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Abstract

Context: South Africa’s HIV/AIDS treatment efforts have been lauded recently for making
significant progress against the epidemic, but her HIV/AIDS prevention efforts on the other hand
have not achieved much. Health Belief Model stipulates that the likelihood of an individual
engaging in a given health enhancing behaviours is a function of perceived susceptibility,
perceived severity, perceived benefits, perceived barriers and cues to action.

Objective: This paper investigates the impact of HIV/AIDS-Related Beliefs and Risk perception
on Sexual Behaviours of young people in Cape Town, South Africa based on the Health Belief
Model.

Methods: This paper uses Wave 1 data of Cape Area Panel Study (CAPS) which is a
longitudinal study of the lives of 4,800 young adults, their families and households. Wave 1
sample was a representative sample of young people who were aged 14 to 22 in 2002. STATA
statistical package is used and simple descriptive statistics, correlation, binary and multinomial
logistic regression models were employed for the analyses in this paper. The key independent
variables included in the analyses are age and age at first sexual intercourse measured in single
years, gender, type of place where they spent most of their lives, population group/race, religion,
marital status, currently enrolled in school, expectation to succeed, self assessment of school,
how often they do home work, lateness to school, truancy, work status, whether they have any
health problem/disability, self health rating, whether they had any serious illness or injury that
kept them from doing normal activities, description of first sexual intercourse, experience of
forced sex, number of sexual partners in the last one year, experience of abnormal discharge and
ulcer or sore in the private part, whether HIV/AIDS is preventable, whether they personally know
anyone who has HIV/AIDS and their relationship with the person, whether they personally know
anyone who has died or think has died of HIV/AIDS and their relationship with the person, and
lastly their risk perception about contracting HIV/AIDS. Outcome variables are contraceptive use
at first and last sexual intercourse and consistency of condom use at last sexual intercourse.

Results: Results showed that a larger proportion of the young people under the study fall within
ages of 17 and 19 with mean age of 17.88 years (95% C.I: 17.81years - 17.95 years; N= 4,754).
There were more females than males in the sample (53% versus 47%), and more than half were
born in Cape Town (65%). Forty-five percent of the respondents were Black/African, and 64%
were currently in school. More than half rated themselves to be an average student (58%).
Twenty-eight percent never worked in the last 12 months. Forty-six percent (N=4,744) had been
sexually active (45% for males and 46% for females), and majority had their first sexual debut
between ages 14 and 18 with the mean age at first sexual intercourse of 17.41 years (95% C.I:
16.99 years — 17.83 years). Eighty-eight percent of the young adults had their first sex with a
girl/boyfriend and 54% of their first sexual partners are below age 18 years. Fifty-three percent
reported using protection against pregnancy/disease at first sex and only 1% reported that their
first sexual intercourse was forced/rape. Seventy-two percent reportedly use protection at their
last sexual intercourse. Ninety-five percent believed that there is protection against HIV/AIDS,
44% believed in Abstinence; 1% in non-penetrative sex; 90% in use of condom; 6% in limiting
sexual partners; 18% in having only one sexual partner; 3% in avoiding commercial sex workers;
0.51% in having sex with virgin; 8% in using sterilized needles and 7% in partner taking blood
test. Belief in abstinence, limiting of numbers of sexual partners, use of sterilized needles,



partners taking blood test, other ways of preventing HIV/AIDS, being HIV-positive and risk
perception about HIV/AIDS are correlated with use of protection at first sexual intercourse
(P<0.05) while belief in abstinence, limiting of numbers of sexual partners, belief in other ways of
preventing HIV/AIDS, ignorance about ways of preventing HIV/AIDS, knowledge about prevention
of HIV/AIDS and risk perception about HIV/AIDS correlated with use of protection at last sexual
intercourse (P<0.05). Binary logistic regression results show that belief in abstinence, limiting of
numbers of sexual partners and risk perception about HIV/AIDS are the most important predictors
of use of protection at last sexual intercourse (P<0.05). Small risk, moderate risk, great risk, HIV-
positive and ignorant group are all less likely to use protection at the last sexual intercourse when
compared to no risk assessor (P<0.05). Multinomial logistic regression results reveal that having
other relations who have died of HIV/AIDS at usually used group and a mother who have died of
HIV/AIDS at rarely used group was significantly associated with consistency of condom use at
last sexual intercourse (P<0.05).

Conclusions: The paper concludes that risk perception about HIV/AIDS and external cues of
having relations who have died of HIV/AIDS, have impact on the use of protection during first and
last sexual intercourse, and consistency of condom use at last sexual intercourse. Appropriate
population information, education and communication (IEC) programmes should be practical, and
those having deceased relations from HIV/AIDS should be encouraged to speak out so that
young people in South Africa can know that the epidemic is real.

Introduction

Adolescents and young adults’ sexual and reproductive health has become a matter of serious
health concern worldwide particularly because of Human Immuno-deficiency Virus (HIV) and
Acquired Immune Deficiency Syndrome (AIDS) pandemic as well as high levels of teenage
pregnancy due to early sexual debut and lower rate of modern contraceptive use, illegal abortion
and early childbearing (UNESCO 2003; UNFPA 2003; UNAIDS 2004; Treffer 2002; Department
of Economic and Social Affairs 2004; PRB 2000, 2006; Garenne et al. 2000; Sellix 1996). Around
the world, about 6000 young people aged 15-24 years are infected with HIV each day; it was
estimated that 7.3 million young women and 4.5 million young men are now living with HIV/AIDS
(UNFPA 2003; UNAIDS 2004; Department of Economic and Social Affairs 2004). Fewer than 5%
of the poorest young people use modern contraceptive methods (UNFPA 2003). More than half of
all new human immunodeficiency virus (HIV) infections occur in people between the ages of 15
and 24 years. Adolescents appear to have a high level of awareness about HIV/ AIDS but this
has not translated into substantial behaviour change. They have more than one sexual partner;
between 40% and 60% of adolescents have more than one partner within a 6-month period. Few
perceive themselves to be at risk; few take the need for safer sex seriously, and do not see AIDS
as a personal threat, although most adolescents acknowledge the disease's severity (Hartell
2005; Sellix 1996).

