0.03
� Intended sexual behaviour NS
� Chance of getting HIV/STD NS

Peer and partner level
� Peer group norms of

sexual behaviour 0.01

Family level
� Family structure NS
� Parent’s education -0.01

32 India Abraham & Kumar (1999):
“Sexual Experiences and
their Correlates among
College Students in Mumbai
City, India.” In International
Family Planning Perspectives
25(3): 139-146 & 152.

Study was conducted to
examine the correlates of
sexual behaviour among low-
income college students in
Mumbai. Findings showed that
the strongest predictors of
sexual behaviour were
students’ knowledge about

Ever had
heterosexual
intercourse
(males only)

ODDS RATIOS

Ever had sexual intercourse (males only)
Individual level M

� Older age 1.71
� Work/employment 2.02
� High personal income 2.13
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sexually-related issues,
attitudes towards sex, levels of
social interaction, and
exposure to erotic materials.

Sample:  Males only

� Knowledge about sexuality 0.43
� Liberal attitudes toward

premarital sex 6.57
� High erotic exposure: 5.90

Peer and partner level
� High social interaction NS

Family level
� Family income NS
� Family religiosity NS
� Family restrictiveness NS
� Family environment NS

33 India Mathai et al., (1997):
“Concomitants of HIV/STD
Risk Behaviors and Intention
to Engage in Risk Behaviors
in Adolescents in India.” In
AIDS Care 9(5): 563-576.

Study examined factors that
were related to risky sexual
behaviour among college
students in Mumbai. Findings
showed that the significant
factors associated with having
sex are being male and the
belief that it’s okay to have sex
with a steady partner and to
have sex with different people
in the same month. Protective
factors included having
conservative attitudes about
sex and the attitude that
condoms should be used all
the time.

Sample: Males & females
combined

Ever had sex ODDS RATIOS

Individual level M/F
� Age NS
� Male 2.37
� Knowledge of HIV/other STDs NS
� Conservative attitude

about sex 0.52
� It’s okay for people my

age to have sex with a
steady partner 1.68

� It’s okay for people my
age to have sex with
 different people
in the same month 2.88

� Condoms should be,
always used even when two
people know each other 0.54

� Condoms should always be used
if a person my age has sex NS

Family level
� Mother’s education NS
� Father’s education NS

34 Malaysia Zulkifli & Low (2000):
“Sexual Practices in
Malaysia: Determinants of

Study examined selected
determinants of sexual
intercourse among unmarried

Sexual
experience

ODDS RATIOS
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Malaysia: Determinants of
Sexual Intercourse among
Unmarried Youths.” In
Journal of Adolescent Health
27: 276-280.

intercourse among unmarried
adolescents in Malaysia.
Findings showed that sex,
employment, and liberal
sexual attitudes were
significant predictors of sexual
experience.

Sample: Males & females
combined

Individual level M/F
� Male 2.26
� Education NS
� Employed 4.53
� Religion NS
� Liberal attitudes about sex 5.13

Family level
� Live with others vs. parents NS

35 Philippines, China, 
Province of Taiwan,
and Thailand

Choe et al. (2001): “Sex and
Marriage: How Closely are
they Related in the
Philippines, Taiwan, and
Thailand?” East-West Center
Working Papers No. 108-14.

Authors examined factors
associated with the
probabilities of experiencing
sexual initiation by types of
first sexual partner classified
as marital and non-marital.
Findings showed that leaving
parental home at an early age
and leaving school at an early
age increase the risk of having
had non-marital first sex
among women from China,
Province of Taiwan, and the
Philippines, in particular.
Results also show that the
directions of effects of all the
statistically significant variables
are the same in all three countries
for non-marital sex

Sample: Males & females
stratified

Experience of
sex by type of
partner

STANDARDIZED COEFFICIENTS

Philippines model for nonmarital first sex
Individual level M F

� Older age 1.77 2.43
� Have plans for college -1.35 -1.08
� Left home before 13 NS 0.62
� Left school before 13 NS 0.67

Family level
� Urban place of birth 0.65 NS

China, Province of Taiwan, model
Individual level M F

� Older age NS 0.95
� Have plans for college NA -1.52
� Left home before 13 NS 0.96
� Left school before 15 2.35 2.35

Family level
� Urban place of birth NS NS
� Father’s higher education NS NS
� Mothers’ higher education NS NS

Thailand model
Individual level M F

� Older age 1.91 NS
� Have plans for college NA -2.77
� Left home before 13 NS NS
� Left school before 13 NS NS
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Family level
� Urban place of birth 0.56 -0.58
� Father’s higher education NS NS
� Mothers’ higher education NS NS

36 Philippines Laguna (2001): “On Their
Own: Effect of Home-and
School-leaving on Filipino
Adolescents’ Sexual
Initiation.” East-West Center
Working Papers no.108-19.

Study was conducted to
identify the factors that affect
premarital sexual initiation in
the Philippines. Findings show
that having a friend who has
had sex, watching movies and
X-rated films, left school early,
and living away from home all
were significant factors in
premarital sexual initiation.
Significant protective factors
included religiosity, reading a
newspaper regularly (for
females) and watching movies
regularly (for females).

Sample: Males & females
combined

Likelihood of
having
premarital sex

ODDS RATIOS

15-19 years
Individual level M F

� Catholic NS 1.46
� Religiosity 0.83 0.63
� Watches TV regularly NS NS
� Listens to radio NS NS
� Reads newspaper regularly NS 0.62
� Watches movies regularly 1.21 0.77
� Watches X-rated films 1.44 NS
� Left school NS 1.59
� Lived away from home 1.30 1.52

Peer and partner level
� Friend has had sex 4.59 1.89

Family level
� Urban residence NS NS
� Raised by both parents NS NS
� Father has high school ed 1.16 1.35
� Mother has high school ed 1.24 NS

20-24 years
Individual level M F

� Catholic 1.83 NS
� Religiosity NS NS
� Watches TV regularly NS NS
� Listens to radio NS NS
� Reads newspaper regularly NS 0.65
� Watches movies regularly NS 0.54
� Watches X-rated films 1.55 NS
� Left school NS NS
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TABLE 2C: DETAILED DESCRIPTION OF STUDIES FOR PREMARITAL SEXUAL INITIATION (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

� Lived away from home 1.29 1.49

Peer and partner level
� Friend has had sex 3.62 2.60

Family level
� Urban residence NS NS
� Raised by both parents NS NS
� Father has high school ed NS NS
� Mother has high school ed NS NS

37 Philippines Raymundo & Laguna (2001):
“Filipino Adolescent
Sexuality, Risk Behaviors,
and Gender.” Paper
presented at the 2001
International Conference on
Asian Youth at Risk. UP
Population Institute.

Study used data from the
Philippines 1994 Young Adult
Fertility Study to examine
adolescent sexuality and
related risk behaviours. For the
younger adolescents, findings
showed that staying in urban
areas is a risk factor for males.
Being enrolled in school is a
protective factor for both
males and females, but having
completed at least elementary
education is a risk factor. On
the other hand, being
employed decreases the odds
for premarital sex for females.
X-rated movies increase the
probability of young men to
engage in sex. They do not
have influence on females’
sexual behaviour, however.
When the father is perceived
by the adolescents to be
liberal, this increases the odds
for sex among males, but has
the opposite effect for females.
For the older adolescents, the
covariates are somewhat
different. The risk factors for
males are: employment,
completed more than
elementary grades, urban
residence, having a liberal

Likelihood of
having
premarital sex

ODDS RATIOS

15-19 years
Individual level M F

� Work/employment NS 0.43
� In school 0.43 0.06
� High education level 1.60 1.89
� Watches TV regularly NS NS
� Reads newspaper regularly NS NS
� Watches movies regularly NS NS
� Watches X-rated films 3.03 NS

Family level
� Urban residence 1.43 NS
� Raised by both parents NS NS
� Lives with both parents 0.70 0.33
� Discusses problems w/ parents NS NS
� Mother approves of behaviour NS 1.84
� Father approves of behaviour 1.55 0.48

20-24 years
Individual level M F

� Work/employment 1.34 0.61
� In school NS 0.38
� High education level 1.47 NS
� Watches TV regularly 1.42 1.33
� Reads newspaper regularly 1.28 0.66
� Watches movies regularly NS 0.69
� Watches X-rated films 1.90 1.59



45

PREMARITAL SEXUAL INITIATION

TABLE 2C: DETAILED DESCRIPTION OF STUDIES FOR PREMARITAL SEXUAL INITIATION (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

mother, and a host of media

exposures, such as watching
TV, reading newspapers, and
watching X-rated movies. The
females’ risk for sex is
increased by watching TV and
X-rated movies, while this is
protected by other media
exposures. Individual
characteristics such as being
employed and being in school
“protect” them from sex.

Sample: Males & females
stratified

Family level
� Urban residence 1.37 NS
� Raised by both parents NS 0.70
� Lives with both parents NS 0.53
� Discusses problems w/ parents NS NS
� Mother approves of behaviour 1.40 NS
� Father approves of behaviour NS NS

38 Philippines Cruz, Laguna & Raymundo
(2001): “Family Influences on
the Lifestyle of Filipino Youth.”
East-West Center Working
Papers No. 108-8.

Study examined the distal and
proximal factors related to
adolescents’ lifestyle and risky
behaviours. Findings related to
risky sexual behaviour showed
that age, living in an urban
centre, male, having strict
parents, and watching videos
regularly were all positively
associated with having
premarital sex. Protective
factors included perceiving
that parents had a stable
relationship and having a
religious family.

Sample: Males & females
combined

Ever had
premarital sex

ODDS RATIOS

Individual level M/F
� Older age 4.35
� Single 0.12
� Female 0.09
� Listens to radio regularly 1.17
� Reads newspaper regularly 1.40
� Watches videos regularly 1.55

Family level
� Urban residence 1.35
� Discusses sex at home 1.25
� Perceive parents have

stable marriage 0.80
� Father’s high level

of strictness 1.11
� Mother’s high level

of strictness 1.11
� Religiosity: family prays

together 0.83
� Distal risk behaviour 1.06
� Proximal risk behaviour 1.15

39 Philippines Lacson et al. (1997):
“Correlates of Sexual
Abstinence among Urban

Authors conducted study to
determine what factors were
associated with sexual abstin-

Sexual
abstinence

ODDS RATIOS

Individual level M F
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TABLE 2C: DETAILED DESCRIPTION OF STUDIES FOR PREMARITAL SEXUAL INITIATION (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

University Students in the
Philippines.” In International
Family Planning Perspectives
23: 168-172.

ence among university students
in Manila. Findings indicate
sexually abstinent students
were more likely to feel that
premarital sex was unacceptable.
Also, young women who did
not have a sister who
experienced an adolescent
pregnancy were also more
likely to abstain from sex.

Sample: Males & females
stratified

� Younger age 1.62 2.55
� Religion: other vs. Catholic NS 3.27
� Frequency of attending church NS NS
� Low condom knowledge NS 2.62
� Conservative attitude

re: sex 2.91 7.04

Family level
� Low monthly family income 1.53 NS
� Sister was not pregnant NS 5.58

40 Chuna-Hong Kong

SAR

Lam et al (2001):
“Prevalence and Correlates
of Smoking and Sexual
Activity among Hong Kong
Adolescents.” In Journal of
Adolescent Health 29: 352-
358.

Study was conducted to assess
association between smoking
and sexual activity among
Hong Kong Chinese
adolescents. Findings revealed
that sexual intercourse was
correlated with age, gender,
family involvement, and social
support. The likelihood of sex
increased with age, and good
social support, but decreased
with high family involvement.

Sample: Males & females
combined

Ever had sex ODDS RATIOS

Individual level M/F
� Older age 1.32
� Female gender 0.69
� Academic performance NS

Family level
� High family involvement 0.55
� Quality of relationship with mother NS
� Quality of relationship with father NS
� High social support 1.87

41 China, Province of 
Taiwan 

Choe & Lin (2001): “Effect of
Education on Premarital Sex
and Marriage in Taiwan.”
East-West Center Working
Paper 108-16.

Author’s main purpose was to
estimate the effects of
education on the probability of
having premarital sex at ages
15-28 years. Findings showed
for a female, the longer she
has been out of school, the
more likely she is to have
premarital sex when the effects
ofage,urban residence, father’s
education, communication with
mother,and communication with
father are controlled. Among
men, however, education has
little effect on the probability

Premarital sex; STANDARDIZED COEFFICIENTS

Premarital sex vs. none (ages 15-18 years)
Individual level M F

� Older age 0.20 0.35
� Long time since in school NS 0.32

Family level
� Urban residence NS NS
� Father’s high education level NS NS
� Talk to mother for problems -0.45 NS
� Talk to father for problems NS NS
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NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

of premarital sex.

Sample: Males & females
stratified

42 Thailand VanLandingham et al
(1993): “Sexual Activity
among Never-Married Men
in Northern Thailand.” In
Demography 30(3): 297-313.

Authors conducted the study
to investigate sexual activity
among never-married men in
Thailand. Findings revealed
that alcohol consumption is
associated with sexual activity.
Those with rural backgrounds
are slightly more likely to
experience first intercourse
while single than those with
urban backgrounds. Those
who report recent heavy
drinking are more likely to
experience sex, but the size of
this effect differs among the
occupational groups. Drinking
has less effect on the rates of
sex for soldiers than among
students.

Sample: Males only

Ever had sex ODDS RATIOS

Individual level M
� Older age 6.48
� Soldiers vs. students 4.60
� Dept. store clerks

vs. students 2.80
� Rural background 1.23
� Heavy drinking in past

month 3.00

Interactions
� Soldiers x drinking 0.60
� Dept. store clerks x drinking NS

43 Thailand Isarabhakdi, P. (1999):
“Factors Associated with
Sexual Behavior and
Attitudes of Never-Married
Rural Thai Youth.” In
Journal of Population and
Social Studies 8(1): 21-44.

Study looked at factors, such
as socio-demographic
characteristics, family factors,
and peers that may have
effects on sexual behaviour.
Findings showed that family
variables have no effect on
sexual behaviour. The factors
that are most likely to affect
the probability of having
premarital sex are being of
older age, coming from the
Northern region, having a
migration experience, and
having a friend who has had
sex.

Sample: Males only

Premarital
sexual
experience

ODDS RATIOS

Individual level M
� Older age 1.52
� Region (North) 1.59
� In-school 0.47
� Migration experience 1.81

Peer and partner level
� Friend’s sexual behaviour 1.91

Family level
� Father’s higher education NS
� Two-parent family NS



48

PREMARITAL SEXUAL INITIATION

TABLE 2C: DETAILED DESCRIPTION OF STUDIES FOR PREMARITAL SEXUAL INITIATION (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

44 Thailand Podhisita et al. (2001): “The
Risk of Premarital Sex
among Thai Youth:
Individual and Family
Influences.” East West
Center Working Papers, No.
108-5.

The main objective of the
study was to identify correlates
of premarital sex among Thai
youth, focusing mainly on
individual and family factors.
Results of study do not seem
to allow firm conclusions
about the effects of the family
and individual measures on
premarital sexual behaviour.
However, findings did show
the importance of being in
school for protecting against
premarital sex (at least for
females). Frequent clubbing,
drinking, and not having
enough income were found to
be strongly associated with
premarital sex, especially with
males. At the family level,
living with a single parent was
significantly associated with a
higher risk of having sex, and
living with neither parent was
significantly related to higher
risk for sex, but only for males.

Sample: Males & females
stratified

Ever had
premarital sex

ODDS RATIOS
(Model with all variables added)

Individual level M F
� Older age 1.56 1.43
� In school NS 0.03
� Clubbing 5.89 NS
� Alcohol consumption 4.14 NS
� Self-esteem scale NS NS
� Personal values scale NS NS
� Liberal attitudes about sex NS 1.27
� Not enough income 4.66 NS

Peer and partner level
� Peer influence 3.24 NS

Family level
� Urban residence 0.35 NS
� Parent’s higher education NS NS
� Single parent vs. both

parents 2.10 5.09
� Neither parent vs. both

parents 1.77 NS
� Connection with family NS NS
� Family control scale NS NS

1Older age was significant for those 14-16 vs. <14 years. However,
for those 17-19 years, there was no relationship.

2 Measured by: I feel close to people at school; I feel like I am part
of this school; I am happy to be at this school; I feel safe in my
school; My teachers are interested in me as a person; and, the
teachers at my school treat me fairly.

3Measured by: She (He) cares about me; She (He) is warm and lov-
ing toward me; I feel close to my mother (father); I am happy with
my relationship with my mother (father); My mother (father) and I
are close to each other
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INTRODUCTION
PREVALENCE : To date, it’s been very difficult

to track global trends in the proportion of youth

who have multiple sexual partnerships. A large part

of this difficulty stems from the differences in how

surveys have measured the number of sexual part-

ners. For example, while some surveys have asked

respondents about the number of sexual partners

that adolescents have had in a lifetime, others ask

the number of sexual partners in the past 12

months, six months, or three months. 

Despite these challenges, studies that have exam-

ined multiple sexual partners among adolescents

suggest that large percentages of sexually active

youth have engaged in sexual intercourse with

more than one partner. Generally, young males are

much more likely to report multiple sexual partners

than females. For exam-

ple, in Zambia, sexually

experienced males report-

ed an average of 5.3 part-

ners in their lifetime,

while females reported a

mean of 2.4 lifetime part-

ners (Magnani et al.,

2002). The same was true

for adolescents in Guinea,

where sexually active males reported a mean life-

time number of sexual partners of four, while

females reported only two (Gorgen et al., 1998). In

Thailand, the difference between males and females

is even greater in

Isarabhakdi’s study (1995),

no females between the ages

of 15-24 years reported hav-

ing more than two sexual

partners in the past 12

months, whereas 31% of their

male counterparts reported

having multiple sexual part-

ners –a very great difference.

CHAPTER 3:  
NUMBER OF SEXUAL PARTNERS

STUDIES THAT HAVE EXAMINED

MULTIPLE SEXUAL PARTNERS

AMONG ADOLESCENTS SUGGEST

THAT LARGE PERCENTAGES OF

SEXUALLY ACTIVE YOUTH HAVE

ENGAGED IN SEXUAL INTER-

COURSE WITH MORE THAN ONE

PARTNER.
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DESCRIPTION OF STUDIES
ON NUMBER OF SEXUAL
PARTNERS
Since 1990, a total of 15 developing country studies

meeting our criteria (see Chapter 1) analysed the

risk and protective factors related to the number of

sexual partners among adoles-

cents. The majority of these

studies (n=11) were conducted

in sub-Saharan African coun-

tries, while two were from

Latin America (Peru and

Mexico), one from South-East

Asia (Vietnam), and one from

the Middle East (Israel).

All of the studies were cross-

sectional in design. Five of the studies sampled in-

school adolescents, four used data from nationally-

drawn survey samples, four used data from proba-

bility samples taken from selected urban and dis-

trict sites, and two studies sampled from special

populations. For example, Huerta-Franco et al.,

(1999) sampled adolescents in Mexico who were

either unemployed, underemployed, or working in

factories. Similarly, Borgdorff et al., (1994) sam-

pled workers at a large urban factory in Northwest

United Republic of Tanzania. Although the majority

of the studies (n=11) sampled only adolescents,

there were four studies that included adults as well

(Borgdorff et al., 1994; Bui et al., 2001; Kapiga,

1996; and Somse, Chapko & Hawkins, 1993).

Unlike the previous chapter, the majority of studies

(n=8) used combined samples of males and

females. Two studies sampled

males only, while the remining

five sampled both males and

females and stratified them into

separate groups for analysis.

Consequently, few differences

between sexes can be deter-

mined from these studies.

The biggest challenge in sum-

marizing the 15 studies was that they used different

methods in measuring the outcome, number of sex-

ual partners. For example, three of the studies

analysed multiple partners in the last three months

(Magnani et al., 2001; Karim et al., 2000; Magnani

et al., 2002), while three studies analysed the num-

ber of lifetime sexual partners (Magnani et al.,

2002; Karim et al., 2000; Bui et al., 2001). Two

studies examined the number of sexual partners

with no reference period (Ben-Zur et al., 2000;

Huerta-Franco et al., 1999), while one study meas-

ured having more than one partner in the last month

(Kapiga, 1996), another looked at the number of

sexual partners in the past six months (Stanton et

al., 1999), and another analysed having more than

one sexual partner at the time of the study (Lugoe

& Biswalo, 1997). Still, another study examined

having two or more regular partners and two or

more casual partners, which differentiated the types

of sexual partners, but gave no reference period

(Meekers & Calves, 1999). These differences in

measurement make it difficult to draw conclusions

about the risk and protective factors that are related

to the outcome, number of sexual partners. Despite

this caveat, there were several risk factors that

emerged as being important in influencing the num-

ber of sexual partners among adolescents (see Table

3A for more details).

RISK AND PROTECTIVE
FACTORS

INDIVIDUAL CHARACTERISTICS AND
BEHAVIOURS

BIOLOGICAL  FACTORS :   The only biolog-

ical factors that we found to be significantly related

to the number of sexual partners were age and sex.

As previously noted, males are much more likely

THE BIGGEST CHALLENGE

IN SUMMARIZING THE 15

STUDIES WAS THAT THEY

USED DIFFERENT METH-

ODS IN MEASURING THE

OUTCOME, NUMBER OF

SEXUAL PARTNERS.



than females to report multiple sexual partners.

Four out of the seven studies that included sex in

the analysis found that being male was a significant

risk factor (Rwenge, 2000; Twa-Twa, 1997; Stanton

et al., 1999; Bui et al., 2001). Older age was also

found to be a significant risk factor in five out of 10

studies that included age (Ben-Zur et al., 2000;

Magnani et al., 2001; Huerta-Franco et al., 1999;

Meekers & Calves, 1999; Karim et al., 2000).

Other biological factors reported in the literature

included race, ethnicity, and having reached menar-

che at an early age. However, each of these factors

was either not significant or found to be significant

in only one study.

UNION STATUS : While the majority of stud-

ies sampled primarily unmarried adolescents, there

were three studies that included adolescents who

were married or had ever been married (Meekers &

Calves, 1999; Somse, Chapko & Hawkins, 1993;

Kapiga, 1996). Notably, all three studies found that

adolescents who had been married or were current-

ly married (particularly males) were significantly

less likely to have multiple sexual partnerships.

However, because two of these studies did not dis-

aggregate adolescents from adults in their samples

the finding should be taken with some caution

(Somse, Chapko & Hawkins, 1993; Kapiga, 1996).

WORK/EMPLOYMENT:  Two studies meas-

ured employment status in relation to the number

of sexual partners among male adolescents

(Magnani et al., 2001; Magnani et al., 2002). In

both of these studies, males who worked for pay

were significantly more likely to have more than

one sexual partner in the last three months.

However, part of this significant relationship could

also be explained by the fact that those adolescents

who are working are most likely not in school

(which is protective for some high-risk sexual

health outcomes).
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TABLE 3A: SUMMARY OF STUDIES FOR NUMBER OF SEXUAL PARTNERS

OUTCOME
SPECIFIC OUTCOME
VARIABLES IN ANALYSIS

NO. OF STUDIES/
WORLD REGION

TOTAL NO.
OF STUDIES KEY RISK FACTORS

KEY PROTECTIVE
FACTORS

Number of
sexual
partners

� Multiple partners in last three
months

� Number of lifetime partners
� Two or more regular partners
� Two or more casual partners
� More than one sexual partner

in previous 6 or 12 months
� Having more than 1 sexual

partner at time of study

� Sub-Saharan Africa: 11
� Middle East: 1
� Latin America/Caribbean: 2
� South/Southeast Asia: 1

15 � Male
� Older age
� Employed
� Perceived risk of HIV/AIDS
� Alcohol use
� Early age of first sex
� Peers/friends have had sex
� Discussed SRH issues with

friends (males)
� Drinks alcohol with friends
� Place of residence

� Married
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PERCEPT ION OF  R ISK : Interestingly,

results from both of the studies that examined per-

ception of HIV/AIDS risk to the number of sexual

partners found that adolescents who perceived

themselves to be at risk for HIV/AIDS were more

likely to have more than one sexual partner (Lugoe

& Biswalo, 1997; Maswanya et al., 1999). This is

surprising, considering that some studies in the

U.S. have found that adolescents who had greater

perceived susceptibility to AIDS were less likely to

have multiple sexual partners (Catania et al., 1989;

Ku, Sonenstein, & Pleck, 1992). On the other hand,

it may be that in the countries of the developing

world where HIV is more prevalent, young people

who have multiple partners may accurately perceive

their HIV risk. However, a problem related to all of

these studies is the fact that they are all cross-sec-

tional in design. As a result, it is impossible to

determine whether adolescents start perceiving their

risk for HIV/AIDS before or after they have

engaged in high-risk sexual activities.

SUBSTANCE  USE :  Five studies examined the

relationship between substance use and the number

of sexual partners. Three studies examined cigarette

smoking, two studies looked at drug use, and four

analysed the relationship between alcohol use and

the number of sexual partners among adolescents.

Alcohol use emerged as an

important risk factor in

three of the four studies that

examined that relationship

(Magnani et al., 2002;

Stanton et al., 1999;

Maswanya et al.,1999).

Cigarette smoking and drug

use showed mixed results

among the studies: only one

out of three studies found that smoking was related

to the number of partners (Twa-Twa, 1997), and

one out of two studies found drug use to be a sig-

nificant risk factor (Magnani et al., 2002).

SEXUAL  BEHAVIOURS :   Early age at first

sexual intercourse was found to be a significant risk

factor to the number of sexual partners in two of

the three studies that examined this relationship

(Rwenge, 2000; Kapiga, 1996). For example, in

Cameroon, adolescents who had sex before the age

of 16 years were significantly more likely to have

multiple partners than those who had waited to

have sex later (Rwenge, 2000). Similarly, in the

United Republic of Tanzania, those who had sex

before the age of 16 years were almost three times

more likely to have more than one sex partner dur-

ing the last month than those who waited longer

(Kapiga, 1996).

Other sexual behaviours that

were examined but did not

emerge as significant included

having sex under some influ-

ence, first sex being coercive,

being a victim of sexual

abuse, using condoms, and

using contraception.

PEER AND PARTNER

A total of seven studies examined 11 variables

within the peer and partner domain. Three risk fac-

tors emerged as being significantly related to the

number of sexual partners an adolescent has: per-

ception that peers/friends have had sex, discussing

sexual and reproductive health issues with friends,

and drinking alcohol with friends. Specifically, of

the three studies that looked at the association

between the perception that peers/friends have had

sex and the number of sexual partners, all found a

significant relationship (Magnani et al., 2001;

Magnani et al., 2002; Karim et al., 2000). For

example, in Ghana, females who perceived that

their friends were sexually experienced were almost

IN CAMEROON, ADOLESCENTS

WHO HAD SEX BEFORE THE

AGE OF 16 YEARS WERE SIG-

NIFICANTLY MORE LIKELY TO

HAVE MULTIPLE PARTNERS

THAN THOSE WHO HAD WAIT-

ED TO HAVE SEX LATER.



three times more likely to have multiple sexual

partners within the past three months (Karim et al.,

2000). In addition, two studies found that when

adolescents discuss sexual issues with their friends,

they are also more likely to have multiple sexual

partners (Magnani et al., 2002; Meekers and

Calves, 1999). In

Cameroon, this was partic-

ularly true among females.

For example, females who

discussed sex regularly

with their peers were more

than twice as likely to have

two or more casual sex

partners (Meekers and

Calves, 1999). Finally, two

studies found that when adolescents drink alcohol

with their friends, they are more likely to have mul-

tiple sexual partners (Magnani et al., 2002; Twa-

Twa, 1997).

FAMILY AND HOUSEHOLD

Notably, only one factor within the family/house-

hold level emerged as being significantly associated

with the number of sexual partners: place of resi-

dence. Five studies included place of residence in

the multivariate analyses, and three of these studies

found a significant relationship (Magnani et al.,

2001; Karim et al., 2000; Somse, Chapko, and

Hawkins, 1993). However, since each study meas-

ured place of residence differently, it is difficult to

draw a conclusion about the specific relationship.

For example, Magnani et al. (2001) found that

when compared with adoles-

cents who live in the coastal

or mountainous areas, adoles-

cents who resided in the jun-

gles of Peru were significantly

more likely to have multiple

sexual partners in the last

three months. Karim et al.

(2000), found that females in

Ghana who lived in a small

town (versus a large town or a city) were more than

seven times more likely to have more than one sex-

ual partner in the past three months. Finally,

Somse, Chapko, and Hawkins (1993) found that

males and females who lived in an urban area were

significantly more likely to have multiple sexual

partners than those who lived in rural areas. 

SCHOOL AND COMMUNITY

Only one study examined a school-level factor

(Meekers & Calves, 1999) and no studies examined

any community-level factors in relation to the num-

ber of sexual partners. Consequently, it is still

unknown how the factors within these two levels

influence the number of sexual partners among

adolescents living in developing countries.

See Table 3B  for more details on the risk and pro-

tective factors that were examined in this review.

CHAPTER SUMMARY
The majority of studies that examined the outcome,

number of partners, primarily focused on the fac-

tors that increased the risk among adolescents, as

opposed to the factors that could protect adoles-

cents from having multiple sexual partnerships. 

In addition to the typical sociodemographic vari-

ables that were found to be significant (being male,

older, and employed), this review also identified

several risk factors within the peer-level domain.

For instance, adolescents who perceive their friends

to be sexually active and who drink alcohol with

friends were much more likely to have higher num-

bers of sexual partners. Moreover, for sexually-

experienced girls, those who discussed sex with

their friends were also more likely to have more

sexual partners. It should be cautioned, however,

that since all of the studies that analysed this out-
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GHANIAN FEMALES WHO PER-

CEIVED THAT THEIR FRIENDS

WERE SEXUALLY EXPERIENCED

WERE ALMOST THREE TIMES

MORE LIKELY TO HAVE MULTI-

PLE SEXUAL PARTNERS WITHIN

THE PAST THREE MONTHS.
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come were cross-sectional in design, it cannot be

determined whether these factors cause adolescents

to have higher numbers of sexual partners, or vice

versa. Also, surveys asked adolescents about the

perceptions of their friends’ behaviour rather than

measuring actual behaviours. Only one factor at the

family and household level was significant – place

of residence – but, exactly how it influences youth

has yet to be determined.

TABLES
The Tables that follow (Table 3B and 3C) offer

additional detail on the findings and studies includ-

ed in this review. 

TABLE 3B lists all the factors that were analysed,

and classifies them as a risk factor, a protective fac-

tor, or not significant. 

TABLE 3C offers a snapshot summary of each

study that analysed risk and protective factors in

relation to the outcome of interest, including the

description of the study’s sample, the dependent

variable that was analysed, and results of the multi-

variate analysis. 

HOW TO READ TABLE B

The B Tables are organized by:

• Factor level (individual, peer and partner, family,

school, and community),

• The specific variable, and 

• Whether the variable was:

• a risk factor (positively associated with the

outcome at the .05 significance level),

• a protective factor (negatively associated with

the outcome at .05 significance level),

• or was not significant at the .05 significance

level (NS). 

The numbers in the Table cor-

respond to the list of studies

included in Table C. For exam-

ple, in Table 3B you will see

that ‘46(males)’ is written

under the column, “Risk”

across from the variable,

“older age.” This means that

study #46 (listed in Table C)

found that “older age” was a significant risk factor

among males for higher numbers of sexual partners.

Note that if “males” or “females” are not written

after the number, this means that the factor was sig-

nificant for both males and females in the sample. 

HOW TO READ TABLE C

The C Tables are organized by:

• Identification number,

• The country in which the study was conducted,

• The reference,

• The description of the sample and overview of

findings (under “annotations”),

• The dependent variable, and 

• The results of the multivariate analysis. 

Under the “Results” column, several things should

be pointed out. First, if the factor is a significant

risk factor, the font is in bold

and italics. If the factor is a

significant protective factor,

the font is simply in bold. If

the factor was found to be not

significant, it is labeled “NS.”

There are certain variables that

are labeled “SV.” This means

that the variable is significant

at the .05 significance level, but it cannot be classi-

fied as a “risk” or a “protective” factor because it

varies according to the referenced category, which

is specific only to the country of study. For exam-

ple, “region of residence” is commonly labeled as

“SV,” since it depends on which location within the

specific country is used as the reference category.

Finally, if the analysis is stratified by sex, males

(M) and females (F) are in separate columns; if the

TABLE CODES

Bold ..................Protective factor

Bold+Italic ......Risk factor

NS ......................Not significant

SV ......................Significance depends
on category
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TABLE 3B: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR NUMBER OF SEXUAL PARTNERS

VARIABLE NS (P>.05)
RISK (POSITIVE
ASSOCIATION) (P<.05)

PROTECTIVE (NEGATIVE
ASSOCIATION) (P<.05)

INDIVIDUAL LEVEL

SOCIODEMOGRAPHIC VARIABLES

Male 45, 58 50, 51, 54, 59 55

Older age 54, 58 45, 46 (males), 47, 49, 52 53 (females), 56, 59

Race/ethnicity 49, 52, 53

Early age of menarche 51

Higher education level 47, 52 (for 1+ partners in last 3
months), 53, 57 (females)

57 (males), 58 48, 52 (for # of lifetime partners), 56

In school 46 (mixed sex school), 49, 52 48, 49 (males)

Attends boarding school 51

Literacy 53 (males) 53 (females)

Employed 46 (males), 48

Type of occupation 53 (other vs. agriculture) 57 (work at home)

Religion: Muslim or None vs. Christian 49, 53, 58 57, 48 (Muslim/none vs. Christian)

Religiosity 45

Married 49 (females) 49 (males), 53, 57

KNOWLEDGE, ATTITUDES, AND BELIEFS

RH knowledge 45, 47, 57 (males), 58 47 (knowledge about STDs), 57
(females), 48 (knowledge about
contraception)

48 (males) (knowledge about AIDS)

RH beliefs 45 58 (does not believe condoms prevent
AIDS)

Perceived risk of HIV/AIDS 55, 58

Prepared to take HIV test 58

RH attitudes 47, 55 (control over AIDS) 58 can take care of Persons with AIDS

Gender egalitarian attitudes: more masculine 52 (# of lifetime partners) 52 (partners/3 months)

NON-SEXUAL RISK BEHAVIOURS

Carries a weapon 54

Cigarette smoking 54, 58 51
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TABLE 3B: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR NUMBER OF SEXUAL PARTNERS (CONTINUED)

VARIABLE NS (P>.05)
RISK (POSITIVE
ASSOCIATION) (P<.05)

PROTECTIVE (NEGATIVE
ASSOCIATION) (P<.05)

Drug use 54 48 (males)

Alcohol use 53 48 (males), 54, 58

SEXUAL RISK BEHAVIOURS

Had sex under influence 55 53

First sex was coercive 53

Early age at first sex 53 50, 57

Victim of sexual abuse 47

Uses condoms 54 57

Uses contraception 57 (females) 51 (ever used contraceptives) 57 (males)

General self-efficacy 46 46 (males) (able to lead friends)

RH self-efficacy 52 (condom use and partner
communication)

52 (sexual relationships)

PEER AND PARTNER LEVEL

Number of friends 48 (females), 52 48 (males)

Peers/friends have had sex 52 (males) 46 (males), 48, 52 (females)

Peers/friends became pregnant/impregnated someone 46 (males)

Peers/friends had an abortion 46

Discusses RH issues with friends 48 (males), 49 (male & female for
casual partners)

Drinks alcohol with friends 48, 51

Discussed RH issues with last partner 52

Low knowledge of last partner 55

Partner hates condoms 58

Met with peer educator 48 (males) 48 (females)

Visited boyfriend/girlfriend 51

FAMILY LEVEL

Mother’s/Father’s age 47

Parent’s education 45, 47
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TABLE 3B: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR NUMBER OF SEXUAL PARTNERS (CONTINUED)

VARIABLE NS (P>.05)
RISK (POSITIVE
ASSOCIATION) (P<.05)

PROTECTIVE (NEGATIVE
ASSOCIATION) (P<.05)

Father’s ethnicity 50

Father’s occupation 50

Parent’s type of marriage 50

Number of siblings 47

Birth order 47

Place of residence 57, 58 46 (males), 52 (partners/last 3
months, females), 53

Changed residence 53 53

Family structure 46, 52 50 (other vs. 2 parents)

High socioeconomic status 52 46 (males)

Average socioeconomic status 50

General communication with parents 46

Discussed SRH with parents 49 (2 or more regular partners) 49 (2 or more casual partners), 52
(females)

58

Family members approve of using contraception 52 (# of lifetime partners, males)

Family members approve of avoiding sex 52

Sister had premarital pregnancy 52 (partners/last 3 months) 52 (# of lifetime partners, males)

Brother impregnated someone before marriage 52 (partners/last 3 months) 52 (# of lifetime partners)

Positive affective response 47

SCHOOL LEVEL

Large class size 51

Discussed SRH issues with teachers 49
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TABLE 3C: DETAILED DESCRIPTION OF STUDIES FOR NUMBER OF SEXUAL PARTNERS

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

MIDDLE EAST REGION

45 Israel Ben-Zur et al. (2000):
“Denial of HIV/AIDS and
Preventive Behavior among
Israeli Adolescents.” In
Journal of Adolescence
23:157-174.

A national sample of 1082
Israeli adolescents, aged 14-18
years, was questioned about
their sexual habits and
HIV/AIDS-related denial.
Findings showed that in
relation to the number of sex
partners, an older age
increases the likelihood of
having more partners, while
general anxiety and being
socially desirable lowers the
likelihood.

Sample: Males & females
combined

Number of sex
partners

STANDARDIZED COEFFICIENTS

Overall model
Individual level M/F

� Knowledge NS
� Older age 0.20
� Male NS
� Religiousness NS
� Total Denial Scale NS
� Total Attitude Scale NS
� AIDS-related State-Anxiety NS
� Anxiety, in general -0.22
� Social Desirability Scale -0.24

Family level
� Mother’s education NS
� Father’s education NS
� Mother origin NS
� Father origin NS

LATIN AMERICA/CARIBBEAN REGION

46 Peru Magnani et al (2001):
“Correlates of Sexual
Activity and Condom Use
among Secondary-school
Students in Urban Peru.” In
Studies in Family Planning
32(1): 53-66.

Survey data from urban
secondary school students
were gathered as part of an
evaluation of the initial phase
of the Peruvian Ministry of
Education’s national sex
education programme. Factors
that were significantly related
to having multiple partners
were high socioeconomic
status, working for pay, having
many friends who have had
sex, and having friends who
had impregnated girls.
Residence in the jungle also
emerged as a risk factor for
having had multiple partners.
Respondents who reported

Multiple
partners in the
last 3 months

STANDARDIZED COEFFICIENTS

Individual level M
� Older age 0.78
� Work/employment 0.88
� Important with whom you live NS
� Able to tell friends when disagree NS
� Believe others find fault with you NS
� Need guidance for problems NS
� Able to lead friends 0.52
� Have more positive qualities NS
� Attends mixed-sex school NS

Peer and Partner level
� Peers/friends have had sex 2.17
� Few friends dealt with
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TABLE 3C: DETAILED DESCRIPTION OF STUDIES FOR NUMBER OF SEXUAL PARTNERS (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

they were “always leading
among their friends” were also
more likely to have had
multiple sex partners.

Sample: Males only

        pregnancy 1.07
� Peers/friends have had an abortion NS

Family level
� Region of residence SV
� Lives with other vs. both parents NS
� Socioeconomic status:

high vs. low 0.88
� Communication with parents NS

47 Mexico Huerta-Franco et al (1999):
“Factors associated with the
Sexual Experiences of
Underprivileged Mexican
Adolescents.” In
Adolescence 34(134): 389-
400.

