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Executive Summary

Evidences suggest that many students fail to use knowledge as a basis for
guiding their own sexual behavior. This implies that other variables such
as attitude, beliefs, and personality characteristics should be studied in
order to better understand why individuals do or do not engage in safe
sex practices. The objectives of the study are to identify predictors of
condom use and faithfulness using the constructs of the Health Belief
Model, the Theory of Reasoned Action, the AIDS Risk Reduction
Model, the Theory of Planned Behavior and Social Cognitive Theory. A
cross sectional study design was applied using structured pre-tested ques-
tionnaire. 403 students were selected randomly from Gondar College of
Medicine and Health Sciences. 401 students responded with response
rate of 99.5%

The study revealed that one quarter of the study subjects reported being
sexually active, of which 5.2% were females. The mean age at sexual on-
set was 17.5 (£2.71) years. 24.5% of the sexually active students had 2-5
lifetime partners and 15.3% more than 5. Only males reported more than
one lifetime partner. The majority of the study participants (99.0%) knew
a source of condoms but 326 (85.1%) reported either that they didn’t
know the cost of three condoms or wrongly reported the cost to be >0.50
cents. About 38% didn't use a condom during the last sexual intercourse.
Perceived benefit from practicing the intended behavior, self-efficacy in
performing the intended behavior, perceived behavioral control and nor-
mative belief were significantly associated with condom use and remain-
ing faithful on regression analysis.

Based on the study results, it can be concluded that early sexual onset
and high-risk sexual activity were reported by the study subjects, who
were unlikely to use condoms. Interventions and strategies targeted at
increasing self-efficacy, perceived benefits, normative beliefs and per-
ceived behavioral control are likely to bring about desired behavior
among college students.

vi



I Background and Rationale

HIV/AIDS is the worst pandemic
in human history. Never before did
a single disease have such signifi-
cance in terms of its impact on the
social, economical, political and
security aspects of individuals and
communities. As for many other
infectious diseases of serious pub-
lic health importance, developing
countries are disproportionately
affected by HIV/AIDS. Ethiopia is
one of the countries hardest hit by
the pandemic. The country has
tried to mount a national response
to the challenge posed by HIV/
AIDS (1).

The
Virus (HIV) continues to spread

Human Immunodeficiency
around the world, insinuating itself
into communities previously little
affected by the epidemic and
strengthening its grip on areas
where AIDS is already the leading
cause of death in adults (2). Esti-
mates by the joint United Nations
Program On HIV/AIDS
(UNAIDS) and the World Health
Organization (WHO), indicate that

by the end of 2003 over 42 million
people were infected with HIV,
and that 23 million people around
the world have already lost their
lives due to the disease (3).

Twenty years have passed since
the HIV/AIDS epidemic started in
Ethiopia. The estimated national
adult prevalence in 2003 was
4.4%, (12.6% urban and 2.6% ru-
ral), indicating that the epidemic is
a generalized one. The epidemic
has affected all segments of society
and no region or zone in Ethiopia
is spared. The cumulative number
of people living with HIV/AIDS is
about 1.5 million, of which about
96,000 are children under 15 years.
The estimated number of new
AIDS cases in the adult population
in 2003 was 98,000 (46% male,
54% female), while the number of
people living with HIV/AIDS
(PLWHA) who were in need of
antiretroviral treatment (ART) in
2003 was estimated to be 245,000.
An estimated 90,000 adults and
25,000 children had died of AIDS
by 2003. There were an estimated
539,000 AIDS orphans in 2003(4).
In countries where HIV prevalence



is high, young people become
vulnerable to the sexual transmis-
sion of HIV, because potential
partners are often already heavily
infected (5). Studies have shown
that in every setting, sexual activ-
ity begins during adolescence
among many young people. Much
of this activity is risky and contra-
ceptive use is often erratic, so un-
wanted pregnancy and unsafe
abortions are observed in many

settings (6).

As there is no cure for HIV and
life-prolonging anti-retroviral
drugs cannot be widely available
considering the socio-economic
situation, control of the pandemic
revolves  around  behavioral
change. So the question is: how
does behavior change occur? This
question probably has as many
answers as there are diverse popu-
lation and cultures. Every HIV
prevention program, however, is
based on those answers as to why
people change their behaviors.
Those underlying principles may
not be formally recognized as
theories, but they focus HIV pre-

vention efforts on the element be-

lieved to be essential for individu-
als to enact and sustain behavioral
change (7).

Investigations should be based on
theoretical formulations and mod-
els, which facilitate the develop-
ment of both future investigations
and effective interventions (8).
One of these models is the Health
Belief Model (HBM) which is a
psychological model that attempts
to explain and predict health be-
haviors by focusing on the atti-
tudes and beliefs of individual.
The key variables of the HBM are
perceived threat, perceived bene-
fits, perceived barriers, cues to
action and other demographic and
socio-psychological variables (9,
10).

In a literature review of all HBM
1974-
were

studies published from
1984, perceived barriers
found to be most influential vari-
able for predicting and explaining
health-related behavior. The other
significant HBM dimensions were
perceived benefits, and perceived
susceptibility, with perceived se-

verity identified as the least sig-



nificant variable (11). This model
does not incorporate the influence
of social norms and peer influence
on people’s decision regarding
their health behavior (12).

The Theory of Reasoned Action
(TRA) is based on the premise that
human being is rational and that
behaviors being explored are under
volitional control. The theory pro-
vides a construct that links individ-
ual beliefs, attitudes, intentions,
and behavior (13). The Theory of
Reasoned Action is conceptually
similar to the health belief model
but adds the constructs of behav-
ioral intention as a determinant of
health.

The Theory of Reasoned Action
specifically focuses on the role of
personal intention in determining
whether a behavior will occur. A
person’s intention is a function of
two basic determinants, which are
attitude (towards the behavior) and
subjective norms i.e. social influ-
ence. Normative beliefs play a cen-
tral role in the theory, and gener-
ally focus on what an individual

believes other people, especially
influential people, would expect
him or her to do (14).

The AIDS risk reduction model,
developed in 1990 (13), uses con-
structs from the Health Belief
Model, from Social Cognitive The-
ory and the Diffusion Theory, to
describe the process individuals or
groups pass through, while chang-
ing behaviors regarding HIV risk.
The model identifies three stages
involved in reducing risk for HIV
transmission, including behavior
labeling, commitment to change
and taking action. In the first stage,
knowledge about HIV transmis-
sion, perceived HIV susceptibility,
and aversive emotions influence
how people perceive AIDS. The
commitment stage is shaped by
four factors: perceptions of enjoy-
ment, self-efficacy, social norms
and aversive emotions. Programs
that use the AIDS Risk Reduction
Model focus on clients’ risk as-
sessment, influencing the decision
to reduce risk through perceptions
of enjoyment or self-efficacy, and
client support to enact the change
(access to condoms, social sup-



port)(14). The premise of the social cog-
nitive or Social Learning Theory (SCT)
states that new behaviors are learned ei-
ther by modeling the behavior of others
or by direct experience. Social Learning
Theory focuses on the important roles
played by vicarious, symbolic, and self-
regulatory processes in psychological
functioning and looks at human behavior
as a continuous interaction between cog-
nitive, behavioral and environmental
determinants. Central tenets of the So-
cial Cognitive Theory are self-efficacy -
the belief in the ability to implement the
necessary behavior (“I know I can insist
on condom use with my partner”) and
outcome expectancies - beliefs about
outcomes such as the belief that using
condoms correctly will prevent HIV in-
fection (12,13).

Programs built on SCT integrate infor-
mation and attitudinal change to enhance
motivation and reinforcement of risk
reduction skills and self-efficacy. Spe-
cifically, activities focus on the experi-
ence people have in talking to their part-
ners about sex and condom use, the
positive and negative beliefs about
adopting condom use, and the types of
environmental barriers to risk reduction.

of HIV risk-
reduction interventions that used SCT

A meta-analysis
in controlled experimental trials
found that 12 published interventions
with mostly uninfected individuals all
obtained positive changes in risk be-
havior, with a medium effect size
meeting or exceeding effects of other
theory-based behavioral change inter-
ventions (14).

Rationale for the study

Evidence suggests that many students
fail to use knowledge as a basis for
guiding their own sexual behavior.
This implies that other variables such
as attitude, beliefs, and personality
characteristics need to be accounted
for in order to better understand why
individual do or do not engage in
safer sex practice. A number of stud-
ies have revealed high levels of
knowledge about the methods of
transmission among young people
with a paradoxically high level of
risky activity (15-18). A study was
conducted among Gondar Medical
in  2000. This
showed high-risk sexual behavior

College students
among the students. Among the stu-
dents who were sexually active, 7.8%
had sex with commercial sex work-
ers, the condom use rate in the last
sexual encounter was 37.1%, and the
consistent condom use rate was 6.4%
(19).



This high-risk behavior has been seen
consistently in the different studies done
among students since 1993.