Boer and Emons (2004) in their study in northern Thailand found that persons who held
inaccurate beliefs about HIV transmission also reported more stigmatising attitudes, perceived
AIDS as less severe, perceived a lower vulnerability and were less motivated to use condoms.
Volk and Koopman (2001) in their study at Kisumu in Kenya found that although three-quarter of
the participants interviewed engaged in sexual intercourse during the preceding month, fewer
than one-fifth used a condom and that for both sexes, perceived barriers was the only component
of the Health Belief Model significantly associated with condom use, with greater perceived
barriers being associated with lower frequency of condom use. Odumosu (2001) found a high
awareness of HIV/AIDS among the youths studied in Nigeria, and that although majority seems to
be knowledgeable about HIV/AIDS especially in the area of both sexual and casual transmission
routes, some of the respondents could not differentiate between HIV and AIDS. The author
further found that the majority of the respondents emphasise abstinence and monogamy as the
sure way to prevent contraction of HIV while condoms are seen as a last resort.



In Ethiopia, Sahlu et al. (1999) found high risk sexual behaviours and low perception of individual
risk among their study participants. Ellen et al. (1996) found among urban U.S high school
students studied in 1991 that about a third were sexually active and about a quarter never used a
condom compared to forty-three per cent who always use. The author noted that the participants
showed no optimistic bias in their perceptions of the relative risk of STls including HIV and that
White participants believed they are at less relative risk when compared to the Black, Hispanic,
Asian and other participants. Bishop (1996) found high level of awareness, wrong knowledge and
misconceptions about HIV/AIDS in Singapore. Yep (1993) through a study that seeks to test the
capacity of four health beliefs as postulated by the Health Belief Model to predict sexual
monogamy, condom use, and overall changes in health behaviour in the context of HIV
prevention, found among U.S young adults that research hypotheses predicted a positive
relationship between health beliefs associated with susceptibility, severity, benefits and HIV-
prevention behaviour. A further hypothesis postulated a negative relationship between health
beliefs associated with barriers and HIV-preventive behaviour. Also, the respondents found HIV
to be a very serious health threat, but they did not perceive themselves as vulnerable to infection.
The author found that even though they believe in the efficacy of condom use to prevent HIV
transmission, they do not use them consistently and perceived susceptibility and barriers were
thus indeed significant predictors of the adoption of certain HIV preventive behaviours among
sexually-active young adults.

South African youths are vulnerable to HIV infection, as a population-based survey data in 2002
and 2005 indicate that about 9.0% and 10.3% of 15-24 year olds nationally (12% and 13.3% of
females; 6.1% and 8.2% of males) are infected respectively (Mandela Foundation/HSRC 2002,
2005) with 11.2% HIV-prevalence rate reported among people between the ages of 15 and 24
living in Western Cape (Shisana and Simbayi 2002 cited in Simbayi et al. 2005). The data shows
an increase in the HIV-prevalence rate among South African youths and this might not be
unconnected with their sexual and reproductive behaviours. These rates are high, and the
behaviour of this group over the next few years will help determine the trajectory of the pandemic
in the coming decades (Macintyre et al., 2004). Studies have shown that South African youths
often report high risk sexual and contraceptive behaviours (Simbayi et al. 2005; Hartell 2005).
The 2005 National Household HIV Survey found high levels of HIV infection among young people
aged 15-24 years, which were about the same as those found in National Young People Survey
in 2003, a sign that the epidemic has not lost momentum (Shisana et al. 2005; Reproductive
Health Research Unit and Medical Research Council 2004). It had been noted that while South
Africa’s treatment efforts have made significant progress, her HIV prevention efforts have not
made notable inroads against the epidemic (WHO/UNAIDS 2006).

Adolescents do not practice safe sex in general and use of preventative measures is poor. More
than 50% of the sexually active adolescents never used a condom. Less than 10% use a condom
regularly during sexual intercourse. Failure to practice safe sex is related to pressure to engage in
early and unprotected intercourse, pressure to have a child, lack of access to user-friendly
reproductive health services, negative perceptions about condoms, low perceptions of personal
risk, and low perceived self-efficacy in preventative behaviour. General knowledge of adolescents
about transmission of disease was found on the whole to be inadequate to provide a foundation
for developing positive attitudes and safer sexual behavior. It was found that many young people
receive conflicting messages about sex and sexuality: non-penetrative sex is not considered to be
proper sex; widely believed myths reinforce negative attitudes about safer sex and contraceptive
use; most adolescents make decisions about engaging in sex without having accurate information
and access to support and services; they lack knowledge and negotiation skills in sexual
relationships; and many do not acknowledge the disease to be a problem in their area or in their
race group (Hartell 2005; Sellix 1996).

Unsafe sex/Sexually Transmitted Infections (STls) including the connection between unsafe sex
and HIV transmission has been ranked first as one of the most important risk factors of disease in
South Africa (South African MRC 2005/06). UNICEF (1995) cited in Hartell’'s 2005 review
investigated adolescents' knowledge and experience of sexuality through focus groups in five



provinces. The study found that adolescents receive conflicting messages about sex and
sexuality and that they lack the knowledge, confidence, and skills to discuss sexual issues,
including contraception and prevention of infection. Furthermore, this study found that widely
believed myths reinforce negative attitudes about safer sex and contraceptive use, and that most
adolescents make decisions about sex in the absence of accurate information and access to
support services. Also, Kuhn et al. (1994) and Harvey (1997) cited in Hartell (2005), in their
research on knowledge, attitudes, and sexual behavior related to AIDS, found that, while
knowledge of HIV/AIDS among adolescents is generally good, many engage in high-risk sexual
behavior. Harvey (1997) cited in Hartell (2005) showed that, among Zulu-speaking Standard 8
(Grade 10) students (N = 519), more than a third (34.9%) reported being sexually active, with
some having more than one sexual partner. Less than half of all students (42%) acknowledged
that having one uninfected sexual partner was an effective preventive measure. Aimost a quarter
of the students (23.8%) reported having been treated for a sexually transmitted disease in the
past. The study further revealed that more than 50% of the sexually active students never used a
condom. No more than 10% have used a condom regularly during sexual intercourse; a variety of
misconceptions about condoms resulted in rejection of their use.