The study investigated family
and individual factors
associated with the sexual
experiences of underprivileged
Mexican adolescents – those
who were unemployed,
underemployed, and working
at factories. Findings showed
the following factors: being
older, having more knowledge
about STDs and having a
positive affective response
from the family.

Sample: Males & females
combined

Number of
sexual
partners

ODDS RATIOS

Individual level M/F
� Older age 1.43
� Education NS
� Knowledge about STDs 1.69
� Knowledge about sexuality NS
� Knowledge about contraception NS
� Attitudes toward sexuality NS
� Attitudes towards contraception NS
� Attitudes towards STDs NS
� Victim of sexual abuse NS

Family level
� Father’s education NS
� Mother’s education NS
� Father’s age NS
� Mother’s age NS
� Number of children in family NS
� Number of persons in family NS
� Place in family NS
� Persons/room NS
� Problem-solving in family NS
� Positive affective response 1.49

SUB-SAHARAN AFRICA REGION

48 Zambia Magnani et al (2002):
“Reproductive Health Risk
and Protective Factors among
Youth in Lusaka, Zambia.” In

Study was conducted to
identify risk and protective
factors that expose Zambian
youth to HIV. Findings reveal

1) Number of
lifetime
partners

STANDARDIZED COEFFICIENTS

1)  Number of Lifetime Partners
Individual level M F
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TABLE 3C: DETAILED DESCRIPTION OF STUDIES FOR NUMBER OF SEXUAL PARTNERS (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

Journal of Adolescent Health
30: 76-86.

that level of education and
current school attendance

were protective for having
multiple sexual partners. Being
married was also associated
with a lower likelihood of
having had more than one
sexual partner. In this study,
with the exception of
knowledge about AIDS, for
lifetime partner, reproductive
health knowledge was
associated with higher, instead
of lower, risk of having more
than one partner.

Sample: Males & females
stratified

2) Had >1
partner in last
3 months

� Currently in school -1.94 -0.49
� Knowledge on AIDS -2.80 NS
� Ever drank alcohol 1.01
� Ever used drugs to get high 2.84

Peer and partner level
� Knows someone who had sex 0.84
� Drinks alcohol with friend 1.41
� Communicates with friend

on SRH 0.93
� Number of friends 0.31 NS

2)  Had >1 partner in last 3 months
Individual level M F

� Currently married NS -0.09
� Ever used drugs to get high 3.47 19.01
� Knowledge on AIDS 0.26 NS
� Higher education 0.38
� Religious affiliation 0.47
� Earned money during past

month 1.77
� Knowledge on

contraception 17.37
� Ever drink alcohol 2.11

Peer and partner level
� Discussed SRH with friend NS 8.36
� Met /saw peer educator 1.92 0.25

49 Cameroon Meekers & Calves (1999):
“Gender Differentials in
Adolescent Sexual Activity
and Reproductive Health
Risks in Cameroon.” In
African Journal of
Reproductive Health 3(2):
51-67.

Authors used data from the
1996 Enquete sur la Sante
Reproductive des Adolescents
au Cameroun to examine
gender differentials in
adolescent sexual activity in
urban Cameroon. Likelihood of
having multiple partners
increases with age. Those who
regularly discuss sexual
matters with friends and peers
are twice as likely as others to

1) Two or
more regular
partners;

2) Two or
more casual
partners

ODDS RATIOS

1) Two or more regular partners
Individual level M F

� Older age 1.30 1.22
� Religion NS NS
� Attends school NS NS
� Ever married NS NS
� Ethnicity NS NS

Peer and partner level
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TABLE 3C: DETAILED DESCRIPTION OF STUDIES FOR NUMBER OF SEXUAL PARTNERS (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

have had multiple casual
partners. Adolescents who
have been married are less

likely than others to have
multiple casual partners, but
the effect is significant only for
males. Among males, the
likelihood of having multiple
casual partners is significantly
lower for students than for
non-students.

Sample: Males & females
stratified

� Discussed SRH with peers 1.63 NS

Family level
� Discussed SRH with parents NS NS

School level
� Discussed SRH with teachers 1.60 NS

2) Two or more casual partners
Individual level M F

� Older age 1.34 1.17
� Religion NS NS
� Attends school 0.46 NS
� Ever married 0.38 NS
� Ethnicity NS NS

Peer and partner level
� Discussed SRH with peers 1.98 2.10

Family level
� Discussed SRH with parents 0.50 NS

School level
� Discussed SRH with teachers NS NS

50 Cameroon Rwenge, M. (2000): “Sexual
Risk Behaviors among
Young People in Bamenda,
Cameroon.” In International
Family Planning Perspectives
26(3): 118-123, 130.

Study used data from 1995
Survey on Sexual Behavior of
the Young People of Bamenda
to examine the factors
associated with sexual risk
behaviours. Findings revealed
that females, youth who lived
with their grandparents, and
those whose father worked in
agriculture were less likely to
have multiple sexual partners.
In contrast, those whose first
sexual intercourse was before
16 years, had a father who
was not working, lived in an
average socioeconomic status
household, and lives with a

Multiple
partners

ODDS RATIOS

Individual level M/F
� Education level NS
� Female gender 0.78
� First sexual intercourse

before age 16 1.53

Family level
� Father’s ethnicity SV
� Father’s job: not working 1.54
� Father’s job: agriculture 0.57
� Parent’s type of marriage NS
� Cohabitation by parents NS
� Average socioeconomic

status vs. high 1.29
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TABLE 3C: DETAILED DESCRIPTION OF STUDIES FOR NUMBER OF SEXUAL PARTNERS (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

sibling (instead of in a 2-
parent household) were likely
to have multiple partners.

Sample: Males & females
combined

� Lives with 1 parent/other
vs. 2 parents 2.83

� Lives with grandparents
vs. 2 parents 0.00

51 Uganda Twa-Twa (1997): “The Role
of the Environment in the
Sexual Activity of School
Students in Torotoro and
Pallisa Districts of Uganda.”
In Health Transition Review,
Supplement to Volume 7:
67-81.

Author conducted study to
determine the environmental
factors that are important in
shaping the sexual behaviours
of school-going youth in
Uganda. Findings show a
number of individual-level
factors that increase the
likelihood of having 2 or more
sexual partners: reaching
menarche, being male,
attending a boarding school,
smoked, and ever used family
planning. On the peer-level,
having their friends take
alcohol and visiting a
boyfriend/girlfriend were
significant.

Sample: Males & females
combined

Two or more
sexual
partners

STANDARDIZED COEFFICIENTS

Peer influence model
Individual level M/F

� Reached menarche 0.98

Peer and partner level
� Visited boyfriend/girlfriend 5.80
� Friends take alcohol 3.20

School factors model
Individual level

� Male gender 1.49
� Attends boarding school 0.82
� Ever smoked 0.45
� Ever used family planning 1.40

School level
� Class size: many vs. few -0.66

52 Ghana Karim et al. (2000):
Reproductive Health Risk
and Protective Factors
among Unmarried Youth in
Ghana. Washington DC:
FOCUS on Young Adults
Program Final Report.

Data in study were derived
from a nationally
representative survey to study
the factors at the family,
school, and community level
associated with behaviours
leading to elevated risk of
pregnancy and STDs among
youth. Findings revealed that
an older age, having a higher
level of education,
socioeconomic status,
communicating with family
about sex, having a sister who
got pregnant, perceiving that

1) Number of
lifetime
partners
(higher vs.
lower)

2) Had >1
Partner in Last
3 Months

STANDARDIZED COEFFICIENTS

1) Number of lifetime partners
Individual level M F

� Older age 0.03 0.03
� Ethnicity NS NS
� Completed primary school NS 0.29
� Completed more than

primary 0.48 NS
� Attends school NS NS
� Self-efficacy on

relationships -0.03 -0.01
� Self-efficacy in condom use NS NS
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TABLE 3C: DETAILED DESCRIPTION OF STUDIES FOR NUMBER OF SEXUAL PARTNERS (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

family members approve of
contraception, and changing
residence all increase the
likelihood of having a larger
number of sexual partners.
Risk factors for having more
than one sexual partner in the

last three months included
self-efficacy of using condoms,
having peers/friends who are
sexually active, socioeconomic
status, changing residence
during the last 10 years, and
residing in a small town (for
females). Significant protective
factors included having self
efficacy on sexual
relationships, communicating
with sexual partner about
STD/HIV, having egalitarian
gender role attitudes, and
having a brother who
impregnated someone.

Sample: Males & females
stratified

� Able to talk to partner re: SRH NS NS
� Gender role perception NS NS

Peer and partner level
� Importance of friends’ opinion NS NS
� Peer network extensiveness NS NS
� Friends are sexually active NS NS
� Discussed STD/HIV w/

partner -0.09 -0.06

Family level
� Family structure NS NS
� Higher socioeconomic status NS NS
� No. of rooms in house NS 0.02
� Discussed sex with family NS 0.02
� Discussed condoms w/ family NS NS
� Family approves of F.P. 0.05 NS
� Family approves of no sex NS NS
� Sister had teen pregnancy 0.27 NS
� Brother had teen pregnancy -0.20 NS

Community level
� Moved a lot since age 10 NS 0.17
� Residence NS NS

ODDS RATIOS

2) Had >1 Partner in Last 3 Months
Individual level M F

� Older age NS NS
� Ethnicity SV SV
� Educational attainment NS NS
� Attends school NS NS
� Self-efficacy on relationships NS 0.89
� Self-efficacy in condom use NS 1.10
� Able to talk to partner NS NS
� Gender role perception 0.79 NS

Peer and partner level
� Importance of friends’ opinion NS NS
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TABLE 3C: DETAILED DESCRIPTION OF STUDIES FOR NUMBER OF SEXUAL PARTNERS (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

� Peer network extensiveness NS NS
� Friends are sexually active NS 2.73
� Talked w/ partner STD/HIV NS 0.56

Family level
� Family structure NS NS
� Higher socioeconomic status NS NS
� No. of rooms in house 1.10 1.17
� Discussed sex with family NS NS
� Discussed F.P. w/ family NS NS
� Family approves of F.P. NS NS
� Family approves of no sex NS NS
� Sister had teen pregnancy NS NS
� Brother had teen pregnancy NS NS

Community level
� Moved a lot since age 10 1.76 3.87
� Lives in small town NS 7.42

53 Central African
Republic

Somse, Chapko & Hawkins
(1993): “Multiple Sexual
Partners: Results of a
National HIV/AIDS Survey in
the Central African
Republic.” In AIDS 7: 579-
583

Study was conducted to
determine the prevalence and
characteristics of individuals
with more than one sexual
partner in the Central African
Republic during the previous
12 months. Findings showed
that the risk of having multiple
partners increased with being
single, being employed in a
profession other than
agriculture, living in an urban
area, rape being part of their
first sexual encounter, and
combining sex with alcohol.
Risk also increased with
increasing ability to read for
men and with decreasing age
and drinking alcohol for
women.

Sample: Males & females
stratified

Multiple
sexual
partners

ODDS RATIOS
Individual level M F

� Older age NS 0.93
� Single vs. married 30.38 74.34
� Ability to read 1.67 0.28
� Occupation: not farming 1.72 3.17
� Urban residence 1.76 2.15
� Health region SV SV
� 1st sexual experience

was rape 2.47 1.77
� Combining alcohol and sex 1.99 4.36

Other variables in bivariate analysis
� Have children
� Education
� Years at current address
� Ethnic group
� Religion
� Importance of religion
� Age of first sexual encounter
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TABLE 3C: DETAILED DESCRIPTION OF STUDIES FOR NUMBER OF SEXUAL PARTNERS (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

� Alcohol consumption

54 Namibia Stanton et al. (1999): “HIV
risk behaviors, intentions,
and perceptions among
Namibia Youth as assessed
by theory-based
questionnaire”. In AIDS
Education and Prevention,
11(2), 132-149, 1999.

Authors used data obtained
from a cross-sectional survey
of Namibian youth to assess
AIDS-risk behaviours and
perceptions. Findings revealed
that substantial covariation
occurs among risk behaviour.
Youth who report drinking

alcohol and carrying a weapon
were significantly more likely
to have more than one sexual
partner.

Sample: Males & females
combined

More than 1
sex partner in
previous 6
months

ODDS RATIOS

Individual level M/F
� Older age NS
� Male 2.56
� No condom NS
� Alcohol 2.60
� Beat girlfriend NS
� Carried weapon 2.84
� Smoked cigarette NS
� Drug use NS

55 The United Republic
of Tanzania

Lugoe & Biswalo (1997):
“Self-restraining and
Condom Use Behaviours:
The HIV/AIDS Prevention
Challenges in Tanzanian
Schools.” In International
Journal of Adolescence and
Youth 7: 67-81.

Study was conducted to
examine the question: To what
extent has the HIV/AIDS
epidemic enhanced self-
restraining and condom use
behaviours among secondary
school students in Tanzania.
Findings showed that females
and those who perceived to be
at risk for HIV were more likely
to have more than 1 partner at
the time of study.

Sample: Males & females
combined

More than 1
sexual partner
at time of
study

STANDARDIZED COEFFICIENTS

Individual level M/F
� Female 0.09
� Perceived vulnerability

for HIV 0.16
� Perceived control over HIV/AIDS NS
� Had sex under influence of alcohol NS
� Low knowledge of partner at

last sex NS

56 The United Republic
of Tanzania

Borgdorff et al. (1994):
“Sexual Partner Change and
Condom Use among Urban
Factory Workers in
Northwest Tanzania.” In
Genitourinary Medicine
70:378-383.

Main objective of study was to
describe sexual partner change
and condom use at the intake
of a cohort study of urban
factory workers in Tanzania.
Factors associated with
multiple partners in men were
younger age, low education
and low income, and being
married.

More than one
partner in the
past month

ODDS RATIOS

Individual level M
� Older cohort 0.40
� Residence NS
� Birthplace: other vs.

Mwanza 0.30
� Widowed or separated

vs. married 0.30
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TABLE 3C: DETAILED DESCRIPTION OF STUDIES FOR NUMBER OF SEXUAL PARTNERS (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

Sample: Males only � Higher education 0.50
� Higher income per capita 0.50

57 The United Republic
of Tanzania

Kapiga (1996):
“Determinants of Multiple
Sexual Partners and Condom
Use among Sexually Active
Tanzanians.” In East African
Medical Journal 73(7): 435-
442.

Study used data collected from
the Tanzania Demographic and
Health Survey (TDHS) to
determine which factors are
associated with having
multiple sexual partners.
Findings showed that the
tendency to have multiple
partners was increased among
never married women and
men. Occupation, residence,
ever use of contraceptives, and
AIDS knowledge were not
associated with a history of
multiple sexual partners.

Sample: Males & females
stratified

More than one
sexual partner
in last four
weeks

ODDS RATIOS

Individual level M F
� Age: 25-29 vs. 35 + NS 2.07
� Higher education 1.57 NS
� Never married  2.56 10.94

� Urban residence NS NS
� Moslem vs. Christian NS 1.53
� No religion vs. Christian 1.98 NS
� Work at home vs. no work NS 0.59
� Younger age at first sex 2.62 2.92
� Ever used contraceptives 0.65 NS
� Excellent knowledge of

AIDS NS 1.60
� Used condoms in last

4 weeks 3.95 3.72

58 The United Republic
of Tanzania

Maswanya et al (1999):
“Knowledge, Risk
Perception of AIDS and
Reported Sexual Behavior
among Students in
Secondary Schools and
Colleges in Tanzania.” In
Health Education Research
14(2): 185-196.

Survey was carried out among
students in secondary school
and college to examine the
factors related to risky sexual
behaviour in Dar es Salaam,
Tanzania. Findings showed
that those getting information
from parents and who were
prepared to take an AIDS test
were less likely to engage in
Risk 2 behaviour. On the other
hand, those more likely to
engage in Risk 2 behaviour
were in a higher education
level, were perceived to be at
risk for AIDS, did not believe
that condoms can prevent
AIDS, could take care of a
person with AIDS without
worries, drinks alcohol, and
has a partner who hates to use

Risk 2
behaviour:
multiple sex
partners in
last year (and
not using
condoms)

ODDS RATIOS

Individual level M/F
� Older age NS
� Male NS
� Higher education level 1.85
� Religion NS
� Transmission knowledge NS
� Prevention knowledge NS
� Perceive to be at risk

for AIDS 2.80
� Does not think condoms

prevent AIDS 3.73
� Able to take care of

AIDS person 3.33
� Prepared to take

AIDS test 0.29
� Smokes cigarettes NS
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TABLE 3C: DETAILED DESCRIPTION OF STUDIES FOR NUMBER OF SEXUAL PARTNERS (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

condoms.

Sample: Males & females
combined

� Drinks alcohol 4.15
� Source of information:

parents 0.39

Peer and partner level
� Partner hates to use

condoms 2.47

Family level
� Original place of residence NS

SOUTH-EAST ASIA REGION

59 Vietnam Bui et al. (2001): “Cross-
sectional Study of Sexual
Behaviour and Knowledge
about HIV among Urban,
Rural, and Minority
Residents in VietNam.” In
Bulletin of the World Health
Organization 79: 15-21.

Cross-sectional study was
conducted in three districts of
Vietnam to find out more
about the behaviours that put
them at risk for HIV. Only age
and gender were considered in
the logistic regression analysis.
Being younger and male
contributed to a higher
likelihood of having more than
one sexual partner.

Sample: Males & females
combined

Had more
than one
sexual partner
in a lifetime

ODDS RATIOS

Individual level M/F
� Male 2.80
� Age: 20-24 years 4.00
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INTRODUCTION
PREVALENCE : Although the proportion of sex-

ually active youth who use condoms has been

increasing over the past 10 years, there is great

variation among adolescents. In Peru, South Africa,

and Zambia, more than 70% of sexually active ado-

lescents (aged 15 - 19 years) reported using a con-

dom at last intercourse, while fewer than 30%

report such use in Ecuador, Senegal, and Togo, and

even smaller numbers in countries such as Egypt

and Nepal (ORC Macro, DHS Surveys, 1998-

2000). In general, young men are much more likely

to report using condoms than young women. Some

studies have found that females encounter many

more barriers to using condoms than males. For

example, females in several African countries

acknowledged that if they suggest condom use to

their partner, they will be suspected of being

untrustworthy or having HIV. In a study in Uganda,

females (aged 12-19 years) reported that they did

not use condoms because they were afraid that con-

doms might become stuck inside them, or that

males might intentionally make holes in the con-

doms (Bohmer et al., 1997). 

Even when used, condom use is not consistent. In

Cameroon, although a large percentage of adoles-

cents have “ever used” a condom (62% females and

71% males, among sexually active youths aged 18-

22 years), only 18% of females and 25% of males

in the same age category reported using a condom

the last time they had sex (Meekers & Calves,
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CHAPTER 4:  CONDOM USE
IN PERU, SOUTH AFRICA, AND ZAMBIA,

MORE THAN 70 PERCENT OF SEXUALLY

ACTIVE ADOLESCENTS REPORTED USING

A CONDOM AT LAST INTERCOURSE,

WHILE FEWER THAN 30 PERCENT REPORT

SUCH USE IN ECUADOR, SENEGAL, AND

TOGO, AND EVEN SMALLER NUMBERS IN

COUNTRIES SUCH AS EGYPT AND NEPAL

(ORC MACRO, DHS SURVEYS, 1998-2000).
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1999). Similarly, in Ghana, 65% of sexually active

adolescents have ever used a condom, while only

21% reported using a condom the last time they

had sex (Adih & Alexander, 1999). Several studies

have suggested that condoms are used only with

some partners and not with others. In Kazakhstan,

young men used condoms much more with casual

partners (65%) than with regular partners (11%).

Also, in Cameroon, condom use was much more

common among casual partners than with regular

partners. Thirty-one percent of young adolescent

females and 48% of males reported that they

always use condoms with casual partners, com-

pared to less than a third for both males and

females with their regular partners (Meekers &

Calves, 1999).

DESCRIPTION OF STUDIES
ON CONDOM USE
The identification of the factors that influence ado-

lescents’ condom use is particularly important in

developing effective HIV preventive interventions.

In the present review of the determinants of adoles-

cent condom use in developing countries, 31 stud-

ies were identified that

matched our criteria for

inclusion. All but five of

the studies were con-

ducted in the sub-

Saharan African region,

while two were from the

Middle-East (Israel) and

three from South America (Ecuador, Brazil, and

Peru).

All the studies used cross-sectional designs. Most

of the studies drew samples from schools (n=13),

nine used data from selected urban samples, five

from nationally-based survey samples, one from a

district-level sample, two from clinic-based sam-

ples, and one from a special population of military

recruits. Twenty-three of the studies sampled only

adolescents, while eight studies included adults in

the sample.

Out of 31 studies, more than half (n=18) had com-

bined samples of males and females, while five

sampled only males, and the remaining seven sam-

pled males and females, but stratified them into

separate groups. Thus, since most of the studies did

not stratify by sex, it is difficult to make conclu-

sions on any gender differences.

As has been seen in

other chapters, there are

several variations in the

way the studies meas-

ured condom use. For

example, 11 studies

analysed the general out-

come of condom use

(Ben-Zur et al., 2000; Scivoletto et al., 2002;

Wilson, Manual & Lavelle, 1991; Adetunji, 2000;

Lahai-Momoh & Ross, 1997; Maswanya et al.,

1999; Kamya et al., 1997; Lule & Gruer, 1991;

Rwenge, 2000; Messersmith et al., 2000; Reddy et

al., 2000), with one of these studies measuring con-

dom use among regular and casual partners (Reddy

et al., 2000). Eight studies measured condom use at

last sex (Park et al., 2000; Adih & Alexander, 1999;

Karim et al., 2000; Magnani et al., 2002; Lugoe &

Biswalo, 1997; Lugoe et al., 1996; Meekers &

Klein, 2002; Peltzer, 2000); one of these studies

SEVERAL STUDIES HAVE SUGGESTED

THAT CONDOMS ARE USED ONLY

WITH SOME PARTNERS AND NOT

WITH OTHERS. IN KAZAKHSTAN,

YOUNG MEN USED CONDOMS MUCH

MORE WITH CASUAL PARTNERS (65

PERCENT) THAN WITH REGULAR

PARTNERS (11 PERCENT).

THE IDENTIFICATION OF THE FACTORS

THAT INFLUENCE ADOLESCENTS’ 

CONDOM USE IS PARTICULARLY

IMPORTANT IN DEVELOPING EFFECTIVE

HIV PREVENTIVE INTERVENTIONS.



measured condom use at last sex among regular

and casual partners (Meekers & Klein, 2002). Six

studies measured ever use of condoms (Adih &

Alexander, 1999; Edem & Harvey, 1995; Olayinka

& Osho, 1997; Calves & Meekers, 1997; Meekers

& Klein, 2002; Meekers & Calves, 1999), four

studies measured the frequency of condom use

(Karim et al., 2000; Magnani et al., 2002; Adetunji

& Meekers, 2001; Van Rossem, Meekers &

Akinyemi, 2001), while others measured condom

use at first intercourse (Magnani et al., 2001;

Karim et al., 2000), increase in condom use

(Carmel et al., 1992), no condom in previous 6

months (Stanton et al., 1999), intention to use con-

doms (Abraham, Rubaale & Kipp, 1995; Wilson &

Lavelle, 1992), and condom procurement (Little,

Myer & Mathews, 2002). Therefore, since this

review is summarizing all of these different out-

comes together, some caution is needed when inter-

preting the findings as these differences in meas-

urement can challenge the factors that emerged as

being important to this outcome category (see Table

4A for more details).

RISK & PROTECTIVE
FACTORS

INDIVIDUAL CHARACTERISTICS AND
BEHAVIOURS

BIOLOGICAL  AND DEVELOPMENTAL

FACTORS : Unlike the outcomes of sexual initi-

ation and number of partners, age and gender do

not seem to be as uniformly associated with

whether or not adolescents are using condoms.

71

CONDOM USE

TABLE 4A: SUMMARY OF STUDIES FOR ADOLESCENT CONDOM USE

OUTCOME
SPECIFIC OUTCOME
VARIABLES IN ANALYSIS

NO. OF STUDIES/
WORLD REGION

TOTAL NO.
OF STUDIES KEY RISK FACTORS

KEY PROTECTIVE
FACTORS

Condom
Use

� Increase in condom use
� Condom use at last sex
� Non-use of condoms
� Condom use at first sex
� No condom in previous 6

months
� Ever use of condoms
� Frequency of condom use

with partner
� Intention to use condoms
� Consistency of condom use

with various partners
� Condom procurement

� Sub-Saharan Africa: 26
� Middle East: 2
� Latin America/Caribbean: 3
� South/SE Asia: 0

31 � Perceives many barriers to
condom use

� Partner has negative
attitudes about condoms

� Higher education level
� Perceived risk of HIV/AIDS
� Self-efficacy in using

condoms
� Positive attitudes about

using condoms
� Perceived effectiveness of

condoms
� Knows where to buy

condoms
� History of an STD
� Has permanent sexual

partner
� Discussed SRH with last

partner
� Lives with both parents
� Communicates with teachers

about SRH
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Although ten studies examined age, and 20 studies

included sex in their models, the results are mixed

as to whether they are significant factors, and

whether they are posi-

tively or negatively

associated with con-

dom use. For example,

12 studies found that

age had no effect on

condom use, while six

found that being older

was significantly relat-

ed to using condoms

(Adih & Alexander, 1999; Karim et al., 2000;

Magnani et al., 2002; Calves & Meekers, 1997;

Meekers & Klein, 2002 (for ever use of condoms);

Meekers & Calves, 1999), and four studies found

that being older was significantly related to not

using condoms (Adetunji, 2000; Van Rossem,

Meekers & Akinyemi, 2001; Meekers & Klein,

2002 (for condom use with a regular partner);

Lahai-Momoh & Ross, 1997). The same is true for

gender. Four studies found gender had no effect,

four studies found that being male was significantly

related to using condoms, and two studies found

that being female was significantly related to using

condoms (see Table 4b).

The only other developmental factor that was

examined was age at first sex. Out of the four stud-

ies that looked at this variable, three found no effect

for ever use of condoms (Adih &

Alexander, 1999; Rwenge, 2000;

Lule & Gruer, 1991), one found that

adolescents who have sex earlier

were more likely to have used a con-

dom at last sex (Adih & Alexander,

1999), and another study found that

adolescents who have sex at older

ages were more likely to use con-

doms (Lugoe & Biswalo, 1997). The

last study is consistent with U.S. research which

found that adolescents who

began having sex at older ages

were more likely to use a con-

dom than those starting at

younger ages (Murphy &

Boggess, 1998; Upchurch,

2001).  

EDUCATION ATTAINMENT:  Fourteen

studies analysed whether educational attainment

was related to whether or not adolescents use con-

doms. Of these, seven studies found no effect, par-

ticularly for condom use at last sex (Carmel et al.,

1992; Adih & Alexander, 1999; Karim et al., 2000;

Maswanya et al., 1999; Okayinka & Osho, 1997;

Calves & Meekers, 1997 (for males); Meekers &

Klein, 2002). However, nine studies found that hav-

ing a higher educational level did significantly

relate to condom use (Karim et al., 2000 (for con-

dom use at 1st sex), Magnani et al., 2002; Lugoe et

al., 1996; Adetunji, 2000; Van Rossem, Meekers &

Akinyemi, 2001; Messersmith et al., 2000; Calves

and Meekers, 1997 (for females); Rwenge, 2000).

For example, in Ghana, females with at least a sec-

ondary education were more than four times more

likely to use a condom at first sex (Karim et al.,

2000). In Zambia, adolescents with a higher educa-

tion level had an Odds Ratio of 4.16 for always

using a condom (Magnani et

al., 2002). Even more dramat-

ic was the study by Lugoe et

al (1996) which showed that

adolescents with a higher edu-

cation level were more than

seven times more likely to use

a condom at last sex, and this was the strongest fac-

tor in the study.

REPRODUCT IVE  HEALTH

KNOWLEDGE AND ATT ITUDES : A

range of variables related specifically to knowledge

or attitudes about condoms, as well as knowledge

IN GENERAL, THE STRONGEST

KNOWLEDGE VARIABLE WAS

HAVING KNOWLEDGE ABOUT

WHERE TO BUY CONDOMS.

ACCORDING TO THE STUDY

BY LUGOE ET AL (1996)

ADOLESCENTS WITH A

HIGHER EDUCATION LEVEL

WERE MORE THAN SEVEN

TIMES MORE LIKELY TO USE

A CONDOM AT LAST SEX.



and attitudes related to HIV/AIDS were included in

several studies. The results showed that, in general,

knowledge was not a significant factor related to

condom use. The strongest knowledge variable was

having knowledge about where to buy condoms.

For example, two studies found that adolescents

who knew where to buy condoms were significant-

ly more likely to use them (Meekers & Calves,

1999; Kamya et al., 1997). However, general

knowledge about AIDS and condoms appear to be

less influential on condom use. Specifically, out of

nine studies that looked at the relationship between

AIDS knowledge and condom use, only one

(Magnani et al., 2002) found a significant relation-

ship, and this was only among males. 

Notably, more studies analysed the relationships

between adolescent attitudes/perceptions and their

actual condom use, and found that perceptions

about condoms were more influential for actual

condom use than their knowledge about them. For

example, out of the nine studies that examined the

relationship between having positive attitudes about

condoms and condom use, six found significant

relationships with use itself (Magnani et al., 2002;

Maswanya et al., 1999; Adetunji & Meekers, 2001;

Van Rossem, Meekers & Akinyemi, 2001; Lule &

Gruer, 1991; Reddy et al., 2000). In addition, three

out of four studies found that when adolescents

perceive condoms to be effective, they are more

likely to use them (Abraham, Rubaale & Kipp,

1995; Wilson, Manual & Lavelle, 1991; Van

Rossem, Meekers & Akinyemi, 2001). Similarly,

four out of five studies showed that when adoles-

cents perceive the benefits of using condoms, they

are also more likely to use them (Magnani et al.,

2002; Adetunji & Meekers, 2001; Van Rossem,

Meekers & Akinyemi, 2001; Peltzer, 2000).

Conversely, four out of five studies showed that

when adolescents perceive barriers to using con-

doms, they are less likely to

use them (Adih & Alexander,

1999 (for ever use); Wilson &

Lavelle, 1992; Wilson,

Manual & Lavelle, 1991;

Edem & Harvey, 1995). Less

clear, however, is the relation-

ship between the perception

of HIV/AIDS and condom

use. For example, out of the

13 studies which examined this relationship, six

found no association (Carmel et al., 1992; Park et

al., 2002; Adih and Alexander, 1999; Adetunji &

Meekers, 2001; Edem & Harvey, 1995; Meekers &

Klein, 2002 (with regular partner)), and seven stud-

ies found that when adolescents perceived them-

selves to be at risk for AIDS, they were more likely

to use condoms (Abraham, Rubaale & Kipp, 1995;

Wilson, Manual, & Lavelle, 1991 (males only); Van

Rossem, Meekers & Akinyemi, 2001; Olayinka &

Osho, 1997; Meekers & Klein, 2002 (males only);

Little, Myer & Mathews, 2002; Pelzer, 2000).

Meanwhile, one study found that when adolescents

perceived themselves to be at risk for AIDS, they

were less likely to report always using condoms

(Magnani et al., 2002). Again, given the cross-sec-

tional nature of the study, it is impossible to deter-

mine directionality. It could

be, for example, that adoles-

cents who use condoms less

frequently see themselves at

more risk. Or it could be the

function of their obtaining

misinformation (e.g., condom

use increases risk of HIV). It is

not possible to answer these

questions.

SELF -EFF ICACY ON CONDOM USE :

Nine studies examined the relationship between

self-efficacy in using condoms and actual condom

use. Almost all of these studies found that when

adolescents have greater self-confidence in using
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PARTNER CHARACTERISTICS

WERE FOUND TO BE MUCH

MORE INFLUENTIAL FOR

ACTUAL CONDOM USE

AMONG ADOLESCENTS

THAN WERE ANY OF THE

PEER CHARACTERISTICS.
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condoms, they are more likely to use them (Park et

al., 2002; Adih & Alexander, 1999 (for ever use of

condoms); Karim et al., 2000; Abraham, Rubaale &

Kipp, 1995 (females only); Magnani et al., 2002;

Meekers & Klein, 2002; Kamya et al., 1997; Reddy

et al., 2000). In Ghana, for example, adolescents

who perceived a high

level of self-efficacy to

use condoms were more

than twice as likely to

have ever used a condom

than adolescents who per-

ceived a low level of self-

efficacy (Adih &

Alexander, 1999). Only

in Wilson and Lavelle’s

(1992) study was self-

efficacy not related to

condom use. However, since this study was measur-

ing the intention to use condoms, it could be that

self-efficacy is linked more directly to actual con-

dom behaviour, as the other studies showed. 

PEER AND PARTNER

Peer and partner characteristics were measured in

almost two thirds of the studies on condom use.

Interestingly, partner characteristics were found to

be much more influential for actual condom use

among adolescents than were any of the peer char-

acteristics. For example, three studies found that

when adolescents are in a stable sexual relationship

with one person, they are more likely to use con-

doms than those who are not in such a relationship

(Carmel et al., 1992 (males only); Lugoe et al.,

1996; Olayinka & Osho,

1997). In addition, three

out of four studies found

that adolescents who talked

with their current or last

partner about issues related

to sexuality, AIDS, or preg-

nancy, were more likely to

use condoms (Karim et al.,

2000; Magnani et al.,

2002; Reddy et al., 2000).

At the same time, two out

of the three studies exploring these issues found

that if adolescents perceive that their partner has

negative attitudes about using condoms, they are

less likely to use them (Maswanya et al., 1999;

Little, Myer & Mathews, 2002). In fact, in the

United Republic of Tanzania, adolescents who per-

ceived that their partner hated to use condoms were

half as likely as peers to use condoms (Maswanya,

et al., 1999).

Notably, there were no peer characteristics that

were found to be significant by more than one

study.

FAMILY AND HOUSEHOLD

Most of the variables related to the family and

household domain did not have significant associa-

tions with condom use. The exception was family

structure. Of the three studies that explored this

variable, two found that adolescents who lived with

either one parent or with others were less likely to

use condoms than those who lived with both par-

ents (Magnani et al., 2001; Rwenge, 2000).

Specifically, in Peru, boys who lived with neither of

their parents were one third as likely to have used a

condom during their first sexual encounter than

were boys who lived with both parents (Magnani et

al., 2001).

SCHOOL AND COMMUNITY

Two studies looked at the relationship between

teacher communication and condom use. In particu-

lar, both studies found that when adolescents talked

to a teacher about sex or contraception, they were

more likely to intend to use or actually use con-

doms (Wilson & Lavelle, 1992; Meekers & Calves,

1999). Specifically, Wilson and Lavelle (1992)

found that when males talked to a teacher about

IN PERU, BOYS WHO LIVED WITH

NEITHER OF THEIR PARENTS

WERE ONE THIRD AS LIKELY TO

HAVE USED A CONDOM DURING

THEIR FIRST SEXUAL ENCOUNTER

THAN WERE BOYS WHO LIVED

WITH BOTH PARENTS. 

(MAGNANI ET AL., 2001)



AIDS, they were more likely to intend to use a con-

dom; however, for females, there was no effect.

Meekers & Calves (1999), meanwhile, found that

when females discussed issues related to sexuality

or reproductive health with a teacher, they were

more likely to have ever used a condom. For males,

however, there was no effect. Knowing to what

extent these findings are generalizable awaits fur-

ther research. So too, are knowing why the incon-

sistent gender differences exist in each of the two

studies: it may be a research artifact or it may be an

important finding. Only additional studies will clar-

ify this issue.

At the community level, only one study examined a

single variable--affiliation with community clubs

and organizations. In that study Magnani et al.

(2002) found that females who were in more clubs

were less likely to use condoms. See Table 4B for

more details on these find-

ings.

CHAPTER 
SUMMARY
In contrast to the previous

chapters, the studies that

analysed condom use found

far more protective factors

than risk factors as being sig-

nificantly related. This could

be because condom use is, in

fact, a protective behaviour,

and therefore, researchers who analyse this as an

outcome tend to analyse variables that are theoreti-

cally known to be positively associated to it. In

addition, if one were to review all of the variables

that were entered into the models for this outcome,

one would also find that the variables were linked

more with cognitive-behavioural frameworks, as

opposed to the demographic frameworks used in

most studies of the previous two outcomes. Very

few sociodemographic variables were found to be

significantly associated with condom use.

Education level and family structure, both protec-

tive factors, were the only significant sociodemo-

graphic variables. Instead, factors related to self-

efficacy, perceptions, atti-

tudes, and knowledge were

found to be much more asso-

ciated with condom use.

However, since all of the

studies were cross-sectional

in design, it is impossible to

determine whether any of

these factors are actually

causally related to condom

use. More longitudinal stud-

ies are needed to answer this

question.

In addition to demonstrating the importance of

individual knowledge and attitudes, this review also

showed that sexual partners and teachers are impor-

tant for condom use among adolescents. For exam-

ple, adolescents were more likely to use condoms if

they had a steady partner, they perceived their part-

ner liked condoms, and they discussed issues

regarding sexuality, AIDS, and pregnancy with

their current or last partner. Adolescents who had

similar conversations with their teachers were also

more likely to use condoms. In contrast, there were

no significant relationships found between condom

use and communications with peers or parents
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ADOLESCENTS WERE MORE LIKELY

TO USE CONDOMS IF THEY HAD A

STEADY PARTNER, THEY PER-

CEIVED THEIR PARTNER LIKED

CONDOMS, AND THEY DISCUSSED

ISSUES REGARDING SEXUALITY,

AIDS, AND PREGNANCY WITH

THEIR CURRENT OR LAST PARTNER.

VERY FEW SOCIODEMO-

GRAPHIC VARIABLES WERE

FOUND TO BE SIGNIFICANTLY

ASSOCIATED WITH CONDOM

USE. EDUCATION LEVEL AND

FAMILY STRUCTURE, BOTH

PROTECTIVE FACTORS, WERE

THE ONLY SIGNIFICANT

SOCIODEMOGRAPHIC VARI-

ABLES.
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about sex and condoms. 

TABLES
The Tables that follow (Table 4B and 4C) offer

additional detail on the findings and studies includ-

ed in this review. 

TABLE 4B lists all the factors that were analysed,

and classifies them as a risk factor, a protective fac-

tor, or not significant. 

TABLE 4C offers a snapshot summary of each study

that analysed risk and protective factors in relation

to the outcome of interest, including the description

of the study’s sample, the dependent variable that

was analysed, and results of the multivariate analy-

sis. 

HOW TO READ TABLE B

The B Tables are organized by:

• Factor level (individual, peer and partner, family,

school, and community),

• The specific variable, and 

• Whether the variable was:

• a risk factor (negatively associated with the

outcome at the .05 significance level),

• a protective factor (positively

associated with the outcome

at .05 significance level),

• or was not significant at the

.05 significance level (NS). 

The numbers in the Table corre-

spond to the list of studies includ-

ed in Table C. For example, in

Table 4B you will see that

‘’76(males)’ is written under the

column, “Risk” across from the variable, “married.”

This means that study #76 (listed in Table C) found

that “marriage” was a significant risk factor among

males for condom use. Note that if “males” or

“females” are not written after the number, this

means that the factor was significant for both males

and females in the sample.

HOW TO READ TABLE C

The C Tables are organized by:

• Identification number,

• The country in which the study was conducted,

• The reference,

• The description of the sample and overview of

findings (under “annotations”),

• The dependent vari-

able, and 

• The results of the

multivariate analysis. 