A study done in 1993 showed that,
among Gondar Medical College students
who were sexually active, 22% had sex-
ual contact with high risk individuals
and only 33% of them were using safe
methods (17). A subsequent study done
in 1997 among students of the same col-
lege revealed that of those who were
sexually active, 47.9% had used con-
doms at least once in the six months pre-
ceding the survey. 33.3% said they had
sex with commercial sex workers and
were positive for at least one of the con-
ventional sexually transmitted diseases.
Among those who claimed not to have
sexual contact with commercial sex
workers, 36.5% used condoms (15).
Considering the high risk sexual activi-
ties of college students, identifying fac-
tors deterring them from using preven-
tive behaviors is of paramount impor-
tance. This study is intended to identify
important predictors of faithfulness and
condom use, which will help in the de-
sign of appropriate interventions.



II.  Objectives
General Objective:

e To identify predictors of sexual risk behavior among students of
Gondar College of Medicine and Health Sciences, University of
Gondar using constructs of the Health belief Model (HBM), the The-
ory of Reasoned Action (TRA), Social Cognitive Theory (SCT), and
the AIDS Risk Reduction Model (ARRM).

Specific Objectives:

e To identify predictors of condom use using the theoretical frame-
works of HBM, TRA, SCT, and ARRM.

e To identify predictors of faithfulness using the theoretical frame-
work of HBM, TRA, SCT, and ARRM.

III Methods

Study area: the study took place
in Gondar College of Medicine
and Health Sciences, one of the
faculties of the University of Gon-
dar. The University of Gondar
was established in June 2004 tak-
ing the Gondar College of Medi-
cal Sciences as a nucleus. Gondar
is situated 747 kms North West of
the capital of Ethiopia, Addis
Ababa. Gondar is found in North
Gondar administrative Zone, in
Amhara National Regional State.

Study population: Students of
Gondar College of Medicine and
Health Sciences including those
studying medicine, public health
(health officers), laboratory sci-
ences, nursing, environmental
health science , pharmacy, and

anesthesia.

Study period: The training, pre-
test and data collection took place
between November 15 and 23,
2004. The data collection was
completed over the period of 2
days.



Study
study of cross-sectional design was

Design: A quantitative
applied. The data on the intention
to use condoms, remain faithful or
be abstinent (outcome variables)
and the predictors of the intention
to use condoms or remain faithful
and  all
(independent variables) data were

sexual behaviour

collected at one point in time.

Data Collection techniques and
Instrument: The instrument for
data collection was a structured
pre-tested questionnaire adapted
from previous similar studies con-
taining items to assess students’
perceived benefit, perceived sus-
ceptibility, perceived barriers to
condom use and perceived severity
of HIV/AIDS and their ability to
use condoms in a variety of situa-
tions (20). Several other questions
derived from components of the
models used to predict intention to
remain faithful and condom use
were included. Respondents rated
their level of agreement with each
of the statement using a Likert-
scale ranging from “strongly dis-
agree” (Scored 1) to “strongly

agree” (Scored 5). A pretest was
done on similar students who were
not included in the study. Ques-
tions on how to fill the responses
were frequently asked and answers
given accordingly. The data collec-
tion was done on self-administered
basis using an Ambharic question-
naire (official language of Ethio-
pia). One day of training was given
to the supervisors who are medical
doctors by profession with previ-
ous experience of supervision.

Sample Size: Calculation of the
sample size was based on the fol-
lowing assumptions:

P=Prevalence of intention to use
condom at next intercourse 50%

d= Margin of error 5%
Level of confidence= 95 %
Non-response Rate= 5%
N=Z,, °P(1-P)
d 2
Based on the formula a sample size
of 403 was calculated.

Sampling Method: Sample selec-
tion was by simple random sam-
pling based on probability propor-



tional to size allocation (PPS).
Study subjects were selected from
different disciplines in Gondar
College of Medicine and Health
Sciences, University of Gondar.
The University of Gondar cur-
rently has 5 faculties. This study
focused on the Faculty of Medi-
cine and Health Sciences as previ-
ous studies focused on these
groups. The study participants
were students from the Faculty
of Medicine and Health Sciences,
mainly: health officer, nursing,
laboratory technology, environ-
mental health, science, pharmacy

and anesthesia professional disci-

plines:
Category No (%) Sample
Medicine 200 (22.7) 92

Health officer 160 (18.2) 74

Laboratory 100 (11.4) 46
Nursing 160 (18.2) 74
Env. Health 100 (11.4) 46
Pharmacy 120 (13.6) 55
Anesthesia 40 (4.5) 17
Total 880 404

Measurement of variables and
operational definition:

Independent variables

Socio-demographic characteris-
tics: age, sex, religion, ethnicity,
marital status, department, educa-
tional and occupational status of
both parents.

Sexual risk behavior and AIDS
preventive behavior: risk profile
towards HIV/AIDS was assessed
by asking the number of lifetime
partners, frequency of condom
use, history of genital symptoms
of STI, sexual contact with high-
risk partners and having sex after
an alcohol bout. A high-risk sex-
ual partner was defined as one
who was believed to have history
of one or more of the following:
sexual contact with multiple sex-
ual partners, sexual contact with a
commercial sex worker, a casual
partner (known for the respondent
for less than 3 weeks) or partners
who have a history of STIs. An
AIDS risk behavior index, rang-
ing from lower to higher risk of
acquiring infection with HIV cre-
ated by Walter et al, 1992 was



used for assessment of AIDS risk
behavior (21).

Source of AIDS
Whether the respondent had ever
heard of HIV/AIDS and the source
of information; whether the re-

information:

spondent got AIDS related infor-
mation in the college; whether they

knew an  individual  with
HIV/AIDS.
Constructs derived from the

Health Belief Model, social cogni-
tive theory, and AIDS Risk Re-
duction Model: Items addressing
perceived susceptibility, perceived
threat and perceived severity of
acquiring HIV/AIDS were
cluded. Perceived benefits, per-

n-

ceived barriers, self-efficacy and
relevant others in regard to engag-
ing in AIDS—preventing behaviors
(abstaining before marriage, only
having one sexual partner and con-
dom use at the next sexual inter-
course) were evaluated. The num-
ber of items used and the internal
consistency (a coefficient) of these
constructs are presented in annex 1.

Constructs derived from the The-
ory of Reasoned Action:

Items addressing behavioral inten-
tion, attitudes and beliefs towards
preventive behaviours, and items
which assess subjective norms,
were used in the study. Questions
on evaluation of consequences,
normative beliefs, and perceived
behavioral control were included.

AIDS related knowledge: A total
of 13 questions on transmission

and prevention of HIV were in-
cluded.

Dependent variables

Behavioral intention: Behavioral
intention was measured using
Intend to .

ual partner or use condom)”, each

.. (to abstain, limit sex-

measured separately, using a five
point Likert’s scale. The questions
for the constructs derived from the
health models were measured us-
ing a five-point measurement scale
ranging from 1 (very certain/very
likely/strongly agree) to 5 (very
unlikely/strongly disagree). This
scoring was subsequently reversed
for the negatively stated state-
ments, so that the higher the score,
the stronger the positive construct
(example, intention). The sums of



the scores for the items were used
as summary statistics to measure
the specific construct for the spe-
cific behavior. Behavioral inten-
tions were taken as dependent
(outcome) measures/variable
while the other constructs (socio-
demographic variables, source of
AIDS information, AIDS related
knowledge and past sexual behav-
iors, constructs taken from the
models under consideration) were

taken as independent variables.

Data entry and Analysis: For
data entry, Microsoft Excel was
used and data analysis was done
in SPSS for Windows version
10.1.
formed after transforming the raw

All the -constructs were

data variables as shown in annex
III. Summations of the score of
the questions were used as sum-
mary statistics for the predictor.
Various statistical tests were used,
for example the Chi Squared test,
and Odds Ratios were calculated
to measure the strength of asso-
ciation of two variables (bivariate
analysis). To identify any group
differences (by for example, gen-
der) in potential risk, predictor
constructs and outcome indicator,

10

MANOVA (mean analysis of
variance) was used. Binary multi-
ple logistic regression analysis
was performed to control the ef-
fect of confounders hence show-
ing the individual contribution of
potential predictors of intention to
use condoms or remain faithful. In
performing the binary multiple
logistic regression, the predictors
were dichotomized into top two-
fifths and lower three-fifths. The
upper two-fifths indicated expo-
sure to the predictors while the
lower three-fifths
sence of the predictor. In the lo-

indicated ab-

gistic regression model all predic-
tors with p value less than 0.25
and other important variables

were entered.

Ethical considerations

Ethical clearance was given by
the Research and Publication Of-
fice (RPO) of the University of
Gondar. Participation in the study
was voluntary. The consent form
explained the purpose of the study
and the participants' right not to
answer the questionnaire partially
or wholly. Anonymity and confi-
dentiality was maintained.



IV Results
Background information

401 students responded giving a
response rate of 99.5%. Of these,
87 (21.7%) were female and 314
(78.3%) male. About two-thirds
of the students (66.8%) were aged
between 20-24 years while 29.1%
were below 20 years. Figure 1
shows respondents’ departments..

The mean (+_SD) age of the study
subjects was 20.5 (+1.89) years
with a median age of 20 years.
The majority of the students were
orthodox Christians (250, 64.1%),
Ambhara by ethnicity (156, 40.0%)
and unmarried (348, 91.3%). The
fathers and mothers of 334
(85.5%) and 378 (94.3%), respec-
tively, of participants were cur-
rently alive (Table 1).