An earlier study by Kuhn and colleague (1994) cited in Hartell (2005) among Xhosa-speaking
secondary school students in the Western Cape, indicated that 42.4% of sexually active students
believed that having one uninfected sexual partner helps to prevent getting HIV/AIDS. However,
relatively few students believed that AIDS could affect them, and their attitudes toward condoms
were largely negative. In an extensive survey and follow-up among urban black youths aged 16 to
20 years in Soweto, Khayelitsha, and Umlazi, Richter (1996) found that 40% of young women
and 60% of young men had had more than one sexual partner in the previous six months, and
that condom use was relatively low (Hartell 2005). Studies on adolescent sexual behaviour in
South Africa shows that early sexual initiation is common and that many young people indulge in
risky sexual behaviour in spite of high knowledge about HIV/AIDS (Naidoo 1994; Kelly 2001;
Harvey 1996; Goliath 1995; Matthews and colleagues 1990; CASE 1995 cited in Hartell 2005).

However, many of the South African studies found for review lack theoretical basis for analysis.
This paper therefore seeks to investigate the impact of HIV/AIDS-related beliefs and risk
perception on sexual behaviours of young people in Cape Town, South Africa based on the
Health Belief Model.

Data and Methods

This paper uses Wave 1 data of Cape Area Panel Study (CAPS) which is a longitudinal study of
the lives of 4,800 young adults, their families and households. Wave 1 sample was a
representative sample of young people who were aged 14 to 22 in 2002. STATA statistical
package is used and simple descriptive statistics, chi-square, correlation, binary and multinomial
logistic regression models were employed for the analyses in this paper. The key independent
variables included in the analyses are age and age at first sexual intercourse measured in single
years, gender, type of place where they spent most of their lives, population group/race, religion,
marital status, currently enrolled in school, expectation to succeed, self assessment of school,
how often they do home work, lateness to school, truancy, work status, whether they have any
health problem/disability, self health rating, whether they had any serious illness or injury that
kept them from doing normal activities, description of first sexual intercourse, experience of
forced sex, number of sexual partners in the last one year, experience of abnormal discharge and
ulcer or sore in the private part, whether HIV/AIDS is preventable, whether they personally know
anyone who has HIV/AIDS and their relationship with the person, whether they personally know
anyone who has died or think has died of HIV/AIDS and their relationship with the person, and
lastly their risk perception about contracting HIV/AIDS. Because of the nature of the outcome
variables in this paper, binary (for dichotomous variables) and multinomial (for dependent variable
having more than two outcomes) logistics regression models will be used. The general model of
the binary logistic regression is of the form shown below:
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where Xj, X,,..., X¢ are set of independent variables, by is a constant/intercept while b’s are
regression coefficients. P is the probability of using contraception at first and last sexual
intercourse.

The general model of the multinomial logistic regression is of the form shown below:

P.(ylx) = expw.f(x,y)/ Z,(x); where Z,(x) = ) expw.f(x,y)

The outcome variable for this model is consistency of condom use with the last sexual partner,
and the response has four categories. Outcome variables in this paper are contraceptive use at
first and last sexual intercourse and consistency of condom use with last sexual partner.

Theoretical Background

This paper uses the Health Belief Model (HBM) as the basis of analysis. HBM is a psychological
model that attempts to explain and predict health behaviours. This is done by focusing on the
attitudes and beliefs of individuals. The HBM was first developed in the 1950s by social
psychologists Hochbaum, Rosenstock and Kegels working in the U.S. Public Health Services.

The model was developed in response to the failure of free tuberculosis (TB) health screening

programme. Since then, it has been adapted to explore a variety of long- and short-term health

behaviours, including sexual risk behaviours and the transmission of HIV/AIDS. The core

assumptions and statements in HBM is based on the understanding that a person will take a

health-related action, for example, use condoms if that person feels that a negative health

condition (i.e., HIV) can be avoided, has a positive expectation that by taking a recommended
action, he/she will avoid a negative health condition (i.e. using condoms will be effective at

preventing HIV) and believes that he/she can successfully take a recommended health action (i.e.

he/she can use condoms comfortably and with confidence). According to this model, the

likelihood that an individual engages in a given health (enhancing) behaviour is a function of the
following factors:
« Perceived susceptibility: One’s subjective perception of the risk of contracting a particular
disease, for instance the perceived risk of being infected with HIV.

« Perceived severity: Feelings concerning the seriousness of the consequences of getting
the disease which could be medical, clinical or social. Most people probably believe that
being infected with HIV would mean substantial reduction in life expectancy. Some
people may believe that being HIV infected leads to social rejection and discrimination.

% Perceived benefits: The extent to which the individual believes that the various available
actions are effective in reducing the threat. If use of condoms is regarded to be effective
in reducing the risk of contracting HIV, the likelihood of taking such action is higher than if
they do not believe this to be the case.

% Perceived barriers: The potential negative aspects of a particular health action may
function as impediments to undertaking the recommended behaviour.

« Cues to action: This may sometimes trigger appropriate health behaviour. This could be
internal cues like bodily symptoms, or external cues such as the death of a friend or a
family member or a mass media campaign. Although proposed in the original model,
cues to action have been far less researched than the other factors mentioned.

Susceptibility and severity jointly determine the perceived threat of the disease, sometimes
referred to as vulnerability. In 1988, Rosenstock and colleagues proposed that self-efficacy
(conviction about one’s ability to carry out the recommended action) was added to the Health
Belief Model because it was argued that this would add to its explanatory power. However,
the HBM seems to a large extent to assume that health concerns are the most important kind
of predictors of health behaviours although this is not necessarily the case. Furthermore, the
HBM neglects the social and contextual factors which may influence behaviours (Adolescent
Reproductive Health Network 1998; Health Belief Model (n.d.))