Under the “Results” col-

umn, several things should

be pointed out. First, if the

factor is a significant risk

factor, the font is in bold

and italics. If the factor is a significant protective

factor, the font is simply in bold. If the factor was

found to be not significant, it is labeled “NS.” There

are certain variables that are labeled “SV.” This

means that the variable is significant at the .05 sig-

nificance level, but it can’t be classified as “risk” or

a “protective” factor because it varies according to

the referenced category, which is specific only to

the country of study. For example, “region of resi-

dence” is commonly labeled as “SV,” since it

depends on which location within the specific coun-

try is used as the reference category. Finally, if the

analysis is stratified by sex, males (M) and females

TABLE CODES

Bold ..................Protective factor

Bold+Italic ......Risk factor

NS ......................Not significant

SV ......................Significance depends
on category
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TABLE 4B: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR CONDOM USE

VARIABLE NS (P>.05)
RISK (NEGATIVE
ASSOCIATION) (P<.05)

PROTECTIVE (POSITIVE
ASSOCIATION) (P<.05)

INDIVIDUAL LEVEL

SOCIODEMOGRAPHIC VARIABLES

Being male 61, 62, 72, 84 60, 70 63, 75, 77, 89

Older age 60, 61, 62, 64 (males), 67
(females, condom use at 1st sex;
male/female for condom use at
last sex), 70, 72, 75, 77, 80, 82
(condom use w/ casual partner),
86 (males), 87

76, 78, 82 (condom use w/ regular
partner), 85

66, 67 (males, condom use at 1st sex),
69, 81, 82 (ever used condoms), 83

Ethnicity 61, 67, 83 78

Higher education level 61, 66 (condom use at last sex),
67 (males, condom use at 1st sex,
male/female for condom use at
last sex), 70, 80, 81(males), 82

67 (females, condom use at 1st sex),
69, 72, 75, 76 (males), 78, 79 (males),
81(females), 84

In-school 67, 82 (condom use w/regular
partner), 83

69

Education aspirations 62

Working vs. going to school 64 (males)

Access to media 76 (males)

Religion 70, 72, 76 (males), 79 (males), 83 69 69

Religiosity 60, 72

Married 66, 79, 83 76 (males)

HIV/AIDS KNOWLEDGE AND BELIEFS

Knowledge of AIDS 62, 66, 69 (females), 70, 78, 80,
85

60, 77 69 (males)

Perceived risk of HIV/AIDS 61, 62, 66, 75, 77, 82 (condom
use w/regular partner)

80 68, 74 (males), 78 (males), 82 (males,
condom use w/ casual partner), 89, 90

Total denial of AIDS 60

Perceived severity of AIDS 61, 75, 82, 90 68 (females), 74(males)

Fear/Worry about AIDS/STDs 60, 61, 69 (females) 69 (males), 78

AIDS epidemic has affected lifestyle 87
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TABLE 4B: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR CONDOM USE (CONTINUED)

VARIABLE NS (P>.05)
RISK (NEGATIVE
ASSOCIATION) (P<.05)

PROTECTIVE (POSITIVE
ASSOCIATION) (P<.05)

Disclosure/help-seeking 85

Received AIDS information 61

Contact with HIV-infected people 85

Knows someone with AIDS 74, 75, 78

SELF-EFFICACY OF CONDOM USE

Self-efficacy in using condoms 66 (condom use at last sex), 67
(females, condom use at 1st sex),
73

62, 66 (ever use of condoms), 67
(males, condom use at 1st sex,
male/feamle for condom use at last
sex), 68 (females), 69, 82, 86 (males),
88

KNOWLEDGE, ATTITUDES, AND BELIEFS ABOUT
CONDOM USE

Knowledge on condoms index 69 (males)

Positive attitudes about using condoms 60, 73, 82 69 (males), 70, 75, 78, 87, 88

Perceived effectiveness of condoms 82 68, 74 (males), 78

Perceives many barriers to using condoms 90 66 (ever use of condoms), 73, 74
(males), 77

Perceives benefits of using condoms 66 69 (males), 75, 78, 90

Condom embarrassment 86

Perceived social support for using condoms 66 (condom use at last sex), 73,
82

66 (ever use of condoms), 69, 74
(males)

Knows more than 3+ media sources of condom
information

87 75

Able to buy condoms 68 (females)

Knows where to buy condoms 83, 86 (males)

Females can initiate condom use 83

RH KNOWLEDGE AND ATTITUDES

Self-efficacy on relationships 67 (condom use at first and last
sex)

Gender role perception 67 (males, condom use at first and
last sex)
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TABLE 4B: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR CONDOM USE (CONTINUED)

VARIABLE NS (P>.05)
RISK (NEGATIVE
ASSOCIATION) (P<.05)

PROTECTIVE (POSITIVE
ASSOCIATION) (P<.05)

Knowledge about pregnancy 69

Concerned about pregnancy 78

NON-SEXUAL RISK BEHAVIOURS

Cigarette smoking 61, 66, 70

Marijuana use 63

Alcohol use 70, 75 66 (condom use at last sex)

SKILLS

Able to talk to partner about condoms 67 (condom use at first sex) 68 (females) 67 (condom use at last sex), 68
(males)

Refusal skills of risk behaviours 85 62

SEXUAL RISK BEHAVIOURS

Had sex under influence 72

Had sex with risky sexual partner 87, 80

Commercial sex 79

Had sex recently 89

Frequency of sex 87

Early age at first sex 66 (ever use of condoms), 84, 87 71 66 (condom use at last sex)

History of STD 78 79 (males), 88

Uses other contraception 89 61

PEER AND PARTNER LEVEL

Number of friends 67 69 (females)

Number of sexual partners 66, 71, 78 (males), 80, 81
(females), 82, 83, 89

79 (males) 78 (females), 81, 82 (males, ever used
condoms), 83 (males), 86 (males), 87

Peers/friends have had sex 62, 67 64

Peers became pregnant/impregnated 64

Peers have had an abortion 64

Importance of friends’ opinions 67

Watches TV/video with friend 69
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TABLE 4B: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR CONDOM USE (CONTINUED)

VARIABLE NS (P>.05)
RISK (NEGATIVE
ASSOCIATION) (P<.05)

PROTECTIVE (POSITIVE
ASSOCIATION) (P<.05)

Goes to disco with friend 69 (males)

Discusses RH issues with friends 73, 82, 83 69 (males) (ever used a condom) 70

Has permanent sexual partner 61 (males), 72, 80

Longer duration of relationship 71

Partner ever pregnant 79

Partner has negative attitudes about condom 73 70, 89

Discussed RH issues with last partner 73 67, 69, 88

FAMILY LEVEL

Mother’s education 60

Father’s education 60, 61 (males) 61 (females)

Place of residence: urban vs. rural 75, 76, 78 (males), 82 70 62, 78 (females)

Years of residence 67

Parents have polygamous marriage 88

Parents don’t live together 88

Family structure: lives with 2 parents 67 64, 84

High socioeconomic status 67, 75, 78, 83 64 88

Communicates with parents about sex 64, 67, 81, 83 67 (females, condom use at first sex)

Communicates with parents about contraception 67 (condom use at first and last
sex)

Sibling had teen pregnancy 67

Family approves of using contraception 67 (condom use at last sex), 82 67 (males, condom use at 1st sex)

SCHOOL LEVEL

Communicates with teachers about SRH 83 (males) 73 (males), 83 (females)

COMMUNITY LEVEL

Affiliated with clubs 69 (females)
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TABLE 4C: DETAILED DESCRIPTION OF STUDIES FOR CONDOM USE

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

MID-EAST REGION

60 Israel Ben-Zur et al. (2000):
“Denial of HIV/AIDS and
Preventive Behavior among
Israeli Adolescents.” In
Journal of Adolescence
23:157-174.

A national sample of 1082
Israeli adolescents, aged 14-18
years, was questioned about
their sexual habits and
HIV/AIDS-related denial.
Findings showed that denial is
negatively related to condom
use, with a relatively high
negative beta, suggesting that
those who report on infrequent
use of condoms are denying
more than those who always
use it. Knowledge was also
shown to be negatively
associated to condom use.

Sample: Males & females
combined

Condom use STANDARDIZED COEFFICIENTS

Individual level M/F
� Knowledge -0.20
� Older age NS
� Male -0.19
� Religiousness NS
� Total Denial Scale -0.37
� Total Attitude Scale NS
� AIDS-related State: Anxiety NS
� Anxiety, in general NS
� Social Desirability Scale NS

Family level
� Mother’s education NS
� Father’s education NS
� Mother origin NS
� Father origin NS

61 Israel Carmel et al. (1992):
“Gender Differences in
AIDS-related Behavioral
Changes among 18-19 year
olds in a Low Incidence
Country.” In Health
Education and Research
7(2): 217-228.

Study was conducted among
781 18-19 year old Israeli army
recruits to investigate their
AIDS-related beliefs and
behavioural changes. Findings
showed that those who use
the pill were the most likely to
also increase their condom
usage. For males, having sex
with a permanent partner also
increased their condom use;
while for women, father’s
education was associated with
an increase in condom use.

Sample: Males & females
combined

Increase in
condom use

STANDARDIZED COEFFICIENTS

Individual level M/F
� Age NS
� Education NS
� Ethnic origin NS
� Smoking habits NS

Susceptibility
� Chances of contracting AIDS NS
� Afraid of AIDS NS

Salience
� Thinks about AIDS NS

Severity
� Unaware of contamination NS
� Believes AIDS reduces immunity NS

Perceived benefits M F
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NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

� Avoids public toilets NS NS
� Uses condoms NS NS
� Uses the pill 0.17 0.32
� Uses spermicide NS NS
� Has sex w/

permanent partner 0.18 NS

Cues for Action
� Received AIDS information NS NS

Family level
� Father’s education NS 0.20
� No. of siblings NS NS

LATIN AMERICA/CARIBBEAN REGION

62 Ecuador Park et al. (2002):
“Correlates of HIV Risk
among Ecuadorian
Adolescents.” In AIDS
Education and Prevention
14(1): 73-83.

Purpose of study was to examine
the relationship of HIV
knowledge, demographics, and
psychosocial factors with HIV risk
behaviour among students in
Ecuador. Findings showed
respondents who reported higher
condom use self-efficacy were
more likely to have used condoms
at last inter-course. Other factors
that were significant included
living in a rural region, having
higher educational aspirations,
and having the ability to refuse
unsafe sex.

Sample: Males & females
combined

Condom use
at last sex

ODDS RATIOS

Individual level M/F
� Female NS
� Older age NS
� Perceived AIDS risk NS
� Condom use self-efficacy 1.28
� Refusal unsafe sex 1.12
� Educational aspirations 1.27
� AIDS knowledge NS

Peer and partner level
� Peer sexual behaviour NS

Family level
� Rural region 2.30

63 Brazil Scivoletto et al. (2002): “Use
of Psychoactive Substances
and Sexual Risk Behavior in
Adolescents.” In Substance
Use and Misuse 37(3): 381-
398.

Study investigated the
relationship between the use of
illicit drugs and sexual-risk
behaviour in a sample of
students aged 14-21. Findings
found that being female and
consuming marijuana greatly
increased the risk of not using
condoms.

Non-use of
condoms

ODDS RATIOS

Individual level M/F
� Male 0.32
� Marijuana consumption 2.84
� Anticholinergics NS
� Sedatives NS
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NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

Sample: Males & females
combined

64 Peru Magnani et al (2001):
“Correlates of Sexual
Activity and Condom Use
among Secondary-school
Students in Urban Peru.” In
Studies in Family Planning
32(1): 53-66.

Survey data from urban
secondary school students
were gathered. Findings
showed that factors associated
with using a condom at first
intercourse included higher
socioeconomic status, living
with both parents, and who
have friends who had sex.
With regard to self-esteem,
only one of the indicators
emerged as significant – a
reported need for guidance
when a problem arises.
Respondents who reported
“almost always” needing
guidance, presumably they had
low self-esteem, were more
likely to have used a condom
during their first sexual
encounter.

Sample: Males only

Condom use
at first
intercourse)

ODDS RATIOS

Individual level M
� Age NS
� Work/employment NS
� Important with whom you live NS
� Able to tell friends when disagree NS
� Believe others find fault with you NS
� Need guidance when

having a problem 1.58
� Able to lead friends NS
� Have more positive qualities NS
� Attends mixed-sex school NS

Peer and partner level
� Peers/friends have had sex 1.76
� Friends became pregnant/

impregnated NS
� Peers/friends have had an abortion NS

Family level
� Region of residence NS
� Lives with other vs.

both parents 0.31
� High socioeconomic status 2.17
� Communication with parents NS

SUB-SAHARAN AFRICA REGION

65 Namibia Stanton et al. (1999): “HIV
risk behaviors, intentions,
and perceptions among
Namibia Youth as assessed
by theory-based
questionnaire”. In AIDS
Education and Prevention,
11(2), 132-149, 1999.

Authors used data obtained
from a cross-sectional survey
of Namibian youth to assess
AIDS-risk behaviours and
perceptions. Findings showed
that only smoking a cigarette
and age were correlated with
not using a condom in the
previous 6 months.

No condom in
previous 6
months

ODDS RATIOS

Individual level M/F
� Age 1.16
� Sex NS
� Alcohol NS
� Beat girlfriend NS
� Carried weapon NS
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NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

Sample: Males & females
combined

� Smoked cigarette 2.51
� Drug use NS

66 Ghana Adih & Alexander (1999):
“Determinants of Condom
Use to Prevent HIV Infection
among Youth in Ghana.” In
Journal of Adolescent Health
24: 63-72.

Authors used a cross-sectional
study design to identify the
psychosocial and behavioural
factors that influence condom
use to reduce HIV. Findings
indicate that perceived self-
efficacy to use condoms,
perceived social support to use
condoms, and perceived few
barriers to use condoms were
significant predictors to ever
using condoms. In regard to
using condoms at last sex, the
most significant finding was
that perceived barriers
interacted with perceived
susceptibility and self-efficacy.
Subjects who perceived a high
level of susceptibility to HIV
and a low level of barriers to
condom use were almost six
times as likely to have used
condoms at last intercourse.
Similarly, young men who
perceived a high level of self-
efficacy and a low level of
barriers to condom use were
nearly 3 times as likely to have
used condoms at last
intercourse.

Sample: Males & females
combined

1) Ever use of
condom;
2) Use of
condom at last
sex

ODDS RATIOS

1) Ever use of condom
Individual level M/F

� Older age 2.41
� Marital status NS
� AIDS knowledge NS
� Perceived susceptibility to HIV NS
� Few barriers to condom

use (vs. many) 2.35
� Self-efficacy to use condoms 2.54
� Perceives social support

for condoms 1.67
� Age at first intercourse NS

2) Use of condom at last sex
Individual level M/F

� Higher education level NS
� Perceived susceptibility to HIV NS
� Few barriers to condom use (vs. many)NS
� Self-efficacy to use condoms NS
� Perceives social support for condoms NS
� Age at first intercourse 1.12
� No. of partners in last year NS
� Rarely consumes alcohol 1.96

Interactions
� High susceptibility to HIV x

Few barriers to condom use 5.91
� High self-efficacy x Few

barriers to using condoms 2.84

Other variables used in bivariate analysis
� Number of partner in last 3 months
� Smoking habits
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TABLE 4C: DETAILED DESCRIPTION OF STUDIES FOR CONDOM USE (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

� Perceived benefits from condom use

67 Ghana Karim et al. (2000):
Reproductive Health Risk
and Protective Factors
among Unmarried Youth in

Ghana. Washington DC:
FOCUS on Young Adults
Program Final Report.

Data in study were derived
from a nationally
representative survey. Findings
showed among the socio-
demographic background
factors, only age (among
males) and level of education
(among females) were
associated with one or more
condom behaviours, and both
were protective.
Communication with family
members about avoiding sex
was associated with a higher
probability of using a condom
during first sex for females,
while the communication with
family members regarding use
of contraceptives was
associated with a higher
likelihood of consistent
condom use with last partner
among males. No effects of
peer behaviour were observed.
Community connectedness
also does not appear to
influence condom use.
Perceived condom use self-
efficacy and self-efficacy with
regard to partner
communications were strongly
associated with condom use
during last sex and consistent
condom use among youth of
both genders, and was also
associated with an increased
likelihood of condom use at
first sex among males. Actual
communication with last
partner concerning pregnancy
risk and contraception was
strongly protective on all three

1)Condom use
during first sex

2)Condom use

during last sex

ODDS RATIOS

1) Condom use during first sex
Individual level M F

� Older age 1.11 NS
� Ethnicity NS NS
� Higher educational

attainment NS 4.20
� Attends school NS NS
� Self-efficacy on relationships NS NS
� Self-efficacy in

condom use 1.10 NS
� Able to talk to partner NS NS
� Gender role perception 1.19 NS

Peer and partner level
� Importance of friends’ opinion NS NS
� Peer network extensiveness NS NS
� Friends are sexually active NS NS
� Discuss STD/HIV w/ partner 1.37 1.32

Family level
� Family structure NS NS
� Higher socioeconomic status NS NS
� Number of rooms in house NS NS
� Discusses sex with family NS 1.14
� Discusses F.P. with family NS NS
� Family approves of F.P. 0.87 NS
� Family approves of no sex NS NS
� Sister had teen pregnancy NS NS
� Brother involved in pregnancy NS NS

Community level
� Moved a lot since age 10 NS NS
� Residence NS NS

2) Condom use during last sex
Individual level M F
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NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

condom use indicators for
youth among both genders.

Sample: Males & females
stratified

� Older age NS NS
� Ethnicity NS NS
� Educational attainment NS NS
� Attends school NS NS
� Self-efficacy on relationships NS NS
� Self-efficacy in condom use 1.13 1.07
� Able to talk to partner 1.15 1.25
� Gender role perception 1.27 NS

Peer and partner level
� Importance of friends’ opinion NS NS
� Peer network extensiveness NS NS
� Friends are sexually active NS NS
� Discuss STD/HIV w/ partner 1.60 1.63

Family level
� Family structure NS NS
� Higher socioeconomic status NS NS
� Number of rooms in house NS NS
� Discusses sex with family NS NS
� Discusses F.P. with family NS NS
� Family approves of F.P. NS NS
� Family approves of no sex NS NS
� Sister had teen pregnancy NS NS
� Brother had teen pregnancy NS NS

Community level
� Moved a lot since age 10 NS NS
� Residence NS NS

68 Uganda Abraham, Rubaale, & Kipp
(1995): “HIV-preventive
Cognitions Amongst
Secondary School Students
in Uganda.” In Health
Education Research 10(2):
155-162.

Study was conducted to
explore the prerequisites of
men and women’s HIV-
preventive self-efficacy and
intentions to use condoms.
Findings show that self-
efficacy measures, perceived
condom effectiveness,
susceptibility, and severity

Condom use
intentions

STANDARDIZED COEFFICIENTS

Individual level M F
� Condom use self-efficacy NS 0.38
� Condom effectiveness 0.32 0.21
� Susceptibility 0.21 0.21
� Able to get condoms NS 0.16
� Sexual discussion self-
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NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

were all associated with
intention to use condoms –
particularly for females.

Sample: Males & females
stratified

        efficacy 0.17 -0.16
� Severity NS 0.15

69 Zambia Magnani et al. (2002):
“Reproductive Health Risk
and Protective Factors
among Youth in Lusaka,
Zambia.” In Journal of
Adolescent Health 30: 76-
86.

Study was conducted to
identify risk and protective
factors that expose Zambian
youth to HIV. Findings show
that school attendance,
knowledge about condom use,
and having positive attitudes
about condoms were
associated with a higher
likelihood of using condoms at
last sex. However, AIDS
knowledge was only
significant among males.
Number of friends had small
effects in opposite directions
for males and females.
Engaging in presumably
“safe” activities with the first
close friend was associated
with a lower likelihood of
having used a condom at last
sex. On the other hand, males
who went to discos (a
potentially higher risk activity)
were also less likely to have
used a condom at last sex.
Communication with the
closest friend about
reproductive health issues was
associated with a higher
likelihood of condom use at
last sex, while connections
with clubs/organizations was
associated with a lower
likelihood of having used a
condom at last sex.

1)Condom use
during last sex

ODDS RATIOS

1) Condom use during last sex
Individual level M F

� Knowledge on AIDS 5.39 NS
� Worried about getting AIDS 2.29 NS
� Currently in school 1.74
� Condom is easy to use 2.60
� Condoms should be used

every time to avoid AIDS 1.47
� Many in community

use condom 1.42

Peer and Partner level
� Watch TV/video with

close friend 0.40
� Discusses SRH with close

friend 2.24
� Talked w/ last partner

to avoid AIDS 4.81
� Goes to disco with friend 0.23 NS

Community level
� Affiliated with clubs NS 0.38
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70 The United Republic
of Tanzania

Maswanya et al (1999):
“Knowledge, Risk
Perception of AIDS and
Reported Sexual Behavior
among Students in
Secondary Schools and
Colleges in Tanzania.” In
Health Education Research
14(2): 185-196.

Survey was carried out among
students in secondary school
and college to examine the
factors related to risky sexual
behaviour in Dar es Salaam,
Tanzania. Findings showed
that sexual partner’s attitudes
about condoms influenced
students’ decision to use
condoms. In addition, findings
showed that even though

students were aware of the
risk, they failed to change
behaviour.

Sample: Males & females
combined

Sexually
active, but not
using
condoms

ODDS RATIOS

Individual level M/F
� Older age NS
� Male 1.79
� Higher education level NS
� Religion NS
� Transmission knowledge NS
� Prevention knowledge NS
� Attitudes on AIDS NS
� Condoms can’t prevent AIDS 2.09
� Smokes cigarettes NS
� Drinks alcohol NS
� Source of information:

friends 4.98

Peer and partner level
� Partner hates to use

condoms 2.47

Family level
� Original place of:

residence rural 1.61

71 The United Republic
of Tanzania

Lugoe & Biswalo (1997):
“Self-restraining and
Condom Use Behaviours:
The HIV/AIDS Prevention
Challenges in Tanzanian
Schools.” In International
Journal of Adolescence and
Youth 7: 67-81.

Study was conducted to
examine the question: To what
extent has the HIV/AIDS
epidemic enhanced self-
restraining and condom use
behaviours among students in
Tanzania? Findings showed
that condom use at the most
recent intercourse was
determined by prolonged time
of dating before intercourse
and late sexual debut.

Sample: Males & females
combined

Condom use
at most recent
sex

STANDARDIZED COEFFICIENTS

Individual level M/F
� Female NS
� Residence: private, off-campus NS
� Late starter of sex initiation 0.14
� Duration of relationship

before intercourse: 2-4
weeks vs. < 1 week 0.20

� Has one or more partners NS

72 The United Republic
of Tanzania

Lugoe et al (1996): “Sexual
Debut and Predictors of

Authors used a cross-sectional
survey among students

Condom use at
last sex

ODDS RATIOS

Individual level M/F
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COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS
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Condom Use among
Secondary School Students
in Arusha, Tanzania.” In
AIDS CARE 8(4): 443-452.

attending 7 secondary schools
in the Arusha Region to
determine the predictors for
sexual debut and condom use.
Findings showed that late
sexual debut, prolonged
duration of dating before
intercourse and having only
one sex partner were
significantly associated with
increased condom use during
the most recent occasion.

Sample: Males & females
combined

(same subjects
used as above
study)

� Male NS
� Older age NS
� Higher educational

attainment 7.35
� High educational aspiration NS
� Religion NS
� Importance of religion NS
� Later onset of intercourse 3.58
� Have sex under influence of

alcohol NS
� One current sexual partner 2.42

Peer and partner level
� Age of sexual partner at last sex NS
� Longer length of relationship

before sex 3.47

School level
� Rural school location NS
� Type of school: public vs. private NS

73 Zimbabwe Wilson & Lavelle (1992):
“Psychosocial Predictors of
Intended Condom Use
among Zimbabwean
Adolescents.” In Health
Education Research 7(1): 55-
68.

Study was conducted to test
the predictive capacity of the
Health Belief Model with
intention to use condoms
among male and female
adolescents in Zimbabwe.
Among males, three predictors
were significant: having talked
about AIDS with a teacher,
embarrassment about carrying
condoms around lest others
discover this, and willingness
to have sex without a condom
rather than upset a sexual
partner by insisting on using
condoms. Among females,
there were no significant
associations. When individual
health beliefs were aggregated
to reflect their subscales, for
males, intended condom use

Intention to
use condoms

STANDARDIZED COEFFICIENTS

Model I: Individual Health Beliefs

Individual level M/F
� Embarrassed carrying

condoms1 (males only) 0.67
� Embarrassed talk condoms

w/ partner NS
� Don’t know how use condoms NS
� Condoms displeasure sex NS
� No condoms if partner

disliked them2 (males only) 1.08
� Would not use condoms if partner

thought respondent had AIDS NS
� Condoms can protect against AIDS NS

Peer and partner level
� Friends think condoms should

be used NS
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was independently associated
with the facilitating cues and
barriers to action. For females,
perceived social support was
the major determinant.

Sample: Males & females
combined

� Partner thinks condoms should
be used NS

� Discusses AIDS with friends NS
� Discusses AIDS with partner NS
� Knows someone who had died

of AIDS NS

School level
� Discusses AIDS with teacher3

        (males only) 1.22

Model II: Health Belief Subscales
Individual level

� Perceived susceptibility NS
� Perceived severity NS
� Condoms can’t protect

against AIDS NS
� Social support4 (females only) 1.81
� Communications about

AIDS5 (females only) 0.90
� Barriers to action6 0.36

        (females only)

74 Zimbabwe Wilson, Manual & Lavelle
(1991): “Psychological
Predictors of Condom Use to
Prevent HIV Transmission
among Zimbabwean
Students.” In International
Journal of Psychology
26(6):705-721.

Study was conducted to test
the predictive capacity of the
Health Belief Model with
condom use among male and
female teacher-trainees in
Zimbabwe. Findings showed
that health beliefs predicted
condom use more successfully
among males than among
females.

Sample: Males only

Condom use STANDARDIZED COEFFICIENTS

Individual level M
� Perceived susceptibility 0.22
� Perceived severity 0.20
� Solution: belief in reliability

of medical advise, efficacy
of having \fewer sexual
partners to avoid AIDS, and
efficacy of condom use
to prevent AIDS 0.22

� Social support 0.15
� Facilitating cues: knows person

with AIDS, talked about AIDS
with friends, and talked about
AIDS to boy/girlfriend NS

� Barriers to action -0.31
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*No significant associations with females

75 Zimbabwe Adetunji & Meekers (2001):
“Consistency in Condom
Use in the Context of
HIV/AIDS in Zimbabwe.” In
Journal of Biosocial Science
33: 121-138.

Study was conducted to throw
light on the degree to which
sexually active adults
consistently use condoms in
high-risk situations. Findings
showed that consistent
condom use in non-marital
relationships is significantly
higher for males than females,
higher among those who had
access to information about
condoms from multiple
sources, higher among those
who know that condoms can
prevent AIDS, higher among
those who know of a place to
obtain condoms, and higher
among those who have
positive attitudes to condoms.
After controlling for exposure
to media information about
condoms, personal risk
behaviour, and indicators of
socioeconomic status and
demographic status, aware-
ness of the efficacy of
condoms for HIV prevention is
no longer significant.

Sample: Males & females
combined

Consistency of
condom use
with various
partners

ODDS RATIOS

Main effects model
Individual level M/F

� Male 1.86
� Age NS
� Socioeconomic status NS
� Higher education 1.54
� Urban vs. rural NS
� Believes there is no cure for AIDS NS
� Knows someone who died of AIDS NS
� Moderate/high perceived risk

of AIDS NS
� Knows condoms prevent

AIDS 1.51
� Positive attitudes towards

condoms 2.96
� Does not know where to

buy condoms 0.50
� Knows 3+ media sources

re: condoms 2.59
� High level of recent sexual activity NS
� Drank a lot last month NS
� No. of children ever had NS

Model controlling for exposure to
media information about condoms,
personal risk behaviour, and indicators
of socioeconomic status and demographic status

Individual level M/F
� Male 1.82
� Age NS
� Socioeconomic status NS
� Education NS
� Urban vs. rural 0.66
� Believes there is no cure for AIDS NS
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� Knows someone who died of AIDS NS
� Moderate/high perceived

risk of AIDS NS
� Knows that condoms prevent AIDS NS
� Positive attitudes towards

condoms 2.39
� Does not know where to buy

condoms NS
� Knows 3+ media sources

for condoms 1.94
� High level of recent sexual activity NS
� Drank a lot last month NS
� No. of children ever had:

2-3 vs. 4+ 2.27

76 Zimbabwe Adetunji (2000): “Condom
Use in Marital and
Nonmarital Relationships.”
In International Family
Planning Perspectives
26(4):196-200.

Study was conducted to isolate
the effects of various
determinants of male condom
use. Findings for the main
effects model predicting
condom use showed that
sexually active single men
were almost 15 times more
likely to use condoms than
married men. Model also
showed that condom use
decreased with age, but
increased with years of
schooling. Region of residence
was also a significant predictor
of condom use, with condom
use in the Midlands being
about twice the level in a more
urbanized area, such as
Bulawayo. After controlling for
marital status, age and
education were no longer
statistically significant. Finally,
when all 4 variables that were
significant in Model 1 were
included, it was revealed that
none of the variables shown

Condom use ODDS RATIOS

Main effects model
Individual level M

� Single 14.97
� Adolescents’ age 11.43
� More years of schooling 2.04
� Access to media NS
� Region SV
� Residence NS
� Religion NS

Model controlling for marital status
Individual level M

� Age NS
� Years of schooling NS
� Access to media NS
� Region SV
� Residence NS
� Religion NS

Model with only the 4 variables that
were significant in Main Effects Model
Individual level M
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could narrow the gap between
married men and sexually
active single men. Other than
marital status, only region of
residence had a significant
association with condom use.

Sample: Males only

� Single 14.80
� Age NS
� Years of schooling NS
� Region SV

77 Nigeria Edem & Harvey (1995): “Use
of Health Belief Model to
Predict Condom Use among
University Students in
Nigeria.” In International
Quarterly of Community
Health Education 15(1):3-14.

Purpose of study was to use
the concept of the Health
Belief Model to predict self-
reported condom use among
university students in Nigeria.
The results indicate that
condom benefits, beliefs,
condom barrier beliefs, cues to
action, knowledge, and being
male were significant
predictors of past condom use.

Sample: Males & females
combined

Ever use of
condom

STANDARDIZED COEFFICIENTS

Individual level M/F
� Age NS
� Female -0.66
� Susceptibility/severity NS
� Benefits 0.17
� Barriers -0.23
� Cues 0.45
� Knowledge -0.04

 78 Nigeria Van Rossem, Meekers &
Akinyemi (2001):
“Consistent Condom Use
with Different Types of
Partners: Evidence from Two
Nigerian Surveys.” In AIDS
Education and Prevention
13(3): 252-267.

The study used data from two
waves of a nation-wide survey,
each with over 5,000
respondents, to examine the
factors that influence
consistency of condom use
with various types of partners.
Results showed that the most
important factors affecting
consistency of condom use are
awareness that condoms are
effective at preventing HIV and
unwanted pregnancy, a
concern about unwanted
pregnancy, and a concern
about HIV.

Sample: Males & females
stratified

Consistent
condom use
(within the
past 2
months)

* Only All
Partners
model
presented

ODDS RATIOS

All Partners

Individual level M F
� Age 0.93 0.91
� Higher education 2.81 22.22
� Tribe SV SV
� Socioeconomic status NS NS
� Urban residence NS 0.68
� HIV/AIDS risk awareness 1.58 1.94
� HIV knowledge NS NS
� Concern about pregnancy 1.51 3.13
� Concern about AIDS 2.04 2.61
� Knows someone with HIV NS NS
� Higher AIDS risk

assessment NS 4.81
� Believe condoms protect 3.10 3.56
� Believe condoms rarely break 1.71 2.56
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� Can protect self from AIDS NS NS
� Number of sexual partners NS 1.45
� STD past 2 months NS NS

79 Nigeria Messersmith et al. (2000):
“Who’s at Risk? Men’s STD
Experience and Condom Use
in Southwest Nigeria.” In
Studies in Family Planning
31(3): 203-216.

Study was conducted to
examine men’s condom use in
different types of relationships.

Factors significantly associated
with using condoms to prevent
STDs included men’s education
level, lifetime number of sex
partners, and experience of an
STD.

Sample: Males only

Used condoms
to prevent
STDs

ODDS RATIOS

Individual level M
� Never married NS
� Higher education level 0.34
� Religion NS
� Fewer # of lifetime

sex partners 0.17
� Partner ever pregnant NS
� Ever paid for sex NS
� Ever had an STD 2.35

80 Nigeria Olayinka & Osho (1997):
“Changes in Attitude,
Sexual Behavior, and the
Risk of HIV/AIDS
Transmission in Southwest
Nigeria.” In East African
Medical Journal 74(9): 554-
560.

Pilot study was carried out in
Southwest Nigeria to examine
the factors associated with
condom use among those who
were sexually active. Findings
revealed that being in a stable
sexual relationship, having a
history of sex with commercial
sex workers, low self-
perception of testing positive
for HIV, and self-perception of
risk for AIDS were significant
determinants for condom use.

Sample: Males only

Ever use of
condoms

ODDS RATIOS

Individual level M
� Age NS
� Education NS
� Knowledge of AIDS NS
� Number of sexual partners NS
� History of sex with 33.06

        commercial sex worker
� Low risk for testing

positive for HIV 4.21
� Low perception of AIDS

risk in Nigeria 0.22

Peer and partner level
� In a stable sexual relationship 6.75

81 Cameroon Calves & Meekers (1997):
“Gender Differentials in
Premarital Sex, Condom
Use, and Abortion: A Case
Study of Yaounde,

Cameroon” PSI Research
Division, Working Paper
No.10

Authors used data from the
1995 Yaounde Family
Formation Dynamics Study to
examine gender differentials in
condom use among single
young men and women.
Findings showed that the
likelihood that respondents
have ever used a condom

Ever having
used a
condom

ODDS RATIOS

Individual level M F
� Younger age 0.51 0.48
� Higher education NS 1.82
� Ever had multiple

sex partners 3.46 NS
� Ever had sex for money/gifts NS NS
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significantly increases with
age. Level of education also
increases the likelihood, but is
significant only for females.
Among males, men who have
ever had multiple sexual
partners were more likely to
have used a condom, while
females who had sex with a

married man were more likely
to use a condom. Finally,
males who had sex with a
commercial sex worker were
more likely to use a condom
than those who had not.

Sample: Males & females
stratified

� Had sex w/ married partner NS 2.51

� Ever had sex with a
prostitute 1.97

Family level
� Lives in a poor neighbourhood NS NS
� Discussed SRH with parents NS NS

82 Cameroon Meekers & Klein (2002):
“Determinants of Condom
Use among Young People in
Urban Cameroon.” In
Studies in Family Planning
33(4): 335-346.

Study examined survey data on
the determinants of having
ever used condoms and on
current condom use with
regular and casual partners
among unmarried young The
people in urban Cameroon.
Findings show that personal
risk perception and perceived
parental support are
associated with a higher
likelihood of ever having used
condoms. Ever having used a
condom increases with age, for
both males and females.
Females who believe that an
HIV-positive person can survive
the disease are significantly
more likely to have used
condoms. Finally, having had
multiple sexual partners is
associated with a significantly
higher likelihood of ever use
among males only.

Findings for condom use at last

1) Ever used a
condom

2) Condom
use at last
intercourse
with regular
partner

3) Condom
use at last
intercourse
with casual
partners

Control
variables:
number of
sexual
partners, age,
highest level
of education
attained,
school
enrollment
status, and

ODDS RATIOS

1) Ever used a condom
Individual level M F

� Age 1.18 1.16
� Resident of Douala NS 0.60
� Attended secondary school + NS NS
� Currently enrolled in school NS NS
� 2+ regular partners past

year 2.47 NS
� HIV+ person can survive NS 2.57
� Believe AIDS can be cured NS NS
� Does not want child soon NS BS
� Perceived risk=

moderate/high 1.67 2.02
� Condoms prevent pregnancy NS NS
� Condoms prevent HIV/AIDS NS NS
� Knows of condom source NS NS
� Condoms reduce sex pleasure NS NS

Peer and partner level
� Friends support condom use NS NS
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sex with regular partner show
that males who believe that
condoms reduce pleasure are
less likely to use a condom.
Also, males who believe that
they are able to convince their
regular partner to use
condoms were much more
likely to have used a condom
during the last sex. Men who
are confident they know how
to use a condom were more
likely to use a condom at last
sex. For females, self-efficacy
was also strongly associated
with condom use at last sex.
Females who believe they are
able to convince their regular
partner to use a condom were
much more likely to have used
a condom at last sex. Also,
women who are confident they
know how to use a condom
were more likely to have used
a condom at last sex. Older
age also significantly increases
the likelihood that she will use
a condom.

For the last model, results
show that reported condom
use with casual partners is not
affected by the same factors as
condom used with regular
partners. Young men who
perceived themselves to be at
moderate to high risk of HIV
were more likely to have used
a condom at last sex. Also,
men who reported being
within a 10-minute walk of a
condom source were more
likely to have used a condom.
Again, perceived ability to

i l l

socioeconomic
status

� Discussed F.P. with friends NS NS
� Discussed STI/HIV w/ friends NS NS

Family level
� High socioeconomic status NS NS
� Parents support condom use 1.59 2.46

Community level
� Discussed F.P. with others NS NS
� Discussed STI/HIV w/ others NS NS

2) Condom use at last intercourse
with regular partner
Individual level M F

� Age NS 0.86
� Resident of Douala NS NS
� Attended secondary school + NS NS
� Currently enrolled in school NS NS
� Had 2+ regular partners NS NS
� HIV+ person can survive NS NS
� Believe AIDS can be cured NS NS
� Does not want child soon NS NS
� Perceived risk=moderate/high NS NS
� Condoms prevent pregnancy NS NS
� Condoms prevent HIV/AIDS NS NS
� Knows of condom source NS NS
� Condoms reduce

sex pleasure 0.64 NS
� Able to convince regular

partner to use condoms 8.96 20.70
� Not shy to buy condoms NS NS
� Can use condoms correctly 1.91 2.03

Peer and partner level
� Friends support condom use NS NS
� Discussed F.P. with friends NS NS
� Discussed STI/HIV w/ friends NS NS

Family level
� High socioeconomic status NS NS
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convince a casual sexual
partner to use condoms and
confidence in one’s ability to
use condoms correctly are
associated with a higher
likelihood of condom use with
casual partners for males.

Sample: Males & females
stratified

� Parents support condom use NS NS

Community level
� Discussed F.P. with others NS NS
� Discussed STI/HIV w/ others NS NS

3) Condom use at last intercourse with
casual partner

Individual level M
� Age NS
� Resident of Douala NS
� Attended secondary school + NS
� Currently enrolled in school NS
� Had 2+ regular parents NS
� HIV+ person can survive NS
� Believe AIDS can be cured NS
� Does not want child soon NS
� Perceived risk=

moderate/high 2.57
� Condoms are effective for F.P. NS
� Condoms can prevent HIV/AIDS NS
� Knows of nearby condom

source 2.67
� Condoms reduce sexual pleasure NS
� Can convince partner to

use condoms 7.69
� Not shy about buying condoms

in shop NS
� Able to use condoms

correctly 3.06

Peer and partner level
� Friends support condom use NS
� Discussed family planning w/ friends NS
� Discussed STI/AIDS with friends NS

Family level
� High socioeconomic status NS
� Parents support condom use NS
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Community level
� Discussed family planning

with others NS
� Discussed STI/AIDS with others NS

83 Cameroon Meekers & Calves (1999):
“Gender Differentials in
Adolescent Sexual Activity
and Reproductive Health
Risks in Cameroon.” In
African Journal of
Reproductive Health 3(2):
51-67.