Table 1: Socio-demographic characteristics of students.

Variable Male Female Total (%)
Sex 314 87 401
Religion

Orthodox 192 58 250 (64.1)

Protestant 59 16 75 (19.2)

Muslim 41 12 53 (13.6)

Other 11 1 12 (3.1)
Ethnicity

Amhara 113 43 156 (40.0)

Oromo 111 15 126 (32.3)

Tigre 37 12 49 (12.6)

Other 44 1 59 (15.1)
Currently married

Yes 25 8 33 (8.7)

No 273 75 348 (91.3)
Father currently alive

Yes 268 76 344 (85.8)

No 46 11 57 (14.2)
Mother currently alive

Yes 296 82 378 (94.3)

No 18 5 23 (5.7

11



Figure 1. Distribution of study subjects by department.
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Sexual behavior of the study sub-
Jects

About one-fourth (25.3%) of the
study subjects reported being
sexually active, of whom 5.2%
were females (Table 2). The pro-
portion of males who had had sex
in the past was significantly
higher than for females X* =
20.7, p<0.001. The mean age at
sexual onset was 17.7 (£2.57)
years (Figure 2). One-fourth of
the sexually active study partici-

Health Officer

12

Medical
Laboratory
Department

Environmental Ansthesia

Health

Pharmacy

pants (24.5%) had 2-5 lifetime
partners and 15.3% more than 5.
Only male students reported more
than one lifetime partner (Table
2). Of the sexually active stu-
dents, 39 (40.6%) had never used
a condom and 24 (25.0%) used
condoms occasionally (Figure 3).
12 (12.5%) had genital symptoms
of STI and 18 (21.7%) reported
having sex after an alcohol bout
(Table 2).




Table 2: Distribution of sexual behavior of sexually active students.

Life time sexual behavior Male Female Total (%)
Sexually active
Yes 91 5 96 (23.9)
No 204 77 281 (70.1)
Not willing to say 19 > 24 (5.:9%)
Lifetime sexual partner
One 53 6 59 (60.2)
2.5 24 0 24 (24.5)
5 15 0 15 (15.3)
Frequency of condom use
Never used 35 4 39 (38.6)
Occasionally 23 ! 24(23.8)
Most of the time 2 ! 23(223)
Always 15 0 15 (14.8)
Had genital symptoms of STI
Yes 12 0 12 (12.5)
No 74 10 84 (87.5)
Sexual contact with high-risk
partner
Casual partner 2 0 25(28.1)
Who had multiple partner 27 0 27303)
Who had STI 19 0 19 (21.3)
Who had contact with CSW 18 0 18(202)
Had sex after alcohol
Yes 18 0 18 (21.7)
No 65 4 69 (78.3)

13




Figure 2. Distribution of age at first sexual experience.
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Figure 3. Pattern of condom use among sexually active students.
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The majority of the study subjects
(70.1%) reported never experienc-
ing sex in the past. 36 (9.1%) par-
ticipants had sexual intercourse
with one low risk partner without
or inconsistently using condoms
while 27 (6.8%) participants had
sexual intercourse with one or

more high risk partner without or

inconsistently  using condom.
High-risk activity was mainly re-
About

42.7 % of the sexually active stu-

ported by male students.

dents had sex in the past year
(Table 3).

Table 3: Sex distribution of students by their lifetime AIDS Risk behav-

ior indices.

Category 0: Sexual abstinence

Category 1: Sexual intercourse consistently
using condoms with one low risk partner
Category 2: Sexual intercourse consistently
using condoms with two or more low risk part-
ners

Category 3: Sexual intercourse with one low
risk partner without or inconsistently using con-
doms

Category 4: Sexual intercourse with two or
more low risk partners without or inconsistently
using condoms

Category 5: Sexual intercourse consistently
using condoms with one or more high risk
partners

Category 6: Sexual intercourse with two or
more high risk partners without or inconsis-

tently using condoms

Male Female Total (%)
204 77 281 (74.5)
10 0 10 (2.7)
12 0 12 (3.1)
12 5 17 (4.2)
14 0 14 (3.7)
16 0 16 (4.2)
27 0 27 (8.5)

15




Source of HIV/AIDS information

Almost all respondents (99.0%)
had heard about HIV/AIDS. The
major sources of information were
TV (80.9%), radio (70.3%), news-
paper (72.5%). The other sources
included school, posters or pam-
phlets, friends and families. 199

(49.6) study subjects said they
knew an  individual  with
HIV/AIDS. Almost all (99.0%)
knew a source of condoms but
326 (85.1%) reported either they
didn’t know the cost of three con-
doms or wrongly reported the cost
to be >0.50 cents (Table 4).

Table 4: Sex distribution of students by their knowledge and information

source about HIV/AIDS.

Information/source

Heard about HIV/AIDS
Source of HIV/AIDS information
Family
Church/Mosque
Health institution
Neighbors
School
Theater/Cinema
Friends
Posters/pamphlets
Radio
Television
Newspaper
Taught at college about HIV/AIDS:
Know individual with HIV/AIDS:
Know source of condoms:
Reported cost of three condoms:
Don't correctly know
<50 cents
0.50 to 1.00 Birr

>1Birr

Male | Female Total

310 87 397 (99.0)
62 184 246 (61.9)
38 143 181 (45.6)
26 31 57 (14.4)
18 113 131 (32.9)
81 190 271 (68.3)
14 99 113 (28.5)
42 212 254 (63.9)
50 212 262 (65.9)
58 221 279 (70.3)
65 259 324 (80.9)
62 226 288 (72.5)
199 40 239 (59.6)
147 52 199 (49.6)
310 87 397 (99.0)
97 51 148 (38.6)
5 0 5(1.3)

44 11 55(14.4)
152 23 175 (45.2)
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The effect of gender on risk fac-
tors:

The age at sexual onset was not sig-
nificantly different between females
and males (F | ¢o= 0.086, p= 0.77).
The number of lifetime partners
was also not significantly different
(Fy, 96= 3.56, p=0.06). However,
intention to use condoms did differ
by gender (F;, 395=8.04, p<0.005),
while the intention to limit to one
partner did not.

There was a significant gender ef-
fect in limiting to one sexual part-
ner and condom use. Motivation to
comply (F 1401 = 14.66, p <0.001),
perceived susceptibility (F 401 =
11.06, p=0.001), perceived benefits
(F 1401 = 7.35, p=0.007), perceived
behavioral control (F 1401 = 4.54,
p=0.03) and normative belief (F
1401 = 3.65, p< 0.001) had signifi-
cant gender difference in determin-
ing limiting to one sexual partner.
The effect of gender on motivation
(F 1401 = 14.66, p<0.001) to use
condoms was significant. For this
reason it was decided to analyze the
effect of the predictors disaggre-
gated by gender (Annex II).
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Intention to remain faithful: On
bivariate analysis, a significant as-
sociation was seen between inten-
tion to remain faithful and per-
ceived benefit (OR 4.23, 95% CI
2.12 to 8.45 p<0.001), motivation
to comply (OR 2.13, 95% CI 1.00
to 4.63, p<0.03), perceived behav-
ioral control (OR 13.2, 95% CI 6.39
to 27.5, p<0.001) among the male
study subjects (Table 5). This im-
plies that those students who per-
ceive the benefits of remaining
faithful are around four times more
likely to intend to remain faithful.
Those students who have motiva-
tion to comply with faithfulness are
two times more likely to intend to
remain faithful while those students
with perceived behavioural control
are 13 times more likely to intend
to be faithful. On bivariate analy-
sis, no association was observed
between intention to remain faithful
and knowledge of HIV/AIDS, per-
ceived severity, perceived suscepti-
bility, perceived barriers, normative
belief, self- efficacy, history of STI,
or contact with a high risk partner
(Table 5).



Table 5: Relationship between intention to remain faithful and knowl-

edge and theoretical constructs of male students.
* P-value <0.05, ** P-value <0.01 *** P-value <0.001

Intention | Unadjusted OR Adjusted OR
to remain | (95%CI) 95% CI)
faithful
Yes No
Knowledge
Yes 223 48 | 2.03(0.71, 5.63) 2.12 (0.54, 8.33)
No 16 7 1 1
Motivation to
comply
Yes 83 11 | 2.13(1.00, 4.63) 2.11 (0.87, 5.15s)
No 156 44 |1 1
Perceived severity
Yes 139 28 [ 1.30(0.69, 2.46) 1.49 (0.70,3.21)
No 9 26 |1 1
Perceived
susceptibility
Yes 131 27 [ 1.26 (0.67,2.36) 0.90 (0.42, 1.93)
No 108 28 |1 1
Perceived barriers
Yes 22 5 1.01 (0.34,3.22) 1.14 (0.26, 5.05)
No 217 50 1 1
Perceived benefits
Yes 194 29 | 4.23 (2.12, 8.45) 3.97 (1.74, 9.05)
No 38 24 |1 1
Perceived behav-
ioral control
Yes 209 19 13.20 (6.39,27.51) 13.95 (6.45, 30.15)
No 30 36 1 1
Normative belief
Yes 158 32 1.40 (0.74,2.66) 1.19 (0.52, 2.68)
No 81 23 1 1
Self-efficacy
Yes 59 20 0.58 (0.30, 1.13) 4.25 (2.21, 8.17)
No 179 35 1 1
History of STI
Yes 64 25 1.83 (0.45, 7.27) 1.65 (0.25, 4.68)
No 7 5 1 1
Contact with a high
risk partner
Yes 68 24 1.85 (1.05, 2.35)* 0.70 (0.25,2.34)
No 152 99 1 1
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Before adjustment among the
female students, intention to
remain faithful was signifi-
cantly associated with per-
ceived behavioral control (OR
22.7, 95% CI 3.31 to 180.5,
p<0.001) and ethnicity (Table

6).