Conceptual Framework

Figure 1: Health Belief Model (Conceptual Framework)
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Adapted from Rosenstock, I. (1974). The Health Belief Model and Preventive health behaviour. Health Education
Monographs. Vol. 2, No. 4. Pp. 354-386 cited in The Adolescent Reproductive Health Network (ARHNe) 1998. p. 34
and Glantz et al., 2002, p. 52 and modified

The conceptual framework shows how individual perceptions operationalised as perceived
susceptibility or seriousness of a disease can work through modifying factors operationalised as
perceived threat of that disease to affect the likelihood of taking recommended preventive
action/behavioural change. Also, demographic factors can influence the likelihood of taking
recommended preventive action/behavioural change through individual perception and perceived
threat or through perceived benefits versus perceived barrier. Lastly, cues to action, which are
either internal or external, can work through perceived threat of a disease to affect likelihood of
taking recommended preventive action/behavioural change.

Results
Profile of the respondents

Table 1: A table showing the background characteristics of the adolescents and young adults in
Cape Area Panel Study (CAPS) Wave | (2002)

Characteristics/Variables Frequency Percent
Age at last birthday

14 490 10.31
15 546 11.49
16 555 11.67
17 604 12.71
18 577 12.14
19 578 12.16
20 500 10.52
21 471 9.91




22 433 9.11
Total 4,754 100.00
Gender

Male 2,483 46.99
Female 2,801 53.01
Total 5,284 100.00
Place of birth

Cape Town (C.T) 3,098 65.19
Western Cape, outside C.T 150 3.16
Eastern Cape 1,133 23.84
Northern Cape 49 1.03
Free State 27 0.57
KwaZulu-Natal 57 1.20
North West 9 0.19
Gauteng 165 3.47
Mpumalanga 4 0.08
Northern Province 4 0.08
Outside South Africa 56 1.18
Total 4,752 100.00
Type of place spent most of

life

Formal urban 3,339 70.86
Informal urban 380 8.06
Commercial farm 34 0.72
Rural (under chief) 846 17.95
Other rural 102 2.16
Others 11 0.23
Total 4,712 100.00
Race/Population Group

Black/African 2,152 45.27
Coloured 1,980 41.65
Indian 23 0.48
White 594 12.49
Others 5 0.1
Total 4,754 100.00
Ever married

Yes 85 1.79
No 4,665 98.21
Total 4,750 100.00
Currently enrolled in school

Yes 3,043 64.12
No 1,703 35.88
Total 4,746 100.00
Expect to pass at the end of

2002

Yes 2,926 96.54
No 28 0.92
Don’t Know 77 2.54
Total 3,031 100.00
What type of student in

secondary school

Toward the bottom of the class 46 0.97
Below average 229 4.83
Average 2,762 58.28




Above average 808 17.05
Top of the class 441 9.31
Have not attended secondary

school 437 9.22
Don’t Know 16 0.34
Total 4,739 100.00
Worked in last 12 months

Yes 1,346 28.36
No 3,400 71.64
Total 4,746 100.00
Currently have job

Yes 872 51.90
No 808 48.10
Total 1,680 100.00
Ever worked for pay or family

gain

Yes 742 19.13
No 3,137 80.87
Total 3,879 100.00

Note: Some of the variables do not add up to the overall total because of missing values.

From table 1 above, it is clear that the least age of the respondents in 2002 is 14 years (10.31%)
and the highest age is 22 years (9.11%). Those who were aged 17 years had the highest
percentage of 12.71%. A little more than half are females (53.01%) while others are males
(46.99%). About a third of the respondents were born in Cape Town (65.19%) while majority
reported spending most of their lives in formal urban areas (70.86%). Forty-five percent of the
respondents were Blacks/Africans, followed by the coloureds (41.65%); 12.49 per cent Whites
and 0.48 per cent Indians. About two per cent reported being ever married in 2002 and 64.12 per
cent were currently enrolled in school at the time of the survey. Majority of those in currently
enrolled in schools expected to pass at the end of that year (96.54%) and more than half rated
themselves to be average students (58.28%). A little above a quarter worked in the last 12
months to the time of the survey (28.36%) and about half currently had a job in 2002 (51.90%).
Less than a quarter reported having ever worked for pay or family gain (19.13%).

Table 2: A table showing the distribution of health, sexual and contraceptive characteristics of the
adolescents and young adults in Cape Area Panel Study (CAPS) Wave 1 (2002)

Characteristics/Variables Frequency Percent
Any health problem/disability

Yes 466 9.85
No 4,247 89.73
No Response/Refused 1 0.02
Don’t Know 19 0.40
Total 4,733 100.00
Self-health rating

Poor 46 0.97
Fair 293 6.17
Good 1,487 31.33
Very good 994 20.94
Excellent 1,920 40.46
Don’t Know 6 0.13
Total 4,746 100.00
Had serious illness/injury that




prevented normal activities
within the last 24 months

Yes 384 8.15
No 4,326 91.79
Don’'t Know 3 0.06
Total 4,713 100.00
Ever had sex

Yes 2,162 45,57
No 2,542 53.58
No Response/Refused 38 0.80
Don’'t Know 2 0.04
Total 4,744 100.00
Age at first sex

10 4 0.19
11 5 0.23
12 31 1.43
13 85 3.93
14 193 8.93
15 390 18.05
16 544 25.17
17 396 18.32
18 282 13.05
19 108 5.00
20 66 3.05
21 22 1.02
22 4 0.19
No Response/Refused 13 0.60
Don’'t Know 18 0.83
Total 2,161 100.00
Describe relationship with first

sexual partner

Casual/Acquaintance 99 4.63
Friend 128 5.99
Girlfriend/Boyfriend 1,875 87.74
Engaged 2 0.09
Living together but not

engaged 10 0.47
Married 14 0.66
Relative 3 0.14
Others 6 0.28
Total 2,137 100.00
Use protection at first sex