Authors used data from the
1996 Enquete sur la Sante
Reproductive des Adolescents
au Cameroon to examine
gender differentials in
adolescent sexual activity in
urban Cameroon. Findings show
the likelihood of using a
condom increases with age, for
both male and females. Among
females, women who had
multiple regular partners during
the previous year were
significantly more likely to have
used condoms. The results also
show that respondents who
think that it is all right for
females to initiate condom use
were more likely to have used
condoms. Finally, females who
often discuss sexual matters
with their teachers were more
likely to have used condoms.

Sample: Males & females
stratified

Ever used a
condom

ODDS RATIOS

Individual level M F
� Older age 1.23 1.23
� Religion NS NS
� Attends school NS NS
� Ever married NS NS
� Ethnicity NS NS
� Has 2+ regular partners 1.73 NS
� Has 2+ casual partners NS NS
� Females can start

condom use 2.60 2.60
� Knows condom source 3.54 NS

Peer and partner level
� Discussed SRH with peers NS NS

Family level
� Discussed SRH with parents NS NS

School level
� Discussed SRH with teachers NS 1.88

84 Cameroon Rwenge, M. (2000): “Sexual
Risk Behaviors among
Young People in Bamenda,
Cameroon.” In International
Family Planning Perspectives
26(3): 118-123, 130.

Study used data from 1995
Survey on Sexual Behavior of
the Young People of Bamenda
to examine the factors
associated with sexual risk
behaviours. Findings revealed
that father’s ethnicity and
occupation were both
significantly related to nonuse
of condoms. Living in a poor
household was associated with
a reduced likelihood of condom

Nonuse of
condoms

ODDS RATIOS

Individual level M/F
� Education level

middle vs. high 1.27
� Female NS
� First sexual intercourse

before age 16 NS

Family level
� Father’s ethnicity SV
� Father’s job SV
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nonuse. Those who were living
alone or with a brother or sister
were less likely not to be using
condoms, while those living
with one parent or with others
were more likely not to be using
them. Finally, young people
with a middle-school education
were more likely not to be using
condoms than those with a high
school education.

Sample: Males & females
combined

� Parents have polygamous
        marriage NS

� Parents do not live together NS
� Low socioeconomic status 0.79
� Lives with 1 parent

/grandparent /other 1.12
� Lives alone or with sibling 0.65

85 Sierra Leone Lahai-Momoh & Ross
(1997): “HIV/AIDS
Prevention-Related Social
Skills and Knowledge among
Adolescents in Sierra Leone,
West Africa.” In African
Journal of Reproductive
Health 1(1): 37-44.

Study examined the association
between HIV/AIDS knowledge,
attitudes, and perceptions
among high school students in
two urban areas of Sierra Leone.
Findings showed that factors
related to condom use were age
and anxiety about disclosure of
HIV/STD problems.

Sample: Males & females
combined

Condom use STANDARDIZED COEFFICIENTS

Individual level M/F
� Age -0.29
� Knowledge of HIV/AIDS NS
� Disclosure problems -0.25
� Contact with infected people NS
� Sexual negotiation NS
� Difficult social interactions NS
� Refusal of risk behaviours NS

86 Uganda Kamya et al. (1997):
“Condom Use with Casual
Partners by Men in Kampala,
Uganda.” In AIDS
11(suppl.1): S61-S66.

Study was conducted to
estimate the prevalence and
correlates of condom use with
casual sex partners by men in
urban Uganda. Independent
correlates of condom use
included higher condom self-
efficacy, lower embarrassment
around condoms, knowing
where to buy a condom,
knowing how to use a condom,
and increasing number of casual
sex partners

Sample: Males only

Condom use ODDS RATIOS

Individual level M
� Age NS
� Condom self-

efficacy scale 1.3 per point
� Condom embar-

rassment scale 0.44 per point
� Know where to

buy condoms 3.90
� Correct condom use 1.4 per step
� Casual sex partners

in last year 1.4 per partner

87 Uganda Lule & Gruer (1991): “Sexual
Behavior and Use of the
Condom among Ugandan

Study was conducted to
determine the prevalence and
factors associated with condom

Condom use ODDS RATIOS

Individual level M/F
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Students.” In AIDS CARE
3(1): 11-19

use among students at
Makerere University. Findings
showed six variables as being
independently associated with
condom use: number of sexual
partners in lifetime and in last
12 months, a positive attitude
to the condom, sex with ‘risky’
sexual partners, lifestyle been
affected by the AIDS epidemic,
and those who claimed not to
have seen publicity about
condoms were more likely to
use condoms than those who
had.

Sample: Males & females
combined

� Age NS
� Age at first intercourse NS
� Frequency of sexual intercourse NS
� Higher total of lifetime

partners 7.30
� Higher number of

partners in last year 2.00
� Positive attitudes

about condoms 2.00
� Not seen publicity

about condoms 2.30
� Has had sex with risky

sexual partner 1.70
� AIDS epidemic has affected

lifestyle 1.50

88 South Africa Reddy et al. (2000):
“Determinants of Condom
Use Behavior among STD
Clinic Attendees in South
Africa.” In International
Journal of STDs and AIDS
11(8): 521-30.

Study was undertaken to
identify the determinants of
condom use behavior among
patients attending STD clinics
in South Africa. Patients with
steady partners and outside
partners were investigated.
Findings showed that in both
partner groups, communica-
tion was the variable most
strongly associated with the
use of condoms. General self-
efficacy in condom use, self-
efficacy of condom use with a
partner, and condom attitudes
were also significant
determinants.

Sample: Males & females
combined

1) Condom
use with
steady
partner; 2)
Condom use
with outside
partner

STANDARDIZED COEFFICIENTS

1) Condom use with steady partner
Individual level M/F

� Positive attitude
towards condom use 0.20

� General self-efficacy
with condom use 0.22

� Experience with a past STD 0.23
� Condom use self-efficacy 0.23

Peer and partner level
� Communication with

steady partner 0.16

2) Condom use with outside partner
Individual level M/F

� Positive attitude
towards condom use 0.11

� General self-efficacy
with condom use 0.13

� Education level higher
vs. lower 0.14

� Condom use self-efficacy 0.13
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Peer and partner level
� Communication w/ steady partner 0.23

89 South Africa Little, Myer, & Mathews
(2002): “Barriers to
Accessing Free Condoms at
Public Health Facilities
Across South Africa.” In
South African Medical
Journal 92(3): 218-220.

Study investigated the
determinants of condom
procurement at public health
facilities. The following factors
were associated with the
probability of condom pro-
curement: men were more likely
than women to procure condoms
in Kimberley, Pretoria, and
Empangeni/Jozini. While indivi-
duals who perceived themselves
to at risk of HIV were more likely
to procure condoms in Pretoria,
the association was reversed in
Empangeni/Jozini. Individuals
who reported having had sex in
the previous week were more
likely to procure condoms in
Boland/Overberg and Empangeni/
Jozini. Across all regions, indivi-
duals whose partners had neg-
ative attitudes towards condom
use were less likely to procure
condoms. Finally, across all reg-
ions, individuals who reported
use of contraceptives at their last
sexual event were less likely to
procure condoms.

Sample: Males & females
combined

Condom
procurement

*Results vary
by region

ODDS RATIOS

Individual level M/F
� Female 1 0.44
� Perceived risk of AIDS

or STDs 2 0.39 - 2.08
� Number of sexual partners NS
� Condom use at last

sexual event 3 2.54
� Sexual intercourse in

previous week 4 2.37
� Partner negative

attitudes re: condoms 0.37
� Use of other contra-

ceptives at last sex 0.61
� Number of sex partners in

past month NS

90 South Africa Peltzer, K. (2000): “Factors
Affecting Condom Use
Among Senior Secondary
School Pupils in South
Africa.” Central African
Journal of Medicine 46(11):
302-308.

Aim of study was to investigate
the factors affecting condom
use among senior secondary
school students in South Africa.
Findings showed that beliefs
about AIDS susceptibility and
AIDS benefits predicted condom
use with last sexual partner.

Sample: Males & females

Condom use
with last
sexual partner

STANDARDIZED COEFFICIENTS

Individual level M/F
� AIDS susceptibility 0.39
� AIDS benefits 0.31
� Severity of AIDS NS
� Barriers to using condoms NS
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1 Males only
2 Males only
3 Males only
4 Females only
5 Males only
6 Males only

1 Significant for all regions except Boland/Overberg
2 Pretoria, positively associated; Empageni/Jozini, negatively asso-

ciated; others were insignificant. 
3 Significant for all regions, except Empageni/Jozini
4 Significant for all regions except Kimberly and Pretoria
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INTRODUCTION
PREVALENCE :  In developing countries, sur-

veys have shown that the highest levels of contra-

ceptive use are among unmarried, sexually active

women between the ages of 20 and 24 years; the

lowest levels are among adolescent married women

between the ages of 15 and 19 years. Young mar-

ried women, primarily in Sub-Saharan Africa and

Southeast Asia, often face cultural expectations and

social pressure to “prove” their ability to bear a

child to their families and their husbands.

Consequently, few married adolescents use contra-

ception. For example, only 13% of married women

in this age group use contraception; among unmar-

ried, sexually active adolescents in this same age

group, the level of contraceptive use reaches 39%

(Zlidar et al., 2003). Unmarried women most often

use condoms, while married women most often use

oral contraceptives or tra-

ditional methods. By

comparison, in Latin

America and in the

Caribbean, an average of

39% of married women

and 60% of unmarried,

sexually active women

between the ages of 15

and 19 years use contra-

ception. Among married women, oral contracep-

tives and injectables are the most commonly used;

among unmarried women, pills, condoms and tradi-

tional methods (Zlidar et al., 2003). However, as

Table 5A demonstrates, even

within the region of Sub-

Saharan Africa, prevalence of

contraceptive use varies great-

ly. In Burundi, only 1% of ado-

lescents use a modern contra-

ceptive method; in contrast,

50% of adolescents use a mod-

ern method in Zimbabwe.

Recent trends show that con-

CHAPTER 5:  CONTRACEPTION

YOUNG MARRIED WOMEN, 

PRIMARILY IN SUB-SAHARAN

AFRICA AND SOUTHEAST ASIA,

OFTEN FACE CULTURAL EXPEC-

TATIONS AND SOCIAL PRESSURE

TO “PROVE” THEIR ABILITY TO

BEAR A CHILD TO THEIR FAMI-

LIES AND THEIR HUSBANDS.
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traceptive use among unmarried sexually active

women have dramatically increased since 1990,

according to repeat surveys

in 26 developing countries.

For example, contraceptive

prevalence among unmarried

women age 15-19 increased

by an average of five per-

centage points in Sub-

Saharan Africa and by 21

points in Latin America and

the Caribbean. Increases in

condom use accounted for nearly all of the increase

of contraceptive use in Sub-Saharan Africa and

61% of the increase observed in Latin America

(Zlidar et al., 2003).

DESCRIPTION OF STUDIES ON
CONTRACEPTION

Since 1990, there have been 21 published articles

from developing countries that have focused on

contraceptive use. Of these, the majority are from

sub-Saharan Africa (n=10) and South/Southeast

Asia (n=9).  Many of the studies use large survey-

based data sets such as: the Fertility Survey of

Married Adolescents in Bangladesh; the DHS in

Ghana, Uganda, Colombia, Peru and Bolivia; a

household survey of over 30,000 young women in

Beijing; and a survey of nearly 2600 couples in

Shanghai. While most are cross-sectional, a study

by Rahman et al. (1996) col-

lected four waves of longitudi-

nal data. Other researchers

(e.g., Hogue and Murdock in

Bangladesh) use multiple

waves of cross-sectional

national data to discuss trends.

Slightly more than half of the

studies (n=12) sampled only

adolescents, while the rest

included adults up to the age of 49 years. In addi-

tion, the majority of studies sampled adolescents

and adults who were married (n=13), which is an

important distinction from the studies that analysed

the other outcomes included in this review.

Specifically, nine studies

included unmarried and mar-

ried adolescents together, but

did not stratify the two

groups, while four studies

sampled only married adoles-

cents and adults. In addition,

unlike the previous chapters, the majority of studies

on contraception sampled primarily females (n=14),

while five of the studies sampled males and

females, and stratified them into separate analysis

groups, and the remaining two had combined sam-

ples of males and females. Therefore, the findings

for this chapter apply primarily to females.

RISK AND PROTECTIVE
FACTORS

INDIVIDUAL CHARACTERISTICS AND
BEHAVIOURS

BIOLOGICAL  FACTORS :  Age was the only

biological factor found to be significantly associat-

ed with contraceptive use by more than one study.

Overwhelmingly, the studies show that those who

are older are much more likely to use contraception

than those who are younger (Klomegah, 1999;

Addai, 1999; Kane et al., 1993; Gueye et al., 2001;

Arowojolu and Adekunle, 2000; Katz and Nare,

2002; Hoque and Murdock,

1997; Islam and Islam, 1998;

Agha, 2000). In the Gambia,

Kane et al. (1993) found that

young people aged 22-24 years

were more than 16 times more

likely to have ever used contra-

ception compared to those who

were younger (14-21 years).  

EDUCATION :  Of all the factors examined in

relation to contraceptive use, educational attain-

RECENT TRENDS SHOW THAT

CONTRACEPTIVE USE AMONG

UNMARRIED SEXUALLY ACTIVE

WOMEN HAVE DRAMATICALLY

INCREASED SINCE 1990,

ACCORDING TO REPEAT SUR-

VEYS IN 26 DEVELOPING

COUNTRIES.

SINCE 1990, THERE HAVE BEEN

21 PUBLISHED ARTICLES FROM

DEVELOPING COUNTRIES THAT

HAVE FOCUSED ON CONTRA-

CEPTIVE USE.
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TABLE 5A: PERCENT OF SEXUALLY ACTIVE ADOLESCENTS USING A MODERN METHOD
OF CONTRACEPTION

PPEERRCCEENNTT  OOFF
CCOOUUNNTTRRIIEESS,, AADDOOLLEESSCCEENNTTSS  
AARREEAASS,,  AANNDD UUSSIINNGG  AA  MMOODDEERRNN

RREEGGIIOONN TTEERRRRIITTOORRIIEESS MMEETTHHOODD

Ea
st

er
n 

A
fr

ic
a

N
or

th
er

n 
A

fr
ic

a
So

ut
he

rn
A

fr
ic

a

�Burundi

�Eritrea

�Ethiopia 

�Kenya

�Madagascar

�Malawi

�Mauritius

�Mozambique

�Rwanda

�Somalia

�Uganda

�United Republic of

Tanzania

�Zambia

�Zimbabwe

�Algeria

�Egypt

�Libyan Arab Jamahiriya

�Morocco

�Sudan

�Tunisia

�Botswana

�Lesotho

�Namibia

�South Africa

1

4

6

32

12

26

49

5

4

0

18

17

14

50

50

54

26

42

7

51

39

30

26

55

PPEERRCCEENNTT  OOFF
AADDOOLLEESSCCEENNTTSS  
UUSSIINNGG  AA  MMOODDEERRNN

RREEGGIIOONN CCOOUUNNTTRRYY MMEETTHHOODD

M
id

dl
e 

A
fr

ic
a

W
es

te
rn

 A
fr

ic
a

� Angola

�Cameroon

�Central African Republic

�Chad

�The Republic of the

Congo (4)

�The Republic of the

Congo

�Gabon

�Benin

�Burkina Faso

�Côte d’lvoire

�Gambia

�Ghana

�Guinea

�Guinea-Bissau

�Liberia

�Mali

�Mauritania

�Niger

�Nigeria

�Senegal

�Sierra Leone

�Togo

4

7

3

2

2

--

12

7

5

7

9

13

4

4

6

8

8

14

15

13

4

7

PPEERRCCEENNTT  OOFF
AADDOOLLEESSCCEENNTTSS  
UUSSIINNGG  AA  MMOODDEERRNN

RREEGGIIOONN CCOOUUNNTTRRYY MMEETTHHOODD

Ea
st

er
n 

A
si

a
So

ut
h-

Ea
st

er
n 

A
si

a
So

ut
h 

A
si

a

�China

�Democratic People’s

Republic of Korea

�Hong Kong SAR, China

�Japan

�Mongolia

�Republic of Korea

�Cambodia

�Indonesia

�Lao People’s Democratic

Republic

�Malaysia

�Myanmar

�Philippines

�Singapore

�Thailand

�Viet Nam

�Afghanistan

�Bangladesh

�Bhutan

�India

�Iran 

(Islamic Republic of) 

�Nepal

�Pakistan

83

53

80

53

46

67

19

55

29

30

28

28

73

70

56

4

43

19

43

56

35

20

* Population Reference Bureau, www.prb.org/datafind
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TABLE 5A: PERCENT OF SEXUALLY ACTIVE ADOLESCENTS USING A MODERN METHOD 
OF CONTRACEPTION (CONTINUED)

PPEERRCCEENNTT  OOFF
CCOOUUNNTTRRIIEESS,, AADDOOLLEESSCCEENNTTSS  
AARREEAASS  AANNDD UUSSIINNGG  AA  MMOODDEERRNN

RREEGGIIOONN TTEERRRRIITTOORRIIEESS MMEETTHHOODD

W
es

te
rn

 A
si

a
Ea

st
er

n 
Eu

ro
pe

So
ut

he
rn

 E
ur

op
e

�Iraq

�Israel

�Jordan

�Kuwait

�Lebanon

�West Bank and Gaza Strip

�Oman

�Saudi Arabia

�Syrian Arab Republic

�Turkey (10)

�United Arab Emirates

�Yemen

�Bulgaria

�Czech Republic

�Hungary

�Poland

�Romania

�Slovakia

�Albania

�Bosnia & Herzegovina

�Croatia

�The Former Yugoslav

Republic of Macedonia

�Serbia & Montenegro

�Slovenia

10

52

38

41

37

18

29

28

38

24

10

25

63

68

19

30

41

15

16

33

59

PPEERRCCEENNTT  OOFF
CCOOUUNNTTRRIIEESS,, AADDOOLLEESSCCEENNTTSS  
AARREEAASS  AANNDD UUSSIINNGG  AA  MMOODDEERRNN

RREEGGIIOONN TTEERRRRIITTOORRIIEESS MMEETTHHOODD

Ca
ri

bb
ea

n
Ce

nt
ra

lA
m

er
ic

a
So

ut
h

A
m

er
ic

a

�Cuba

�Dominican Republic

�Haiti

�Jamaica

�Trinidad & Tobago

�Costa Rica

�El Salvador

�Guatemala

�Honduras

�Mexico

�Nicaragua

�Panama

�Argentina

�Bolivia

�Brazil

�Chile

�Colombia

�Ecuador

�Paraguay

�Peru

�Uruguay

�Venezuela

PPEERRCCEENNTT  OOFF
CCOOUUNNTTRRIIEESS,, AADDOOLLEESSCCEENNTTSS  
AARREEAASS  AANNDD UUSSIINNGG  AA  MMOODDEERRNN

RREEGGIIOONN TTEERRRRIITTOORRIIEESS MMEETTHHOODD

A
us

tr
al

ia
-

N
ew

 Z
ea

la
nd

Fo
rm

er
 U

SS
R

Melanesia

Papua New Guinea

Armenia

Azerbaijan

Georgia

Kazakhstan

Kyrgyzstan

Republic of Moldova

Russian Federation

Tajikistan

Turkmenistan

Ukraine

Uzbekistan

20

22

16

20

53

49

43

27

53

38

63

67

59

21

63

44

65

54

31

41

58

57

54

27

70

64

50

48

50

38



ment was by far the most studied. In fact, higher

education was found to be significantly related to

contraceptive use in 12 out of 15 studies that exam-

ined this factor. For example, in Bangladesh, Islam

and Islam (1998) found those with a secondary

school education were almost three times more

likely to use contraception than those without edu-

cation. The same was true for adolescents living in

Ghana, the Gambia, Nigeria, Uganda, and China

(Klomegah, 1999; Addai, 1999; Kane et al., 1993;

Makinwa-Adebusoye, 1992; Baburajan, 1998;

Acyei & Migadde, 1995; Ersheng et al., 1997).

Education, however was, not related to contracep-

tive use among adolescents living in Senegal, Mali,

and Pakistan. In Nigeria, Arowojolu and Adekunle

(2000) also found that there was no relationship

between having an education and using emergency

contraception. These findings aside, the preponder-

ance of evidence suggests that there is a strong link

between higher education and using contraception.

REPRODUCT IVE  HEALTH

KNOWLEDGE AND ATT ITUDES :

Having knowledge and positive attitudes about

contraception are also important to adolescents’

actual use of contraception. Five studies analysed

the relationship between knowledge of contracep-

tion and actual contraceptive use and four found a

significant positive relationship (Pick de Weiss et
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TABLE 5B: SUMMARY OF STUDIES FOR CONTRACEPTIVE USE

OUTCOME
SPECIFIC OUTCOME
VARIABLES IN ANALYSIS

NO. OF STUDIES/
WORLD REGION

TOTAL NO.
OF STUDIES KEY RISK FACTORS

KEY PROTECTIVE
FACTORS

Contraceptive
Use

� Contraception at first sex
� Contraception at last sex
� Practising contraception
� Any contraceptive use
� Ever use of contraception
� Emergency contraceptive use
� Current use of modern

contraception
� Premarital contraceptive use

at first sex

� Sub-Saharan Africa: 10
� Middle East: 0
� Caribbean/Latin America: 2
� South/SouthEast Asia: 9

21 � Partner has lower education
� No children

� Older age
� Higher education level
� Knowledge about

contraception
� Desire few children (married

only)
� Visited by family planning

worker
� Attended FLE class
� Positive attitudes about

contraception
� Early age at first sex
� Frequent sex
� Partner has professional job
� Joint decision to use family

planning with partner
� Partner approves of family

planning
� Discussed sex/contraception

with partner
� Urban residence
� High socioeconomic status
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al., 1991; Arowojolu & Adekunle, 2000; Baburajan,

1998; Jiuling et al., 2002). For example, among

30,618 24-year-old females in Beijing, those who

had a higher knowledge of con-

traception were more than six

times more likely to use contra-

ception than those with lower

knowledge levels (Jiuling et al.,

2002). Similarly, in Mexico,

adolescents between the ages of

16 and 19 years who had higher

knowledge of contraception

were more than seven times

more likely to use contraception (Pick de Weiss et

al., 1991). In contrast, Kiragu and Zabin (1995)

found that knowledge of contraceptive methods

was negatively associated with contraceptive use

among females in Kenya: those who identified the

most contraceptive methods were significantly less

likely than those who identified the fewest to have

used any contraceptive at last sex (odds ratio, 0.35).

Meanwhile, two studies found that having positive

attitudes about contraception also increased the

likelihood of using contraception (Kiragu & Zabin,

1995; Fikree et al., 2001). For example, in Kenya,

females who had positive attitudes about using con-

traception were more than three times more likely

to use it (Kiragu & Zabin, 1995).

FAMILY  L I FE  EDUCATION (FLE )

CLASS :   Related to knowledge about contracep-

tion is attending a FLE class.

Two studies found that ado-

lescents who attended FLE

classes were significantly

more likely to use contracep-

tion compared to those who

had not (Kane et al., 1993;

Katz & Nare, 2002). For

example, in Senegal, adoles-

cents who participated in an FLE class were almost

five times more likely to use contraception at last

sex compared to those who did not (Katz & Nare,

2002). 

FAMILY  PLANNING V IS IT:   Three studies

showed that when women are visited by a family

planning worker, they are much more likely to use

contraception (Mahmud & Islam, 1995; Rahman et

al., 1996; Fikree et al., 2001). For example, among

women in Bangladesh, those who received family

planning information from a visiting health

provider were almost twice as likely to use contra-

ception than those who did not (Mahmud & Islam,

1995).

SEXUAL  R ISK  BEHAVIOURS :  Two types

of sexual behaviours were found to be associated

with contraceptive use. For example, two studies

found that when adolescents started their sexual

debut at a younger age, they were more likely to

use contraception (Kane et al., 1993; Gueye et al.,

2001). In fact, among females in Mali, those who

were younger at their sexual debut were more than

11 times more likely to ever use contraception, and

this was the strongest factor in the study (Gueye et

al., 2001). In addition, two studies found that when

adolescents (primarily male) have frequent sexual

intercourse (measured by the number of times they

had sex in the past month), they were also more

likely to use contraception (Sakyi, 1992; Kiragu

and Zabin, 1995). Finally, one other factor that was

found significant in only one study, but that merits

some attention, is impregnating a woman. Kane et

al., (1993) found that in the Gambia, males who got

a woman pregnant were more than three times

more likely to use contraception.

PEER AND PARTNER

A total of five different factors within the peer and

partner domain were found to be significantly relat-

ed to using contraception: lower education level of

partner, partner having professional job, discussing

family planning with a partner, and partner approv-

OF ALL THE FACTORS

EXAMINED IN RELATION

TO CONTRACEPTIVE USE,

EDUCATIONAL ATTAIN-

MENT WAS BY FAR THE

MOST STUDIED.



ing of family planning. Of these, the strongest fac-

tor was discussing family planning with a partner

or husband. Five separate studies documented the

significant association

between discussing family

planning with a partner or

husband and contraceptive

use. For example, in Ghana,

Sakyi (1992) found that

females who discussed family

planning with their partners

were more than twice as like-

ly to use contraception, and

this was the single most

important factor associated with contraceptive use.

In Uganda, discussing family planning with one’s

partner was second only to higher education in

explaining contraceptive use (Acyei & Migadde,

1995). So too, in Bangladesh, females who made a

joint decision with their husband to use family

planning were almost twice as likely to use it;

again, this factor was second to education in

explaining contraceptive use (Islam and Islam,

1995).

Coupled with such discussions are husband/partner

support for family planning. Much like the protec-

tive effects of joint decision-making, partner sup-

port is critically important in the use of contracep-

tion. Such approval was key in China (Jiuling et

al., 2002) where boyfriend approval of contracep-

tion had an OR of 11.41

for contraceptive use. In

Kenya, adolescents whose

partner disapproved of

family planning were far

less likely to use contra-

ception at last sex com-

pared to those whose part-

ner approved (OR, 0.53)

(Kiragu & Zabin, 1995).

Finally, two key charac-

teristics of partners were found to be significantly

related to contraceptive use. For example, two stud-

ies found that contraceptive use had significantly

decreased among those who had a partner with

lower education (Addai, 1999; Rahman et al.,

1996). Likewise, two studies found that contracep-

tive use significantly increased among those who

had a partner with a professional job (Mahmud &

Islam, 1995; Rahman et al., 1996). 

Other peer and partner variables were examined in

the developing country literature, but because there

were not enough studies that found them to be

either a significant risk or protective factor, it is

inconclusive about what effect they have on contra-

ceptive use. 

FAMILY AND HOUSEHOLD

Three main factors within the family and household

domain emerged as being strongly and significantly

related to contraceptive use: living in an urban

areas, having no children, and having high SES

(Socioeconomic Status). Six out of seven studies

that measured the relationship between living in an

urban area and using contraception found a signifi-

cant and positive relationship (Klomegah, 1999;

Addai, 1999; Makinwa-Adebusoye, 1992; Acyei &

Migadde, 1995; Agha, 2000; Ersheng et al., 1997).

In fact, in Ghana, Klomegah (1999) found that

urban residence was only second to education level

in explaining contraceptive use. High SES was also

found to be significantly and positively related to

using contraception in five separate studies (Kiragu

& Zabin, 1995; Hoque & Murdock, 1997; Mahmud

& Islam, 1995; Rahman et al., 1996; Fikree et al.,

2001). In Kenya, females with a higher SES were

more than three times more likely to use contracep-

tion compared to those from a lower SES (Kiragu

& Zabin, 1995).

Finally, another family factor repeatedly shown to

be associated with contraceptive use is the number
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IN GHANA, FEMALES WHO DIS-

CUSSED FAMILY PLANNING

WITH THEIR PARTNERS WERE

MORE THAN TWICE AS LIKELY

TO USE CONTRACEPTION, AND

THIS WAS THE SINGLE MOST

IMPORTANT FACTOR ASSOCIAT-

ED WITH CONTRACEPTIVE USE.
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of children a respondent has. Four studies analysed

the relationship between number of children and

contraceptive use and all four found that those with

no or few children are much less likely to use con-

traception compared to those

with more children (Addai,

1999; Islam & Islam, 1998;

Agha, 2000; Fikree et al.,

2001). This was seen, for

example, in Ghana where

women who had 3-4 children

had an OR of 1.62 for use of

modern contraception com-

pared with an OR of 0.34 for

those with no children (Addai

1999). 

Not only does it appear that those with larger fami-

lies are more likely to use contraception but so too

in at least one study from Pakistan (Fikree et al.,

2001) those women who had more sons were also

more likely to contraceptive use (OR 1.64). 

CHAPTER SUMMARY
There were four studies in this review that analysed

contraceptive use only among married adolescents.

In contrast, eight studies analysed contraceptive use

only among unmarried adolescents, while the

remaining nine studies included both married and

unmarried adolescents and adults in the sample.

Clearly, married adolescents and unmarried adoles-

cents have very different levels of need for contra-

ception. However, because the

majority of these studies did

not separate married from

unmarried, the findings for this

chapter will have to be applied

to both groups of adolescents. 

That having been said, there

are still some rather important

findings that should be pointed

out. First, as with condom use,

there were far more protective factors identified as

opposed to risk factors. Second, this review demon-

strates the importance of one’s sexual partner in

relation to contraceptive use. In fact, a total of five

factors related to the partner were found to be sig-

nificant: partner has a professional job, partner

approves of family planning, partner’s education

level, partner was involved in decision-making

about family planning, and that contraception was

discussed with partner. These findings, therefore,

highlight the importance of including sexual part-

ners in programmes aimed at increasing contracep-

tive use among adolescents. Finally, attending a

family life education class and receiving a visit

from a family planning worker are both common

programme components and both were found to be

significantly associated with using contraceptives,

which provides a little glimpse for what is working

successfully in developing countries. 

TABLES
The Tables that follow (Table 5C and 5D) offer

additional detail on the findings and studies includ-

ed in this review. 

TABLE 5C lists all the factors that were analysed,

and classifies them as a risk factor, a protective fac-

tor, or not significant. 

TABLE 5D offers a snapshot summary of each

study that analysed risk and protective factors in

relation to the outcome of interest, including the

description of the study’s sample, the dependent

variable that was analysed, and results of the multi-

variate analysis. 

HOW TO READ TABLE C

The C Tables are organized by:

• Factor level (individual, peer and partner, family,
school, and community), 

• The specific variable, and 

THESE FINDINGS, THERE-

FORE, HIGHLIGHT THE

IMPORTANCE OF

INCLUDING SEXUAL

PARTNERS IN PROGRAMS

AIMED AT INCREASING

CONTRACEPTIVE USE

AMONG ADOLESCENTS. 



• Whether the variable was: 

• a risk factor (negatively associated with the
outcome at the .05 significance level), 

• a protective factor (positively associated with
the outcome at .05 significance level), 

• or was not significant at the .05 significance
level (NS). 

The numbers in the table correspond to the list of

studies included in Table D. For example, in Table

5C you will see that ‘93 (females)’ is written under

the column, “Protective” across from the variable,

“older age.”  This means that study #93 (listed in

Table D) found that “older age” was a significant

protective factor among males for contraception

use. Note that if “males” or “females” are not writ-

ten after the number, this means that the factor was

significant for both males and females in the sam-

ple.

HOW TO READ TABLE D

The C Tables are organized by:

• Identification number, 

• The country in which the study
was conducted, 

• The reference, 

• The description of the sample and
overview of findings (under “anno-
tations”), 

• The dependent variable, and 

• The results of the multivariate analysis. 

Under the “Results” column, several things should

be pointed out. First, if the factor is a significant

risk factor, the font is in bold and italics. If the fac-

tor is a significant protective factor, the font is sim-

ply in bold. If the factor was found to be not signif-

icant, it is labeled “NS.” There are certain variables

that are labeled “SV.” This means that the variable

is significant at the .05 significance level, but it

cannot be classified as “risk” or a “protective” fac-

tor because it varies

according to the refer-

enced category, which is

specific only to the

country of study. For

example, “region of res-

idence” is commonly

labeled as “SV,” since it

depends on which location within the specific

country is used as the reference category. Finally, if

the analysis is stratified by sex, males (M) and

females (F) are in separate columns; if the sample

was combined, it is labeled as “M/F.”
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TABLE CODES

Bold ..................Protective factor

Bold+Italic ......Risk factor

NS ......................Not significant

SV ......................Significance depends
on category
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TABLE 5C: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR CONRACEPTIVE USE

VARIABLE NS (P>.05)
RISK (NEGATIVE
ASSOCIATION) (P<.05)

PROTECTIVE (POSITIVE
ASSOCIATION) (P<.05)

INDIVIDUAL LEVEL

SOCIODEMOGRAPHIC VARIABLES

Female 91

Older age 95 (females), 101, 108 (females) 93 (females), 96, 98, 103 (females),
105 (females)

99

High academic achievement 97 (females)

Literate 109 (females)

Higher education level 98, 99, 101, 108 93 (females), 94, 95, 96 (females),
100, 102 (females), 103 (females),
104 (females), 105 (females), 107
(females), 111 (females)

In school 101

Employment 99, 101 95 (females), 103

Engaged 98 (females)

Older age of marriage 94, 95 107

Married 93 (females)

Religion/Religiosity 91, 96 99 (Pentecostal), 101, 103 (females) (non-
Muslim)

106 (females) (non-Muslim)

SEXUAL REPRODUCTIVE HEALTH KNOWLEDGE AND
ATTITUDES

Knowledge about contraception 92, 99, 107 (females), 110 (females) 97 (females)

Perceived susceptibility to pregnancy 110 (females)

Perceived availability of family planning 110 (females)

Desire fewer children 96 102 (females), 103 (females), 107
(females)

Visited by F.P worker 104 (females), 106 (females), 109
(females)

Attended FLE class 96 (males), 101

Positive attitude about F.P. 97 (females), 109 (females)
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TABLE 5C: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR CONRACEPTIVE USE (CONTINUED)

VARIABLE NS (P>.05)
RISK (NEGATIVE
ASSOCIATION) (P<.05)

PROTECTIVE (POSITIVE
ASSOCIATION) (P<.05)

SEXUAL RISK BEHAVIORS

Early age at first sex 96 (females), 98 91

First sex with CSW 91 (males)

Frequent sex 94 (females), 97 (males)

No premarital sex 94 (females)

Ever pregnant 96 (males)

GENERAL ATTITUDES

Positive self image/self esteem 98

Internal locus of control 98 (females)

High future aspirations 107 92 (females)

PEER AND PARTNER LEVEL

Shorter duration of marriage 106 (females)

Partner has lower education 95 (females), 106 (females)

Partner has professional job 104 (females), 106 (females)

Lives with partner 102 (females)

Partner approves of family planning 94 97 (males), 110 (females)

Friends have liberal attitudes about sex 92 (females)

Perceive peers use contraception 111

Discuss sex and contraception with partner 94 (females), 102 (females), 104
(females), 106, 110 (females)

Discussed SRH with peers 92

FAMILY LEVEL

Urban residence 103 93 (females), 9, 100, 102, 108, 111
(females)

No children 95 (females), 105, 108 (females), 109
(females)

Acceptance of parental authority 92 (females)

Parental education 91 (females)
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TABLE 5C: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR CONRACEPTIVE USE (CONTINUED)

VARIABLE NS (P>.05)
RISK (NEGATIVE
ASSOCIATION) (P<.05)

PROTECTIVE (POSITIVE
ASSOCIATION) (P<.05)

High socioeconomic status 98 97 (females), 103 (females), 104
(females), 106 (females), 109
(females)

Perception of father’s attitudes 92 (females)

Discussed SRH with family members 92 (females) 109 (females) (mother-in-law)

Sister pregnant 92 (females)

Mother single at 1st pregnancy 92 (females)
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TABLE 5D: DETAILED DESCRIPTION OF STUDIES FOR CONTRACEPTIVE USE

 NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

LATIN AMERICA/CARIBBEAN

91 Ecuador Eggleston (1998): “Use of
Family Planning at First
Sexual Intercourse Among
Young Adults in Ecuador.”
J Biosoc Sci 30:501-510.

A study of 1443 males and
females aged 15-24 in Quito
and Guayaquil with data
collected in 1988 by interview.
Results showed that the
following variables were
significantly related to using
contraception at first sex:
male, from Guayaquil, older
age, father’s completion of
secondary school. Having lost
one’s virginity to a prostitute
was significantly associated to
non-use of contraception.

Sample: Males & females
stratified, unmarried
adolescents only

Contraception
at first sex

ODDS RATIOS

Individual level M F
� Female NA 0.28
� Age at first sex 1.39 1.15
� Church attendance NS NS
� Had sex education NS NS
� First sex with CSW 0.20 NS

Peer and partner level
� First sex with friend NS NS
� First sex with spouse NS NS

Family level
� Father has higher

education NS 1.95
� Resident of Quito 0.55 NS

92 Mexico Pick de Weiss et al. (1991):
“Sex, Contraception, and
Pregnancy among
Adolescents in Mexico City.”
Stud Fam Plann 22(2):74-82.

The authors carried out this
study among females of lower-
middle and lower
socioeconomic status levels in
Mexico City to determine the
psychosocial determinants of
abstaining from sexual
intercourse, practising
contraception, and avoiding
pregnancy. Findings showed
that in order to practise
contraception, teenagers must
have knowledge about
available methods, be free of
commonly held misbeliefs, feel
supported by their friends, and
be sufficiently free of
traditional authority to do
something as taboo as using
contraceptives without being
married.

Practising
contraception

ODDS RATIOS

16-19 year olds
Individual level F

� Acceptance of parental
 authority 3.10

� Acceptance of myths 2.43
� Knowledge of

contraception 7.30
� School aspirations NS
� Future goals and

planning 1.70
� Assertiveness NS
� Control over life’s events NS

Peer and partner level
� Friends have liberal

attitudes about sex 2.23
� Communications with

peers about SRH 1.99
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TABLE 5D: DETAILED DESCRIPTION OF STUDIES FOR CONTRACEPTIVE USE (CONTINUED)

 NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

Sample: Female only,
unmarried adolescents
only

� Negative feelings for
sexual partner NS

� Perception of partner’s
attitudes NS

Family level
� Perception of father’s attitudes NS
� Discussed SRH with parents NS
� Sister pregnant NS
� Mother single at 1st pregnancy NS
� Perception of mother’s

personality NS

SUB-SAHARAN AFRICA

93 Ghana Klomegah (1999): “Socio-
Demographic Characteristics
of Contraceptive Users in
Ghana.” Marriage Fam Rev
29(1):21-34.

This study is based on the
1993 DHS and explores factors
associated with contraceptive
use. Findings show that
women’s age, marital status,
education level, and place of
residence are factors that
relate significantly to
contraceptive use.

Sample: Females only,
includes married
adolescents

Contraceptive
use

STANDARDIZED COEFFICIENTS

Individual level F
� Older age 0.07
� Higher education 0.46
� Married -0.03

Family level
� Urban residence 0.12

94 Ghana Sakyi (1992): “Determinants
of Current Contraceptive use
Among Ghanaian Women at
the Highest Risk of
Pregnancy.” J Biosoc Sci
24:463-475.

Data are from DHS 1988 and
are analysed to identify factors
associated with contraceptive
use. Results show that
frequency of sex, discussing FP
with partner, and education
level were all significant
predictors.

Sample: Female only,
includes married
adolescents

Any
contraceptive
use

ODDS RATIOS

Individual level F
� No premarital sexuality NS
� Age at first marriage NS
� Frequency of intercourse 1.66
� Has some education 1.54

Peer and partner level
� Discussed F.P.

with partner 2.08
� Husband approves of family

planning NS
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 NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

planning NS

95 Ghana Addai (1999): “Ethnicity and
Contraceptive use in Sub-
Saharan Africa: The Case of
Ghana.” J Biosoc Sci 31:105-
120.