There was no significant asso-
ciation between intention to
remain faithful and knowledge
of HIV/AIDS, motivation to
comply, perceived severity,
perceived susceptibility, per-
ceived barriers, perceived bene-
fits, self-

efficacy, history of STI, or con-

normative belief,

tact with a high risk partner
(Table 6). After entering the
important confounders in the
regression model, the effect of
perceived benefit (OR 3.97,
95% CI 1.74 to 9.05, p<0.001)
and perceived behavioral con-
trol (OR 15.06, 95% CI 7.26 to
32.81, p-value<0.001) persisted
among the male participants
(Table 5). Among the female
participants normative belief
(OR 3.97, 95% CI 1.74 to 9.05,
p<0.001), perceived benefit
(OR 4.01, 95% CI 1.70 to 8.25,

p<0.001), and perceived behav-
ioral control (OR 15.06, 95%
CI 7.26 to 32.81, p<0.001) re-
mained important predictors of
intention to remain faithful af-
ter controlling for confounders
(Table 6).

Intention to use condoms

The proportion of consistent
condom users was 14.8%. On
bivariate analysis among male
students, intention to use con-
doms was significantly associ-
ated with motivation to comply
(OR 1.97, 95% CI 1.13 to 3.47,
p<0.01), perceived benefit (OR
1.83, 95% CI 1.01 to 3.38,
p<0.05), perceived behavioral
control (OR 7.85, 95% CI 4.27
to 14.55, p<0.001), normative
belief (OR 4.75, 95% CI 2.72
to 8.32, p<0.001) and self-
efficacy (OR 7.37, 95% CI,
4.12 to 13.25, p<0.001). In the
same group, there was no sta-
tistical significant association
between intention to use con-
doms and knowledge on HIV/
AIDS, perceived severity, per-
ceived susceptibility, perceived
barriers or history of STI.
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Table 6: Relationship between intention to remain faithful and knowl-
edge and theoretical constructs of female students.
* P-value <0.05, ** P-value <0.01 *** P-value <0.001

Intention to | Unadjusted OR Adjusted OR
remain (95%CI) (95% CI)
faithful
Yes No
Knowledge
Yes 69 7 | 2.46 (0.0% 30.89) 2.12 (0.54, 8.33)
No 4 1|1 1
Motivation to com-
ply
Yes 15 3 10.43 (0.08,2.60) 2.11 (0.87,5.15s)
No 58 511 1
Perceived severity
Yes 40 5 10.73 (0.13, 3.18) 1.49 (0.70,3.21)
No 33 311 1
Perceived suscepti-
bility
Yes 41 5 0.77 (0.13, 4.10) 0.90 (0.42,1.93)
No 32 3 1 1
Perceived barriers
Yes 4 1 0.41 (0.03, 10.90) 1.14 (0.26, 5.05)
No 69 7 1 1
Perceived benefits
Yes 49 4 1.44 (0.17,10.52) 4.01 (1.70, 8.25)
No 17 2 1 1
Perceived behav-
ioral control
Yes 68 3 22.67 (3.31, 180.54) 15.06 (7.26,32.81)
No 5 5 1 1
Normative belief
Yes 45 2 4.82 (0.79,37.43) 3.97 (1.74,9.05)
No 28 6 1 1
Self-efficacy
Yes 10 2 0.48 (0.07,3.97) 0.87 (0.04, 18.92)
No 63 6 1 1
History of STI
Yes 2 3 4.80 (0.48,42.83) 9.60 (0.55,50.78)
No 10 72 |1 1
Contact with a high
risk partner
Yes 2 3 541 (0.54,49.26) 10.70 (0.23, 60.79)
No 9 73 11 1
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barriers or history of STI. After
controlling for confounders, per-
ceived benefit (OR 4.23, 95% CI
1.35 to 10.05, p<0.001), perceived
behavioral control (OR 8.26, 95%
CI 5.54 to 32.41, p<0.001) and
self-efficacy (OR 5.74, 95% CI
2.63 to 9.40, p<0.001) remained
significant predictors of intention
to use condoms (Table 7).

Among the female students, inten-
tion to use condoms was signifi-
cantly associated with perceived
behavioral control (OR 3.36, 95%
CI 1.26 to 9.12, p<0.001), norma-
tive belief (OR 8.97, 95% CI 2.64
to 32.07 p<0.001) and self-
efficacy (OR 24.75, 95% CI 4.70
to 173.63, p<0.001) on bivariate
analysis. There was no significant
association with motivation to
comply, perceived severity, per-
ceived susceptibility, perceived
barriers, perceived benefits, his-
tory of STI or contact with a high
risk partner. After adjustment, per-
ceived behavioral control (OR
4.33, 95% CI 2.24 to 8.39), nor-
mative belief (OR 3.07, 95% CI

1.62 to 5.80) and self-efficacy
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(OR 6.28, 95% CI 3.51 to 9.72)
remained important predictors of
intention to use condoms (Table
8).

On combined bivariate analysis of
both sexes, there was significant
association between intention to
remain faithful and perceived
benefits (OR 3.48, 95% CI 1.85 to
6.55, p<0.001), and perceived
behavioral control (OR 14.75,
95% CI 7.55 to 29.3, p<0.001),
(Table 9). Similarly, there was a
significant association between
intention to use condoms and
knowledge of HIV/AIDS (OR
293, 95% CI 1.64 to 5.23,
p<0.001), motivation to comply
(OR 1.68, 95% CI 1.04 to 2.73,
p<0.02), perceived benefits (OR
1.63, 95% CI 098 to 2.71,
p<0.04), perceived behavioral
control (OR 5.06, 95% CI 3.17 to
8.08, p<0.001), normative belief
(OR 5.44, 95% CI 3.30 to 8.99,
p<0.001) and self-efficacy (OR
8.38, 95% CI 496 to 14.23,
p<0.001), Table 10.



Table 7: Relationship between intention to use condoms and knowledge
and theoretical constructs of male students.
* P-value <0.05, ** P-value <0.01 *** P-value <0.001

Intention Unadjusted OR Adjusted OR
to use con- | (95%CI) (95% CI)
doms
Yes No
Knowledge
Yes 174 111 | 1.25 (0.53,2.96) 2.12 (0.54, 8.33)
No 15 12 |1 1
Motivation to
comply
Yes 69 26 | 1.97 (1.13, 3.47)** 2.11 (0.87,5.15)
No 117 87 |1 1
Perceived severity
Yes 107 68 | 1.02 (0.63,1.65) 1.49 (0.70,3.21)
No 82 53 |1 1
Perceived suscepti-
bility
Yes 106 62 | 1.26 (0.78,2.03) 0.90 (0.42,1.93)
No 83 61 1 1
Perceived barriers
Yes 33 29 | 0.58 (0.32, 1.06) 1.14  (0.26, 5.05)
No 155 79 |1 1
Perceived benefits
Yes 157 86 | 1.83 (1.01, 3.38)* 4.23 (1.35,10.05)*
No 32 32 |1 1
Perceived behav-
ioral control
Yes 123 20 | 7.85 (4.27, 14.55)%** 8.26 (5.54, 32.41)***
No 65 83 | 1 1
Normative belief
Yes 119 28 | 4.75 (2.72, 8.32)%** 1.19 (0.52,2.68)
No 68 76 |1 1
Self-efficacy
Yes 156 43 7..37 (4.12, 13.25)*** 5.74 (2.63,9.40)%**
No 31 63 1 1
History of STI
Yes 64 25 | 1.83(0.45,7.27) 1.76 (0.55,7.65)
No 7 5 1 1
Contact with a
high risk partner
Yes 152 99 | 0.54 (0.31,0.95)* 0.65 (0.,45, 1.06)
No 68 24 |1
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Table 8: Relationship between intention to use condoms and knowledge
and theoretical constructs of female students.
* P-value <0.05, ** P-value <0.01 *** P-value <0.001

Condom Unadjusted OR Adjusted OR
use 95% CI) (95% CI)
Yes No
Knowledge
Yes 28 5 16.8 (4.51, 67.43) 0.58 (0.17,1.99)
No 10 30 | 1 1
Motivation to
comply
Yes 8 12 | 0.78 (0.25, 2.40) 1.87 (0.94,3.70)
No 30 35 11 1
Perceived severity
Yes 23 25 | 1.47 (0.57,3.81) 1.19  (0.63,2.25)
No 15 24 |1 1
Perceived suscep-
tibility
Yes 23 25 | 1.47 (0.57, 3.81) 1.47  (0.79, 2.76)
No 15 24 |1 1
Perceived barriers
Yes 2 7 0.22 (0.03, 1.32) 0.65 (0.31,1.34)
No 36 28 |1 1
Perceived benefits
Yes 28 33 | 1.02 (0.34,3.03) 1.10  (0.52,2.35)
No 10 12 11
Perceived behav-
ioral control
Yes 28 25 3.36 (1.26,9.12) 433 (2.24,8.39)
No 10 30 1 1
Normative belief
Yes 25 6 8.97 (2.64, 32.07) 3.07 (1.62,5.80)
No 13 28 |1 1
Self-efficacy
Yes 36 16 | 24.75 (4.70,173.63) | 6.28 (3.51,9.72)
No 2 22 |11 1
History of STI
Yes 7 5 (0.14, 2.22) 0.53 (0.15,2.11)
No 64 25 11 1
Contact with a
high risk partner
Yes 20 7 (0.44,4.12) 1.23  (0.23,2.22)
No 45 21 1 1
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Table 9: Relationship between intention to remain faithful and knowl-

edge and theoretical constructs of all students.