Yes 1,126 52.40
No 1,021 47.60
Total 2,147 100.00
Main reason used protection

at first sex

To prevent pregnancy 380 33.78
To prevent disease 125 11.11
To prevent both pregnancy

and disease 620 55.11
Total 1,125 100.00

Description of first sexual
intercourse




Willing 1,936 89.84
Persuaded 125 5.80
Tricked 76 3.53
Forced/Raped 18 0.84
Total 2,155 100.00
Had sex where forced,

threatened or hurt

Yes 82 3.89
No 2,021 95.92
No Response/Refused 4 0.19
Total 2,107 100.00
How many sex partners in the

last 12 months

0 271 12.56
1 1,234 57.21
2 and above 599 27.77
Refused 31 1.44
Don’'t Know 22 1.02
Total 2,157 100.00
Had sex more than once

Yes 2,027 94.15
No 126 5.85
Total 2,153 100.00
Description of relationship with

last sexual partner

Casual/Acquaintance 59 2.89
Friend 81 3.96
Girlfriend/Boyfriend 1,790 87.62
Engaged 7 0.34
Living together but not

engaged 28 1.37
Married 71 3.48
Relative 3 0.15
Others 4 0.20
Total 2,043 100.00
Main reason used

contraception at last sex

To prevent pregnancy 437 29.93
To prevent disease 143 9.79
To prevent both pregnancy

and disease 880 60.27
Total 1,460 100.00
Use protection at last sex

Yes 1,458 71.90
No 571 28.10
Total 2,029 100.00
How often use condom at last

sex

Always 874 68.98
Usually 134 10.58
Sometimes 179 14.13
Rarely 80 6.31

Total 1,267 100.00

Abnormal discharge in past 12

10




months

Yes 173 8.04
No 1,968 91.49
No Response/Refused 7 0.33
Don’t Know 3 0.14
Total 2,151 100.00
Ulcer or sore in past 12

months

Yes 82 3.81

No 2,063 95.82

No Response/Refused 7 0.33

Don’t Know 1 0.05

Total 2,153 100.00

Note: Some of the variables do not add up to the overall total because of missing values.

From table 2 above, a tenth of the young respondents had any health problem or disability
(9.85%) and majority rated themselves to be of good, very good or of excellent health (92.73%).
Less than a tenth had serious illness/injury that prevented them from doing normal activities
within the last 24 months to the time of the survey (8.15%). Less than half (45.57%) had been
sexually active and the age at first sexual debut are concentrated between ages 14 and 18 years,
with the mean age of 17.88 years. Majority had their first and last sexual encounters with either
their boyfriend or girlfriend (87.74% and 87.62% respectively) and more than half reportedly use
contraception at first sexual encounter (52.40%), while another 72% reportedly use contraception
at the last sexual encounter. Fifty-five and sixty per cent used contraception to prevent both
pregnancy and disease at first and at last sexual encounters respectively. Majority of the
respondents described their first sexual intercourse as willing (89.84%) while 57% reportedly had
one sexual partner in the last 12 months. However, about a quarter (28%) had more than one
sexual partner and majority had had sex more than once (94.15%). About two third reportedly
always use condom with the last sexual partner (68.98%), while only 6.31% reported rare use of
condom with the last sexual partner. Less than a tenth reported abnormal discharge in the past
12 months (8.04%) and another 3.81% reported ulcer or sore in their private part in the past 12
months.

Table 3: A table showing the distribution of the adolescents and young adults by their first sex
and last sex contraceptive method in Cape Area Panel Study (CAPS) Wave 1 (2002)

Characteristics/Variables Frequency (Percent)
First sex contraception

Pill 108 (9.69)
IUD/Loop 1(0.09)
Injection/Depo-provera 220 (19.73)
Male Condom 911 (81.19)
Female Condom 3 (0.27)
Traditional methods 1 (0.09)
Safe days/Rhythm method 1 (0.09)
Withdrawal 1(0.09)
Last sex contraception

Pill 148 (7.31)
IUD/Loop 6 (0.30)
Injection/Depo-provera 364 (17.94)
Male Condom 1,160 (56.83)
Female Condom 3 (0.15)
Traditional

methods/herbs/Withdrawal 3 (0.15)

Note: Some of the variables do not add up to the overall total because of missing values.
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Figures in parentheses are percentages

Table 3 shows that male condom is the most commonly used method of contraception during first
and last sexual encounter among adolescents and young adults in Cape Area of South Africa
(81.19% and 56.83% respectively). Male condom was followed by injection/depo-provera
(19.73% and 17.94% respectively) and the least used methods at first sexual encounter were
IUD/Loop, traditional and natural methods such as safe days/rhythm method and withdrawal
method (0.09%); female condom, traditional and natural methods at last sexual encounter

(0.15%).

Table 4: A table showing the distribution of the adolescents and young adults by their responses

to HIV/AIDS questions in Cape Area Panel Study (CAPS) Wave 1 (2002)

Characteristics/Variables

Frequency (Percent)

Can one protect against
HIV/AIDS?

Yes 4,503 (95.00)
No 184 (3.88)
No Response/Refused 2 (0.04)
Don’'t Know 51 (1.08)
Total 4,740 (100.00)

Known ways to protect against
HIV/AIDS

Abstinence 1,973 (43.73)
Non-penetrative sex 40 (0.93)
Condom 4,062 (89.79)
Limiting sexual partners 281 (6.24)
Having only one sexual

partner 804 (17.83)
Avoiding commercial sex

workers 126 (2.80)
Having sex with virgin 23 (0.51)
Using sterilised needles 376 (8.35)
Partner taking blood test 294 (6.53)
Others 266 (5.91)
Don’'t Know 9 (0.20)
Personally know someone

with HIV/AIDS

Yes 710 (14.95)
No 4,022 (84.71)
No Response/Refused 2 (0.04)
Don’t Know 14 (0.29)
Total 4,748 (100.00)

Relationship to HIV/AIDS
person (N=710)

Friend 196 (27.76)
Acquaintance 98 (13.84)
Neighbour 131 (18.56)
Self 5(0.71)
Spouse 1(0.14)
Boyfriend/Girlfriend 2 (0.28)
Mother 1(0.14)
Father 2 (0.28)
Sibling 9 (1.27)
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Other relative

99 (14.00)

Others

177 (25.07)