Explores ethnic differences in
contraceptive use among 6
groups. Based on DHS of 1993
of women aged 15-49 years.
Findings show that ethnicity,
having no education, no
occupation, having a husband
with no education, and having
no living children were all
negatively associated with
using contraception. Having 3-
4 living children and living in
an urban area, however, were
positively related to using
contraception.

Sample: Females only,
includes married
adolescents

Contraceptive
use

ODDS RATIOS

Individual level F
� Ethnicity SV
� No education 0.37
� Age NS
� Age at marriage NS
� No occupation 0.72

Peer and partner level
� Husband has no

education 0.74

Family level
� Urban residence 1.14
� No living children 0.34
� 3-4 living children 1.62

96 Gambia Kane et al. (1993): “Sexual
Activity, Family Life
Education, and
Contraceptive Practice
Among Young Adults in
Banjul, The Gambia.”
Studies Fam Plann 24(1):50-
61.

Survey of 2507 men and
women aged 14-24 conducted
in 1986-7. Study explored
factors associated with
contraceptive use. Results
show that attendance to a FLE
class had a significant effect
on using contraception.

Sample: Males & females
stratified, unmarried
adolescents only

Ever use of
contraception

ODDS RATIOS

Individual level M F
� Older age (22-24) 16.64 36.22
� Higher education NS 2.52
� Religion NS NS
� Tribe NS NS
� Early age at first sex NS 4.38
� Ever pregnant 3.62 0.45
� Desired # of children NS NS
� Attended FLE class 2.07 NS

97 Kenya Kiragu & Zabin (1995):
“Contraceptive use Among
High School Students in
Kenya.” Int Fam Plann
Perspect 21;3:2108-113.

Based on 1989 survey of 2,059
students from one province
regarding contraceptive use.
Results showed that for
females, high socioeconomic
status, high academic
achievement and a favourable
attitude toward contraception
were the most important
factors predicting use of

Contraceptive
use at 1st

intercourse
and last
intercourse

ODDS RATIOS

Contraceptive use at 1st intercourse
Individual level M F

� High academic
achievement NS 2.87

� Positive attitude re: F.P. NS 3.36
� Frequency of sexual

activity 1.12 NS
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TABLE 5D: DETAILED DESCRIPTION OF STUDIES FOR CONTRACEPTIVE USE (CONTINUED)

 NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

contraception at first and last

sex. None of these factors
predicted male contraceptive
use. Males who said their
partner approved of
contraception were twice as
likely to have used a method
at last sex.

Sample: Males & females
stratified, unmarried
adolescents only

Family level
� High socioeconomic status NS 4.12

Contraceptive use at last intercourse
Individual level

� Repeated a grade NS 0.35
� High academic achievement NS 3.82
� Positive attitude re: F.P. NS 3.76
� Frequency of sexual

activity 1.12 1.78
� Contraceptive knowledge NS 0.35

Peer and partner level
� Partner says no to F.P. 0.53 NS

Family level
� High socioeconomic status NS 3.33

98 Mali Gueye et al. (2001): “Timing
of First Intercourse Among
Malian Adolescents:
Implications for
Contraceptive Use.” Int Fam
Plann Perspect 27(2): 56-70.

Representative sample of 1696
male and female adolescents
using focus groups in 1998 to
identify factors associated with
contraceptive use. Results show
that for both males and females,
being older, being younger at
first sex, and having a high self-
esteem were all important
predictors for ever use of
contraception. For females, also
important were being engaged
(protective) and having an internal
locus of control.

Sample: Males & females
stratified, unmarried
adolescents only

Ever use of
modern
contraception

ODDS RATIOS

Individual level M F
� Older age 1.50 2.08
� Engaged NS 0.11
� Educated NS
� Earlier age at 1st sex 2.47 11.22
� High self-esteem 3.04 3.30
� Internal locus of control NS 2.37

Family level
� Socioeconomic status NS NS

99 Nigeria Arowojolu & Adekunle
(2000): “Perception and
Practice of Emergency
Contraception by Post-
Secondary School Students
in Southwest Nigeria.” Afr
Reprod Health 4(1):56-65.

Survey of 1500 students in SW
Nigeria to identify awareness
of EC and types of EC and
indications of use. Being aware
of EC significantly increased
the likelihood that respondents
would use EC. Being young
and Pentecostal also increased

Emergency
contraceptive
use

STANDARDIZED COEFFICIENTS

Individual level M/F
� Younger age

(16 to 25 years) 0.62
� Education NS
� Religion: Pentecostal 0.65
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 NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

the likelihood of using EC.

Sample: Males & females
combined, unmarried
adolescents only

� Occupation NS
� Awareness of EC 1.04

100 Nigeria Makinwa-Adebusoye (1992):
“Sexual Behavior,
Reproductive Knowledge
and Contraceptive Use
among Young, Urban
Nigerians.” In International
Family Planning Perspectives
18: 66-70.

Study was conducted to
examine sexual behaviour
among adolescents in 5 large
urban areas of Nigeria. Findings
show that ethnic origin,
education, and place of residence
were all significant determinants
in contraceptive use.

Sample: Males & females
stratified, unmarried
adolescents only

Contraceptive
use

STANDARDIZED COEFFICIENTS

Individual level M F
� Ethnicity SV SV
� Higher education 1.91 1.07

Family level
� Rural childhood

residence -0.37 -0.12

101 Senegal Katz & Naré (2002):
“Reproductive Health
Knowledge and use of
Services Among Young
Adults in Dakar, Senegal.”
J Biosoc Sci 34:215-231.

Study done in Dakar with 1973
women and 936 men. Results
show that participating in an
FLE class and being in school
were significantly associated
with using contraception at
last sex.

Sample: Males & female
combined, includes
married adolescents

Contraceptive
use at last sex

ODDS RATIOS

Individual level M/F
� Age NS
� Higher education NS
� Currently in school 5.27
� Received FLE 4.58
� Currently working NS

102 Uganda Acyei & Migadde (1995):
“Demographic and
Sociocultural Factors
Influencing Contraceptive
use in Uganda.” J Biosoc Sci
27:47-60.

Based on 1988 DHS of females
14-49 years old. This study
explored factors associated
with contraceptive use. 8-
factor model explains 22%
variance.

Sample: Females only,
includes married
adolescents

Ever use of
contraception

STANDARDIZED COEFFICIENTS

Individual level F
� Higher education 0.21
� Ethnicity 0.08
� Religion 0.06
� Desire fewer children 0.12

Peer and partner level
� Husband lives with spouse 0.03
� Discussed F.P. with partner 0.18

Family level
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 NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

� Dead children 0.01
� Urban residence 0.17

SOUTH/SOUTHEAST ASIA

103 Bangladesh Hoque & Murdock (1997):
“Socioeconomic
Development, Status of
Women, Family Planning,
and Fertility in Bangladesh:
A District Level Analysis.”
Soc Biol 44(3-4):179-197.

Uses 1991 Contraceptive
Prevalence Survey to examine
effects of factors on
differences in contraceptive
use. Findings show that being
older, having a higher level of
education, being employed,
wanting no more children,
being non-Muslim, and coming
from a higher socioeconomic
status household increases the
likelihood of using
contraception.

Sample: Females only,
includes married
adolescents

Contraceptive
use

STANDARDIZED COEFFICIENTS

Individual level F
� Age (20-24 vs. 15-19) 0.29
� Higher education 1.01
� Employed 0.23
� Child loss NS
� Wants no more children 1.32
� Non-Muslim 0.45
� Belongs to Women’s

organization NS

Family level
� Higher socioeconomic

status 0.18
� Urban residence NS

104 Bangladesh Mahmud & Islam (1995):
“Adolescent Contraceptive
Use and Its Determinants in
Bangladesh: Evidence from
Bangladesh Fertility Survey
1989.” Contraception
52:181-186.

Uses 1989 fertility study of
married adolescents. Results
show that education, participa-
tion in the family planning
decision, visit by family
planning workers, region of
residence, husband’s occupa-
tion , and possession of
electricity in the household are
the most significant factors
that determine current
contraceptive use among
adolescents.

Sample: Married
adolescent females only

Current
contraceptive
use

ODDS RATIOS

Individual level F
� Higher education 2.50
� Visited by family

planning worker 1.80

Peer and partner level
� Joint decision w/

husband to use F.P. 1.80
� Husband has

 professional job 1.50

Family level
� Region of residence SV
� Electricity in household 1.60

105 Bangladesh Islam & Islam (1998):
“C i A

Study based upon fertility survey
f i d d l i 1994

Current
i

ODDS RATIOS
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TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

“Contraceptive use Among
Married Adolescent Girls in

Rural Bangladesh.” J Fam
Welfare 44(1):32-40.

of married adolescents in 1994
to explore factors associated
with contraceptive use. Results
show that age was the strongest
predictor affecting current use of
contraception. 19 year-old
adolescents were more than 3
times more likely to use contracep-
tion compared to 12-16 year-olds.

Sample: Married adolescent
females only

contraceptive
use

Individual level F
� Older age 3.40
� Higher education level 2.77

Family level
� At least 2 children at

first use 1.80
� At least 2 living children NS
� Residence SV

106 Bangladesh Rahman et al. (1996):
“Users of Traditional
Methods of Contraception in
Bangladesh: 1981-91.” J
Biosoc Sci 28:257-264.

Study explores the changing
pattern of knowledge,
attitudes, and behaviour to
traditional family planning.
Findings show that being
visited by a family worker,
being non-Muslim, having a
husband with a higher level of
education, a shorter duration
of marriage, deciding to use
F.P in conjunction with
husband, and having electricity
in household all increase the
likelihood of using modern
contraception.

Sample: Females only,
includes married
adolescents

Current use of
modern
contraception

STANDARDIZED COEFFICIENTS

Individual level F
� Visit of family planning

worker 0.39
� Non-Muslim -0.69

Peer and partner level
� Higher education of

husband 0.47
� Duration of marriage -0.08
� Occupation of husband

(landowner) -0.34
� Joint decision of F.P. with

husband 0.40

Family level
� Region of residence SV
� Electricity in household 0.64

107 India Baburajan (1998): “Psycho-
Social Factors Associated
with Contraceptive
Initiation: A Multivariate
Analysis.” Psychol Studies
43(1&2):37-43.

Based on a survey of 412
married women, stepwise
discriminate analysis was used
to identify factors associated
with contraception. Results
show that higher education,
having a smaller ideal family
size, having a higher
knowledge of family planning,
and being older at marriage
were all significant.

Early
contraceptive
initiation

STANDARDIZED COEFFICIENTS

Individual level F
� Higher education 0.16
� Smaller ideal family size 0.31
� High family planning

knowledge 0.14
� Older age at marriage 0.19
� Personal income NS
� Need for achievement NS
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COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
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Sample: Married
adolescent females only

� Need for order NS

108 Pakistan Agha (2000): “Is Low
Income a Constraint to
Contraceptive Use among
the Pakistani Poor?”
J Biosoc Sci 32:161-175.

Study examines whether low
income is a barrier to condom
use in Pakistan. For ever use of
a modern contraceptive
method, rural residence was
negatively associated, while
having a somewhat higher
income level was positively
associated with ever using a
modern contraceptive method.
For current use, having a
higher income and having 7+
children were positively
related, while living in the
rural area was negatively
associated.

Sample: Females only,
includes married
adolescents

Ever use and
current use of
modern
contraception

ODDS RATIOS

Ever use of modern contraceptive method
Individual level F

� Age NS
� Education NS

Family level
� Middle socioeconomic

status 1.66
� Rural residence 0.30

Current use of modern contraceptive method
Individual level

� Education NS
� No desire for more children NS

Family level
� Higher socioeconomic

status 1.69
� Rural residence 0.36
� 7+ children ever born 2.06

109 Pakistan Fikree et al. (2001): “What
Influences Contraceptive
Use Among Young Women
in Urban Squatter
Settlements of Karachi,
Pakistan?” Int Fam Plann
Perspect 27(3):130-136.

Interviews with very poor
Muslim women in Karachi who
are married on factors
influencing contraceptive.
Results show that women who
were literate, of high
socioeconomic status, whose
mother-in-law reported
discussing FP with them and
who had received FP messages
were 2-3 times more likely to
use contraception as were other
women.

Sample: Married
adolescent females only

Modern
contraceptive
use

ODDS RATIOS

Individual level F
� Literate 2.02
� Accepts FP messages

from media 1.48
� Received F.P. info from

health provider 3.34
� Believe Islam allows

family planning 1.59

Family level
� Higher income 2.35
� > 3 living sons 1.64
� > 5 living children 2.08
� Discussed F.P. with

mother in-law 2.85
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110 China Jiuling et al. (2002):
“Contraceptive Use
Behavior Among Never
Married Young Women who
are Seeking Pregnancy
Termination in Beijing.”
Chinese Med J 115(6):851-
855.

Study based on interviews with
30,618 24-year-old females in
Beijing seeking abortion. None
were married. Results showed
that those having a high
perception of being susceptible
to pregnancy were 42.6 times
more likely to use contraception
than those with a lower
perception. Other variables
found significant included
having a high knowledge of
contraception, perceiving
availability of family planning,
and having a boyfriend approve
of contraception and being able
to discuss contraception with
partner.

Sample: Unmarried
adolescents females only

Contraceptive
use

ODDS RATIOS

Individual level F
� Perceived susceptibility

to pregnancy 42.57
� Knowledge of

contraception 6.15
� Perceived availability

of F.P. 3.28

Peer and partner level
� Boyfriend approves of

contraception 11.41
� Discussed contraception

w/ partner 2.95

111 China Ersheng et al. (1997):
“Shanghai Premarital
Adolescent Use of
Contraceptive Methods and
Analysis of Influencing
Factors.” Chin J Pop Sci
9(4):375-388.

Study of premarital use of
contraception among 2580
couples in Shanghai in 1995.
Results show that premarital
contraceptive use at first sex is
greater for those who live in
urban areas, have a higher
education level, had a mother
who set strict rules, had a clear
idea of the harm of abortion,
and if more of their peer
generation used contraception.

Sample: Females only,
includes married
adolescents

Premarital
contraceptive
use at first sex
(only among
1780 women)

ODDS RATIOS

Individual level F
� Higher education 1.75
� Agree abortion influences

health 1.99

Peer and partner level
� Perceive peers use

contraceptives 2.05

Family level
� Mother strict 1.42
� Urban residence 1.32
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INTRODUCTION
PREVALENCE : Early pregnancy and childbear-

ing — both within marriage and extramaritally —

is a common experience throughout the world.

Among females about to marry in Shanghai, 40%

reported having been pregnant at least once (Gao,

1998); data are fairly similar for out-of-school

females in Botswana and among females under the

age of 20 in Jamaica (42% and 40% respectively)

(Kgosidintsi, 1997; Eggleton et al. 1999). While the

majority of adolescents who become pregnant are

married, an increasing proportion are not (UNFPA,

2003). In South Africa, one-third of births to

women aged 15 to 19 occur among unmarried ado-

lescents; in Botswana and Nambia it exceeds three-

fourths (Alan Guttmacher Institute, 1999).

As access to education has

increased and the benefits of

postponing childbearing have

become more widely known,

adolescent childbearing has

declined in some countries

where it once was common.

Women aged 20 to 24 in parts of

Asia are about 80% as likely as

those aged 40-44 to have had

their first child during adolescence; elsewhere in

the region, they are only one-half to two-thirds as

likely to have done so. In North Africa and the

Middle East, adolescent childbearing has fallen by

about one-quarter

to one-half. In

contrast, smaller

declines have

occurred in sub-

Saharan Africa; in

fact, in some

African countries,

adolescents are

more likely to

give birth today than their counterparts were a gen-

eration ago (Alan Guttmacher Institute, 1999). 
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CHAPTER 6:  
PREGNANCY AND CHILDBEARING

AS ACCESS TO EDUCATION HAS

INCREASED AND THE BENEFITS

OF POSTPONING CHILDBEARING

HAVE BECOME MORE WIDELY

KNOWN, ADOLESCENT CHILD-

BEARING HAS DECLINED IN

SOME COUNTRIES.
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Typically, adolescent

childbearing rates range

between 120 to about

160 in most countries in

sub-Saharan Africa. At

the extreme, annual age-

specific fertility rates of

more than 200 births per

1,000 women aged 15 to

19 are found in Mali

and Niger. In Latin America and the Caribbean,

changes in levels of teenage childbearing have var-

ied. For example, there has been a 37% decline in

the Dominican Republic, no change in Bolivia, and

a slight increase in Brazil (Alan Guttmacher

Institute, 1998). 

DESCRIPTION OF
STUDIES ON
PREGNANCY AND
CHILDBEARING
Despite the abundant evidence that early pregnancy

and childbearing persist as prevalent (and in some

countries increasing) problems with serious seque-

lae, there are only seven studies on pregnancy and

nine studies on early childbearing that have met the

criteria for being included in this review. 

The majority of studies that have

analysed the risk and protective

factors on adolescent pregnancy

have been conducted in Latin

America (n=5), while only two

were conducted in Sub-Saharan

Africa and none from South or

Southeast Asia. In slight contrast,

most of the studies that analysed

early childbearing were conducted

in South or Southeast Asia

(n=6), while only one study

was conducted in Latin

America, and the remaining

two in Sub-Saharan Africa.

For both childbearing and

pregnancy, the majority of the

studies were conducted on

samples of unmarried adoles-

cents. However, there were three studies on child-

bearing and one study on pregnancy that included

married adolescents and adults into the sample, but

did not separate them into separate groups.

Moreover, most of the samples consisted of only

females (n=11 for both outcomes), while one study

on childbearing and one study on pregnancy includ-

ed combined samples of males and females, and

two studies on pregnancy had males and females

stratified in the analyses.

All studies on both pregnancy and childbearing

were cross-sectional in design, although one study

(Gupta and Leite, 1999) used three waves of DHS

data to help determine fertility trends among ado-

lescents in Brazil. Moreover, while nearly all of the

studies that analysed teenage pregnancy were based

on fairly small samples of adolescents (not more

than 1000), the studies that

analysed teenage childbearing

were primarily based on large-

scale national samples from sur-

veys such as the Demographic

and Health Surveys (DHS) and

the World Fertility Survey

(WFS), which include both ado-

lescents and adults. 

RISK AND PROTECTIVE
FACTORS

INDIVIDUAL CHARACTERISTICS AND
BEHAVIOURS

BIOLOGICAL/DEVELOPMENTAL

FACTORS :  Three variables associated with

physiological development and maturity were

found to be significant for early childbearing: age

THERE ARE ONLY SEVEN

STUDIES ON PREGNANCY

AND NINE STUDIES ON

EARLY CHILDBEARING

THAT HAVE MET THE CRI-

TERIA FOR BEING INCLUD-

ED IN THIS REVIEW. 

IN SOUTH AFRICA, ONE-THIRD

OF BIRTHS TO WOMEN AGED

15 TO 19 OCCUR AMONG

UNMARRIED ADOLESCENTS;

IN BOTSWANA AND NAMBIA

IT EXCEEDS THREE-FOURTHS

(ALAN GUTTMACHER

INSTITUTE, 1999).



of the respondent, early pubertal development, and

age of marriage. Two studies, for example, found

that the older an adolescent was, the more likely

she was to give birth. In both Nepal and Brazil,

adolescent respondents who were older were signif-

icantly more likely to give birth compared to those

who were younger (Choe et al., 2001; Gupta &

Leite, 1999). This is not surprising considering that

with increasing age, there are many important

changes which are occurring, such as increased

hormone levels, and more pressure from the social

environment to have sex and possibly become a

mother or father. 

Somewhat related, two studies also found that ado-

lescents who reached puberty earlier were at

increased risk of childbearing (Otor & Pandey,

1999; Wang & Chou, 1999). In fact, among adoles-

cents in Sudan, early puberty was the strongest pre-

dictor of premarital childbearing (Otor & Pandey,

1999). 

Marrying at a later age also increases the likelihood

that an adolescent will give birth, particularly

among adolescents in Sub-Saharan Africa. Two

studies found that adolescents who married at a

later age were significantly more likely to give

birth compared to those who married younger

(Meekers, 1994; Otor & Pandey, 1999). This

reflects the fact that women who marry later are

exposed to the risk of premarital pregnancy for a

longer period. 

EDUCATION :  Consistent with what we have

seen for many reproductive health outcomes,

women with higher education are less likely than

their less educated peers to become mothers at a

young age. A total of four studies found that ado-

lescents with a higher level of education were

much less likely to be at risk for pregnancy or early

childbearing (Marques et al., 1991; Zelaya et al.,

1996; Gupta & Leite, 1999; Wang & Chou, 2001).

For example, among 14-19 years olds in Brazil,

those who had a lower level of education were

almost four times more likely to have been preg-
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TABLE 6A: SUMMARY OF STUDIES FOR PREGNANCY AND CHILDBEARING

OUTCOME
SPECIFIC OUTCOME
VARIABLES IN ANALYSIS

NO. OF STUDIES/
WORLD REGION

TOTAL NO.
OF STUDIES KEY RISK FACTORS

KEY PROTECTIVE
FACTORS

Pregnancy � Unintended pregnancy
� Not being pregnant
� Age at end of first pregnancy
� Likelihood of being pregnant

at time of survey

� South/Southeast Asia: 0
� Sub-Saharan Africa: 2
� Middle East: 0
� Caribbean/Latin America: 5

7 � Employed (females)
� Low future aspirations

(females)
� Has a pregnant friend

(females)

� Higher education level
(males/females)

� Knowledge about
contraception (females)

� Lives with both parents
(females)

Childbearing � Risk of having a first birth
� Premarital childbearing
� Adolescent first birth
� Teen fatherhood
� Teenage birth rate

� South/Southeast Asia: 6
� Sub-Saharan Africa: 2
� Middle East: 0
� Caribbean/Latin America: 1

9 � Older age (females)
� Early pubertal development

(females)
� Younger age at first

marriage (females)
� Cigarette smoking

(females/males)
� Alcohol use (females/males)

� Higher education level
(males/females)

� Lives with both parents
(females)
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nant compared to those with higher levels of educa-

tion (Marques et al., 1991). Similarly, as Wang and

Chou (2001) found in Taiwan (Province of China),

males who had a higher education were significant-

ly less likely to be teen fathers. 

Employment/ Future Aspirations:  Interestingly,

having a job increases the risk for being pregnant

or getting someone pregnant. Two studies found

that adolescents who were employed were at least

four times more likely to be pregnant than those

who were not (Marques et al., 1991; Okonofua,

1995). This could partly be explained, however, by

the possibility that those who are employed are also

less likely to be in school, which is protective

against such risks. 

Related to education and employment, having

future goals and aspirations is also important to

prevent adolescents from unwanted pregnancy. Two

studies found that adolescents with lower future

aspirations were much more likely to be at risk for

pregnancy compared to those with higher aspira-

tions and goals (Marques et al., 1991; Pick de

Weiss et al., 1991). 

KNOWLEDGE ABOUT

CONTRACEPT ION : Two studies found that

having knowledge about contraception significantly

protects adolescents from getting pregnant (Marques

et al., 1991; Pick de Weiss et al., 1991). In fact, in

Ecuador, adolescents with higher levels of knowl-

edge about contraception

were nearly 14 times

more likely to avoid being

pregnant compared to

those with lower knowl-

edge levels, and this was

the strongest predictor to

avoiding pregnancy (Pick

de Weiss et al., 1991).

Notably, only one study

on childbearing analysed

this factor and found it to be insignificant among

male adolescents (Wang & Chou, 1999).

SUBSTANCE  USE : Substance use has been

found to not only increase adolescents’ chances of

engaging in unprotected sex, but also in becoming

mothers and fathers at an early age. In China,

Province of Taiwan, three separate studies showed

that smoking cigarettes and drinking alcohol signifi-

cantly increased the risk of early childbearing (Lee &

Chou, 2001; Wang & Chou, 1999; Wang & Chou,

2001). For example, among adolescents aged 15-24

years in a district in China, Province of Taiwan, those

who had smoked cigarettes were almost five times

more likely to have given birth (Wang & Chou, 1999).

Among males in Taiwan (Province of China), Wang

& Chou (2001) also found

that those who drank were

almost three times more

likely to be adolescent

fathers compared to those

who did not.

PEER AND
PARTNER LEVEL

While few peer and part-

ner factors have consis-

tently been reported in

the literature from developing countries, some are

worth noting. Two studies found that where a teen

has a friend who has been pregnant, her risk for

pregnancy significantly increases (Marques et al.

1991; Vundule et al. 2001). For example, in South

Africa, adolescents who said that most of their

friends have been pregnant were more than four

times more likely to be pregnant themselves

(Vundule et al., 2001). In addition, in China,

Province of Taiwan, adolescents who had relatives

or friends who had been pregnant as teens were

nearly four times more likely to have given birth

(Wang & Chou, 1999). 

IN ECUADOR, ADOLESCENTS WITH

HIGHER LEVELS OF KNOWLEDGE ABOUT

CONTRACEPTION WERE NEARLY 14

TIMES MORE LIKELY TO AVOID BEING

PREGNANT COMPARED TO THOSE WITH

LOWER KNOWLEDGE LEVELS, AND THIS

WAS THE STRONGEST PREDICTOR TO

AVOIDING PREGNANCY 

(PICK DE WEISS ET AL., 1991).



In Chile, adolescents who reported that their part-

ner convinced them to have sex had an Odds Ratio

of 4.23 for unintended pregnancy, and this was the

strongest factor in the study (Herold et al., 1994). 

Likewise, in South Africa, females who discussed

sex with a boyfriend had an Odds Ratio of 4.72 for

pregnancy. While we do not

know the content of that con-

versation, given the added risk

of pregnancy, it is highly

unlikely that contraception is

the focus (Vundule et al.,

2001).

FAMILY AND
HOUSEHOLD

For both pregnancy and child-

bearing, one of the strongest

factors that has been studied more than any other is

whether the adolescent respondent lives with both

of his/her biological parents. A total of six separate

studies analysed the effect of living with both par-

ents (particularly looking at whether the biological

father is present) and all found that when adoles-

cents live with both parents, they are significantly

less likely to be pregnant or be a parent (Anteghini

et al., 2001; Marques et al., 1991; Zelaya et al.,

1996; Vundule et al., 2001; Lee, 2001; Wang &

Chou, 1999). For example, among females in

Brazil, those who lived with both of their parents

had an Odds Ratio of 0.44 for pregnancy (Anteghini

et al., 2001). Moreover, in China, Province of

Taiwan, adolescents who grew up in single-parent

homes were almost five times

more likely to be mothers

compared to those who grew

up with both parents (Lee,

2001).

Other family and household

factors were studied, but

because not more than one

study examined them, it is

inconclusive to say what effect

they have on pregnancy or

childbearing. Some of these factors include: domes-

tic violence, parental education, mother being a teen

parent, having a stepfather present, average number

of people in household, and having weak parental

supervision.

COMMUNITY

There were no community-level factors examined

in relation to pregnancy. However, for early child-

bearing, Trent (1990) explored national-level struc-

tural factors related to teenage childbearing among

50 different countries. Contradicting findings pre-

sented earlier among the individual-level factors,

later age of marriage was the single most important

factor that significantly lowered adolescent child-

bearing. Specifically, Trent found that the higher

the age of marriage for women, the lower the ado-

lescent fertility rate, indicating the importance of

marriage patterns in understanding variations in

teenage childbearing in developing nations. Other

structural factors, such as the women labour force

and a social development index had no effect. In

addition, nations with more extensive family plan-

ning programmes did not demonstrate lower rates

of adolescent childbearing, leaving the author to

conclude that perhaps family planning programmes

were not reaching youth in sufficiently large num-

bers to impact national trends.
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A TOTAL OF SIX SEPARATE STUDIES

ANALYSED THE EFFECT OF LIVING

WITH BOTH PARENTS AND ALL FOUND

THAT WHEN ADOLESCENTS LIVE WITH

BOTH PARENTS, THEY ARE SIGNIFI-

CANTLY LESS LIKELY TO BE PREGNANT

OR BE A PARENT.

IN SOUTH AFRICA, 

ADOLESCENTS WHO SAID

THAT MOST OF THEIR

FRIENDS HAVE BEEN 

PREGNANT WERE MORE

THAN FOUR TIMES MORE

LIKELY TO BE PREGNANT

THEMSELVES.

(VUNDULE ET AL., 2001)
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CHAPTER SUMMARY
This chapter focuses primarily on factors related to

unintended pregnancy among unmarried adoles-

cents and early childbearing among both married

and unmarried adolescents. Similar to the previous

chapter, although the factors for

early childbearing will clearly be

different between married and

unmarried adolescents, the find-

ings apply to both groups since

the majority of studies did not

separate the two groups in the

analyses. 

Interestingly, factors that were

found significantly related to

pregnancy and childbearing were primarily

sociodemographic. This could be because these out-

comes are traditionally thought of as “demographic

events,” and therefore researchers tend to analyse

more sociodemographic variables in the models. 

Of all the variables that were analysed, education

level and family structure were the strongest for

both pregnancy and childbearing. Adolescents with

a higher education level and who live with both

biological parents were found to be less at risk for

unwanted pregnancy and early childbearing. Other

interesting factors associated with childbearing are

substance use (namely smoking and alcohol use)

among both males and females, and early pubertal

development among females. For pregnancy, peer

influence was shown to be important, as this review

found that female adoles-

cents who had a friend who

was pregnant were much

more likely to be pregnant

themselves. These findings

show that programmes that

want to aim at reducing

unwanted pregnancy and

early childbearing may par-

ticularly focus on improv-

ing education access for

females, as well as substance use (for childbearing)

and peer norms (for pregnancy).

TABLES
The Tables that follow (Table 6B-1 and 2 and 6C-1

and 2) offer additional detail on the findings and

studies included in this review. 

TABLE 6B-1 AND 2 list all the factors that were

analysed, and classifies them as a risk factor, a pro-

tective factor, or not significant. 

TABLE 6C-1 AND 2 offer snapshot summaries of

each study that analysed risk and protective factors

in relation to the outcome of interest, including the

description of the study’s sample, the dependent

variable that was analysed, and results of the multi-

variate analysis. 

HOW TO READ TABLES B-1 AND 2

The B Tables are organized by:

• Factor level (individual, peer and partner, family,
school, and community), 

• The specific variable, and 

• Whether the variable was: 

• a risk factor (positively associated with the
outcome at the .05 significance level), 

• a protective factor (negatively associated with
the outcome at .05 significance level), 

• or was not significant at the .05 significance
level (NS). 

The numbers in the Table correspond to the list of

studies included in Table C. For example, in Table

6B-1 you will see that ‘116(females)’ is written

under the column, “Risk” across from the variable,

“older age”  This means that study #116 (listed in

Table C-1) found that “older age” was a significant

risk factor among females for pregnancy. Note that

if “males” or “females” are not written after the

ADOLESCENTS WITH A HIGH-

ER EDUCATION LEVEL AND

WHO LIVE WITH BOTH BIO-

LOGICAL PARENTS WERE

FOUND TO BE LESS AT RISK

FOR UNWANTED PREGNANCY

AND EARLY CHILDBEARING.



number, this means that the factor was significant

for both males and females in the sample. 

HOW TO READ 
TABLES C-1 AND 2

The C Tables are organized by:

• Identification number, 

• The country in which the study was conducted, 

• The reference, 

• The description of the sample and overview of
findings (under “annotations”), 

• The dependent variable, and 

• The results of the multivariate analysis. 

Under the “Results” column, several things should

be pointed out. First, if the factor is a significant

risk factor, the font is in bold and italics. If the fac-

tor is a significant protective factor, the font is sim-

ply in bold. If the factor was found to be not signif-

icant, it is labeled “NS.” There are certain variables

that are labeled “SV.” This means that the variable

is significant at the .05 significance level, but it

cannot be classified as “risk” or a “pro-

tective” factor because it varies accord-

ing to the referenced category, which is

specific only to the country of study. For

example, “region of residence” is com-

monly labeled as “SV,” since it depends

on which location within the specific

country is used as the reference catego-

ry. Finally, if the analysis is stratified by sex, males

(M) and females (F) are in separate columns; if the

sample was combined, it is labeled as “M/F.”

131

PREGNANCY AND CHILDBEARING

TABLE CODES

Bold ..................Protective factor

Bold+Italic ......Risk factor

NS ......................Not significant

SV ......................Significance depends
on category
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TABLE 6B-1: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR PREGNANCY

VARIABLE NS (P>.05)
RISK (POSITIVE
ASSOCIATION) (P<.05)

PROTECTIVE (NEGATIVE
ASSOCIATION) (P<.05)

INDIVIDUAL LEVEL

SOCIODEMOGRAPHIC VARIABLES

Older age 116 (females)

Early pubertal development 117 (females)

Plays sports 112

Higher education level 117 (females) 113 (females), 116

Employed 113 (females), 117 (females)

Married 117

Religion 117 (females) 114 (not Catholic)

SRH KNOWLEDGE AND ATTITUDES

Knowledge about contraception 117 (females) 113 (females), 115 (females)

Received sex education 114

NON-SEXUAL RISK BEHAVIOURS

Carries a weapon 112

Drug use 112 (females)

IV drug use 112

SEXUAL RISK BEHAVIOURS

Early age at first sex 112

Early age at dating 113 (females)

Experienced forced sex 118 (females)

No contraception at first sex 114

Did not use injection method 118

Frequent sex 118 (females)

GENERAL ATTITUDES

Positive self-image 112

Low future aspirations 113 (females), 115 (females)

Low job aspirations 113 (females)
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TABLE 6B-1: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR PREGNANCY (CONTINUED)

VARIABLE NS (P>.05)
RISK (POSITIVE
ASSOCIATION) (P<.05)

PROTECTIVE (NEGATIVE
ASSOCIATION) (P<.05)

PEER AND PARTNER LEVEL

Feels liked by friends 112 (males)

Has a pregnant friend 113 (females), 118 (females)

Relationship to partner 114

Partner pressured sex 114

Perception of partner’s attitudes 115 (females)

Has negative feelings for partner 115 (females)

Friends have liberal attitudes about sex 115

Discussed sex with boyfriend 118 (females)

Discussed SRH with peers 115 (females)

FAMILY LEVEL

Gun in home 112

Lives with both parents (father is present) 112 (females), 113(females),
116 (females), 118(females)

Stepfather present 116 (females)

Average number of people in household 118 (females)

Connections with parents 112

Weak parental supervision 113

Acceptance of parental authority 115 (females)

Marital status of parents 112, 117 (females)

Father’s age 117 (females)

Parental education 112, 114, 117 (females)

Low SES 117 (females) 118

Perception of father’s attitudes 115 (females)

Discussed SRH with parents 112, 115 (females)

Sister pregnant 115 (females)

Mother single at 1st pregnancy 115 (females)
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TABLE 6B-1: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR PREGNANCY (CONTINUED)

VARIABLE NS (P>.05)
RISK (POSITIVE
ASSOCIATION) (P<.05)

PROTECTIVE (NEGATIVE
ASSOCIATION) (P<.05)

SCHOOL LEVEL

Connections with teachers 112
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TABLE 6B-2: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR CHILDBEARING

VARIABLE NS (P>.05)
RISK (POSITIVE
ASSOCIATION) (P<.05)

PROTECTIVE (NEGATIVE
ASSOCIATION) (P<.05)

INDIVIDUAL LEVEL

SOCIODEMOGRAPHIC VARIABLES

Older age 120 (females) 119 (females), 122 (females) (Nepal)

Early pubertal development 121 (females), 125 (females)

Literate 120 (females)

Higher education level 121 (females) 122 (females) 119 (females), 126 (males)

Low academic achievement 124 (females)

Age at first marriage 120 (females), 121 (females)

Financially dependent 126 (males)

Employed 126 (males)

Religion 119 (females), 121 (females) 120 (females) (Christian and Muslim)

SRH KNOWLEDGE AND ATTITUDES

Knowledge about contraception 125 (females)

Negative attitudes re: parenting 126 (males)

NON-SEXUAL RISK BEHAVIOURS

Watches TV weekly 119 (females)

Cigarette smoking 125 (females), 126 (males)

Alcohol use 125 (females) 124 (females), 126 (males)

SEXUAL RISK BEHAVIOURS

Experienced forced sex 125 (females)

Ever worked at sex-related place 124 (females)

No contraception at first sex 124 (females)

PEER AND PARTNER LEVEL

Has a pregnant friend 125

FAMILY LEVEL

Place of residence 121

Lives out of home 123
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TABLE 6B-2: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR CHILDBEARING (C0NTINUED)

VARIABLE NS (P>.05)
RISK (POSITIVE
ASSOCIATION) (P<.05)

PROTECTIVE (NEGATIVE
ASSOCIATION) (P<.05)

Lives with both parents (father is present) 123 (females), 125 (females)

Experienced domestic violence 126 (males)

Connections with parents 125 (females)

Family dysfunction 123 (females)

Higher parental education 122 (females) 123 (females)

Mother was a teen parent 123 (females)

NATIONAL/COMMUNITY LEVEL

Social development index 127

Family planning effort 127

Women’s labour force 127

Mean age of marriage 127
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TABLE 6C-1: DETAILED DESCRIPTION OF STUDIES FOR PREGNANCY

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

LATIN AMERICA/CARIBBEAN

112 Brazil Anteghini et al. (2001):
“Health Risk Behaviors and
Associated Risk and
Protective Factors among
Brazilian Adolescents in
Santos, Brazil.” In Journal of
Adolescent Health 28: 295-
302.

Authors used comprehensive
survey, adapted mostly from
the Minnesota Adolescent
Health Survey, among 8-10th

graders in Santos, Brazil. For
boys, the only significant risk
factor for causing pregnancy
was early onset of sexual
intercourse. The only
significant protective factor
was feeling liked by friends.
Likewise, for girls, the
strongest risk factor for
becoming pregnant was early
onset of sexual intercourse.
Drug use was also a significant
risk factor. Living with both
parents was the only
significant protective factor.

Sample Males & females
stratified, unmarried
adolescents only

Pregnancy ODDS RATIOS

Individual level M F
� Early onset of sexual activity 4.92 11.13
� Use drugs NS 3.96
� Injecting drugs NS NS
� Carries a weapon NS NS
� Positive self-image NS NS
� Plays sports NS NS
� Sexually forced NS NS

Peer and partner level
� Feeling liked by friends 0.27 NS
� Invited to parties NS NS

Family level
� Gun in home NS NS
� Living with both parents NS 0.44
� Connections with parents NS NS
� Marital status of parents NS NS
� Father has higher education NS NS
� Discussed SRH with parents NS NS

School level
� Connections with teachers NS NS

113 Brazil Marques et al. (1991): “The
Antecedents of Adolescent
Pregnancy in a Brazilian
Squatter Community.” J
Trop Pediatr 37:194-198.

Case control study of pregnant
adolescents in Recife slum.
Study surveyed 14-19 year
olds. The model showed that
half the variance between
those who were “ever
pregnant” versus those who
were “never pregnant” could
be explained for by being
employed, dating before the
age of 13, fatherless family,
low future aspirations, poor
supervision at home, no
knowledge about

Pregnancy RISK RATIOS

Individual level F
� Having a job 5.50
� Low future aspirations 1.24
� Job aspirations 1.25
� Dating before age 13 2.30
� Low knowledge about

contraception 2.60
� Level of education 4.10

Peer and partner level
� Has a pregnant friend 1.90
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TABLE 6C-1: DETAILED DESCRIPTION OF STUDIES FOR PREGNANCY (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

contraception, and peer
influence.