Intention to | Unadjusted OR | Adjusted OR
remain (95% CI) (95% CI)
faithful
Yes No
Knowledge
Yes 292 55 | 2.12 (0.81,5.41) 1.56 (0.47,5.16)
No 20 8 1 1
Motivation to
comply
Yes 98 14 | 1.60 (0.81,3.20) 1.65(0.73, 3.71)
No 214 49 11 1
Perceived severity
Yes 179 32 | 1.23(0.68,2.21) 1.44 (0.71,2.91)
No 132 29 |1 1
Perceived
susceptibility
Yes 172 32 | 1.18(0.66, 2.12) 0.91 (0.45,1.83)
No 140 31 | 1 1
Perceived barriers
Yes 26 6 0.86 (0.32, 2.46) 0.95 (0.26, 0.26)
No 286 57 |1 1
Perceived benefits
Yes 243 33 | 3.48 (1.85, 6.55) 1.35 (0.60, 3.04)
No 55 26 |1 1
Perceived behav-
ioral control
Yes 277 22 14.75 (7.55, 29.03) | 14.75 (7.18, 30.32)
No 35 41 |1 1
Normative belief
Yes 203 34 | 1.59(0.89, 2.84) 1.34 (0.65,2.79)
No 109 29 |1 1
Self-efficacy
Yes 69 22 0.53 (0.29, 0.99) 0.55 (0.26, 0.87)
No 242 41 1
History of STI
Yes 58 301 0.50 (0.16, 1.68) 0.26 (0.07,1.01)
No 5 13 1 1
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Table 10. Relationship between intention to use condoms and knowledge
and theoretical constructs of all students.

Intention to | Unadjusted 95% | Adjusted 95 %
use condoms OR CI OR CI
Yes No
Knowledge
Yes 202 116 | 2.93 (1.64, 5.23) 0.41(0.13, 1.34)
No 25 42 |1 1
Motivation to
comply
Yes 77 38 | 1.68 (1.04,2.73) 1.54 (1.1,2.70)
No 147 122 |1
Perceived severity
Yes 130 93 | 1.11 (0.73, 1.69) 1.42 (0.77,2.61)
No 97 77 |1 1
Perceived
susceptibility
Yes 129 87 | 1.29 (0.85,1.95) 1.64 (0.90, 2.99)
No 98 8 |1 1
Perceived barriers
Yes 35 36 | 0.54 (0.31,0.95) 0.64 (0.30, 1.34)
No 191 107 | 1 1
Perceived benefits
Yes 185 119 | 1.63 (0.98,2.71) 2.43 (1.17,5.05)
No 42 44 1 1
Perceived behav-
ioral control
Yes 151 45 5.06 (3.17,8.08) 5.02 (2.68, 9.44)
No 75 113 | 1 1
Normative belief
Yes 144 34 5.44 (3.30, 8.99) 2.87 (1.57,5.26)
No 81 104 | 1 1
Self-efficacy
Yes 192 59 8.38 (4.96, 14.23) 4.86 (2.50,9.45)
No 33 85 1 1
History of STI
Yes 169 213 1.41 (0.37,5.26) 1.41 (0.37,5.26)
No 5 14 1 1
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V Discussion.

Although the use of 403 students
somewhat limits generalization of
the findings to the larger college
population, this study builds on
previous research of safer sex
practices among young adults and
offers challenging implications.
The response rate for this study
was more than 99%. The propor-
tion of female participants is low
(21.7%) because female enroll-
ment to the higher educational
institutes in Ethiopia is markedly
lower than male enrollment (22).
More than 95% of the study sub-
jects are adolescent (15-24 years).

Sexual activity begins for the ma-
jority of people during adoles-
cence. In many countries, unmar-
ried girls and boys are sexually
active before the age of 15 years
(23). In this study one-fourth of
the students had started sexual
activity at a mean and median age
of 17.65 and 18 years respec-
tively. An earlier study in Gondar
indicated mean age at sexual on-
set to be 16.4 years (+2.3 SD) (7).
A study done among Cambodian
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university students showed mean
age at sexual onset to be 20 years
(24).

Multiple sexual partners were re-
ported by about 40% of the stu-
dents. A study done a few years
back on students of same college
showed that 38.6% had more than
one partner (18, 25). This sug-
gests no significant change with
regard to multiple sexual partners.
With respect to condom use, 63
(62.4%) had never used condoms
or used condoms inconsistently.
Similar studies among Gondar
College of Medical Sciences stu-
dents revealed that 47.8% had
used a condom at least once in the
past six months (7). Data for com-
parison with other universities in
Ethiopia is lacking. A study on
knowledge, attitudes and practices
of university students regarding
HIV infection, in Phnom Penh,
Cambodia, found that among the
male students, 44% had experi-
enced a sexual relationship (95%
CI: 31-52). During the first inter-
course, 67% of male students used
a condom (95% CI: 57-77), 73%



of the partners were a prostitute.
During the most recent intercourse
with a prostitute, 76% of male stu-
dents had used a condom (95% CI:
66-87) (24). A study done among
women college students in the US
showed a condom use rate of 46%
among sexually active university
students (26). A study conducted
among women college students in
Sweden revealed condom use at
first intercourse of 60%; condom
use at first intercourse with a new
partner was 56%(27). In compari-
son with other countries reviewed
in this study, the condom use rate
of Ethiopian university students is
lower. As indicated in the various
studies, university students start
sex early, are more likely to have
multiple partners and are less
likely to use condoms.

The majority of young people
have begun to have sexual inter-
course before they leave their
teens. Various studies have shown
that preventive measures like con-
dom use are more likely to be used
the later sex is initiated. Education
on these topics has been found to
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modify patterns and appears to be
more effective if given prior to
first intercourse that is in adoles-
cence or pre-adolescence (28).

This study showed almost all stu-
dents have basic knowledge about
HIV/AIDS. A range of studies
have shown that college students
possess relatively high levels of
knowledge about HIV/AIDS, al-
though some misperceptions per-
sist (7, 18, 29). The source of
HIV/AIDS information was multi-
ple including TV, radio and news-
paper. Other studies have also in-
dicated multiple media channels as
a source of AIDS information:
mostly radio followed by other
channels (30, 31).

In this study, males were found to
have greater high-risk sexual be-
haviours than females. This find-
ing is consistent with other stud-
ies. In northern Ethiopia (Gondar),
males had more sexual partners
(mean=2.2) than females (1.1) (7).
A study in south-western Ethiopia
(Jimma) found that 37.1% of
males had multiple lifetime sexual



partners, compared to 24.1% of
females (20). Lemma and Hass
(1994) reported many adoles-
cents being involved with more
than one partner, 63.2% of
males and 30% of females hav-
ing had two or more sexual
partners over the preceding

twelve months (32).

Among males and females, per-
ceived benefit and perceived
behavioral control were inde-
pendent predictors of intentions
to remain faithful and to use
condoms. A number of studies
have attempted to assess AIDS
prevention and safer sex prac-
tices of adolescents and college
students based on the con-
structs of various models (33-
35). Personal assessment of the
feasibility and effectiveness of
the recommendation to deal
with the health threat is impor-
tant in adopting or rejecting a
new behavior.

The finding on perceived be-

havioral control (consistent

with the theory of planned be-
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havior) was also witnessed in a
similar study conducted among
high school students in Jimma
and other studies -elsewhere
(20, 36, 37). A growing body
of literature supports the impor-
tance of self-efficacy in helping
to account for the initiation and
maintenance of behaviors (35).
Confidence to remain faithful
or use condoms under a range
of conditions is important in
adopting the expected behavior.

Among the female study sub-
jects, normative belief was a
strong predictor of intention to
remain faithful and use con-
doms. Other studies in Ethiopia
and other countries have found
normative belief to be an im-
portant independent predictor
of intention to use condom or
remain faithful to single partner
(20, 38, 39, 40). Normative be-
lief generally focuses on what
an individual believes other
people, especially influential
people, would expect him or
her to do. Perception of social
or peer norms concerning the



acceptability of safer sex prac-
tices is an important determi-
nant of HIV risk-taking behav-
ior (41).