Know someone personally
who died or think died of
HIV/AIDS

Yes 1,023 (21.54)
No 3,712 (78.15)
No Response/Refused 3 (0.06)
Don’'t Know 12 (0.25)
Total 4,750 (100.00)

Relationship to HIV/AIDS
deceased (N=1,023)

Distant family 186 (18.25)
Friend 186 (18.29)
Acquaintance 151 (14.83)
Neighbour 232 (22.79)
Don’'t Know/Refused 1(0.10)
Boyfriend/Girlfriend 2 (0.20)
Mother 7 (0.69)
Sibling 16 (1.57)
Child 2 (0.20)
Other relative 186 (18.25)
Others 255 (25.02)

Assessment of risk for HIV
infection

No risk 2,662 (56.10)
Small risk 1,194 (25.16)
Moderate risk 349 (7.36)
Great risk 261 (5.50)
HIV positive 6 (0.13)
No response/refused 8 (0.17)
Don’'t Know 265 (5.58)
Total 4,745 (100.00)

Note: Some of the variables do not add up to the overall total because of missing values.
Figures in parentheses are percentages

From table 4, majority of the respondents believed that one can be protected against HIV/AIDS
(95%). They mentioned the various ways by which HIV/AIDS can be prevented and it ranges from
abstinence (43.73%), having non-penetrative sex (0.93%), using condom (89.79%), limiting
sexual partners (6.24%), having only one sexual partner (17.83%), avoiding commercial sex
workers (2.80%), having sex with virgin (0.5%), using sterilised needles (8.35%), partner taking
blood test (6.53%) and other ways (5.91%). This shows that a larger proportion of the
respondents are familiar with condom. About 15% of the respondents personally know someone
living with HIV/AIDS. When asked about their relationship to such people, 27.76% indicated that
they were friends; 13.84% acquaintance; 18.56% neighbours; 14% other relatives and 25%
others. Also, about twenty-two per cent of the respondents know someone personally who died or
think died of HIV/AIDS and these deceased persons were either distant family members
(18.25%), friends (18.29%), acquaintance (14.83%), neighbours (22.79%), other relatives
(18.25%) or others (25.02%). Moreover, more than half of the respondents assessed themselves
to be at no risk of contracting HIV (56.10%).
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Bivariate Results

Table 5: A table showing the chi-square test results of association between gender and the

outcome variables

Outcome variables Gender

Use of contraception Male Female Total

against preghancy or

disease at first sexual

encounter

Yes 485 (43.23) 637 (56.77) 1,122 (100.00)
No 468 (46.02) 549 (53.98) 1,017 (100.00)
Total 953 (44.55) 1,186 (55.45) 2,139 (100.00)
Pearson chi-square test value=1.6825; P-value= 0.195

Use of contraception

against pregnancy or

disease at last sexual

encounter**

Yes 688 (47.35) 765 (52.65) 1,453 (100.00)
No 205 (36.09) 363 (63.91) 568 (100.00)
Total 893 (44.19) 1,128 (55.81) 2,021 (100.00)

Pearson chi-square test value=20.9894; P-value= 0.000

Consistency of
condom use with last
sexual partner**

Always 467 (53.62) 404 (46.38) 871 (100.00)
Usually 70 (52.24) 64 (47.76) 134 (100.00)
Sometimes 89 (50.00) 89 (50.00) 178 (100.00)
Rarely 25 (31.65) 54 (68.35) 79 (100.00)
Total 651 (51.58) 611 (48.42) 1,262 (100.00)

Pearson chi-square test value=14.2175; P-value= 0.003

Figures in parentheses are percentages

**p<0.01

Table 5 reveals that more females than males reported practicing contraception against
pregnancy or disease at first sexual encounter (55.77% versus 43.23%) although it is not
statistically significant and also at the last sexual encounter (52.65% versus 47.35%; p<0.01). In
relation to consistency of condom use, more males than females reported always and usual use
of condom with last sexual partner (63.62% and 52.24% versus 46.38% and 47.76% respectively;

p<0.01).

Table 6: A table showing the chi-square test results of association between race/population group
and the outcome variables

Outcome variables

Race/Population group

Use of contraception African Coloured | Indian White Others Total

against preghancy or

disease at first sexual

encounter**

Yes 586 379 3(0.27) 152 2(0.18) 1,122
(52.23) (33.78) (13.55) (100.00)

No 719 281 2 (0.20) 15 (1.47) | 0(0.00) 1,017
(70.70) (27.63) (100.00)

Total 1,305 660 5(0.23) 167 2 (0.09) 2,139
(61.01) (30.86) (7.81) (100.00)
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Pearson chi-square test value=137.8735; P-value= 0.000

Use of contraception
against pregnancy or
disease at last sexual

encounter**

Yes 901 390 4 (0.28) 157 1(0.07) 1,453
(62.01) (26.84) (10.81) (100.00)

No 330 230 1(0.18) 7 (1.23) 0 (0.00) 568
(58.10) (40.49) (100.00)

Total 1,231 620 5(0.25) 164 1(0.05) 2,021
(60.91) (30.68) (8.11) (100.00)

Pearson chi-square test value=72.5040; P-value= 0.000

Consistency of

condom use with last

sexual partner**

Always 545 227 2 (0.23) 96 1(0.11) 871
(62.57) (26.06) (11.02) (100.00)

Usually 72 39 0 (0.00) 23 0 (0.00) 134
(53.73) (29.10) (17.16) (100.00)

Sometimes 141 33 0 (0.00) 4 (2.25) 0 (0.00) 178
(79.21) (18.54) (100.00)

Rarely 47 24 1(1.27) 7 (8.86) 0 (0.00) 79
(59.49) (30.38) (100.00)

Total 805 323 3(0.24) 130 1(0.08) 1,262
(63.79) (25.59) (10.30) (100.00)

Pearson chi-square test value=36.7225; P-value= 0.000

Figures in parentheses are percentages

**p<0.01

From table 6 above, Africans consistently did better than the other racial or population groups as
far as the data analysed and outcome variables are concerned. Race is highly associated with
the use of contraception at first and last sexual encounter, and with the consistency of condom
use with last sexual partner (p<0.01). This is of course contrary to expectation and the likely
reason may not be far from the fact that Africans constitute the larger percentage of the sampled

respondents.