Sample: Females only,
unmarried adolescents
only

Family level
� Fatherless home 2.80
� Weak parental supervision 2.00

114 Chile Herold et al (1994):
“Uintended Pregnancy and
Sex Education in Chile: A
Behavioural Model.” J
Biosoc Sci 26:427-439.

This study was based on the
Santiago Young Adult
Reproductive Health Survey of
15-24 year old males and
females in 1988. Findings
showed that the strongest
effect is having had first sex at
the insistence of the partner as
compared to having first sex as
the result of oneself wanting
it. Also, women who did not
use contraception at first sex
were more than twice as likely
to have an unintended
pregnancy.

Sample: Males & females,
combined, unmarried
adolescents only

Unintended
pregnancy

ODDS RATIOS

Individual level M/F
� Received any sex education NS
� Sex education before first sex NS
� Religion other than Catholic 0.41
� No contraception at first

intercourse 2.61

Peer and partner level
� Relationship to partner NS
� Partner convinced

respondent for sex 4.23

Family level
� Father’s education < secondary

school NS

115 Mexico Pick de Weiss et al. (1991):
“Sex, Contraception, and
Pregnancy among
Adolescents in Mexico City.”
In Studies in Family Planning
22(2): 74-82.

The authors carried out this
study among females of lower-
middle and lower
socioeconomic status levels in
Mexico City to determine the
psychosocial determinants of
avoiding pregnancy. Findings
showed that more knowledge
concerning sex was associated
with greater likelihood of not
being pregnant. Also
important was having higher
levels of communication with
friends about SRH. Those who
have less traditional
acceptance of parental norms
and rules were less likely to be

Not being
pregnant

ODDS RATIOS

16-19 year olds
Individual level F

� Acceptance of parental
authority 2.52

� Acceptance of myths NS
� Knowledge of

contraception 13.63
� School aspirations 1.46
� Future goals and planning 1.75
� Assertiveness NS
� Control over life’s events NS

Peer and partner level
� Friends have liberal attitudes
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TABLE 6C-1: DETAILED DESCRIPTION OF STUDIES FOR PREGNANCY (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

pregnant. The non-pregnant
girls also reported having
higher school aspirations and
orientation

toward the future than their
pregnant peers. Within the
context of the couple
relationship, the finding that
the adolescents’ negative
image of her boyfriend was
predictive of her avoidance of
pregnancy.

Sample: Unmarried
females only

 about sex NS
� Discussed SRH with peers 3.16

� Negative feelings for
sexual partner 1.59

� Perception of partner’s attitudes NS

Family level
� Perception of father’s attitudes NS
� Discussed SRH with parents NS
� Sister pregnant NS
� Mother single at 1st pregnancy NS
� Perception of mother’s personality NS

116 Nicaragua Zelaya et al. (1996): Gender
and Social Differences in
Adolescent Sexuality and
Reproduction in Nicaragua.”
In Journal of Adolescent
Health 21: 39-46.

A community-based study
among 7,789 households was
conducted in the municipality
of Leon, Nicaragua. Risks for
earlier age at first pregnancy
were found to be higher for
women with lower educational
attainment, for those not living
with their biological father
during childhood and
adolescence, and even higher
among those whose stepfather
was present.

Sample: Males & females
stratified, unmarried
adolescents only

Age at end of
first pregnancy

ODDS RATIOS

Individual level M F
� Older age group NS 1.67
� Informal education 1.28 1.72

Family level
� Father not present NS 1.45
� Stepfather present NS 1.73

SUB-SAHARAN AFRICA

117 Nigeria Okonofua (1995): “Factors
Associated with Adolescent
Pregnancy in Rural Nigeria.”
J Youth Adolesce 24(4):419-
438.

Case controlled study involving
132 pregnant girls < 20 years
old and 131 non-pregnant
controls. Results show that
marital status and the type of
work were the only significant
predictors of pregnancy.

Likelihood of
being
pregnant at
time of survey

ODDS RATIOS

Individual level F
� Married 9.80
� Knowledge of family planning NS
� Early pubertal development NS
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TABLE 6C-1: DETAILED DESCRIPTION OF STUDIES FOR PREGNANCY (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

Sample: Females only,
includes married
adolescents

� Education level NS
� Employed 4.70
� Religion NS

Family level
� Father’s age NS
� Parental education NS
� Socioeconomic status NS
� Parents’ marital status NS

118 South Africa Vundule et al. (2001): “Risk
Factors for Teenage
Pregnancy Among Sexually
Active Black Adolescents in
Cape Town”. S Afr Med J
91:73-80.

An exploratory study to
investigate risk factors for
teenage pregnancy among
sexually active youth in Cape
Town. Case controlled method
– 191 cases and 353 age-
matched controls <19 years
old (x=16.4 years). Pregnancy
was found to be related to
having frequent sex without
reliable contraception, forced
sex, not owning a TV, larger
household size, and not living
with the biological father and
having more friends who were
pregnant, and discussing sex
with boyfriend.

Samples: Unmarried
females only

Teenage
pregnancy

RISK RATIOS

Individual level F
� Sex once a week or more 30.81
� Did not use injection

method 24.35
� Experienced forced sex 14.42

Peer and partner level
� Most friends have been

pregnant 4.38
� Discuss sex with

boyfriend openly 4.72

Family level
� Average number of people

in house 2.44
� Did not live with biological

father 3.26
� Did not live in brick house 5.09
� Did not own TV set 10.33
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TABLE 6C-2: DETAILED DESCRIPTION OF STUDIES FOR CHILDBEARING

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

LATIN AMERICA/CARIBBEAN

119 Brazil Gupta & Leite (1999):
“Adolescent Fertility
Behavior: Trends and
Determinants in
Northeastern Brazil.”
Int Fam Plann Perspect
25(3):125-130.

Study is based on DHS data
1986, 1991, 1996. Results
showed that education and
younger age were the only
variables that consistently
affected rates of adolescent
fertility.

Sample: Females only,
includes married
adolescents

Risk of having
a first birth

STANDARDIZED COEFFICIENTS

Individual level F
� < 18 years -0.57
� Higher education -1.03
� Religion NS
� Watches TV weekly NS

SUB-SAHARAN AFRICA

120 Burundi, Ghana,
Kenya, Liberia,
Mali, Togo, and
Zimbabwe

Meekers (1994): “Sexual
Initiation and Premarital
Childbearing in Sub-Saharan
Africa.” In Population
Studies 48(1):47-64.

Author analysed adolescent
sexual activity and
reproductive behaviour in sub-
Saharan Africa from DHS data.
As expected, the strongest
correlate of premarital
childbearing is age at
marriage. Women who marry
late are exposed to risk of
premarital pregnancy for
longer than women who marry
young, and they are much
more likely to have a child
before marriage. Liberia was
the only country in which
literacy has a significant effect
on the likelihood of having a
premarital birth. In Ghana,
Kenya, and Mali, urban
residence has a negative effect
on premarital childbearing,
while it has a strong positive
effect in Burundi.

Sample: Females only,
includes married
adolescents

Had a first
child before
first marriage
(control
variables are
year of 1st

marriage and
age at 1st

marriage)

STANDARDIZED COEFFICIENTS

Individual level F
� Age: 15-19 vs. 20+ NS
� Literate1 SV
� Christian2 SV
� Muslim SV
� Urban residence SV
� Year of 1st marriage3 0.06
� Later age at 1st marriage4 0.21

1Significant for Liberia only
2Significant for Liberia; also significant for Togo (O.50)
3Significant for Kenya, also significant for Zimbabwe (0.02)
4Significant for all countries.
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NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

121 Sudan Otor & Pandey (1999):
“Adolescent Transition to
Coitus and Premarital
Childbearing in Sudan: A
Biosocial Context.” J Biosoc
Sci 31:361-374.

This study uses WFS data in
Sudan (N=3115 married
females) to explore association
between early puberty, early
sexual debut, and first birth.
Consistent with the work of
Udry in the United States, this
study found that biologic factors
(as reflected in the early age of
first sex) overrides social
controls as influences on
transition to first sex.

Sample: Females only,
includes married
adolescents

Premarital
childbearing

STANDARDIZED COEFFICIENTS

Individual level F
� Education NS
� Religion NS
� Late pubertal maturation -0.88
� Age of marriage  0.07

Family level
� Place of residence NS

SOUTH/SOUTHEAST ASIA

122 Nepal/ Indonesia Choe et al. (2001): “Early
Marriage and Childbearing
in Indonesia and Nepal.”
East-West Center Working
Papers. Population Series No
108-15.

Study based on large-scale
surveys in Nepal (2000) and
Indonesia (1999) exploring
factors associated with early
motherhood. In both countries,
parent’s higher education
slows the pace of motherhood,
as does having a higher level
of education for the
respondent.

Sample: Unmarried
females only

Early
motherhood

Relative Risks
Individual level Ind. Nepal

� Age NS 0.88
� Level of education 0.15 0.15

Family level
� Province SV SV
� Father’s higher education1 NS 0.60
� Mother’s higher education 0.13 NS

123 China, Province
of Taiwan

Lee (2001): “Family and
Adolescent Childbearing.” J
Adolesc Health 28:307-312.

Case controlled study of 198
mothers aged < 19 years in
China, Province of Taiwan, with
matched controls.
Results showed that
adolescents living outside the
home, single-parent families,
family dysfunction, mother’s
inadequate education, and
mother’s childbearing in
adolescence were significant

Teenage
motherhood

ODDS RATIOS

Family level F
� Living out of the home 2.10
� Single parent family 4.80
� Family dysfunction 1.80
� Low maternal education 1.40
� Born to a teen mother 4.90

1Significant only in urban areas
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NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

risk factors for adolescent
childbearing.

Sample: Females only,
unmarried adolescents
only

124 China, Province
of Taiwan

Lee & Chou (2001):
“Association of Risk-Taking
Behaviors with Adolescent
Childbearing.” J Formos
Med Assoc 100(8):533-538.

A case controlled methodology
using 198 mothers (aged 15-
19 years) and geographic
matched adolescents were
controls. Risk taking
behaviours between the two
groups were explored. Results
showed that regular use of
alcohol, ever worked at a sex-
related place, and using no
contraception at 1st sex were
all related to adolescent
childbearing.

Sample: Unmarried
females only

Adolescent
mothers

ODDS RATIOS

Individual level F
� Regular use of alcohol 1.90
� Ever worked at a sex-

related place 4.70
� No contraception at

first sex 3.10

125 China, Province
of Taiwan

Wang & Chou (1999): “Risk
Factors for Adolescent
Primigravida in Kaohsiung
County, Taiwan.” Am J Prev
Med 17(1):43-47.

A population-based survey in
one district in China, Province
of Taiwan, among 215 women
aged <18 years, 341 aged 18-19,
and 590 aged 20-24. Results
show that factors associated
with adolescent childbearing
include early pubertal
development, history of
smoking, not living with
parents, and having either a
relative or friend pregnant.

Sample: Unmarried
females only

Adolescent
first birth

ODDS RATIOS

Individual level F
� Early age of menarche 1.80
� History of cigarette

smoking 4.90
� History of drinking alcohol NS
� Contraceptive knowledge NS
� Experienced rape NS
� Low academic achievement NS

Family level
� Relatives or friends pregnant

as a teen 3.80
� Not living with parents 3.30
� Poor communication with parents NS
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NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

126 Taiwan (Province
of China)

Wang & Chou (2001):
“Characteristics of Males
who Father Babies Born to
Adolescents Versus Older
Adult Women in China,
Province of Taiwan."J
Adolesc Health 28:509-512.

Cross-sectional study of males
who fathered a child
comparing three age groups:
20-24; 18-19; <18. Results
show that males who father
babies born to adolescent
primigravidas achieved a lower
level of education; a greater
age discrepancy between
themselves and the mothers; a
greater unemployment rate;
less financial independence;
more smoking, drinking, and
drug abuse; less supportive
attitude toward pregnancy;
and greater domestic violence
than adult primigravidas.

Sample: Unmarried males
only

Teen
fatherhood

ODDS RATIOS
Individual level 20-24 18-19 <18

� Financially dependent NS 2.40 4.30
� Lower education 1.80 3.20 7.20
� Unemployment NS 12.40 26.1
� Age difference >5 yrs. 3.40 5.00 9.50
� Smoke cigarettes 1.70 4.70 5.50
� Drinks 1.40 2.80 2.80
� Drug abuse NA 5.20 NA
� Negative attitudes

re parenting 3.00
� Experience with

domestic violence 2.20

127 Multi-Nation Trent (1990): “Teenage
Childbearing: Structural
Determinants in Developing
Countries.” J Biosoc Sci
22:281-292.

Data from 50 developing
countries were analysed to
identify social correlates of
teenage birth rate. Results
show that the only variable
affecting the teenage birth rate
is the mean age at marriage,
which has a very strong
negative effect.

Sample: Males & females,
combined, includes
married adolescents

Teenage birth
rate

STANDARDIZED COEFFICIENTS

National/Community level M/F
� Index of social development NS
� Index of family planning effort NS
� Women’s labour force participation NS
� Mean age at marriage -17.5

1Significant for Liberia only
2Significant for Liberia; also was significant for Togo (O.50)
3Significant for Kenya, also was significant for Zimbabwe (0.02)
4Significant for all countries.
5Significant only in urban areas



INTRODUCTION
PREVALENCE : HIV/AIDS represents the third

leading killer of young people worldwide. In

Africa, it is the number one killer of young adults

between the ages of 15 and 29 years (WHO, 2001).

Globally, in the past 20 years, more than 60 million

people have been infected with HIV, half of whom

became infected between the ages of 15 and 24

years. Today, nearly 12 million young people are

living with HIV/AIDS (Kiragu, 2001). Although

prevalence rates demonstrate that young people are

frequent victims of HIV/AIDS, the epidemic

among youth still remains largely invisible, both to

young people themselves and to society as a whole

(Kiragu, 2001). Young people

often carry HIV for years

without realizing they are

infected. Consequently, the

epidemic spreads beyond

high-risk groups to the broad-

er population of young peo-

ple, making it more difficult

to control.

The prevalence of HIV/AIDS among young people

varies greatly among regions and countries.

Currently, sub-Saharan Africa faces the worst

prospects, but portions of the Caribbean are close

behind. Although only 10% of the world’s youth

live in sub-Saharan Africa, in

2001 the region contained

almost 75% of all youth living

with HIV/AIDS, with a total of

8.6 million infected young peo-

ple (Kiragu, 2001). Even within

this region, there are substantial

differences in HIV prevalence.

Botswana has the highest pro-

portion of infected youth, with

an estimated 30% of women aged 15 to 24 being

infected. Other countries in eastern and southern

Africa have high prevalence rates as well. In a

study conducted in Rwanda, over 25% of pregnant
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YEARS, MORE THAN 6 
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women aged 17 or younger tested positive for HIV

(Koontz & Conly, 1994).  Similarly, in Zimbabwe,

30% of pregnant girls ages 15 to 19 were HIV-posi-

tive (Verkuyl, 1995).

In contrast, HIV prevalence in West Africa is low.

Within Asia and the Pacific regions, the only coun-

tries that have HIV prevalence rates greater than

1% among youth are Cambodia, Myanmar, and

Thailand. Meanwhile, the Caribbean region has

some of the most serious AIDS epidemics outside

sub-Saharan Africa. At least 2% of young women

are infected with HIV in the Bahamas, Dominican

Republic, Guyana, and Haiti. In Eastern Europe

and Central Asia, HIV prevalence is relatively low.

Only in Ukraine are over 1% of young men aged

15 to 24 infected. Similarly, in North Africa and the

Near East, HIV infection among young people is

rare; however, injecting drug use may soon create a

new wave of infections in the region (Kiragu,

2001).

DESCRIPTION OF STUDIES
ON HIV
Since 1990, 19 studies have been published from

developing countries that have met our criteria. Of

these, more than half (n=12) are from Sub-Saharan

Africa, five from South and Southeast Asia, and

only two from Latin America. Despite the concern

of HIV in Eastern Europe, especially among the

newly independent states, it is surprising that not

one study on risk and protective factors related to

HIV and AIDS has come from that region over the

past fourteen years. Likewise, given the concern

that the next wave of the HIV epidemic may crest

in the Caribbean and China, it is interesting to note

that there are also no articles from either of these

sites. 

While the majority of the studies used cross-sec-

tional designs, three used prospective cohort

designs (Bulterys et al., 1994; Kapiga et al., 1998;

Limpakarnjanarat et al., 1999). Study samples

included in this chapter differ from the previous

chapters in that they include a broader range of spe-

cific risk groups: military recruits, commercial sex

workers, homeless and incarcerated youth, pregnant

young women receiving prenatal care, female bar

and hotel workers, and homosexual and bisexual

males. In fact, only six studies used population-

based samples, and these studies tended to be based

on small rural communities. However, in truth, a

study that uses a nationally-based sample of adoles-
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PREVALENCE OF HIV/AIDS AMONG 15-24 YEAR OLD MALES
AND FEMALES BY REGIONS OF THE WORLD (2001)

PPEERRCCEENNTT

RREEGGIIOONN FFEEMMAALLEE MMAALLEE TTOOTTAALL

�Sub-Saharan Africa

�Latin America/Caribbean

�Industrialized Nations

�Eastern Europe and Central Asia

�Eastern Asia and Pacific

67

31

33

35

49

33

69

67

65

51

8,600,000

560,000

240,000

430,000

740,000

DESPITE THE CONCERN OF HIV IN

EASTERN EUROPE, ESPECIALLY

AMONG THE NEWLY INDEPENDENT

STATES, IT IS SURPRISING THAT NOT

ONE STUDY ON RISK AND PROTEC-

TIVE FACTORS RELATED TO HIV AND

AIDS HAS COME FROM THAT

REGION OVER THE PAST FOURTEEN

YEARS.



cents to identify risk and protective factors associ-

ated with HIV would actually be quite difficult,

since the prevalence of HIV would be quite low

among the general population. Consequently, for

this chapter, one potential risk is to generalize these

findings based on these specific groups to all young

people nationally or even regionally. 

RISK AND PROTECTIVE
FACTORS

INDIVIDUAL CHARACTERISTICS AND
BEHAVIOURS

BIOLOGICAL/DEVELOPMENTAL

FACTORS : Similar to the findings from other

sexual reproductive health outcomes in this review,

older adolescents are at greater risk for acquiring

HIV. A total of 12 studies analysed the effect of age

on HIV, and seven found significant relationships

(Zanetta et al., 1999; Sauve et al., 2002; Asamoah-

Adu et al., 2001; Nunn et al., 1994; Kapiga et al.,

2002; Auvert et al., 2001; Gregson et al., 2002).

For example, in Uganda, adolescents aged 22-24

years were more than 20 times more likely to have

HIV-1 infection compared to those aged 13-21

years (Nunn et al., 1994). In Brazil, males who

were at least 18 years were more than three times

more likely to have HIV compared to those less

than 18 years.
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TABLE 7A: SUMMARY OF STUDIES FOR HIV/AIDS

OUTCOME
SPECIFIC OUTCOMES
VARIABLES IN ANALYSIS

NO. OF STUDIES/
WORLD REGION

TOTAL NO.
OF STUDIES KEY RISK FACTORS

KEY PROTECTIVE
FACTORS

HIV � Perceived HIV risk
� Risk of HIV

� Sub-Saharan Africa: 12
� Middle East: 0
� Caribbean/Latin America: 2
� South/Southeast Asia: 5

19 � Older age (males & females)
� Divorced/separated/

widowed (females)
� Commercial sex worker

(females)
� Works in a brothel (females)
� Early age at becoming a

CSW (females)
� Higher number of sexual

partners (females)
� Experienced unprotected

anal sex (males & females)
� Current/history of genital

ulcer (males & females)
� Previous history of an STD

(males & females)
� Positive test for other STD

(males & females)
� Usual partner uncircumcised

(females)

� Regular use of condoms
(males & females)
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EDUCATION :  Interestingly, the relationship

between level of education and HIV is rather incon-

clusive. A total of eight studies examined this rela-

tionship; three found no relationship (Hunter et al.,

1994; Ahmed et al.,

2001; Limpakarnjanarat

et al., 1999); three found

that a higher level of

education was protective

for HIV (Sauve et al.,

2000; Rodriques et al.,

1995; Nelson et al.,

1993), and two studies

even found that a higher

level of education

increased the risk for

HIV (Vieria de Souza et

al., 1999; Kirunga & Ntozi, 1997). For example, in

Ghana, Sauvé et al. (2000) found that compared

with those who had attended secondary school,

those with primary schooling had nearly two and a

half times greater chance of being HIV positive.

The same was found in India (Rodrigues et al.,

1995) and in Thailand (Nelson et al., 1993).

However, in Uganda, those who had a higher level

of education were nearly three times more likely to

have HIV compared to those with a lower educa-

tion (Kirunga & Ntozi, 1997). In addition, in

Brazil, those with a higher education were also sig-

nificantly more likely to perceive themselves at risk

for HIV (Vieria De Souza et al., 1999). These find-

ings reflect the complex patterns that spread HIV,

and demonstrate that HIV

is not only prevalent

among poor and vulnera-

ble populations, but also

among those who are

successful and educated.

UNION STATUS :

Of the five studies that

have explored the rela-

tionship between mar-

riage and HIV risk, two

found no relationship

(Ahmed et al., 2001; Kapiga et al., 1998), one

found that being currently married significantly

increased the risk of HIV by more than double

(Nunn et al., 1994), and two studies found that

being married was protective against HIV (Hunter

et al., 1994; Bulterys et al., 1994). In fact, in

Rwanda, compared to young women who were

married, those who were either single, divorced or

widowed were more than eight times more likely to

be infected with HIV (Bulterys et al., 1994). The

same was true among women in Nairobi, Kenya,

where Hunter et al. (1994) found that women who

were divorced or widowed were more than twice as

likely to have HIV compared to those who were

married. 

SEXUAL  BEHAVIOURS :  While few other

individual characteristics have been explored as

they relate to predisposing or protecting adolescents

from HIV-related risk, there is a substantial amount

of research that has explored adolescent sexual

behaviours: numbers of partners, sex with commer-

cial sex workers, becoming a commercial sex

worker, sexually transmitted infections, men who

have sex with men/anal sex, and condom use.

MULTIPLE SEXUAL PARTNERS: Both number of

concurrent partners and number of lifetime sexual

partners have been the subject of at least 14 studies

crossing every region of the world; and with few

exceptions, the studies conclude that as the number

of partners increase so too does HIV risk. In a

study of nearly 2500 military recruits in Thailand,

Nelson et al. (1993) found the number of lifetime

partners to be the single most powerful risk factor

for HIV. Specifically, when recruits reported having

had 20 or more lifetime partners, the odds ratio for

being HIV positive was 3.78. In a population-based

survey in Nairobi, Kenya, the strongest risk factor

identified for HIV infection was the number of life-

BOTH NUMBER OF CONCURRENT

PARTNERS AND NUMBER OF LIFE-

TIME SEXUAL PARTNERS HAVE BEEN

THE SUBJECT OF AT LEAST 14 STUD-

IES CROSSING EVERY REGION OF

THE WORLD; AND WITH FEW EXCEP-

TIONS, THE STUDIES CONCLUDE

THAT AS THE NUMBER OF PARTNERS

INCREASE, SO TOO DOES HIV RISK.



time partners (Hunter et al., 1994). So too, in

Uganda, having more than five partners increased

HIV risk (OR 2.17); and, in fact, in that study more

than one sex partner was a significant risk factor

(Kirunga and Ntozi, 1997). In the United Republic of

Tanzania, more than three partners had an odds ratio

for HIV positive status of 3.99 among nearly 2500

females followed longitudinally (Kapiga et al., 1998).

Females with multiple sexual partners may be more

prone to HIV than males with multiple partners, as

three studies showed marked differences between

the two sexes. For example, in Brazil, females with

multiple sex partners were more than twice as like-

ly to have HIV compared to those with fewer sexu-

al partners; for males, however, there was no rela-

tionship (Zanetta et al., 1999). Similar results were

demonstrated among youth in South Africa (Auvert

et al., 2001) and in teenagers in Zimbabwe

(Gregson et al., 2002). The

marked differential impact

of multiple sexual partners

on male and female HIV

risk was seen in Uganda as

well, where Kirunga and

Ntozi (1997) found a nearly

two-fold greater risk for

females than males. Based

on bivariate analyses they conclude that compared

to females, males, who have multiple partners are

nearly twice as likely to use condoms (p<.0001).

FREQUENCY OF SEX WITH COMMERCIAL SEX

WORKERS (CSW): Sexual initiation with CSW is

common and remains the pre-

dominant form of sexual initia-

tion for adolescent males in

many parts of the world. Two

studies from Thailand and India

report on the consequences. In

the Thai study (Nelson et al.,

1993) there was a strong linear

relationship between frequency

of sex with a CSW in the past year and HIV status.

Among those who reported no such contact, 8.1%

were HIV positive; among those with 2-3 such con-

tacts, it rose to 14.2%. In the multivariate analysis,

having sex with a commercial

sex worker more than twice a

month increased the risk of

HIV by more than double

(Odds Ratio, 2.07). In a study

that included over 2800 males

and females from a clinic-based

sample in Pune, India, 2000 or

90% reported having had sex

with a CSW. Of those, 20.7% were HIV positive

with an odds ratio of 1.71 (Rodriques et al., 1995).

COMMERCIAL SEX WORKER: The risk of sexual

encounters with a commercial sex worker is only

exceeded by being a CSW. Four studies that met

the inclusion criteria involved

CSWs in the sample represent-

ing India, Thailand and Brazil.

Each of these studies focused

on female CSWs. Compared to

those not involved with fee-

for-service sex, those who are

CSWs are at astronomically

higher risk. In the Indian clin-

ic-based female sample of 560, 338 (61.5%)

women reported having been involved with com-

mercial sex, and were almost four times more like-

ly to have HIV (OR, 3.70) (Rodrigues et al., 1995).

In Brazil, the risk of being HIV positive had an OR

of 5.98 among homeless and incarcerated CSWs

(Zanetta et al., 1999). Two other studies examined

the differences between commercial sex workers

who work in brothels and those that work on the

street. Interestingly, both studies found that CSWs

who are based in brothels are more than three times

more likely to have HIV (Limpakarnjanarat et

al.,1999; Van Greinsven et al., 1995). 
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TESTING POSITIVE FOR AN

STD EITHER CURRENTLY

OR IN THE PAST WAS

ALSO ASSOCIATED WITH A

SIGNIFICANTLY HIGHER

HIV RISK IN 11 STUDIES.

FEMALES WITH MULTIPLE

SEXUAL PARTNERS MAY BE

MORE PRONE TO HIV THAN

MALES WITH MULTIPLE PART-

NERS, AS THREE STUDIES

SHOWED MARKED DIFFER-

ENCES BETWEEN THE TWO

GENDERS.
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HISTORY/DOCUMENTATION OF STDS: Closely

associated with having multiple sex partners and

using or being a commercial sex worker are sexual-

ly transmitted infections. Fourteen separate studies

document the risk of HIV associated with

STIs/STDs and specific

symptoms of STIs (see Table

7B). Specifically, four stud-

ies found that either having a

current genital ulcer or a his-

tory of genital ulcers signifi-

cantly increases HIV risk.

For example, in rural

Uganda, those with a history

of genital ulcers had an Odds Ratio of 3.60 for HIV

(Nunn et al., 1994). Among commercial sex work-

ers in Thailand, Limpakarnjanaret et al. (1999)

found that those with a current genital ulcer were

twice as likely to have HIV compared to those

without such an ulcer. The same was true among

sex workers in Ghana (Asamoha-Adu et al., 2001)

and among clinic-users in India (Rodriques et al.,

1995). Similarly, testing positive for an STD either

currently or in the past was also associated with a

significantly higher HIV risk in 11 studies. Among

homeless and incarcerated male youth in Brazil,

testing positive for hepatitis C was the strongest

risk factor for HIV, and had an odds ratio of 26.50.

In the same study, having a history of STDs in gen-

eral increased the risk of HIV among females by

more than four times (Zanetta et al., 1999). In the

United Republic of Tanzania, a history of gonor-

rhea had an associated OR of

3.80 (Kapiga et al., 1998), and

in South Africa, males with

documented herpes simplex

virus type 2 (HSV2) had an

OR of 5.3 — for females 15-21

years of age, the odds ratio was

8.4 (Auvert et al., 2001).

Very high prevalence of HSV2

and its strong association with HIV1 has been

reported in other studies from Africa (see for exam-

ple H. Weiss, 2001 in Chapter 8). Likewise, the

authors’ note that the strong association between

HSV2 and HIV may extend beyond the behavioral

correlates to a synergistic effect that one virus may

have on the other. There is laboratory evidence that

supports this relationship (Kucera et al., 1990).

The interaction between HIV and other STIs was

noted by Nelson et al. (1993) commenting on the

observation that of those male military recruits in

Thailand who were HIV positive, 80% had a histo-

ry of previous sexually transmitted infections while

of those who were HIV negative, 40% reported

ever having had an STI. As Weiss et al (2001) sug-

gest for HSV2, so Nelson et al. (1993) suggest for

STIs in general – i.e. that they may be critical

cofactors for HIV.

CONDOM USE: Out of the eight studies that

analysed the relationship between condom use and

HIV, three found significant relationships (Ahmed

et al., 2001; Kirunga & Ntozi, 1997; Rodriques et

al., 1995). For example, in a study of clinic users in

India, Rodriques et al. (1995) found that when

compared to those who never used condoms, those

who reported either sometimes or always use had

an HIV risk OR of 0.75 (0.58-0.97). Likewise, in

Rakai, Uganda, ever use of condoms had an OR of

0.59 (Kirunga & Ntozi, 1997). Looking more close-

ly at the protective effects of condom use, Ahmed

et al. (2001) found regular condom use reduced the

relative risk of HIV infection to RR=0.37.

However, with irregular use, the relative risk of

infection increased to 1.44. Thus, Ahmed et al.

(2001) conclude that it is not use, but regular use of

condoms that is protective.  

PEER AND PARTNER  

A total of eight studies analysed at least one factor

AMONG HOMELESS AND

INCARCERATED MALE YOUTH

IN BRAZIL, TESTING POSITIVE

FOR HEPATITIS C WAS THE

STRONGEST RISK FACTOR

FOR HIV.



within the peer and partner domain, but only one

factor was shown to be significantly related to HIV

by more than two studies: usual partner uncircum-

cised. Specifically,

Hunter et al. (1994)

found that among a gen-

eral population of over

4400 women in Nairobi,

those who said that their

regular sexual partner

was uncircumcised had

an Odds Ratio for HIV

infection of 2.90.

Likewise, in the United

Republic of Tanzania,

females who had a hus-

band who was uncircumcised were more than three

times more likely to be infected with HIV com-

pared to those whose husband was circumcised

(Kapiga et al., 1998). For the women in these stud-

ies, it is their male partner’s behaviours, not their

own, that is their main risk factor for HIV.

FAMILY, HOUSEHOLD AND
COMMUNITY

In the family and household domain, only two fac-

tors were examined: SES and living in an urban

residence. However, only one study found a signifi-

cant relationship with HIV, and that was in Rakai,

Uganda, where those who resided in urban areas

were almost twice as likely to have HIV compared

to those living in rural areas

(Kirunga and Ntozi, 1997). 

Notably, no factors within the

community-level domain were

examined in relation to HIV.

CHAPTER 
SUMMARY
The findings for this chapter

should be taken with a little more

caution than the previous chap-

ters, as the study samples used in

analysing the factors related to HIV included a

higher percentage of adults than adolescents, and

the majority of studies sampled high-risk groups.

Therefore, the factors that are found to be signifi-

cant may not necessarily be the same if the samples

included only adolescents in the general popula-

tion. Given this limitation, however, we believe it

is still important to present and discuss the find-

ings.

One of the most interesting observations made for

this outcome and the next outcome, STDs, was in

noticing how different the variables were in the

analyses, as compared to the previous outcomes.

For example, the majority of risk and protective

factors that were found to be significant were risk

behaviours, such as being a commercial sex work-

er, having a high number of sexual partners and

engaging in unprotected anal sex. This could reflect

the shift that occurred in the 1990s, when

researchers began moving away from analysing

risk groups (as in the demographic frame) to think-

ing more in terms of risk behaviours in relation to

these outcomes. As a consequence, the multivariate

models for these outcomes are primarily based on

the proximal risk behaviours associated with HIV

and STDs/STIs. 

TABLES
The Tables that follow (Table 7B and 7C) offer

additional detail on the findings and studies includ-

ed in this review. 

TABLE  7B lists all the factors that were

analysed, and classifies them as a risk factor, a pro-

tective factor, or not significant. 

TABLE  7C offers a snapshot summary of each

study that analysed risk and protective factors in

relation to the outcome of interest, including the

description of the study’s sample, the dependent
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THE MAJORITY OF RISK AND

PROTECTIVE FACTORS THAT

WERE FOUND TO BE SIGNIFI-

CANT WERE RISK BEHAVIOURS,

SUCH AS BEING A COMMER-

CIAL SEX WORKER, HAVING 

A HIGH NUMBER OF SEXUAL

PARTNERS AND ENGAGING 

IN UNPROTECTED ANAL SEX.
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variable that was analysed, and results of the multi-

variate analysis. 

HOW TO READ TABLE B

The B Tables are organized by:

• Factor level (individual, peer and partner, family,
school, and community), 

• The specific variable, and 

• Whether the variable was: 

• a risk factor (positively associated with the
outcome at the .05 significance level), 

• a protective factor (negatively associated with
the outcome at .05 significance level), 

• or was not significant at the .05 significance
level (NS). 

The numbers in the Table correspond to the list of

studies included in Table C. For example, in Table

7B you will see that ‘128(males)’ is written under

the column, “Risk” across from the variable, “older

age.”  This means that study #128 (listed in Table

C) found that “older age” was a significant risk fac-

tor among males for HIV/AIDs in adolescence.

Note that if “males” or “females” are not written

after the number, this means that the factor was sig-

nificant for both males and females in the sample. 

HOW TO READ TABLE C

The C Tables are organized by:

• Identification number, 

• The country in which the study was conducted, 

• The reference, 

• The description of the sample and overview of
findings (under “annotations”), 

• The dependent variable, and 

• The results of the multivariate analysis. 

Under the “Results” column, several things should

be pointed out. First, if the factor is a

significant risk factor, the font is in

bold and italics. If the factor is a sig-

nificant protective factor, the font is

simply in bold. If the factor was found

to be not significant, it is labeled “NS.”

There are certain variables that are

labeled “SV.” This means that the vari-

able is significant at the .05 signifi-

cance level, but it cannot be classified as “risk” or a

“protective” factor because it varies according to

the referenced category, which is specific only to

the country of study. For example, “region of resi-

dence” is commonly labeled as “SV,” since it

depends on which location within the specific

country is used as the reference category. Finally, if

the analysis is stratified by sex, males (M) and

females (F) are in separate columns; if the sample

was combined, it is labeled as “M/F.”

TABLE CODES

Bold ..................Protective factor

Bold+Italic ......Risk factor

NS ......................Not significant

SV ......................Significance depends
on category
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TABLE 7B: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR HIV/AIDS

VARIABLE NS (P>.05)
RISK (POSITIVE
ASSOCIATION) (P<.05)

PROTECTIVE (NEGATIVE
ASSOCIATION) (P<.05)

INDIVIDUAL LEVEL

SOCIODEMOGRAPHIC VARIABLES

Male 134 141

Older age 129 (males), 132 (females), 134,
143 (females), 145 (females)

128 (males), 130 (females), 131
(females), 135, 139 (females), 140,
141

Circumcised 142

In school 140 (males)

Higher education level 132 (females), 134, 145 (females) 129 (males), 136 130 (females), 142, 144 (females)

Employed 129 (males), 136

Married 138 (females) 135

Divorced/separated/widowed 134 132 (females), 133 (females)

Religion 129 (males) 135 (Muslim)

Lived outside country 134 130 (females)

Poor genital hygiene 143 (females) 140 (males)

PERCEPTION OF RISK

Perceived risk of HIV 128

NON-SEXUAL RISK BEHAVIOURS

Marijuana use 128, 144 (males)

Drug use before sex 128

Alcohol use 128, 144 (males) 138 (females), 139 (females)

Injective drug use 144 (males) 128 (males)

History of injection 132 (females)

SEXUAL RISK BEHAVIOURS

Experienced forced sex 140 (males)

Commercial sex worker 128 (females), 142

Brothel worker 145 (females), 146 (females)

Sex with CSW 142
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TABLE 7B: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR HIV/AIDS (CONTINUED)

VARIABLE NS (P>.05)
RISK (POSITIVE
ASSOCIATION) (P<.05)

PROTECTIVE (NEGATIVE
ASSOCIATION) (P<.05)

Frequent sex with CSW 144 (males)

Early age at becoming CSW 143 (females) 145 (females), 146 (females)

Longer duration of sex work 146 (females) 131 (females)

Early age at first sex 128, 132 (females), 137, 144
(males)

130 (females), 14 1(males)

Early maternal age 133 (females)

Number of sexual partners 134, 143 (females), 145 (females) 128 (females), 131 (females), 132
(females), 133 (females), 136, 137,
138 (females), 139 (females), 140
(females), 141 (females), 144 (males)

Ever had casual sex 137

Sex during menstruation 132 (females), 145 (females)

Homosexual experience 128

Unprotected anal sex 144 (males) 129 (males), 142

Any unprotected sex 129 (males)

Hormonal contraception 133 (females), 145 (females)

Received injections 133 (females)

Uses condoms consistently 128, 137, 143 (females), 145
(females), 146 (females)

134, 136, 142

Prostitution 132 (females)

Abortion/miscarriage 132 (females)

High number of pregnancies 132 (females)

EXPERIENCE WITH OTHER STDS

Current/History of genital ulcer 131 (females), 135, 142, 145
(females)

History of discharge 140 (males), 142

Previous history of an STD 129 (males), 143 (females) 128(females), 133 (females), 138
(females), 144 (males)

Positive test for other STD 128 (males), 131 (females), 132
(females), 139 (females), 140, 142,
143 (females), 145 (females)
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TABLE 7B: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR HIV/AIDS (CONTINUED)

VARIABLE NS (P>.05)
RISK (POSITIVE
ASSOCIATION) (P<.05)

PROTECTIVE (NEGATIVE
ASSOCIATION) (P<.05)

PEER AND PARTNER LEVEL

Steady partner 145 (females), 146 (females)

Male partner has other partners 139 (females)

Age of first sexual partner 137

HIV + partner 128

Partner travels outside country 136

Usual partner uncircumcised 132 (females), 138 (females)

FAMILY LEVEL

SES 129 (males), 136

Urban residence 131 (females), 133 (females) 136
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TABLE 7C: DETAILED DESCRIPTION OF STUDIES FOR HIV/AIDS

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

LATIN AMERICA/CARIBBEAN

128 Brazil Zanetta et al. (1999): “HIV
Infection and Related Risk
Behaviours in a
Disadvantaged Youth
Institution of São Paulo,
Brazil.” Int J STD/AIDS
10:98-104.

Homeless and incarcerated
youth (1122 males, 93
females) in São Paulo. 2.6%
males and 10.3% females +
HIV. For females, being a CSW,
having a history of an STD, and
having a high number of
sexual partners were all
significantly related to HIV. For
males, being older than 18
years, hepatitis C positive, and
injecting drugs were all
independently associated with
HIV.

Sample: Males & females
stratified

HIV ODDS RATIOS

Individual level M F
� Age >18 3.45 NS
� CSW NS 5.98
� History of STDs NS 4.06
� Hepatitis C positive 26.5 NS
� Injecting drug use 3.39 NS
� Number of sex partners NS 2.77

Factors that were not significant in univariate
analyses included:

� Perception of HIV risk
� Always using condoms
� Homo/bisexual behaviour
� IDU sexual partner
� HIV+ sexual partner
� Alcohol use
� Marijuana use
� Cocaine use
� Inhalants
� Age of first use

129 Brazil Vieria De Souza et al.
(1999); “Perception of
Vulnerability to HIV Infection
in a Cohort of
Homosexual/Bisexual Men in
Rio de Janeiro, Brazil.” AIDS
Care 11(5):567-579.