Self-efficacy, an element of
social cognitive theory, was an
independent predictor of inten-
tion to use condoms among
males and females, as also
found in other studies (20, 39,
42, 43). Belief in the ability to
implement the necessary be-
havior is important to enhance
motivation and reinforce risk-
reduction skills (19). Interven-
tions and strategies targeted at
skills training like talking with
partners about condom use and
practicing condom use skills
would have significant effect
in bringing the desired behav-
ior among college students.

Potential health belief model
predictors (perceived suscepti-
bility, perceived severity and
perceived barriers) were not
significantly associated with
intention to use condoms or
remain faithful. A study done
in the US to test the efficacy of

the health belief model for pre-
dicting condom usage and
risky sexual practices in uni-
versity students also found
similar results (44). The ab-
sence of a significant associa-
tion between previous STI and
the
(intention to remain faithful

outcome variables
and condom use) could be due
to the small number of students
with previous history of STI
which would be reflected in a
lack of power to identify real
associations.

VI Study Limitations

The sensitive nature of the
study may introduce social
desirability bias.

The study was done on health
science students, which might
affect the generalizability of
the findings.

The
taken from individual behavior

study wused constructs

models and did not attempt to
identify ecological factors af-
fecting the students' behavior.

VII Conclusion
About one-quarter (25.3%) of
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the study subjects reported be-
ing sexually active, while three-
quarters had never experienced
sexual intercourse. The sexu-
ally active students were in-
volved in high-risk sexual be-
haviors like inconsistent con-
dom use, history of STI and
sexual intercourse with multi-
ple sexual partners. There was
no significant difference be-
tween females and males in re-
lation to age at sexual onset and
number of lifetime partners.

Almost all respondents had
heard about HIV/AIDS, the
major sources of HIV/AIDS
information being TV, radio,
newspaper, schools, posters/
pamphlets, friends and families.
99% knew a source of condoms
but 326 (85.1%) either did not
know the cost of three condoms
or reported the cost to be >0.50

cents.

Among the male participants,
perceived benefit and perceived
behavioral control were signifi-
cant predictors of remaining
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faithful. Among the female par-
ticipants normative belief, per-
ceived benefit, and perceived
behavioral control appeared
important predictors of inten-
tion to remain faithful even af-

ter controlling for confounders.

Among the male participants
perceived benefit, perceived
behavioral control and self-
efficacy stood as significant
predictors of intention to use
condoms, while among the fe-
male participants, perceived
behavioral control, normative
belief and

mained important predictors of

self-efficacy re-

intention to use condoms after
controlling for confounding.

When data from male and fe-
male students were combined,
perceived benefits and per-
ceived behavioral control were
significant predictors of inten-
tion to remain faithful after
controlling for confounders.
Perceived benefits, perceived
behavioral control, normative

belief, and self-efficacy all re-



mained significant predictors of
intention to use condom after
adjustment for confounders.
Motivation to comply, per-
ceived severity, perceived sus-
ceptibility, perceived barriers,
history of STI and contact with
a high risk partner were not sig-
nificant predictors of intention
either to remain faithful or to
use condoms.

VIII Recommendations

e Interventions focusing on
college students should give

the

males as the high-risk sex-

special emphasis to
ual activity is dominantly
practiced by them.

e Skills training at improving
self-efficacy towards re-

maining faithful and using

condoms should be
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strengthened.
HIV/AIDS
sages would be more ac-

related mes-

ceptable if presented to col-
lege students by people ac-
cepted and respected by the
students like religious lead-
ers and parents.
HIV/AIDS messages
should capitalize on the ef-
fect of perceived behavioral
control and perceived bene-
fit on practicing the desired
behavior.

A similar study at the uni-
versity should be done in
the future with considera-
tion of ecological or con-
textual factors.
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X Annexes

Annex 1. Reliability of constructs derived from health behav-
ior models for different safe sex behaviors and intentions.

CONSTRUCT #Of items Mean
HIV/AIDS infection

Knowledge 13 - - 0.61
Motivation to comply 5 3.07 0.46 0.75
Perceived severity 2 3.47 0.05 0.42
Perceived susceptibility 3 3.40 2.02 0.32
Limiting to one steady partner

Perceived Barrier 3 1.90 0.01 0.76
Perceived benefit 3 4.05 0.01 0.85
Perceived behavioral control 3 4.21 0.01 0.80
Normative belief 4 3.40 1.16 0.64
Outcome evaluation 6 5.22 12.29 0.64
Self-efficacy 4 2.69 0.14 0.58
Intention to use condoms

Perceived Barrier 3 2.62 0.03 0.68
Perceived benefit 3 4.05 0.01 0.85
Perceived behavioral control 5 3.45 0.01 0.88
Normative belief 5 3.49 0.08 0.82
Outcome evaluation 6 6.57 51.15 0.67
Self-efficacy 2 3.75 0.01 0.52
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Annex 2 . Means and Standard Deviations of Predictors

Variable Female Male

Mean SD Mean SD F Sig

Limit to one sexual

partner

Knowledge 53.89 5.86 53.43 6.37 0.365 | 0.55
Motivation 13.52 4.45 1574 | 4.79 14.66 | 0.00
Perceived severity 6.67 2.28 6.95 2.29 1.01 0.32
“ susceptibility 10.14 2.14 10.16 2.26 0.009 | 0.93

Perceived barriers 4.72 3.10 5.93 2.95 11.06 | 0.001
Perceived benefits 11.93 2.89 12.29 | 2.96 0.01 0.919
“behavioral control | 13.26 2.14 1239 | 2.71 7.35 0.007
Normative belief 12.74 | 4.14 13.68 | 342 |4.54 0.03
Self-efficacy 8.86 3.96 11.08 | 3.65 23.81 | 0.00

Condom use:

Knowledge 53.89 | 5.86 53.43 6.37 0.37 0.55
Motivation 13.52 | 445 15.74 1 4.79 14.66 | 0.00
Perceived severity 10.14 2.28 6.95 2.29 1.01 0.32
“susceptibility 6.67 2.14 10.14 ] 2.26 0.009 | 0.93
Perceived barriers 7.29 2.67 7.91 3.09 2.52 0.11

Perceived benefits 12.09 2.75 12.06 3.01 0.99 0.32
“ behavioral control | 16.33 541 16.93 5.13 0.79 0.38
Normative belief 16.21 5.30 17.20 | 5.07 2.18 0.14
Self-efficacy 7.45 2.06 7.36 2.08 0.10 0.75
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Annex 3. Data transformation schedule.

Part one is socio-demographic data (Partl: 1-9)

The scoring for part three were transformed from 5 to 1 for posi-
tive statements and subsequently reversed for negative statements.
Scoring of constructs

General HIV/AIDS:

Knowledge= S (2.1: 2.15)

Perceived susceptibility = S (2.20,2.23: 2.24,2.26)
Perceived severity= S(2.25,2.27)

Attitude = (3.3:3.10)

Condom use at the next sexual intercourse:
Self-efficacy = S (4.33: 34)

Perceived benefit =S (4.35.1: 4.35.3)

Perceived barrier = S(4.36: 4.38)

Outcome evaluation (Desirable and undesirable) = S
(4.12:4:14) and = S (4.39, 4.41, 4.42)

Normative Belief = S(4.44.1, 4.44.5)

Perceived behavioral control = S(4.45.1:4.45.6)
Intention = 4.48

Intend to remain fitful:

® O O O O e

© O O O

© O ©O
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Annex 4. Questionnaire.

STUDENT SELF-REPORTING QUESTIONNAIRE
TO BE FILLED BY STUDENTS OF GONDAR
COLLEGE OF MEDICINE & HEALTH SCIENCES,
GONDAR UNIVERSITY

November 2004
Dear student,

In ensuring the health of the youth the understanding of existing
problems and related behaviors of this group of the population is
important. In line with this a study was proposed to assess the
health behaviors of college students and you are chosen to partici-
pate in this study. The choice was done randomly using a lottery
type of approach.

The purpose of this study is to generate information on behavior
of college students that can be used to design an appropriate inter-
vention. The study will involve various intimate and private life
questions. In order to effectively attain the goal we are asking you
for your help. Here is a survey for you to complete. There is no
need to put your name on the survey; no individual responses will
be reported. It is your full right to refuse any or all of the ques-
tions. If you don’t want to participate you can leave the format on
the table (upside down). But you are requested to remain in your
seat until others finish filling the format. Please take a few minutes
to answer to the questions.

Do you wish to participate in the study?
YES, I want to participate in the study.
Please go to the next page)

NO, I don’t want to participate in the study.

Thank you very much!
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Part One: General Information

The following are general questions

and statements for

you.

1.1

Department

Medicine . .
Health officer. .
Laboratory tech. .
Nursing . . . .

Environmental health. .

Pharmacy tech. .
Anaesthesia . .

NN W

1.2

Year of student

1 year. .
2 year. .
3 year. .
4 year. .

AW N —

1.3

Age in year

1.4

Sex

Male . .
Female . .

1.5

Marital status

Married . .
Unmarried . .