Multivariate Results

Table 7: Binary logistic regression model predicting the odds of using contraception at first sexual
intercourse disaggregated by some selected background and HIV/AIDS variables, CAPS Wave 1,

2002

Background variables

Odd Ratio/Exp (B)

Age*

1.064 (0.025)

Type of place spent most of life**

Formal urban 1.693 (1.152)
Informal urban 2.000 (1.161)
Commercial farm 2.680 (1.282)
Rural under chief 2.788 (1.156)
Other rural areas 1.962 (1.185)
Others RC
Race/Population group**

African 170.325 (9.546)
Coloured 110.268 (9.546)
Indian 105.522 (9.590)
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White 17.354 (9.549)

Others RC

Whether ever married*

Yes 0.553 (0.251)
No RC

Whether currently in school**

Yes 0.683 (0.109)
No RC
Description of first sexual intercourse

Willing 0.481 (0.497)
Persuaded 0.608 (0.531)
Tricked 0.654 (0.553)
Forced/raped RC

Constant 0.004 (9.650)

HIV/AIDS variables

Belief in abstinence as a way of protecting
against HIV/AIDS*

No 1.242 (0.095)

Yes RC

Belief in limiting sexual partners as a way of
protecting against HIV/AIDS*

No 1.543 (0.178)
Yes RC

Belief in other ways of protecting against

HIV/AIDS**

No 3.652 (0.294)
Yes RC

Don't know a way of protecting against

HIV/AIDS

No 0.014 (5.801)
Yes RC

HIV infection risk assessment*

No risk 0.572 (0.193)
Small risk 0.532 (0.203)
Moderate risk 0.578 (0.235)
Great risk 0.757 (0.253)
HIV positive 3.166 (1.111)
No response/refused 0.654 (1.428)
Don’t Know RC

Constant 16.822 (5.814)

The figures in parentheses are standard error
**p<0.01; *p<0.05; RC means Reference Category

From table 7, the odds of using contraception at first sexual intercourse increase with spending
most of life in a formal urban, informal urban, commercial farm, rural under chief and other rural
areas when compared with others (p<0.01). The same picture is observed with race (p<0.01).
The odds decrease with being married and being currently enrolled in school (p<0.05). Those that
did not believe in abstinence, limiting sexual partners, or in any other ways of protecting against
HIV are all more likely to use contraception at first sexual encounter (p<0.05; p<0.05 and p<0.01)
when compared to their counterparts who believed in all the factors highlighted above. Knowing a
way of protecting against HIV/AIDS reduces the odds of using contraception at first sexual
intercourse. On HIV infection risk assessment, being HIV positive increases the odds of using
contraception at first sexual intercourse (Odd ratio- 3.166) while other risk assessments decrease
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the odds of using contraception at first sexual intercourse (p<0.05). Age is also a significant
predictor of use of contraception at first sexual encounter (p<0.05).

Table 8: Binary logistic regression model predicting the odds of using contraception at last sexual
intercourse disaggregated by some selected background and HIV/AIDS variables, CAPS Wave 1,

2002

Background variables

Odd Ratio/Exp (B)

Race/Population group**

African 39.210 (13.501)
Coloured 53.280 (13.501)
Indian 29.967 (13.548)
White 5.306 (13.506)
Others RC

Whether ever married**

Yes 0.321 (0.248)
No RC

Whether currently in school**

Yes 0.539 (0.116)
No RC

Description of first sexual intercourse

Willing 0.790 (0.585)
Persuaded 0.892 (0.615)
Tricked 1.036 (0.637)
Forced/raped RC

Gender**

Female 0.668 (0.109)
Male RC

Constant 0.054 (13.516)

HIV/AIDS variables

Belief in abstinence as a way of protecting
against HIV/AIDS

No 1.479 (0.257)
Yes RC

Belief in limiting sexual partners as a way of

protecting against HIV/AIDS

No 0.824 (0.436)
Yes RC

Belief in using sterilised needles as a way of

protecting against HIV/AIDS

No 0.389 (0.548)
Yes RC

Belief in partner taking blood test as a way of
protecting against HIV/AIDS

No 2.546 (0.820)
Yes RC

Belief in other ways of protecting against

HIV/AIDS

No 0.605 (0.603)
Yes RC

Don't know a way of protecting against
HIV/AIDS

No

0.001 (13.502)

Yes

RC
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Self having HIV/AIDS

No 1.203 (1.227)
Yes RC

HIV infection risk assessment*

No risk 1.150 (0.521)
Small risk 0.682 (0.562)
Moderate risk 1.076 (0.597)
Great risk 3.577 (0.634)
HIV positive -

No response/refused 517.804 (13.508)
Don’t Know RC

Constant 300.948 (13.602)

The figures in parentheses are standard error
**p<0.01; *p<0.05; RC means Reference Category

Table 8 shows that being African, Coloured, Indians and Whites increases the odds of using
contraception at last sexual intercourse when compared to others (p<0.01); whether ever married
and whether currently enrolled in school however reduces the odds (p<0.01). Being tricked into
first sexual intercourse increases the odds of using contraception at last sexual encounter (Odds
ratio- 1.036), and being a female decreases the odds of using contraception at last sexual
encounter (p<0.01). Race, whether ever married, whether currently in school (p<0.01) and risk
assessment of HIV infection (p<0.05) are the most important predictors of use of contraception at
last sexual encounter.

Table 9: Multinomial Logistic regression model showing how often respondents use condom with
last sexual partner by some selected background variables (CAPS Wave 1, 2002)

Multinomial logistic regression Number of obs = 1255
LR chi2(12) = 78.42
Prob >chi2 = 0.0000
Log likelihood = -1146.5691 Pseudo R2 = 0.0331
Variables How often use condom with last sexual partner
Usually Sometimes Rarely
0Odd Ratio Odd Ratio 0Odd Ratio
Gender 1.07197 1.092353 2.191455*
Type of place spent most of life | 1.017307 1.101463 1.232895*
Race/Population group 1.233544* 0.584087** 1.092024
Whether ever married 2.01104 2.24356 28.06586**
Constant 0.093546 0.305405 0.013688
*P<0.05; **P<0.01
Total N= 1,255

Note: Reference category for the equation is always use condom with last sexual partner.