Study explored perceived
vulnerability to HIV risk among
295 homosexual and bisexual
males in Rio. All sero-negative.
Results showed that those
with higher education, or who
had unprotected anal sex and
unprotected sex (any type) in
past 6 months were more
likely to perceive a higher level
of HIV risk.

Sample: Males only

Perceived HIV
risk

ODDS RATIOS

Individual level M
� Age NS
� Higher education 1.14
� Religion NS
� Employment NS
� Past STD NS
� Income/socioeconomic status NS
� Unprotected anal sex

in past 6 months 2.33
� Any unprotected sex in

last 6 months 1.84
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TABLE 7C: DETAILED DESCRIPTION OF STUDIES FOR HIV/AIDS (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

SUB-SAHARAN AFRICA

130 Ghana Sauvé et al. (2002): “The
Price of Development: HIV
Infection in a Semiurban
Community of Ghana.”
JAIDS 20:402-408.

To describe the epidemiology
of HIV in one district in Ghana.
Sample 1228 consecutive
pregnant women in two
hospital prenatal clinics.
Prevalence of HIV 14.9%.
Results showed that HIV was
significantly associated with
age, lower education, younger
age at first sex, and having
lived outside Ghana.

Sample: Pregnant females

HIV ODDS RATIOS

Individual level F
� Ages 30-34 (vs. 13-19) 2.30
� Lower education 2.40
� Younger age of first sex 0.80
� Lived outside country 3.30

131 Ghana Asamoah-Adu et al. (2001):
“HIV Infection among Sex
Workers in Accra: Need to
Target New Recruits
Entering the Trade.” JAIDS
28:358-366.

To describe the epidemiology
of HIV among CSW in Accra
interviewing and testing 1013
females. Independent risk
factors for HIV included age,
duration of sex work, having a
higher number of clients, both
current and past genital ulcer,
and testing positive for
gonorrhea.

Sample: Female sex
workers

HIV ODDS RATIOS

Individual level F
� Older age 1.50
� Region of origin NS
� Longer duration of

sex work 1 4.50
� Higher number of clients 2.00
� Current genital ulcer 1.80
� Past history of genital

ulcer 2.00
� Positive for gonorrhea 2.00

132 Kenya Hunter et al. (1994): “Sexual
Behavior, Sexually
Transmitted Diseases, Male
Circumcision and Risk of HIV
infection among Women in
Nairobi, Kenya.” AIDS 8:93-
99,

To study risk factors for HIV in
a general population (N=4407)
of women in Nairobi.  4.9%
were HIV positive (4.2% of
15-19 year olds). Only 5.2%
ever used a condom. Results
show that women who were
divorced/widowed, had a high
number of pregnancies,
lifetime partners, partners in
the past year, and were
positive for syphilis,
gonorrhea, and trichomoniasis,
and had an usual partner who

HIV ODDS RATIOS

Individual level F
� Age NS
� Divorced/widowed

(married) 2.20
� Level of education NS
� >5 pregnancies 2.00
� Higher number of

lifetime partners 4.50
� Age at first intercourse NS
� Had an abortion/miscarriage NS
� Higher numbers of partners 4.50
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TABLE 7C: DETAILED DESCRIPTION OF STUDIES FOR HIV/AIDS (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

was uncircumcised were much
more likely to contract HIV.

Sample: General
population of women

� Higher number of partners
in past yr. 2.40

� Exchanged sex for money NS
� Sex during menstruation NS
� History of injection NS
� History of blood transfusion NS
� Positive for syphilis 3.10
� Positive for trichomoniasis 2.40
� History of gonorrhea 2.10
� Positive for gonorrhea 2.10

Peer and partner level
� Usual partner uncircumcised 2.90

133 Rwanda Bulterys et al. (1994):
“Incident HIV-1 Infection in
a Cohort of Young Women
in Butare, Rwanda.” AIDS
8:1585-1591.

To determine incidence of HIV
and risk factors following 1150
women 2 years from prenatal
clinics in Butare. Results show
that young maternal age,
marital status (being
single/divorced/widowed),
history of STDs, and having
sexual relations with other
partners were strongly
associated with HIV infection.

Sample: Pregnant women

HIV ODDS RATIOS

Individual level F
� Maternal age <20 years 4.80
� Single/divorced/widowed 8.40
� History of an STD 3.50
� Multiple sex partners 3.70
� Received hormonal contraception NS
� Received injections NS

Family level
� Urban residence NS

134 Uganda Ahmed et al. (2001): “HIV
Incidence and Sexually
Transmitted Disease
Prevalence Associated with
Condom Use: A Population
Study in Rakai, Uganda.” In
AIDS 15: 2171-2179.

To examine the effectiveness
of condoms for HIV prevention.
Results show that consistent
condom use did protect
against HIV.

Sample: Males & females
combined

HIV RISK RATIOS

Individual level M/F
� Age NS
� Sex NS
� Education NS
� Marital status NS
� Consistent condom use 0.37
� Traveled outside Rakai NS
� Multiple sex partners NS
� Sex outside marriage NS

135 Uganda Nunn et al. (1994): “Risk To determine risk factors for HIV ODDS RATIOS
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TABLE 7C: DETAILED DESCRIPTION OF STUDIES FOR HIV/AIDS (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

Factors for HIV-1 Infection in
Adults in a Rural Ugandan
Community: A Population
Study.” AIDS 8(1):81-86.

HIV in rural areas. (N=3809).
Results show that being older
(22-24 vs. 13-21), married,
having a history of a genital
ulcer, and being Muslim (a
protective factor) were all
significantly related to HIV.

Sample: Males & females
combined

Individual level M/F
� Age: 22-24 years 21.7
� Currently married 2.30
� History of genital ulcer 3.60
� Muslim 0.58

136 Uganda Kirunga & Ntozi (1997):
“Socio-Economic
Determinants of HIV
Serostatus: A Study of Rakai
District, Uganda.” Health
Trans Rev 7(Suppl):175-188.

Data from 1992 Rakai
collected from 1784 people
aged 13 and above to explore
socioeconomic status
determinants of HIV risk.
Results show that age,
education, number of sex
partners, condom use, travel
destinations of partner, and
urban residence all influence
HIV serostatus.

Sample: Males & females
combined

HIV ODDS RATIOS

Individual level M/F
� Aged 20-24 (vs. 60+) 5.84
� Higher education 2.88
� Occupation risk NS
� Higher number of

sex partners 2.17
� Condom use 0.59
� Occupation NS

Peer and partner:
� Partner travels outside

country 1.76

Family and household:
� Urban residence 1.80
� Socioeconomic status NS

137 Uganda Carpenter et al. (2002):
“Independent Effects of
Reported Sexually
Transmitted Infections and
Sexual Behavior on HIV-1
Prevalence Among Adult
Women, Men, and
Teenagers in Rural
Uganda.” JAIDS 29:174-180.

To assess whether STIs and
sexual behaviours are
independently associated with
HIV risk. Everyone over 13
years old in 18 communities,
14488 interviews and HIV
testing. Findings are presented
for teenagers only. Results
show that ever having had
casual sex and having 2-4
partners were significantly
related to HIV.

Sample: Males & females

HIV ODDS RATIOS

Individual level M/F
� Two to four sexual

partners 3.00
� No. of sexual partners

in last year NS
� Ever had casual sex 4.50
� Age at first sex NS
� Ever used condoms NS
� Used condom with last partner NS

Peer and partner level
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TABLE 7C: DETAILED DESCRIPTION OF STUDIES FOR HIV/AIDS (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

combined
� Younger age of 1st sexual

partner NS

138 The United Republic
of Tanzania

Kapiga et al. (1998); “The
Incidence of HIV Infection
Among Women Using
Family Planning Methods in
Dar es Salaam, Tanzania.”
AIDS 12:75-84.

To assess the association
between HIV and contraception
between 1992-5. 2471 females
followed prospectively. 45% lost
to follow-up. Results showed that
HIV serostatus was related to the
number of sexual partners,
having an uncircumcised
husband, gonorrhea and
candidiasis at baseline, and
history of consuming alcohol
during the follow-up period.

Sample: Females using
family planning

Risk of HIV RISK RATIOS

Individual level F
� Adolescent age 1.54
� Unmarried NS
� Higher number of

sexual partners 3.99
� History of gonorrhea 3.80
� History of candidiasis 1.76
� History of alcohol

       consumption 1.85

Peer and partner level
� Husband uncircumcised  3.41

139 The United Republic
of Tanzania

Kapiga et al. (2002): “HIV-1
Epidemic Among Female Bar
and Hotel Workers in
Northern Tanzania: Risk
Factors and Opportunities
for Prevention.” JAIDS
29:409-417.

Identify the HIV prevalence
among bar workers in Muslim
sample of 312 women. Study
based on interview and
biomarkers. Prevalence of HIV
was 26.3%. Results show that
age, number of partners, alcohol
consumption, having bacterial
vaginosis and HSV-2, and
knowing that their male partner
had other partners were
significantly related to HIV.

Sample: Female bar and
hotel workers

HIV ODDS RATIOS

Individual level F
� Older age (31-35) 12.52
� Higher number of

sex partners 2.90
� Alcoholic use at least

2 times /wk 2.60
� Positive for bacterial

vaginosis 2.40
� Positive for HSV-2 2.50

Peer and partner level
� Male partners have other

partners 1.90

140 South Africa Auvert et al. (2001): “HIV
Infection Among Youth in a
South African Mining Town
is Associated with Herpes
Simplex Virus-2
Seropositivity & Sexual
Behaviour.” AIDS 15:885-
98.

To determine the seroprevalence
of HIV and HSV2 among 15-21
year olds in rural South Africa.
Sample included 723 males and
784 females. 9.4% males and
34.4% females were HIV positive.
Results show that being older,
and being positive for HSV-2
were significantly associated with

HIV ODDS RATIOS

Individual level M F
� Older age (22-24 yrs) 14.40 4.80
� Not currently in school 2.70 NS
� 3+ lifetime sexual

partners NS 2.60
� Experienced forced sex 4.30 NS
� Discharge/genital



161

HIV/AIDS IN ADOLESCENCE

TABLE 7C: DETAILED DESCRIPTION OF STUDIES FOR HIV/AIDS (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

HIV for both males and females.
Additional risk factors for males
included not being in school,
experiencing forced sex, and
having genital sores and poor
genital hygiene.

Sample: Males & females
stratified

sore last yr 2.00 NS
� Does not wash penis

daily 2.60 NA
� HSV-2 positive 5.30 8.40

141 Zimbabwe Gregson et al. (2002):
“Sexual Mixing Patterns and
Sex-Differentials in Teenage
Exposure to HIV Infection in
Rural Zimbabwe.” Lancet
359:1896-1903.

Studied exposure of young
women to infected men in
rural areas. Sample included
4419 men (2153 <25 y.o.) and
5424 women (2276 <25 y.o.).
Results show that HIV is
significantly associated with
females, older age, more
lifetime partners, and younger
age at first sex.

Sample: Males & females
stratified

HIV ODDS RATIOS

Individual level M F
� Female 6.11
� Age 1.58 1.22
� Age at first sex 0.91 NA
� Number of lifetime

partners NS 1.15

SOUTH/SOUTHEAST ASIA

142 India Rodrigues et al. (1995):
“Risk Factors for HIV
Infection in People
Attending Clinics for
Sexually Transmitted
Diseases status in India.”
BMJ 311:283-286.

Explores HIV risk among 2800
men and women attending an
HIV clinic in Pune,
Maharashtra State.

34% of females and 21% of
males positive for HIV. Results
show that being a CSW,
having sexual contact with a
CSW, lack of formal education,
receptive anal intercourse, lack
of condom use in past 3
months, current or previous
genital ulcer or genital
discharge, and a positive test
for syphilis all are
independently associated with
HIV.

HIV ODDS RATIOS

Individual level M/F
� Circumcised NS
� Education (some) 0.76
� CSW 3.70
� Sex with CSW 1.71
� Anal sex in previous

3 months 3.50
� Syphilis+ 1.33
� Genital ulcer 1.26
� Genital discharge 1.29
� Condom use

(sometimes/always) 0.75



162

HIV/AIDS IN ADOLESCENCE
TABLE 7C: DETAILED DESCRIPTION OF STUDIES FOR HIV/AIDS (CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

Sample: Males & females
combined

143 Cambodia Morio et al. (2000):
“Behavioural and
Serological Human
Immunodeficiency Virus Risk
Factors Among Female
Commercial Sex Workers in
Cambodia.” Int Epidemiol
Assoc 29:344-354.

Compared brothel (N=143)
and non-brothel based (N=94)
CSW using interview and
biomarkers. Prevalence of HIV:
52.4% among brothel-based
and 22.3% among non-brothel
based CSW. Interestingly, the
only significant variable in the
analysis was being positive for
chlamydia.

Sample: Female sex
workers

HIV ODDS RATIOS

Individual level F
� Older age (>20 years old) NS
� Early age in becoming a CSW NS
� Duration of commercial sex work NS
� Higher number of clients/day NS
� Past history of an STD NS
� Genital hygiene NS
� Frequency of condom use NS
� Positive for syphilis NS
� Positive for chlamydia 3.13

144 Thailand Nelson et al. (1993): “Risk
Factors for HIV Infection
Among Young Adult Men in
Northern Thailand.” JAMA
270(8):955-960.

A study of 2417 men aged 19-
23 (military) in Thailand; used
Western blot and ELISA for HIV
diagnosis 12% of sample were
HIV+; 96% of HIV+  had sex
with CSW; 79% of HIV- had
sex with CSW. Factors found
significant included low level
of education, increasing
numbers of sexual partners,
increasing frequency of CSW
contact, and history of an STD.

Sample: Male military
recruits

HIV ODDS RATIOS

Individual level M
� Lower education 1.72
� Age at first sex > 17 yr w/CSW NS
� # lifetime sexual

partners >20 3.78
� Frequency of sex

with CSW >2/mo 2.07
� History of STD 3.36
� Marijuana and/or alcohol use NS
� Condom use with last CSW NS
� Men who have sex with men NS
� IV drug use NS

145 Thailand Limpakarnjanarat et al.
(1999): “HIV-1 and Other
Sexually Transmitted
Infections in a Cohort of
Female Sex Workers in
Chiang Rai, Thailand.” Sex
Transm Inf 75:30-35.

To determine factors
associated with HIV risk
among female CSW in N.
Thailand (Chiang Rai) using a
prospective cohort study. 47%
of brothel and 134% of other
CSW were HIV+.  Work in a
brothel remained strongly
associated with HIV infection.
Other factors significantly

HIV ODDS RATIOS

Individual level F
� Young age NS
� Education <7 years NS
� Brothel worker 3.40
� Positive for syphilis 3.70
� Positive for Chlamydia

        trichomatis 1.70
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TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

related to HIV include being
positive for syphilis and
positive for chlamydia, being a
young CSW, and having a
genital ulcer.

Sample: Female sex
workers

� First commercial sex
<15 years old 2.00

� Genital ulcer 2.00
� Use of oral contraceptives NS
� Vaginal sex during menstruation NS
� Condom use always NS
� Number of customers/clients per day NS
� Have a steady partner/husband NS

146 Thailand Van Griensven et al. (1995):
“Socio-Economic and
Demographic Characteristics
and HIV-1 Infection.” AIDS
Care 7(5):557-565.

To identify socioeconomic
status and demographic risk
factors among female CSW
across Thailand. N=800.
Results show that younger age
at start of commercial sex
work, working in a brothel,
and having a debt to the
employer were all
independently associated with
prevalent HIV infection.

Sample: Female sex
workers

HIV ODDS RATIOS

Individual level F
� National origin NS
� Early age in becoming CSW 3.70
� Duration of CSW NS
� Condom use NS
� No education NS
� Brothel-based 3.70
� Condom use NS
� Have a husband/steady partner NS
� Have children NS
� Debt to employer 1.50
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INTRODUCTION
PREVALENCE : Of the estimated 333 million

new STDs that occur in the world every year, at

least one-third occur in young people under 25

years of age (Advocates for Youth, 2001).

According to WHO estimates, 1 in 20 adolescents

worldwide acquires an STD each year. Studies con-

ducted in both developed and developing countries

have confirmed that STDs are a major public health

problem, but in sub-Saharan Africa, the incidence

rates are far higher due to poor resources for treat-

ing STDs (Wasserheit & Holmes, 1992). As a point

of comparison, in one large African city, the inci-

dence rate of gonorrhea was reported to be 3,000 to

10,000 per 100,000 population, whereas a study

from the United States reported annual incidence of

gonorrhea of 233 per 100,000

population in 1991, and in

Sweden, approximately 39 per

100,000 population in 1987

(Kasule et al., 1997)—a differ-

ence of 10 to 30 times. The

prevalence of STDs in Ethiopia

is among the highest in Africa;

one clinic-based study showed that up to 64% of

Ethiopian women had at least three separate STDs

at the time of diagnosis (Duncan et al., 1994).

Compared with the extensive efforts devoted to

research and intervention on HIV and AIDS, very

little attention has been paid to other STDs. In par-

ticular, there has been limited dis-

cussion of the role of young and

adult men in the transmission of

human papilloma virus (HPV),

which can be transmitted even

with condom use. An estimated

10 million women, the majority

in their late teens and early 20s,

have active HPV infections.  In parts of Africa and

Asia, where regular Papanicalou testing is less

common than in industrialized countries, cervical

cancer from HPV is the most common cause of
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cancer-related mortality. HPV is implicated in 95%

of cervical cancer. In men, HPV is frequently

asymptomatic; and men frequently infect young

women without even knowing it (Barker, 2000). In

addition, despite the fact that genital herpes is one

of the most commonly reported sexually transmit-

ted diseases worldwide, there have been relatively

few studies on this disease among adolescents

worldwide. The same is true for diseases such as

gonorrhea, syphilis, and chlamydia.

DESCRIPTION OF STUDIES
Despite the very high prevalence of STDs among

adolescents and young adults, there are only 12

studies that met our criteria for inclusion from the

developing world. Five of these studies were con-

ducted from the Latin American/Caribbean region,

four from Sub-Saharan Africa, while the remaining

studies came from China, Province of Taiwan,

India, and Thailand. Outcomes included a range of

STDs: chlamydia, gonorrhea, hepatitis B virus, her-

pes simplex type-2, cervicitis, karposi sarcoma her-

pes virus, candida, trichimonas, and pelvic inflam-

matory disease. 

All studies used cross-sectional designs. Samples of

the studies varied from relatively small (n=121)

clinic case-controlled studies (Shrikhande et al.,

1998) to surveys among almost 500 street youth

(Porto et al., 1994) to clinic populations of nearly

16,000 (Wong et al., 1995). In

each study except one, biologic

markers were used to confirm

STD presence. Four studies

sampled only females, two

studies sampled males only,

while four studies included

combined samples of males and

females, and the remaining two

studies stratified males and

females in their samples.

RISK AND PROTECTIVE
FACTORS

INDIVIDUAL CHARACTERISTICS AND
BEHAVIOURS

SEXUAL  BEHAVIOURS : Of all the factors

that were examined in relation to STDs, those that

were related to sexual behaviours were by far the

strongest and most significant. In particular were

the number of sexual partners, anal sex, prostitu-

tion, condom use, and testing positive for other sex-

ually transmitted diseases. 

MULTIPLE SEXUAL PARTNERS: Five out of ten

studies that examined the relationship between the

number of sexual partners and STDs found that ado-

lescents who had a higher num-

ber of sexual partners were more

likely to have an STD (Simeon et

al., 1996; Norman & Uche, 2001;

Weiss et al., 2001; Wang & Lin,

1995; and Shrikhande et al.,

1998). In, China, Province of

Taiwan, more than one partner

was associated with an OR of

5.07 for trichomoniasis (Wang &

Lin, 1995). In India, multiple partners had an OR of

3.97 for pelvic inflammatory disease (Shikhande et

al., 1998). In Jamaica, adolescent males with more

than two sexual partners had an odds ratio of 1.40

for an STD; for females, the risk quadrupled

(Simeon et al., 1996). Similarly, in a study conduct-

ed among four African countries, having more than

two partners increased the likelihood of getting

COMPARED WITH THE

EXTENSIVE EFFORTS

DEVOTED TO RESEARCH

AND INTERVENTION ON

HIV AND AIDS, VERY LIT-

TLE ATTENTION HAS BEEN

PAID TO OTHER STDS.

STDS DESERVE ATTENTION NOT ONLY

BECAUSE OF THEIR HIGH PREVALENCE,

BUT ALSO BECAUSE THEY FREQUENTLY

GO UNDETECTED AND UNTREATED,

AND CAN RESULT IN SERIOUS REPRO-

DUCTIVE MORBIDITY AND MORTALITY.



HSV-2 by at least two times (Weiss et al., 2001). 

PROSTITUTION. Another behaviour strongly associ-

ated with STDs among males is prostitution. In

Jamaica, and four African countries (Kenya,

Zambia, Cameroon, and Benin), males who

exchanged money for sex were more than three

times more likely to have an STD, compared with

males who did not (Simeon et al., 1996; Weiss et

al., 2001).

ANAL SEX. Anal sex has also been shown to be a

strong risk factor for STDs, both when such sexual

practices are in a homosexual relationship, as

described in the London et al. (1997) study of male

soldiers in Northern Thailand, or in heterosexual

relationships as described by Simeon et al. (1996).

For example, in Thailand, soldiers who have ever

had anal sex with a male were nearly five times

more likely to have had an STD in the past six

months (London et al., 1997). In Brazil, females

who engaged in anal sex were almost 10 times

more likely to have an STD,

compared to those who did

not, and this was the strongest

risk factor in the study

(Simeon et al., 1996).

OTHER SEXUALLY TRANSMIT-

TED DISEASES. Similar to the

risk and protective factor

studies on HIV, four different

studies showed that having either a history of an

STD or testing positive for an STD were both sig-

nificant risk factors for having other STDs. For

example, in Jamaica, having a concurrent tri-

chomonas vaginal infection increased the risk for

chlamydia by nearly four times (Dowe et al.,

1999). Interestingly, however,

having concurrent infections

with other sexually transmitted

diseases, such as syphilis, gon-

orrhea, and candida, did not

show significant relationships

for chlamydia. Among STD

clinic attendees in Trinidad and

Tobago, those who have had
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OF ALL THE FACTORS THAT

WERE EXAMINED IN RELA-

TION TO STDS, THOSE THAT

WERE RELATED TO SEXUAL

BEHAVIOURS WERE BY FAR

THE STRONGEST AND MOST

SIGNIFICANT.

TABLE 8A: SUMMARY OF STUDIES FOR SEXUALLY TRANSMITTED INFECTIONS/DISEASES

OUTCOME
SPECIFIC OUTCOME
VARIABLES IN ANALYSIS

NO. OF STUDIES/
WORLD REGION

TOTAL NO.
OF STUDIES KEY RISK FACTORS

KEY PROTECTIVE
FACTORS

STDs � Chlamydia Trachomatis
� STD
� Symptoms of STDs
� Gonorrhea
� HBV
� HSV-2
� Cerviticus
� Karposi sarcoma herpes virus
� Candida
� Trichamonas
� PID
� STD in last 6 months

� Sub-Saharan Africa: 4
� Middle East: 0
� Latin America/Caribbean: 5
� South/Southeast Asia: 3

12 � Higher number of sexual
partners

� Anal sex
� Prostitution
� Previous history of an STD
� Positive test for other STDs

� Condom use
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syphilis were twice as likely

to have gonorrhea compared

to those with no past history

of syphilis (Castor et al.,

2002). Testing positive for

syphilis was also significant-

ly related to having herpes

simplex virus type 2 (HSV-2)

among adolescents and

adults in Cameroon (Suligoi

et al., 2001). The same study also found that testing

positive for HIV increased the risk of HSV-2 by

almost four times. Finally, in India, Shrikhande et

al. (1998) found that those who had a history of

pelvic inflammatory disease were more than four

times more likely to test positive for current infec-

tion of pelvic inflammatory disease, and this was

the strongest risk factor. 

CONDOM USE. Three studies analysed the relation-

ship between condom use and STDs, and all three

demonstrated that condom use is strongly protec-

tive against sexually transmitted infections (Simeon

et al., 1996; Suligoi et al., 2001; Wang & Lin,

1995). In fact, among adolescents in Cameroon,

Suligoi et al (2001) found that adolescents who did

not use condoms were four times more likely to

have herpes simplex type-2 compared to adoles-

cents who did use condoms.

In China, Province of

Taiwan, those who used con-

doms had an odds ratio of

0.38 for trichomoniais (Wang

& Lin, 1995). Similarly, in

Jamaica, males who used a

condom at last sex were sig-

nificantly less likely to

acquire an STD compared to

those who did not (Simeon et al., 1996).

PEER AND PARTNER, FAMILY AND
HOUSEHOLD, COMMUNITY

Only three factors within the peer and partner

domain were examined in the developing country

literature, and only one study found a factor signifi-

cant: age of husband. For example, Kapiga et al

(1998) found that females whose spouses were less

than 25 years of age were more than twice as likely

to have cervicitis compared to females with older

spouses. Within the family and household domain,

living on the street was the only factor found to be

significant. Porto et al. (1994) found that among

500 street youth in Brazil, those who actually lived

on the street (and had no family links) were more

than four times more likely to be positive for hepa-

titis B compared to those who had some sort of link

to their family. However, since these factors were

only examined by one study, it is difficult to make

definitive conclusions about them. 

Meanwhile, no studies examined any factors within

the community-level domain in relation to STDs.

See Tables 8B and 8C for further details.

CHAPTER SUMMARY
As was stated in the previous chapter, the findings

for this chapter should be taken with some caution

not only because half the studies included adults in

the study, but also because of the differences in

measuring the STD outcomes. For example, almost

every study in the review for this outcome analysed

a different sexually transmitted disease. However,

since they are all transmitted through unsafe sex,

the factors that are associated with STDs, in gener-

al, should not differ greatly by the type of STD,

and therefore, we believe it is still important to

present and discuss the findings. 

This review found that the factors significantly

related to STDs are almost the same set of proximal

risk behaviours that were found to be significantly

related to HIV/AIDS: prostitution, having a high

number of sexual partners, engaging in unprotected

anal sex, and regularly using condoms. Also impor-

THREE STUDIES ANALYSED

THE RELATIONSHIP BETWEEN

CONDOM USE AND STDS,

AND ALL THREE DEMON-

STRATED THAT CONDOM USE

IS STRONGLY PROTECTIVE

AGAINST SEXUALLY TRANS-

MITTED INFECTIONS.



tant were having previous exposure to another

STD, demonstrating the strong interaction among

the different STDs. What was lacking in the studies

for both HIV/AIDS and STDs, however, is

analysing factors within other domains, such as

peer and partner, family, and community. Thus

there is a need for further exploring the risk and

protective factors for these outcomes.

TABLES
The Tables that follow (Table 8B and 8C) offer

additional detail on the findings and studies includ-

ed in this review. 

TABLE  8B lists all the factors that were

analysed, and classifies them as a risk factor, a pro-

tective factor, or not significant. 

TABLE  8C offers a snapshot summary of each

study that analyzed risk and protective factors in

relation to the outcome of interest, including the

description of the study’s sample, the dependent

variable that was analysed, and results of the multi-

variate analysis. 

HOW TO READ TABLE B

The B Tables are organized by:

• Factor level (individual, peer and partner, family,
school, and community), 

• The specific variable, and 

• Whether the variable was: 

• a risk factor (positively associated with the
outcome at the .05 significance level), 

• a protective factor (negatively associated with
the outcome at .05 significance level), 

• or was not significant at the .05 significance
level (NS). 

The numbers in the Table correspond to the list of

studies included

in Table C. For

example, in Table

8B you will see

that ‘149(males)’

is written under

the column,

“Risk” across

from the variable,

“older age.”  This means that study #149 (listed in

Table C) found that “older age” was a significant

risk factor among males for sexually transmitted

diseases. Note that if “males” or “females” are not

written after the number, this means that the factor

was significant for both males and females in the

sample. 

HOW TO READ TABLE C

The C Tables are organized by:

• Identification number, 

• The country in which the study was conducted, 

• The reference, 

• The description of the sample and overview of
findings (under “annotations”), 

• The dependent variable, and 

• The results of the multivariate analysis. 

Under the “Results” column, several things should

be pointed out. First, if the factor is a sig-

nificant risk factor, the font is in bold and

italics. If the factor is a significant protec-

tive factor, the font is simply in bold. If the

factor was found to be not significant, it is

labeled “NS.” There are certain variables

that are labeled “SV.” This means that the

variable is significant at the .05 signifi-

cance level, but it cannot be classified as

“risk” or a “protective” factor because it varies

according to the referenced category, which is spe-

cific only to the country of study. For example,

“region of residence” is commonly labeled as “SV,”

since it depends on which location within the spe-

cific country is used as the reference category.

Finally, if the analysis is stratified by sex, males

(M) and females (F) are in separate columns; if the

sample was combined, it is labeled as “M/F.”
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TABLE CODES

Bold ..................Protective factor

Bold+Italic ......Risk factor

NS ......................Not significant

SV ......................Significance depends
on category
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TABLE 8B: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR SEXUALLY TRANSMITTED

INFECTIONS/DISEASES

VARIABLE NS (P>.05)
RISK (POSITIVE
ASSOCIATION) (P<.05)

PROTECTIVE (NEGATIVE
ASSOCIATION) (P<.05)

INDIVIDUAL LEVEL

SOCIODEMOGRAPHIC VARIABLES

Male sex 151, 154 150 155

Older age 147 (females), 151, 153
(females), 155

149 (males), 152 (females), 158
(males)

150, 154, 156 (females), 157
(females)

Higher education level 149 (males), 154, 158 (males) 156 (females) (trichomoniasis)

Employed 149 (males), 152, 154

Married 147 (females), 150, 153
(females), 154

152

Cohabitating 153 (females)

Divorced/separated 153 (females) 152

Exposed to FLE 149 (males)

Poor genital hygiene 156 (females) (trichomoniasis)

PERCEPTION OF RISK

Perceived risk of an STD 150

Never heard of an STD 150

NON-SEXUAL RISK BEHAVIOURS

Gambling 148

Marijuana use before sex 148 (males)

Drug use before sex 148

Alcohol use before sex 148

Injecting drug use 151

SEXUAL RISK BEHAVIOURS

Sexually active 151

Early age at first sex 152

Number of sexual partners 147 (females), 151, 153
(females), 154, 155

148, 149 (males), 152, 156 (females)
(trichomoniasis), 157 (females)
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TABLE 8B: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR SEXUALLY TRANSMITTED

INFECTIONS/DISEASES (CONTINUED)

VARIABLE NS (P>.05)
RISK (POSITIVE
ASSOCIATION) (P<.05)

PROTECTIVE (NEGATIVE
ASSOCIATION) (P<.05)

New sex partner last month 153 (females)

Oral sex 148 (females)

Homosexual experience 151

Anal sex 148 (females), 158 (males)

Early age at first sex 152

Sterilization 157 (females)

IUD 157 (females)

OC use 157 (females)

Uses non-barrier method 157 (females) 147 (females)

Uses condoms 148 (males), 155, 156 (females)
(trichomoniasis)

Prostitution 148 (males), 152 (males)

Pornography 148 (males) 148 (females)

Pregnancy 157 (females)

EXPERIENCE WITH OTHER STDS

Pelvic pain 147 (females)

History of discharge 147 (females) 153 (females)

Previous history of an STD 147 (females), 151 150, 157 (females)

Cervical ectopy 147 (females) (for chlamydia)

Gynaeolocical surgery 157 (females)

Positive test for other STD 154 147 (females), 155

Positive test for HIV 154 155

PEER AND PARTNER LEVEL

Partner swapping 148

In a stable relationship 149 (males)

Husband’s age <25 years 153 (females)
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TABLE 8B: SUMMARY OF RISK AND PROTECTIVE FACTORS FOR SEXUALLY TRANSMITTED

INFECTIONS/DISEASES (CONTINUED)

VARIABLE NS (P>.05)
RISK (POSITIVE
ASSOCIATION) (P<.05)

PROTECTIVE (NEGATIVE
ASSOCIATION) (P<.05)

FAMILY LEVEL

Living on street 151

Residence 149 (males), 150, 157 (females)
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TABLE 8C: DETAILED DESCRIPTION OF STUDIES ON SEXUALLY TRANSMITTED INFECTIONS/DISEASES

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

LATIN AMERICA/CARIBBEAN

147 Jamaica Dowe et al. (1999): “High
Prevalence of Genital
Chlamydia Trachomatis
Infection in Women
Presenting in Different
Clinical Settings in Jamaica:
Implications for Control
Strategies.” Sex Transm Inf
75:412-416.

Study determined the
prevalence of CT among 695
women from 3 different clinical
sites. Prevalence varied by site:
35% family planning clinic,
42% GYN clinic, 55% STD
clinic. Results showed that the
only factors related to C
trachomatis infection were
cervical ectopy, having a
concurrent trichomonas
vaginal infection, and currently
using non-barrier contraceptive
methods.

Sample: Females getting
health services

Chlamydia
Trachomatis

ODDS RATIOS

Individual level F
� Age NS
� Marital status NS
� History of urogenital discharge NS
� Cervical ectopy 3.90
� Concurrent trichomonas.

vag Infection 3.50
� Currently using non-

barrier method 2.10
� Number of sex partners past

 2 months NS
� Pelvic pain NS
� Genital ulcers NS
� Previous history of STD NS
� Concurrent infection w/ syphilis NS
� Concurrent infection w/ gonorrhea NS
� Concurrent infection w/ candida NS

148 Jamaica Simeon et al. (1996):
“Characteristics of
Jamaicans who Smoke
Marijuana Before Sex and
their Risk Status for Sexually
Transmitted Diseases.” W I
Med J 45:9-13.

Study explored the risk of
acquiring an STD as a
consequence of smoking
marijuana before sex. Results
show that smoking marijuana
and using alcohol before sex
were both significantly
associated with having an STD.
Other factors significantly
related to having an STD
include having more than 2
partners, prostitution,
engaging in oral and anal sex
(for females), and watching
pornography. Using a condom
at last sex was a significant
protective factor, but only
among males.

Sample: Males & females

STD ODDS RATIOS

Individual level M F
� Marijuana use before sex 2.50 NS
� Alcohol use before sex 1.50 2.10
� Other drug use before sex NS NA
� > 2 sex partners 1.40 4.20
� Prostitution 3.30 NA
� Oral sex NS 2.30
� Anal sex NS 9.60
� Partner swapping NS NA
� Pornography 1.40 NS
� Gambling NS NS
� Condom use at last sex 0.70 NS
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TABLE 8C: DETAILED DESCRIPTION OF STUDIES ON SEXUALLY TRANSMITTED INFECTIONS/DISEASES

(CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

stratified

149 Jamaica Norman & Uche (2001):
“Prevalence and
Determinants of Sexually
Transmitted Diseases: An
Analysis of Young Jamaican
Males.” In Sexually
Transmitted Diseases 29(3):
126-132.

Study was conducted to
determine the determinants of
STD symptoms among a
probability sample of young
Jamaican males. Results show
that being older and having
multiple sex partners are
associated with having
symptoms of STDs.

Sample: Males only

Symptoms of
STDs

ODDS RATIOS

Individual level M
� Older age 1.12
� Number of sex partners 2.91
� Higher education level NS
� Employed NS
� Exposed to FLE NS

Peer and partner level
� In a stable relationship NS

Family level
� Rural residence NS

150 Trinidad and
Tobago

Castor et al. (2002):
“Determinants of
Gonorrhoea Infection
Among STD Clinic Attenders
in Trinidad — I:
Sociodemographic Factors,
Knowledge, Risk Perception
and History of STD.” Int J
STD/AIDS 13:39-45.

To determine the prevalence of
gonorrhea and the factors
associated with it. Sample
from 2580 clinics in Port of
Spain. Results show that being
younger, male, never having
heard of an STD, having a high
risk perception for gonorrhea,
and no previous history of
syphilis were all significantly
associated with gonorrhea
infection.

Sample: Males & females
combined

Gonorrhea ODDS RATIOS

Individual level M/F
� Age (younger) 2.50
� Male 3.50
� Awareness of an STD 1.50
� Risk perception for

gonorrhea 1.70
� Previous history of syphilis 2.00

Factors in bivariate analysis not significant
included

� Marital status
� Risk perception for any STD
� Residence
� History of gonorrhea

151 Brazil Porto et al. (1994):
“Prevalence and Risk
Factors for HBV Infection
Among Street Youth in
Central Brazil.” J Adolesc
Health 15:577-581.

Seroprevalence study of street
youth (n-496) aged 9-20 years
and associated risk factors in
Brazil. 13.5% street youth
HBV+. Results showed that
both the lack of family links
(living on street) and sexually
active adolescents were
independently associated with

HBV ODDS RATIOS

Individual level M/F
� Female NS
� Older age NS
� Sexually active 2.10
� Homosexual experience NS
� Previous STD NS
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TABLE 8C: DETAILED DESCRIPTION OF STUDIES ON SEXUALLY TRANSMITTED INFECTIONS/DISEASES

(CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

HBV seropositivity.

Sample: Males & females
combined

� Drug use NS

� > 5 sexual partners in past
6 months NS

� Living on the street 4.10

SUB-SAHARAN AFRICA

152 Kenya,
Cameroon,
Benin, and
Zambia

Weiss et al. (2001): “The
Epidemiology of HSV-2
Infection and its Association
with HIV Infection in Four
Urban African Populations.”
In AIDS 15(supplement 4):
S97-S108.

Study was conducted to
identify factors associated with
herpes simplex virus type 2
(HSV-2) among young adults
and adults in four African
countries. Results showed that
HSV-2 prevalence was
significantly associated with
older age, ever being married,
and number of lifetime sexual
partners, in almost all
countries and both sexes.
There was also a strong
consistent association with HIV
infection.

Sample: Males & females
stratified

HSV-2 ODDS RATIOS

Individual level M F
� Older age NS 1.90
� Married 3.00 2.30
� Divorced/separated 1,2 4.50 3.40
� Employment NS NS
� Age at first sex NS NS
� > 2 lifetime sexual

partners 3,4 3.30 2.30
� > 1 non-spousal partner

last yr. 5 NA 2.30
� Exchange of $ for sex

in past 12 mo. 6 3.20 NA

153 The United Republic
of Tanzania

Kapiga et al. (1998):
“Evaluation of Sexually
Transmitted Diseases
Diagnostic Algorithms
among Family Planning
Clients in Dar es Salaam,
Tanzania.” In Sexually
Transmitted Infections
74(Supplement 1): S132-
S138.

Study was conducted to
determine the prevalence of
sexually transmitted diseases
and the factors which are
associated to them. Results
showed that the risk of
cervicitis increased among
women with a husband < 25
years of age and women with
a new sex partner during the
past month, as well as among
women who reported an
abnormal vaginal discharge.

Sample: Female family
planning clients

Cerviticus ODDS RATIOS

Individual level F
� Age (16-20 years) NS
� Cohabitating NS
� Single/divorced/widowed NS
� Had new sex partner

last month 3.80
� Had >1 sex partner last

3 months NS
� Had abnormal vaginal

discharge 2.00
� Had dysuria NS

Peer and partner level
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TABLE 8C: DETAILED DESCRIPTION OF STUDIES ON SEXUALLY TRANSMITTED INFECTIONS/DISEASES

(CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

� Husband’s age 18-25 years 2.22

154 Uganda Wawer et al. (2001):
“Prevalence of Kaposi
Sarcoma-Associated Herpes
virus Compared with
Selected Sexually
Transmitted Diseases in
Adolescents and Young
Adults in Rural Rakai
District, Uganda.” Sex
Transm Dis 28(2):77-81.