1.6

Religion

Orthodox . .
Protestant. .
Catholic. .
Islam . .
Others . .

1.7

Ethnicity

Ambhara. .
Oromo . .
Tigre. . . . .
Other specify. .

AW lup D=0 -0

1.8

Family size

1.9

If the father is alive, educational
status

Unable to read and write
Read and write.

Grade 1-4 .

Grade 5-8.

Grade 9-12 .

Grade above 12 .

1.10

Father’s occupation

Unemployed.. .
Government employee.
Privately employed.
Others specify

If the mother is lives, educations
status

Unable to read & write ...

1.12

Mother’s & Occupation

Unemplyed ............ ..

Gov’t..emplyee ......

Privately employed ...... 3

Others specify ............

4

40




Part Two.

As mentioned earlier, all the information you are giving will not be reported as
individual responses. For this reason please don’t write your name or ID num-
ber on the questionnaire. Your honest responses are requested.

Questions Choice

2.1 | At what age (in years) was your first YEARS
menses? (FOR FEMALE REPON-
DENTS ONLY)

2.2 | Have you ever had sexual intercourse in | Yes. . . .. ......... . 1
the past? No.. . . .. ........2

If your answer to question number 2.2 is NO, then skip to question number
2.18. but if your answer is YES answer the following question.

Questions Choice

23 At what age did you have your first sex-
ual intercourse?

2.4 How many different sexual partners | Only one partner. . .. 1
have you had in the past? Two to five partners. .. 2

More than five . . 3

2.5 How frequently were you using con- | Never used . . .1
doms during your sexual intercourse | Sometimes. . cn 2
episodes? Most of the time . ... ..3

Always. . 4

2.6 Have you ever had genital symptoms of | Yes. . 1
STIs (ulceration around your genitalia | No . . 2
and/ or discharge) in the past?

2.7 Have you ever had sex with the follow-
ing individuals? (Mark your responses
for all of the questions)

2.7.1 | Person(s) you have known for a period | Yes. . 1
of less than three weeks (casual part- [ No. . . . . . . 2
ner)?

2.7.2 | Person(s) who had (presumed) multiple | Yes. . 1
sexual partners? No. . 2

2.7.3 | Person(s) who had (presumed) sexually | Yes. . 1
transmitted infections (STIs)? No. . 2

2.7.4 | Commercial sex worker(s) or person(s) | Yes. . 1
who had (presumed) sexual intercourse | No. . 2
with CSWs?
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2.8 Do you currently have a steady sexual | Yes. . 1
partner/someone with whom you have | No. . 2
been having sex for at least three months?

2.9 Have you ever discussed your sexual his- | Never discussed. 1
tory with any of the following individuals? | Friends . 2
(mark all applicable) Parents . . .3

Sexual partner(s). . 4
Teacher(s) . . .5
Other person(s) . . 6

2.10 | Have you ever had sex after having alco- | Yes. . 1
hol? No. 2

2.11 If yes, was a condom used? Yes 1

No . 2

2.12 | For female students only: did you ever use | Yes 1
any contraceptive other than condoms? No . 2

2.13 | Have you had sexual intercourse in the | Yes 1
past one-year (12 months)? No . 2

Now the following questions will continue to ask you about your sexual experience in
the past one year. Please try to remember all the sexual encounters you had in the past
twelve months

2.14 | How many different sexual partners have | Only one partner. .1
you had in the past one-year (12 months)? Two to five partners . . 2

More than five partners 3

2.15 | How frequently were you using condoms | Never used . . . 1
during sexual intercourse in the past year? Sometimes. . . . . .2

Most of the time . . 3

Always. . . . . . .4

2.16 | The reasons you used condoms during sex- | I never used a condom. 1

ual intercourse were (mark all your reasons)

To prevent pregnancy . .2
didn’t discuss about it with
my partner. . . . ... 3
To prevent HIV/AIDS .4
Don’t trust my sexual part-
115 5
Don’t know sexual partner
well ..o 6
Other reason(s) .7
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2.17 | What were the reasons you did | ysed condoms always.........................1
not use condoms during sexual | partner dislikes condoms............... 2
intercourse? (Mark all your rea- | pidn’t discuss with sexual partner....3
sons) Couldn’t find condoms................. 4

I am in love with my partner .......... 5
Condoms are expensive................ 6
I trust my partner......................... 7
Didn’t have reason to use............... 8
Sure that my partner is disease free ...9
Partner didn’t like condom............ 10
Other reason(s).......................... 11

2.18 | From where have you heard | Family....................ooooiiiini 1
about HIV/AIDS in the past? | Church/Mosque.............ccceevnnenen. 2
(Mark all applicable sources of | Health Facility............................ 3
information) Neighbors ......ccovviviiiiiiiiin, 4

Theater/Cinema.......................... 5
School ..o 6
Friends ..........oooiiiiiiiiiin . 7
Poster/Pamphlets ......................... 8
Radio......cooooeiiiiiiiii 9
Television.......c..coveviininenn.e. 10
NEWSPAPET ..ovviveeeieiiaiiieenenns 11
Other ....oooviiiii 12
Neverheard...........cocvvevuininnn.... 13

2.19 | Have you been taught about [ Yes........ccoooviiiiiiiiiiiiiiiiiiinnnn, 1
AIDS/HIV infection at school? NO e 2

2.20 | Did you know anyone who has/ | Yes.......ooviiiiiiiiiiiiiiiiiineinnn, 1
had HIV/AIDS? NO. e 2

2.21 | Where do you think one can get | School..................cooooiiiiiiii. 1
condoms if necessary? (Mark all | Hotels/Bars.............cccoevvviinnnnn, 2
possible sources) Health facility .................oooeni. 3

Theater/Cinema .................cceeeun. 4
] 110 o 5
Pharmacy............ccoooeiiiiiii, 6
Church/Mosque..........cooovveienennn. 7
Otherplace ..........ocevvveiieiieinn... 8
Idon’tknow............cooooiiiil, 9

2.22 | How much is the cost of three | Less than 50 cents....................... 1

condoms? S0centsto 1 Birr...... ................ 2
More than one Birr... .................. 3
ITdon’tknow..........ooovvviiniiiinnnn 4
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Part Three.

The following are statements regarding HIV/AIDS and condoms. Make a tick (\) in
the boxes provided according to your degree of agreement to the statements. For ex-
ample, for the statements you are sure are true mark strongly agree and for those you
think are false, mark strongly disagree.

Strongly Agree Neutral Disagree Strongly
agree disagree

3.1 An infected person who 0 0 [ 0 0
appears healthy can’t trans-
mit disease.

3.2 At present there is a cure | [ N 0 0 0
for AIDS.

33 There is a vaccine available | O O N O
to the public that protects a
person from getting AIDS.

34 A person with multiple | 0O 0 0 0 0
sexual partners has more
risk of infection with HIV/
AIDS.

3.5 Another source of getting | ] 0
HIV/AIDS infection could
be injection with unsterile
needles.

3.6 We can get AIDS by at- | [ O 0 O O
tending school with a child
who has the AIDS virus.

3.7 A mosquito that feed on an | [ 0 0 0 0
AIDS patient’s blood can
transmit the disease.

3.8 A pregnant woman who has | [] O O 0 O
AIDS virus can pass it to
her baby.

3.9 Eggs of hens that have | [J 0 0 [ [
licked a condom used by an
AIDS patient can have the
virus.
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3.10

Having sex with only one
faithful sexual partner re-
duces the risk of HIV infec-
tion.

3.11

One can prevent HIV/AIDS
by avoiding sex (that means
no sex).

3.12

By avoiding sex with multi-
ple partners one can prevent
HIV infection.

3.13

Using condoms during sex-
ual intercourse can reduce
the risk of HIV infection.

The following statements are written to describe your behavior. Mark a tick (V) in the
boxes provided according to your degree of agreement to these statements. As you
can see there is no need to write your name of ID in this study, all information will

remain anonymous. Therefore, you honest answer is important to us.

Strongly Agree Neutral Disagree Strongly

agree

disagree

4.1

With my current sexual behav-
ior my chance of getting HIV/
AIDS infection in the next five
years is high.

0

0

4.2

I feel it is likely for me to get
HIV/AIDS if 1 have sexual
intercourse with different part-
ners.

43

I feel it is likely for me to get
sexually transmitted infections
if a condom is not used during
sexual intercourse.

4.4

If T get infected with AIDS
virus I will die consequently.

4.5

I would rather have any other
terminal illness than AIDS.
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Here are statements regarding abstaining from sex before marriage. How true are
these statements compared to your actual behavior? Mark a tick (\/) in the boxes pro-
vided according to your degree of agreement to these statements. If you are not sure
mark in the box under “Neutral”.

4.6 ‘I am not sure that I would | Strongly Agree Neutral Disagree Strongly
be able to say ‘No’ to having | agree disagree
sexual intercourse’

4.6.1 | With someone I have dated 0 0 0 0 0
for a long time.

4.6.2 | With someone who is push- 0 O O 0 N
ing me to have sexual inter-
course.

4.6.3 | With someone after I have O O 0 O O
been drinking alcohol.