The results of the multinomial logistic regression in table 9 shows that gender, type of place spent
most of life, race, whether the respondents have ever married indicate an increased chance that
young people in Cape Area of South Africa will usually use condom with last sexual partner when
compared to those who always use. Also, gender, type of place spent most of life and whether
they had ever married with the exception of race indicate an increased chance of sometimes use
of condom with last sexual partner when compared to those who always use. Moreover, all the
variables indicate an increased chance of rarely use of condom with last sexual partner when
compared to those who always use.

Race/Population group (P<0.05; P<0.01) is a significant predictor of usual and sometimes use of

condom with last sexual partner respectively when compared to those group who always use.
Also, gender (P<0.01), type of place spent most of life (P<0.05) and whether they had ever
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married (P<0.01) significantly predict that young people in Cape Area of South Africa will rarely
use condom with last sexual partner when compared to the group who always use.

Table 10: Multinomial Logistic regression model showing how often respondents use condom
with last sexual partner by some selected HIVV/AIDS variables (CAPS Wave 1, 2002)

Multinomial logistic regression Number of obs = 361
LR chi2(12) = 21.46
Prob >chi2 = 0.0440

Log likelihood = -333.33537 Pseudo R2 = 0.0312

Variables How often use condom with last sexual partner
Usually Sometimes Rarely
Odd Ratio Odd Ratio Odd Ratio

Having others who have died of
HIV/AIDS

2.13931867*

1.614657726

2.620566459

Having a friend who has died of 0.495060402 0.768387896 | 0.360970515
HIV/AIDS

Having a mother who has died of 6.08047E-14 4.505910593 | 22.12979742*
HIV/AIDS

Risk assessment of HIV infection 1.006678502 0.999733136 1.013624681
Constant 0.142211485 0.222087907 | 0.043582308

*P<0.05; **P<0.01
Total N= 361
Note: Reference category for the equation is always use condom with last sexual partner.

The results of the multinomial logistic regression in table 10 show that having others and a
mother who has died as a result of HIV/AIDS, and risk assessment about HIV infection indicate
an increased chance that young people in Cape Area of South Africa will usually use condom
with last sexual partner when compared to those who always use. Also, having others and a
mother who has died as a result of HIV/AIDS indicate an increased chance of sometimes use of
condom with last sexual partner when compared to those who always use. Moreover, all the
variables except having a friend who has died as a result of HIV/AIDS indicate an increased
chance of rarely use of condom with last sexual partner when compared to those who always
use.

Having others who have died of HIV/AIDS (P<0.05) is a significant predictor of usual use of
condom with last sexual partner when compared to those group who always use. Also, having a
mother who has died as a result of HIV/AIDS (P<0.05) significantly predict that young people in
Cape Area of South Africa will rarely use condom with last sexual partner when compared to the
group who always use.

Discussion

This paper had two primary goals. The first one was to investigate the impact of HIV/AIDS-related
beliefs and risk perception on sexual behaviours of young people in Cape Town, South Africa
based on the Health Belief Model. With the exception of condom as a way of protection against
HIV/AIDS, larger proportion of young people did not believe in abstinence, non-penetrative sex,
limiting sexual partners, having one sexual partner, avoiding commercial sex workers, using
sterilised needles, partner taking blood test and so on. Only a tenth of the respondents did not
believe in condom. This indicates that there is a noticeable success in the promotion of condom
use especially male condom among young people in Cape Town. Also, the results indicate that
for many of them, a significantly high proportion of the adolescents and young adults are still
prone to high risk sexual behaviours. It seems from the results that high percentage of the young
people in the study area still doubt the severity of the HIV/AIDS pandemic because a larger
proportion of the young people do not personally know someone living with HIV/AIDS. Also, only
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one-fifth of the respondents know someone personally who died or think died of HIV/AIDS. It is
thought therefore that campaigns and effective intervention programmes that will produce the
desired results must incorporate both the infected and the affected with the intention of giving
face to the pandemic.

The second goal of this paper is to examine whether risk assessment about HIV infection and
cues to action matter in the sexual behaviours of the young people in metropolitan Cape Town.
The results of the analyses in this paper indicate that the tendency is high for the young people in
the study area to rate themselves at no risk or low risk of contracting HIV in spite of their risky
sexual behaviours. Risk assessment about HIV infection seems to affect the sexual behaviours of
the young people studied, and external cues of having someone who has died as a result of
HIV/AIDS seem to influence the sexual behaviour of young people within the study area. Race
and gender correlate significantly with the outcome variables in this paper. This reveals that in
designing effective and efficient intervention programmes, the race and gender of the young
people must be taken into consideration. Pragmatic approach should then be embarked upon in
an attempt to achieve positive attitudinal and behavioural change among young people in Cape
Town specifically and South Africa in general.

Some of the limitations noticed in this paper relate to the fact that the analysis in this paper is
based on only Wave 1 data of the Cape Area Panel Study collected in 2002 and so it is difficult to
infer causal relationships because it is basically a cross-sectional data. It would have been more
robust if more than one wave is used. Also, although it is a representative sample of young
people in metropolitan Cape Town, it is not generalisable over the entire South Africa. Moreover,
the validity of self-reported responses used in the analyses which could have been biased by
possible recall biases could not be ascertained including condom use error.

Conclusion

The paper concludes that risk perception about HIV/AIDS and external cues of having relations
who have died of HIV/AIDS, have impact on the use of protection during first and last sexual
intercourse, and consistency of condom use at last sexual intercourse. Appropriate population
information, education and communication (IEC) programmes should be practical, and those
having deceased relations from HIV/AIDS should be encouraged to speak out so that young
people in South Africa can know that the epidemic is real. Any intervention programmes design
for the South African young people should be gender and race-sensitive to yield maximum result.
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