To compare rates of karposi
sarcoma with STD rates in
Rakai. Sample was 523 15-29
year olds. Testing done for
HIV, HSV-2, syphilis, and KSHV
(Kairposi). Results show that
KSHV is significantly lower
among those aged 25-29
compared to 15-19 years. No
other statistically significant
association was observed.

Sample: Males & females
combined

Kairposi
Sarcoma Herpes
Virus

ODDS RATIOS

Individual level M/F
� Sex NS
� Age (25-29 vs. 15-19) 0.48
� Marital status NS
� Education NS
� Occupation NS
� Number of sex partners

in past year NS
� Number of sex partners

in past 5 years NS
� HIV positive NS
� Syphilis positive NS
� HSV-2 positive NS

155 Cameroon Suligoi et al. (2001):
“Prevalence and Risk
Factors for Herpes Simplex
Virus Type 2 Infection
among Adolescents and
Adults in Northern
Cameroon.” In Sexually
Transmitted Diseases 28(12):
690-693.

Aim of study was to
investigate the risk factors
among adolescents and adults
in a Cameroon hospital.
Results show that being
female, no condom use, a
positive syphilis serology and
HIV infection were significantly
associated with HSV-2
infection.

Sample: Males & females
combined

HSV-2 ODDS RATIOS

Individual level M/F
� Female 2.20
� Age NS
� > 1 lifetime partner NS
� Frequent intercourse per week NS
� Never use of condoms 4.00
� Positive TPHA test 3.70
� Positive HIV serostatus 3.80

SOUTH/SOUTHEAST ASIA

156 China, Province
of Taiwan 

Wang & Lin. (1995):
“Epidemiologic Differences
Between Candidial and
Trichomonal Infections as
Detected in Cytologic
Smears in Taiwan.” Public
Health 109:443-450.

Compared 15,923 females
attending 12 district health
clinics and 1114 consecutive
females attending VD clinic in
Taipei, 1991-92. Results show
that younger age was
associated with both
trichomonal and candidial

Candida and
trichomonas

ODDS RATIOS

Individual level

Trichomoniasis Candidiasis

� Age <20 years 3.87 1.95
� >1 sexual partner 5.07 NS
� Lower education 1.86 NS
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SEXUALLY TRANSMITTED DISEASES
TABLE 8C: DETAILED DESCRIPTION OF STUDIES ON SEXUALLY TRANSMITTED INFECTIONS/DISEASES

(CONTINUED)

NO.

COUNTRIES,
AREAS, AND
TERRITORIES REFERENCE ANNOTATIONS

DEPENDENT
VARIABLE RESULTS

infections. However, no other
behavioural factors were
associated with candidial
infection. Having multiple
partners, lower education,
poor genital hygiene all
significantly increased the risk
for trichomonal infection,
while using condoms lowered
the risk.

Sample: Female health
service clients

� Poor genital hygiene 1.46 NS
� Condom use 0.38 NS

157 India Shrikhande et al. (1998):
“Risk Factors and Protective
Factors of Pelvic
Inflammatory Disease: A
Case-Control Study.” Ind J
Pub Health 42(2):42-47.

To identify risk and protective
factors for PID. 121 cases were
<25 years of age (96 controls).
Results show that using an
IUD, sexual activity with
multiple partners, being
younger, and having a history
of PID and gynaecologic
surgery all significantly
increased the risk of PID.
Sterilization and pregnancy,
meanwhile, lowered the risk.

Sample: Female cases and
controls

PID ODDS RATIOS

Individual level F
� IUD 3.98
� OC use NS
� Use of barrier methods NS
� Contact with untreated partner NS
� Multiple partners 3.97
� < 20 years old 1.90
� History of PID 4.08
� History GYN surgery 3.07
� Sterilization 0.37
� Pregnancy 0.25

158 Thailand London et al. (1997): “Socio-
demographic Correlates,
HIV/AIDS Related Cofactors,
and Measures of Same-Sex
Sexual Behaviour among
Northern Thai Male
Soldiers.” In Health
Transition Review 7: 33-60.

Used data from an anonymous
self-administered 1991 survey
of military personnel in
northern Thailand to determine
factors related to high-risk
sexual behaviour. Results show
that being older and ever
having had sex with a male
were significantly related to
having had an STD in past 6
months.

Sample: Male military
personnel

Had STD in last 6
months

ODDS RATIOS

Individual level M
� Age (22-24 vs. 18-21) 2.00
� Education level NS
� Ever had sex with a male 4.80
� Province of birth NS
� Residence NS

1 For Kenya and Zambia (Kenya, the OR=6.2)
2 For Kenya and Zambia (Zambia, the OR=4.0)

3 For Cameroon, 5-9 partners compared to 1 lifetime partner; in
Zambia, OR=4.2). In both of these countries, when the number
of lifetime partners increased, the odds ratios also increased.

4 For Cameroon, as the number of lifetime partners increased, so
did the odds ratios.

5 Significant only for Cameroon
6 Significant only for Benin.
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This report compares a wide range of research

studies from around the world. Some are based on

small clinical populations while others analyse

large national data sets. Some are based on second-

ary school samples while others use college sam-

ples and still others are nationally representative.

Some restrict their age group to adolescence, others

are inclusive of young people through the age of 24

and still others include older populations. Some

studies explored only men, others women and still

others explored both.

While in this report we compare across a wide-

range of studies and draw conclusions based on

those comparisons, there are numerous limitations

to such cross-national and cross-study comparisons

of which the reader should be aware. Many of the

limitations are inherent in any comparative analy-

sis; others are more specific to the current study.

1. INTERVIEW OR QUESTIONNAIRE

Depending on the sample population a written

questionnaire that is self-completed provides more

confidentiality than an interview; however, the

quality of responses depend on the reading level

demanded by the instrument as well as the literacy

of the respondent. Interviews, on the other hand,

are likely to be more complete than self-adminis-

tered questionnaires; however, they are more costly

and less anonymous than questionnaires.

2. AGE AND SEX OF INTERVIEWER 

If interview is used, both the age and sex of the

interviewer will affect the quality of responses,

with the relative impact likely to vary among cul-

tures and between subcultures within countries.

Thus, the fact that interview methods are consis-

tently used does not necessarily mean the data are

any more comparable than comparing interview

and written responses.
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3. RESPONDENT AGE

The age of respondents will obviously affect the

responses obtained. For there to be true compara-

bility there needs to be the same age brackets and

sex categories across studies. In the present report

there is wide variation in age and age clusters; and

while all the studies have a preponderance of youth

in their sample, variation impacts the comparability

of findings.

4. THE SAMPLE

Some of the studies included in this report are very

restricted sample frames such as schools or clinics.

Some use convenience samples (e.g., those samples

that could be relatively easily obtained). The size

and scope of the sample obviously will impact the

study’s generalizability but additionally when a

clinic-based sample is compared with a nationally

representative sample, differences found may be

more a result of how the various samples were

defined than true differences in attitudes, beliefs, or

behaviours.

5. STRATIFICATION OF GENDER AND
MARITAL STATUS

Although males and females, as well as unmarried

and married adolescents are very different in terms

of their risk and protective factors for the outcomes

in this review, the majority of studies did not strati-

fy adolescents into these groups. Consequently, the

findings of the significant risk and protective fac-

tors for each outcome are applied to adolescents as

a group, rather than separating the findings accord-

ing to sex and marital status. 

6. SETTING

Where the data are collected also impacts the

results. For example, Pirkis, et al. (2003) note that

school-based surveys result in higher reports of

substance use than household surveys. Clearly, in

the present report, data were collected from a wide

range of sites including home, school, religious

institutions, and community settings.

7. WORDING AND TRANSLATION

With few exceptions the studies included in the

present report were written in English; however,

original data collection obviously was undertaken

in a wide range of native languages. Subtle differ-

ences in wording can yield widely different results.

Given that few of the studies reported here were

crafted for international comparative research, there

are more than subtle differences that characterize

both the questions asked and their wording.

8. STABILITY OF FINDINGS

Nearly all the studies in the present report are

cross-sectional. Such studies are like taking a pho-

tograph. While the finding may be true at one

moment in time, it cannot be determined whether

the finding would consistently be found to hold

true.

9. CAUSALITY VS. ASSOCIATION

There is another significant limitation to cross-sec-

tional studies. Such research can show associations

(e.g., those youth who mature early do more poorly

in school), but they cannot show that maturing

early causes poor school performance. To show

causality there needs to be longitudinal data (e.g.,

data collected over multiple time periods).

10. DETERMINANTS OF A
BEHAVIOUR

To explore determinants of a behaviour such as

condom use is complex for a variety of reasons that

have to do with the interrelationships that exist

between the determinant and the behaviour. So, for

example, a respondent may be more aware of con-



dom availability if he is using condoms or even

wanting to use condoms than if he is not. Without

an outside objective measure of condom availabili-

ty one does not know to what extent an individual’s

perception of availability is a measure of attitude or

availability. So too, “partner’s support for contra-

ceptive use”, without data collected from the part-

ner, has many inherent biases.

While these are some of the limitations the reader

should keep in mind, it does not mean that there is

no utility in reviewing the present studies or com-

paring across studies. What it does mean is that the

reader should be aware of the limitations in the

conclusions we draw from the research.
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OVERALL FINDINGS

COMPARISON OF FACTORS 
FOR ALL OUTCOMES

In Table 10, it is easily observed that most of the

risk and protective factors

that research from developing

countries has identified are at

the individual level, despite

the fact that these outcomes

are primarily social behav-

iours. Moreover, within this individual level,

researchers have used different theoretical frame-

works, depending on the outcome. Although it can

not be observed simply by looking at Table 10 (one

needs to look at all the variables which were tested

for each of the studies), there are three main theo-

retical frameworks being utilized to study the out-

comes. For example, for the out-

comes, sexual initiation, multiple

sexual partners, pregnancy, and

early childbearing, the majority of

studies analysing these outcomes

use a demographic framework, per-

haps because most of these out-

comes have traditionally been viewed as demo-

graphic events. As a result, the factors analysed are

primarily socio-demographic factors (e.g., age, sex,

family structure, SES, place of residence). The dif-

ficulty with such a framework from the program-

ming perspective is that many of the factors identi-

fied as salient are not amenable to change.  

In contrast, for the outcomes, condom use and con-

traceptive use, most of the studies use a cognitive-

behavioural frame for analysis. In the field of pub-

lic health, condom and contraceptive use are

thought of as preventive health behaviours; and

researchers typically apply cognitive-behavioural

theories, such as the Health Belief Model (Becker,

1974) and the Theory of Reasoned Action (Azjen

& Fishbein, 1980) to understand how people make

decisions about such behaviours. Consequently,
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RESEARCH FOCUSES ON

FACTORS WITHIN THE 

INDIVIDUAL LEVEL.
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most of the factors included in the multivariate

models are based on these theories (e.g., positive

attitudes about using condoms/contraception, per-

ceived barriers and perceived benefits about using

condoms/contraception, partner attitudes). 

Finally, for the outcomes, HIV and STDs/STIs, a

risk behavioural frame predominates as the primary

structure for analysing the related factors. This is

congruent with the shift

that occurred in the 1990s,

when researchers began

moving away from

analysing risk groups (as in

the demographic frame) to

thinking more in terms of

risk behaviours in relation

to these outcomes. As a

consequence, the multivari-

ate models for these out-

comes were primarily

based on proximal risk behaviours associated with

HIV and STDs/STIs (e.g., multiple sexual partners,

commercial sex work/prostitution, unprotected anal

sex, and using condoms). 

Thus, despite the new emphasis on examining ado-

lescent health from an ecological perspective, the

vast majority of studies from developing countries

are still studying adolescent health outcomes from

very specific individual-level paradigms. 

CROSS-CUTTING FACTORS

When looking at the factors that were found to be

significant across all the outcomes, several risk and

protective factors emerged as being significant for

more than one outcome. At the individual-level,

key risk factors included

older age, male sex, early

pubertal maturation,

employment, perception of

HIV risk, history of a STD,

unprotected anal sex, high

number of sexual partners,

and substance use.

Additionally, four individ-

ual-level factors emerged

as being significant protec-

tive factors: education,

knowledge about contraception/condoms, positive

attitudes about using condoms/contraception, and

regular use of condoms. 

At the peer and partner-level, two factors emerged

as being key: the perceived sexual behaviour of

friends and partner approval for using

condoms/contraception.

At the family and household level, two factors were

also found important: living with both parents and

living in an urban area. Living with both parents, in

particular, was found to be a very strong factor for

four outcomes.

At the community-level, very few factors were

examined and thus it is inconclusive as to what

community-level factors, if any, are important for

adolescent sexual and reproductive health in devel-

oping countries.

INDIVIDUAL-LEVEL RISK FACTORS

OLDER AGE : Being of older age was one of

the most significant factors found cutting across all

the outcomes examined, as it was found to be sig-

nificant among five out of the eight reproductive

health outcomes. For example, older adolescents

were found to be at significantly higher risk for

early sexual initiation, multiple sexual partners,

childbearing, and HIV. At the same time, adoles-

cents who were older were also more likely to use

contraceptives.

MALE SEX : Males were found to be at signifi-

cantly higher risk for early sexual initiation and

having multiple partners than females. Prevalence

DESPITE THE NEW EMPHASIS ON

EXAMINING ADOLESCENT HEALTH

FROM AN ECOLOGICAL PERSPEC-

TIVE, THE VAST MAJORITY OF

STUDIES FROM DEVELOPING

COUNTRIES ARE STILL STUDYING

ADOLESCENT HEALTH OUTCOMES

FROM VERY SPECIFIC INDIVIDUAL

PARADIGMS.



rates from nearly

every region of the

world confirm that

males are more likely

to report having had

sex at an earlier age

and a higher number

of sexual partners.   

EARLY PUBERTAL  DEVELOPMENT:

Reaching puberty at an early age was a significant

risk factor for sexual initiation and early childbear-

ing. Four studies confirmed that reaching puberty

at an early age was associated with at least dou-

bling the likelihood of male sexual activity and

tripling the likelihood of female sexual activity. In

addition, two studies found that early pubertal

development was significantly associated with

early childbearing, with one study finding it to be

the strongest factor in the study (Otora & Pandy,

1999).

EMPLOYMENT: Having a job increases the

risk for multiple sexual partners and becoming

pregnant as an adolescent. It is not known, howev-

er, whether risk increases because adolescents who

are working are less likely to be in school, which is

protective against such risks, or whether it is the

type of employment, access to more financial

resources, or the number of hours of work

that increases their risk. More research is

needed to answer such questions.

PERCEPT ION OF  H IV  R ISK :

Adolescents who perceived themselves to be

at risk for HIV significantly increased their

likelihood for having multiple sexual part-

ners; at the same time, they were also more

likely to use condoms. The relationship between

perception of HIV risk and multiple sexual partners

contrasts with many of the studies conducted in the

U.S. which find an increased perception of HIV

vulnerability is associated with a lower likelihood

of reporting multiple sexual partners. For both of

these relationships, it is not clear whether adoles-

cents perceive their risk accurately, or whether their

responses are based on misinformation about risk.

This is another area that needs further research.

HISTORY OF  AN STD: Although adoles-

cents who have already experienced a sexually

transmitted disease or infection were more likely to

use condoms, they were also more likely to test

positive for another STD or HIV. The relationship

between different STDs and HIV, in particular, sup-

ports the notion that STDs are critical co-factors of

HIV.

UNPROTECTED ANAL  SEX : Not surpris-

ingly, adolescents who have engaged in unprotect-

ed anal sex, either in homosexual or heterosexual

relationships, were found to be at significantly

higher risk for acquiring a STD, including HIV

than those who either abstain or have penile-vagi-

nal intercourse. The extent to which this behaviour

is a “marker” or “proxy” for other risk behaviours

remains to be determined.

NUMBER OF  SEXUAL  PARTNERS : For

both the outcomes, STDs and HIV, adolescents

who reported having more sexual partners were at a

significantly higher risk for infection. In fact, this

factor was examined in the majority of the studies
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CONCLUSION

HAVING MORE 

EDUCATION WAS ONE

OF THE STRONGEST

AND MOST CROSS-

CUTTING PROTECTIVE

FACTORS EXAMINED.

ADOLESCENTS WHO PERCEIVE THEIR

FRIENDS OR PEERS TO BE SEXUALLY

ACTIVE ARE SIGNIFICANTLY MORE

LIKELY TO ENGAGE IN SEX THEM-

SELVES, AS WELL AS HAVE MULTIPLE

SEXUAL PARTNERS. IN FACT, THE 

PERCEPTION THAT ONE’S PEERS ARE

SEXUALLY ACTIVE WAS ONE OF THE

STRONGEST RISK FACTORS FOR

MANY OF THE STUDIES THAT INCLUD-

ED THIS FACTOR IN THE ANALYSES.
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that looked at these

two outcomes; and

nearly all concluded

that as the number of

sexual partners increas-

es, so too does the risk

of acquiring a STD,

including HIV.

SUBSTANCE

USE :  Smoking ciga-

rettes and drinking

alcohol were found to be significantly associated

with risk of sexual initiation and early childbearing;

drinking alcohol was also found to be a significant

risk factor for reporting multiple sexual partners.

These findings support the studies conducted in the

U.S., which found that risk behaviours such as

smoking, drinking and unprotected intercourse

cluster or are strongly associated. Whether these

behaviours “hang together” as a personality profile

or a measure of certain risk-enhancing environ-

ments is not yet clear.

INDIV IDUAL-LEVEL  
PROTECT IVE  FACTORS

HIGHER  EDUCATION LEVEL :  Having 

more education was one of the

strongest and most cross-cutting

protective factors examined.

Similar to being of older age, hav-

ing a higher education level was

significantly related to five out of

the eight outcomes examined.

Specifically, adolescents with more

schooling are less likely to engage

in sex, become pregnant, give birth;

and are more likely to use condoms

and contraception.

KNOWLEDGE AND ATT ITUDES

ABOUT CONDOMS/

CONTRACEPT ION:  Adolescents who have

knowledge about contraception, as well as a posi-

tive attitude about using contraception, are signifi-

cantly more likely to use it.

Moreover, adolescents who have

knowledge about contraception

are less likely to become a moth-

er or a father at an early age.

Similarly, this review showed

that knowing where to buy con-

doms and having positive atti-

tudes about using 

condoms will also increase the likelihood that ado-

lescents will actually use them.

REGULAR CONDOM USE : As has been

demonstrated in clinical studies, this review

showed that adolescents who use condoms regular-

ly are less likely to acquire an STD or HIV.

PEER  AND PARTNER  FACTORS

PEERS ’  SEXUAL  ACT IV ITY:  It is a com-

mon belief that peers strongly influence adolescent

behaviour. This review confirmed this point and

demonstrates that adolescents who perceive their

friends or peers to be sexually active are signifi-

cantly more likely to engage in sex themselves, as

well as have multiple sexual partners. In fact, the

perception that one’s peers are sexually active was

one of the strongest risk factors for many of the

studies that included this factor

in the analyses. Whether this is a

measure of “peer pressure”, how-

ever, is not possible to sort out

from the research to date. We

know from research in the

United States and Europe that

young people select friends who

are like themselves and thus it 

LIVING WITH BOTH PARENTS

IN A HOUSEHOLD WAS ALSO

ONE OF THE STRONGEST FAC-

TORS EXAMINED, BEING SIG-

NIFICANT AMONG FOUR OUT-

COMES: SEXUAL INITIATION,

PREGNANCY, AND CHILD-

BEARING.

THE MAJORITY OF THE

STUDIES WHICH MET

INCLUSION CRITERIA

FOR THIS PROJECT

WERE CONDUCTED IN

SUB-SAHARAN AFRICA.



may be a selection bias or a misperception. Or it

may, in fact, represent peer pressure.

PARTNER APPROVAL FOR

CONDOMS/CONTRACEPTON: Equally

important for using condoms and contraception is

having one’s partner support. Adolescents who

reported that their usual partner supported using

condoms and contraception were also significantly

more likely to actually use them when compared

with peers who did not receive such support. What

influences partner support warrants further explo-

ration.

FAMILY AND HOUSEHOLD FACTORS

L IV ING WITH BOTH PARENTS : Living

with both parents in a household was also one of

the strongest factors examined, being significant

among four outcomes: sexual initiation, condom

use, pregnancy, and childbearing. Compared with

those who live with only one parent or neither, ado-

lescents who lived with both parents are signifi-

cantly less likely to engage in sex, become preg-

nant, and give birth; and, they are more likely to

use condoms. 

URBAN RES IDENCE : Finally, adolescents

who reside in urban areas were found to be more

likely to engage in sex, but also more likely to use

contraception.

REGIONAL DIFFERENCES
The most striking difference across the four main

developing country regions was not in the findings

but rather in the number of studies conducted. The

majority of the studies which met inclusion criteria

for this project were conducted in Sub-Saharan

Africa: 84 studies compared with 38 from

South/Southeast Asia, 32 from Latin

America/Caribbean, and only 4 from the Middle

East. 

It is difficult to determine regional differences

among the various risk and protective factors, pri-

marily because, with the exception of sexual initia-

tion, for each outcome there were too few studies

to analyse both regionally and by associated fac-

tors. For sexual initiation the primary distinction

was in the type of factors included in the studies’

analysis. For example, all of the studies that

focused on the media were conducted in South

/Southeast Asia. As regards family structure, more

studies from Sub-Saharan Africa found that living

with both parents was a significant protective factor

for sexual initiation; studies from South /Southeast

Asia, in contrast, were more likely to find an

insignificant relationship. Whether this is a real dif-

ference or the result of sample selection is not pos-

sible to determine. What the true regional, national,

and sub-cultural differences that influence adoles-

cent sexual and reproductive health behaviours

warrants significantly more exploration than is cur-

rently available.

GAPS IN KNOWLEDGE
As is often the case, this review suggests more

questions than answers. Particularly surprising was

the lack of studies on outcomes, such as abortion

and sexual coercion, which are extremely important

behaviours when discussing adolescent reproduc-

tive health. Only two articles focused on abortion,

both from the same data-set in Cameroon, one of
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THERE IS A STRONG NEED FOR

EXAMINING THE CULTURAL CON-

TEXT AND EXAMINING FACTORS

THAT ARE MORE UNIQUE TO

DEVELOPING COUNTRIES

INSTEAD OF EXAMINING ONLY

THOSE FACTORS WHICH HAVE

BEEN IDENTIFIED IN INDUSTRIAL-

IZED COUNTRIES.
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which addresses whether abortion would be consid-

ered by the respondent and the other on ever having

had an abortion. Only one study out of the more

than 2,000 we reviewed examined the risk and pro-

tective factors related to coercive first sex, and this

was conducted in Rakai, Uganda (Koenig et al.,

2003).

Also, it may be that the minimal analytic sophisti-

cation required for study inclusion (multivariate

analysis) inadvertently predisposed the selection of

studies to focus on demographic variables. Even

though international evidence suggests that the

environments in which adolescents live influence

their sexual risk taking behaviours, relatively few

studies have explored any environmental factors. If

our understanding of adolescent sexual reproduc-

tive health risk and protective factors is to expand,

there is need for social psychologists, developmen-

talists, and social epidemiologists to join demogra-

phers in teasing out the environmental and contex-

tual factors that influence behaviour.

Finally, rather than focusing on those factors

amenable to change, the majority of studies

explored sociodemographic variables, such as age,

sex, family structure, and geographic location,

many of which are beyond intervention.

LOOKING TOWARDS THE
FUTURE
While many of the factors associated with both risk

and protection go beyond

what is amenable to change,

some of the factors can and

should be addressed through

innovative programmes and

policies. For example, com-

munication with partners

about sexual reproductive

health issues is important.

What programmes and sup-

ports exist to help adolescents discuss and negotiate

sex and contraception with their partners? How

effective are they? Can they be taken to scale?

Perceived peer behaviours, particularly about peers

having sex is an important influence on adolescent

sexual health risk behaviours; and likewise, we see

that partner support is a key variable in successful

condom and contraception use. What programmes

and strategies exist that are targeted to peers and

partners to influence their behaviours? 

Education and schooling are key factors that reduce

the risk of early sexual debut, pregnancy, early

childbearing, and increase the likelihood that ado-

lescents will use condoms and contraception when

they are sexually active. What are the policies and

programmes that have made a difference in school

enrollment, school retention

and school performance?

Does investing in the elimi-

nation of school fees (e.g.,

universal primary and/or

secondary education) have

a higher yield than other

interventions in improving

school retention (e.g., vac-

cination programmes,

deworming)?

It is clear that there is a vast need for a broader

research base on the risk and protective factors

related to adolescent sexual and reproductive health

in developing countries. In particular, there is a

need for both longitudinal research to determine

causality and for research that more clearly defines

the contextual factors that influence behaviour. In

addition, because the different outcomes used dif-

ferent study frames, it is also important to begin

incorporating a single, comprehensive frame for

studying the sexual and reproductive health out-

comes among adolescents. There is need for

agreed-upon terms and concepts so that what are

WE MUST ACT, AND TO FOCUS

EXCLUSIVELY ON RISK REDUC-

TION IS NOT SUFFICIENT. WE

NEED TO BUILD PROGRAMMES

AND POLICIES ON WHAT WE

KNOW MAKES A DIFFERENCE

IN REDUCING HARM AND 

PROTECTING YOUTH PEOPLE.



STUDY ENUMERATION GUIDEreferred to as risk and protective factors in

Bangladesh are the same as in Peru. However, it is

equally clear that we cannot wait until all the data

are collected. We must act, and to focus exclusively

on risk reduction is not sufficient. We need to build

into programmes and policies on what we know

makes a difference in reducing harm and protecting

young people.

It is with that hope that the present report is 

submitted.

TABLE 10
Table 10 lists all the risk and protective factors that

are significantly related to one or more of the ado-

lescent health outcomes. 

It is organized by 

• Contextual level (community, school, family,
peer, partner, and individual) and 

• The eight outcomes included in the review. 

Protective factors are labeled as  +, while risk fac-

tors are labeled as _. Sometimes, a factor is labeled

both as a risk and protective factor, as studies

found both to be true. 

As was the case in the previous B tables, the num-

bers across from each factor correspond to the

number of the study. Each study included in this

review is enumerated; the chart to the right  offers

a key to numbering:
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Study # Risk & protective factors
analysed for ...

1 – 44 ...... Premarital sexual initiation 

45 – 59 ...... Number of sexual partners 

60 – 90 ...... Condom use

91 – 111 ...... Contraceptive use

112 – 118 ...... Pregnancy

119 – 127 ...... Childbearing

128 – 146 ...... HIV/AIDS

147 – 158 ...... STIs/STDs
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RISK & PROTECTIVE FACTOR
INITIATION
OF SEX

# OF
PARTNERS

USE OF
CONDOMS

USE OF
CONTRACEPTION

PREGNANCY
IMPREGNATION

CHILD-
BEARING HIV STD

- Residential mobility [25, 43] [53]

- Lives out of home [123] [151]

+ Father is present [8, 10]
(females)

- Stepfather is present (vs. father) [10]
(females)

[116]
(females)

+ Lives with both parents [3, 16, 20,
25, 28, 37,
44]

[50] [64, 84] [112, 113,
116, 118]

[123, 125]

- Has no children [95, 105,
108, 109]

- Left home at an early age [35, 36]

- Higher SES [13, 32, 39]
(males)

[50] [88]

+ Higher SES [9] (females) [64] [97, 103,
104, 106,
109]

[118]

- Less family stability [36, 171] [123]

- Experienced domestic violence [126]

+ Good connections with parents [30, 40, 41]

+ Discussed SRH with parents [5, 38] [58] [67]
(females)

- Discussed SRH with parents [49, 52]

- Discussed contraception with
parents

[25]

+ Discussed contraception with
parents

[67]
(males)

- Mother was a teen parent [123]

- Sister had premarital pregnancy [25, 39] [52]

+ Brother impregnated someone
before marriage

[52]

PEER

- Higher number of friends [25] (males) [48]
(males)
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RISK & PROTECTIVE FACTOR
INITIATION
OF SEX

# OF
PARTNERS

USE OF
CONDOMS

USE OF
CONTRACEPTION

PREGNANCY
IMPREGNATION

CHILD-
BEARING HIV STD

+ Higher number of friends [69]
(females)

- Peers have liberal attitudes about
sex

[12]

+ Peers have liberal attitudes about
sex

[92]

- Sexually active peers [8, 9, 11,
16, 20, 25,
32, 36, 43,
44]

[46, 48, 52] [64]

- Peers/friends have been pregnant [9] [46] [113, 118] [125]

- Discussed SRH with friends [16, 26] [48.49] [70] [115]

+ Discussed SRH with friends [5] [69] [92]

- Drinks alcohol with friends [48,51]

PARTNER

- Higher number of sexual partners [128, 131,
132, 133,
136, 137,
138, 139,
140, 141,
144]

[148, 149,
152, 156,
157]

+ Higher number of sexual partners [78, 81, 82,
83, 86, 87]

- Casual relationship with partner [13]

- Has boyfriend/girlfriend [8]

+ Has permanent sexual partner [61, 72, 80]

- Partner has lower education [95, 106]

+ Partner has professional job [104, 106]

- Younger age of current partner [17] [153]

- Discussed SRH with last partner [7] [118]

+ Discussed SRH with last partner [52] [67, 69, 88] [94, 102,
104, 106,
110]
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RISK & PROTECTIVE FACTOR
INITIATION
OF SEX

# OF
PARTNERS

USE OF
CONDOMS

USE OF
CONTRACEPTION

PREGNANCY
IMPREGNATION

CHILD-
BEARING HIV STD

+ Partner approves of family
planning/condoms

[58] [70, 89] [97, 110]

INDIVIDUAL

BIOLOGICAL:

- Being male (vs female) [1, 11, 22,
30, 33, 34,
38, 40]

[50, 51, 54,
59]

[60, 70] [150]

+ Being male (vs female) [63, 75, 77,
89]

[91] [141] [155]

- Younger pubertal development and
timing

[7, 13, 19,
20]

[51] [121, 125]

+ Older age [26]
(females)

[66, 67, 69,
81, 82, 83]

[93, 94, 95,
96, 100,
102, 103,
104, 105,
107, 11]

[150, 154,
156, 157]

- Older age [1, 2, 6, 8,
10, 11, 16,
19, 20, 21,
22, 25, 30,
31, 32, 35,
38, 39, 40,
41, 42, 43,
44]

[45, 46, 47,
49, 52]

[76, 78, 82,
85]

[116] [119, 122] [128, 130,
131, 135,
139, 140,
141]

[149, 152,
158]

EDUCATION/ ACHIEVEMENT IN
SCHOOL

+ Higher education level [2, 4, 14,
16, 27]

[48, 52, 56] [67, 69, 72,
75, 76, 78,
79, 81, 84]

[93, 94, 95,
96, 100,
102, 103,
104, 105,
107, 11]

[113, 116] [119, 126] [130, 142,
144]

[156]

- Higher education level [21, 23, 25,
29, 37]

[57, 58] [129, 136]

+ In school (vs. out of school) [16, 21, 26,
37, 43, 44]

[48, 49] [69] [101] [140]

+ Higher educational aspirations [5, 11, 35] [62]
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RISK & PROTECTIVE FACTOR
INITIATION
OF SEX

# OF
PARTNERS

USE OF
CONDOMS

USE OF
CONTRACEPTION

PREGNANCY
IMPREGNATION

CHILD-
BEARING HIV STD

- Repeated a grade [7, 20]

EMPLOYMENT STATUS

- Employed [34, 42] [46, 48] [113, 117]

+ Employed [37] [95, 103] [126]

UNION STATUS

+ Currently married [49, 53, 57]

- Currently married [16, 38] [76] [93] [117] [135] [152]

ATTACHMENT TO FAITH
COMMUNITIES

- Having a religious affiliation [15, 36] [69]

+ Having a religious affiliation [23, 39] [99, 101,
103]

+ Muslim [106] [135]

- Muslim or None [48, 57]

- Christian and Muslim [120]

- Catholic [114]

PROBLEM OR RISK-TAKING
BEHAVIOURS

- Tobacco use [3, 8, 18]
(males)

[51] [125,126]

+ Tobacco use [69]

- Alcohol use [8, 16, 18,
20, 22, 32,
42, 44]

[48, 54, 58] [66] [124,126] [138,139] [148]

- Drug use [8, 16, 18,
32]

[48] [112] [128] [148]

+ Drug use [63]

- Carrying weapons [3, 18, 22] [54]

EMOTIONAL WELL-BEING AND
TRAITS

- Low future aspirations [62] [92] [113, 115]
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RISK & PROTECTIVE FACTOR
INITIATION
OF SEX

# OF
PARTNERS

USE OF
CONDOMS

USE OF
CONTRACEPTION

PREGNANCY
IMPREGNATION

CHILD-
BEARING HIV STD

+ Positive self-image [22] [98]

KNOWLEDGE, BELIEFS, ATTITUDES
AND SKILLS REGARDING SEX

+ Greater sexual knowledge [32] (males)

- More permissive attitudes toward
premarital sex

[6, 8, 20,
32, 33, 34,
39, 44]

+ Perceives many barriers to sex [22]

+ Ideal age for sex is older [8]

BELIEFS AND ATTITUDES ABOUT
CONDOMS AND CONTRACEPTION

+ More positive attitudes toward
condoms and other forms of
contraception

[33] [69, 70, 75,
78, 87, 88]

[97, 109]

+ Lower perceived barriers or costs of
using condoms

[66, 73, 74,
77]

+ Perceives social support for using
condoms

[66, 69, 74]

+ Greater perceived self-efficacy in
using condoms or contraception

[62, 66, 67,
69, 82, 86,
88]

- Greater self-efficacy in using
condoms

[11]

+ Knows where to buy condoms [83, 86]

+ Greater knowledge about condoms
/ contraception

[69] [92,99,
107, 110]

[113, 115]

- Greater knowledge about condoms
/ contraception

[16, 39]
(females)

KNOWLEDGE, BELIEFS, AND
ATTITUDES ABOUT PREGNANCY,
ABORTION AND CHILDBEARING

+ Knowledge about pregnancy [69]

+ Concerned about pregnancy [78]

+ Perceived susceptibility to
pregnancy

[110]
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RISK & PROTECTIVE FACTOR
INITIATION
OF SEX

# OF
PARTNERS

USE OF
CONDOMS

USE OF
CONTRACEPTION

PREGNANCY
IMPREGNATION

CHILD-
BEARING HIV STD

+ Negative attitudes about being a
parent

[8] (males)

- Negative attitudes about being a
parent

[126]

BELIEFS AND ATTITUDES ABOUT
STD AND HIV/AIDS

+ Greater knowledge about HIV/AIDS [16] [48] [69]
(males)

- Greater knowledge about AIDS [57] [60, 77]

+ Greater knowledge about STDs [13]

- Greater knowledge about STDs [6]

+ Knowing someone with AIDS

- Knowing someone with HIV/AIDS

+ Greater perceived risk or concern
about HIV

[68, 69, 74,
78, 80, 82,
89, 90]

- Greater perceived risk or
susceptibility of HIV/STDs

[11] [55, 58] [150]

SEX-RELATED BEHAVIOURS

- Viewing X-rated movies/materials [32, 36, 37]
(males)

[148]

+ Early age of first sex [66] [96, 98] [130, 141]

- Early age of first sex [50, 57] [91] [112]

- Greater frequency of sex [118]

+ Regular use of condoms [134, 136,
142]

[148, 155,
156]

- Previous use of condoms [57]

+ Previous use of condoms

- Previous use of contraception [69]

+ Previous use of contraception [61]

- Anal intercourse [129, 142] [148, 158]

- Exchanged sex for money, drugs,
needs (prostitution)

[128, 142] [148, 152]
(males)
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RISK & PROTECTIVE FACTOR
INITIATION
OF SEX

# OF
PARTNERS

USE OF
CONDOMS

USE OF
CONTRACEPTION

PREGNANCY
IMPREGNATION

CHILD-
BEARING HIV STD

PREGNANCY AND STD STATUS

+ Previous pregnancy / impregnation [96]
(males)

[157]

- Previous  pregnancy / impregnation [132]

- HIV positive [155]

- History of recent STD [128, 131,
132, 135,
139, 140,
142, 143,
144, 145]

[147, 150,
157]

+ History of recent STD [79, 88]
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The initial search was to include all published arti-

cles, reports, dissertations, conference summaries

from 1990 to the present covering the following

topics:

• Sexual behaviours including initiation, frequency
of sex, and number of sexual partners:

• Condoms

• Contraception

• Pregnancy

• Childbearing and abortion

• Sexually transmitted infections and diseases
(STIs/STDs)

• HIV/AIDS

• Sexual coercion, sexual abuse, and commercial
sex work.

Given the content, a series of key words were gen-

erated for use in the literature searches: adoles-

cents; youth; young people; young adults; sex; sex-

ual behaviour; sexual initiation; risk, protective

factors; pregnancy; childbearing; abortion; contra-

ception; condom; commercial sex; relationship;

partner; coercion; HIV/AIDS; STD; STI; family

planning; STD/HIV/pregnancy testing; media;

antecedents; determinants; causes; study.

To accomplish the search as described above, ten

electronic databases were reviewed:

• PsycInfo

• PubMed (MEDLINE)

• Sociologic Abstracts (Sociofile)

• Social Science Abstracts (Web of Science)

• POPLINE

• ERIC

• Digital Dissertations

• CHID

• Biological Abstracts

• PERRY (CDC).

APPENDIX 1:  METHODOLOGY
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METHODOLOGY
In addition, two additional data sources were inte-

grated:

• World Health Organization (RHR)

• Alan Guttmacher Institute (AGI).

Thirdly, over 50 colleagues from around the world

were contacted for citations, reports, and meeting

summaries. Together, this process resulted in

11,542 citations that were organized into an

EndNotes file (available upon request from the

WHO/CAH).

CODING SCHEME
Given the vast number of publications, a system of

coding was developed to identify those articles that

should be purged from the EndNotes file, those that

should be retained but not retrieved, and those that

should be retrieved and read. The initial coding was

as follows:

ß 0  = do not include in EndNotes. Topic is

irrelevant to adolescent sexual and repro-

ductive health (e.g., acne).

ß 1  =  Topic is correct, but does not meet crite-

ria (see below) to be retrieved. Thus, the

citation was retained in the EndNotes

file. Articles coded #1 included: newslet-

ter publications, very short (< 3 pages)

articles/ briefs, interviews, book chapter

if data were published in the peer-

reviewed literature.

ß 2  =  Based on title, abstract and/or other

information available, the reference

appears to meet criteria for inclusion, or

it could not be determined whether it

does. All such articles were retrieved.

Additional coding of the EndNotes file included

geography and study type.

GEOGRAPHIC LOCATION

G = developing country

D = industrialized country other than 
United States of America

S = United States of America

STUDY TYPE

R = risk and protective (R&P) factors study;

I = impact study;

B = both R&P as well as impact study.

During the coding process, frequent inter-rater reli-

ability checks were conducted to ensure that the

coding was as standardized. Once completed, there

were 2,442 citations coded #2. Of these, 289 were

from developing countries.

Criteria for inclusion of the report. As previously

indicated, articles coded #2 meet the following cri-

teria:

• The article was published or released after 1990;

• The sample is predominantly young people 10-24
years of age;

• The topic addresses any of the adolescent sexual
and reproductive health areas noted above;

• The analytic design included multivariate analy-
ses;

• The sample size was at least 100 participants.

After reading the initial 289 articles that appeared

to meet the criteria, 158 articles actually did.
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