4.7 ‘For me avoiding sex before | Strongly Agree Neutral Disagree Strongly
marriage will protect me and | agree disagree
my partner........

4.7. | From having unwanted preg- 0 0 [ 0 0l

1 nancy

4.7. | From getting sexually trans- 0 O O O 0

2 mitted diseases

4.7. | From getting HIV/AIDS 0 0 O O O

3

4.8 | Refusing sex with a casual O 0 O O O
partner will make it seem that
I am sexually weak.

4.9 | I may lose my partner if I say | [ 0 0 0 0
no to sex

4.10 | To get a better partner I must | [J 0 0 0 0
try several partners even with
sexual intercourse.

4.11 | Refusing sex with my steady | [] 0 0 0 [

partner will make it seem that
he or she has AIDS.

46




bl

‘I very much want to ........ .

Strongly Agree Neutral Disagree Strongly

agree disagree

4.12 | Prevent myself/my lover from | [] [ 0 0 0
getting pregnant

4.13 | Protect myself from getting a | [] O 0 [ O
sexually transmitted disease

4.14 | Protect myself from getting | O O O O 0
AIDS.

4.15 | Show my lover that I care | O O O N 0
about his or her health

4.16 | ‘The following individuals | Strongly Agree Neutral Disagree Strongly
would approve of my avoiding | agree disagree
sex before marriage.

4.16. | My lover 0 [ 0 0 0

1

4.16. | My close friend(s) 0 [ 0 0 O

2

4.16. | My teacher(s) O O 0 O 0

3

4.16. | My parent(s)/relative(s) O O 0 0 O

4

4.16. | Religious leaders 0 N 0 0 0

S

4.17 ‘[ am certain that I would be | Strongly Agree Neutral Disagree Strongly
able to avoid sex before mar- | agree disagree
riage even'if ....,"

4.17. | I am drunk O O 0 0 O

1

4.17. | I am forced by my friends 0 O 0 0 O

2

4.17. | I am told that a condom will | [ N 0 0 O

3 be used

4.17. | I know I may lose my partner | [] O 0 O O

4

4.17. | It is with a partner with whom | ] O 0 0 O

5 I want to fall in love

4.18 ‘From now on, I intend to | [} O O 0 O

avoid sex before marriage.’
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The following statements are concerning limiting the number of sexual partners to
only one. How true are these statements compared to your actual behavior? Show

your agreement or disagreement by marking a tick (\/) in the boxes provided under
your choice.

4.19 ‘Remaining with one | Strongly Agree Neutral Disagree Strongly
steady sexual partner’ agree disagree
4.19.1 | Will protect me from | O O O 0 [
getting sexually transmit-
ted diseases.
4.19.2 | Protect myself from get- | O 0 [ 0 0
ting sexually transmitted
disease
4.19.3 | Show my lover that I care | O O O O N
about his or her health
Strongly Agree Neutral Disagree Strongly
agree disagree
4.20 Limiting my sexual de- | [ 0 0 0 0
sire to only one partner
will reduce my sexual
pleasure
4.21 To avoid sex with part- | [ O O O 0
ners other than my steady
sexual partner will make
me seem sexually weak.
4.22 Refusing sex with a cas- | [ 0 N 0 0

ual partner will make it
seem that he/she has
AIDS
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‘I very much fear... ..... ’ Strongly Agree Neutral Disagree Strongly
agree disagree
4.23 | Suspecting my sexual part- | [ [ 0 0 0
ner of having AIDS.
4.24 | Losing my boy/girlfriend. 0 [ 0 0 O
4.25 | Not finding appropriate | [ N 0 0 0
sexual partner for me.
Strongly Agree Neutral Disagree Strongly
agree disagree
4.26 ‘My best friend would | [} 0 0 O [
make a fool out of me if I
limit myself to only one
steady sexual partner’
4.27 ‘My teacher would ap- | O 0 O O O
prove of my limiting to
only one steady sexual
partner’
4.28 ‘If T limit myself to only | [ 0 0 0 0
one steady sexual partner,
my parents would approve
my action.’
4.29 ‘My  religious leaders | [ 0 O 0 O
would approve of my lim-
iting to only one steady
sexual partner’
4.30 ‘I would like to do what | Strongly Agree Neutral Disagree Strongly
o agree disagree
4.30.1 | My sexual partner thinks | [ 0 0 0 0
that I should’.
4.30.2 | My close friend(s) think | [] O 0 0 0
(s) that I should’.
4.30.3 | My teacher(s) think(s) | [] O O 0 0
that I should’.
4.30.4 | My parent(s) think(s) that | 0 [ 0 0
I should’.
4.30.5 | My religious leader(s) | [] 0 0 0 0
think(s) that I should’.
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4.31 ‘I am certain that I would | Strongly Agree Neutral Disagree Strongly
be able to avoid sex be- | agree disagree
fore marriage even if

4.31.1 | I am told that a condom | ] O N 0 0
would be used

4312 |1 am pushed by my | [J O 0 O 0
friends to have sex with a
new partner.

4313 | I meet someone I have | O] 0 [ 0 0
been very much thinking
of.

4.32 ‘From now onwards, I | [J O ] 0 0

intend to limit my sexual
contact to only one sex-
ual partner.’

The following are concerning condom use. How true are these statements compared to
your actual behavior? Show your agreement or disagreement by marking a tick (V) in
the boxes provided under your choice.

‘I am sure that I would be

Strongly Agree Neutral Disagree Strongly

able to ....° agree dis-
agree

4.33 Insist on using a condom | [ 0 0 0 0
during sex if my boyfriend
or girlfriend refuses to use
a condom

4.34 Get the money to buy con- | ] O O O 0
doms

4.35 ‘I think using a condom at | Strongly Agree Neutral Disagree Strongly
the next sexual intercourse | agree disagree
would .’

4.35.1 | Prevent my partner/me | [] O O 0 0
from becoming pregnant

4.35.2 | Protect me from getting a | [ O 0 0 0
sexually transmitted dis-
ease.

4.35.3 | Protect me from getting | [ O 0 0 0

AIDS.
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Strongly

Agree Neutral Disagree Strongly

agree disagree
4.36 Condoms are difficult for | ] 0 [ 0 N
me to use
4.37 Condoms create doubt | [] 0 [ 0 N
between sexual partners
4.38 Condoms are shameful for | O O O O N
me to buy.
‘I very much fear....." Strongly Agree Neutral Disagree Strongly
agree disagree
4.39 Not being able to use a | O 0 [ 0 O
condom properly
4.40 Reduce my sexual desire 0 O O 0 N
4.41 Being uneasy O O 0 0 O
4.42 Introducing feelings of | O O O O N
distrust between my sexual
partner and me.
4.43 Seeming sexually weak. O 0 [ 0 0
4.44 ‘The following people | Strongly Agree Neutral Disagree Strongly
would approve of my us- | agree disagree
ing condoms at the next
sexual intercourse.’
4.44.1 My sexual partner(s) O 0 N 0 0
4442 My best friend(s) [ 0 [ 0 0
4443 My teacher(s) [ 0 [ 0 0
4.44.4 My parent(s) O O O 0 O
4.44.5 My religious leaders O O O 0 O
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‘I am certain that I would
be able to use condom at
the next sexual inter-
course even if:’

Strongly
agree

Agree Neutral Disagree

Strongly
disagree

4.45.1

I am drunk

4.45.2

I feel shy to discuss using
condoms with my part-
ner.

4453

I feel embarrassed to buy
condoms.

4.45.4

My sexual partner refuses
to use a condom.

4455

I have sexual intercourse
with someone I have
been very much thinking
of.

4.46

If my friend is not willing
to use a condom, I am
sure | can negotiate and
convince him/her to use
one.

4.47

If T know that I cannot
use a condom appropri-
ately, I will ask for sup-
port from those who can
teach me.

4.48

I intend to use a condom
at the next sexual inter-
course.
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Part Five. Future Plan.

5.1 | Which of the following | Reduce number of sexual partners.................. 1
behavioural changes do | Select sexual partners carefully ..................... 2
you plan to use in the Abstain from sexual intercourse .................... 3
future to prevent your- Have good food.........ccooviiiiiiiiiiiin 4
self from becoming in- Avoid unsafe injections and /or sharp objects.....5
fected with HIV/AIDS? | Look for symptoms of AIDS before any sexual
(Mark all your choices INEETCOUISE. « e eeeetinenee et eieieeeeeeieneneens 6
in the spaces provided) Reduce frequency of sexual intercourse........... 7
Avoid sex with casual partners..................... 8
Strictly remain with one regular partner.............9
Prayto God......cooovviiiiiiiie 10
Do regular eXercise.........oovvvviviiienienennennn.. 11
Always use a condom during seX.................. 12
Other methods
5.2 | Assume the test for HIV | Yes ..ouvieiiiiiiiii 1
is available; would you | NO......oviiiii i 0
be interested to be tested
for HIV/AIDS?
53 | Assume you are tested | Yes ..oovvuiiiiiiiiniii e 1
for HIV/AIDS; would [ NO....ioiiii i 0

you be willing to hear
the results of your test?

This is the end of this questionnaire. As promised at the beginning, your individual
responses will remain confidential and you are not requested to write your name or ID.
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