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Abstract
Uganda has been hailed as a success story in the fight against HIV that has seen a reversal in
prevalence from a peak of 15% in 1991 to about 6.5% currently. Since 1992, the largest and most
consistent declines in HIV have occurred among the 15–19-year-olds. While many studies have
examined how key behavior changes (Abstinence, Be faithful and Condom use) have contributed to
the decline in HIV prevalence, few have studied the relationship between sexual behaviors and risk
perception. Using data from the 2004 National Survey of Adolescents, multivariate logistic
regression models were fitted to examine the strength of the association between risky sexual
behavior and perceived risk among 12–19-year-old adolescents in Uganda. After controlling for other
correlates of sexual behavior such as age, education, residence, region and marital status, the findings
indicate highly significant positive association between perceived risk and risky sexual behavior
among males but not females. The findings reveal that, regardless of their current sexual behavior,
most female adolescents in Uganda feel at great risk of HIV infection. The findings also show that
adolescents with broken marriages are much more vulnerable to high risk sexual behaviors than other
categories of adolescents. These results further emphasize the need for a holistic approach in
addressing the social, economic and contextual factors that continue to put many adolescents at risk
of HIV infection.
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Introduction
In many regions of the world, new HIV infections are heavily concentrated among young
people (15–24 years of age). Among adults 15 years and older, young people accounted for
40% of new HIV infections in 2006.1 In Uganda, HIV/AIDS is recognized as a grave public
health and social development concern. Fuelled by poverty, gender inequality and lack of
information and prevention services, adolescents, in particular, are exposed to the risks of HIV
infection and eventually AIDS.2 HIV prevalence was, until the end of 2000, highest among
adolescents (aged 15–19 years), with females three to six times more likely to be infected than
males.3 For example, HIV prevalence in young pregnant women (15–24 years) in Kampala
showed a declining trend from 8.5% in 2000 to 5.2% in 2005.1 On the other hand, in 2005,
HIV prevalence among young men 15–24 years in Kampala was only 2.3% as compared to
5.2% among young women of the same age range.1

Current studies show that the highest infection rate is now amongst married females 15–49
years old (at 5.9%); the rate among females who have never been in union or any form of
marital union is 2.7%.4 The same study shows that overall, 6.4% of Ugandan adults (15–49
years) are infected with HIV, with higher prevalence among women (7.5%) as compared to

NIH Public Access
Author Manuscript
Afr J Reprod Health. Author manuscript; available in PMC 2008 May 5.

Published in final edited form as:
Afr J Reprod Health. 2007 ; 11(3): 168–181.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



men (5.0%). Among young people 15–19 years, the prevalence rate among women is 2.6% as
compared to only 0.3% among men.4

Although young people in Uganda are now starting sexual activity at a later age than in the
past, the age at sexual initiation is still early. Fourteen percent of both men and women aged
15–24 reported they had had sex before age 15, and 63% of women and 47% of young men
had had sex before the age of 18.4 Even if young people 15–19 were the most likely age group
to have used a condom at last sex (27% of women and 47% of men), this percentage is still
low. Their increased vulnerability to HIV infection is still compounded by the fact that most
sexual encounters are without the benefit of consistent and correct condom use.4 Further more,
among women who had sex in the last 12 months, 7.6% (15–19) and 3.8% (20–24) years had
2 or more sexual partners.4

Prata etal5 highlights the relationship between young people’s assessments of their HIV risk
with assessments based on current and past sexual behavior, where more male than female who
considered themselves to have no risk or a small risk of contracting HIV were actually at
moderate or high risk in relation to unprotected sex. Correct assessment was positively
associated with condom use. Other studies have also suggested that the perception of actual
threat of personal vulnerability to contracting HIV leads to adopting protective behaviors
(Lagarde et al6; and Ekanem et al7). However, Hulton et al8 and Kiirya et al9 suggest that
knowledge of safe-sex behavior and reported behavior have little in common and that the
fundamental barriers to behavioral change lie within the economic and socio-cultural context
that shapes the sexual politics of youth. Maswanya etal (1999)10 and Stanton et al11 also noted
that while young people were aware of their risk in having unprotected sexual intercourse, they
failed to take up risk reduction behavior.

Gender differentials on perceived HIV risk and sexual behaviour have been studied with some
studies indicating males to be at more risk while others show females were more at risk (Smith
& Morrison12; Boer & Mashamba13; Pettifor et al14; Simbayi et al15). It has also been alluded
to that being personally affected by HIV and AIDS especially having seen a close person die
of AIDS may be associated with higher perceived risk of HIV infection (Kermyt et al16;
Macintyre et al17; and Eaton et al18).

Many behavioral intervention programs which aim to get adolescents to recognize their own
vulnerability to infection rely on adolescent’s accurate perceptions of risk.19 Given the
vulnerability of young people to HIV, it is of program and policy relevance to better understand
the relationship between actual behavioral risk and perceptions of risk among adolescents in
order to help young people protect themselves from negative outcomes. The ability to
accurately judge one’s own risk to HIV is an essential element in developing successful
strategies for prevention such as seeking VCT services. Uganda, being one of the countries
that had HIV prevalence rates as high as 30% in some urban centers3 but has now managed to
reverse and contain the pandemic, may offer important lessons towards understanding the
intricate relationship between perceived risk and actual sexual behavior. This paper will
provide an understanding of how Ugandan youth judge their risk to HIV. The findings will be
helpful to policymakers, program developers, providers of health services, health educators,
parents and those who provide support and guidance to adolescents to enable young people to
live healthy sexual and reproductive lives.

Methods
Data on Behavior Risk and Risk Perception

The data used in this paper was collected in 2004 in a nationally representative survey of
adolescents aged 12–19 years old. The Uganda survey was part of a larger multi-country study
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of adolescent sexual and reproductive health issues under the Guttmacher Institute’s project
called Protecting the Next Generation (PNG): Understanding HIV Risk among Youth, which
is supported by Bill and Melinda Gates Foundation. Other countries that were covered by study
include Burkina Faso, Ghana and Malawi. The primary objective of the PNG Project was to
establish a knowledge base of policy-relevant evidence that will provide new depths of
understanding into adolescent sexual and reproductive health behavior and practice. In Uganda,
the survey was conducted by Uganda Bureau of Statistics in collaboration with ORC Macro,
Makerere Institute of Social Research and Guttmacher Institute.

The sample for the Uganda Survey covered the population residing in private households. The
self-weighting national sample was selected in two stages with the 2002 Uganda National
population Census serving as the sampling frame. At the first stage, 202 enumeration areas
(EAs) were selected using systematic random sampling with probability proportional to size.
At the second stage, 38 households per EA were selected – again using systematic random
sampling.

All 12–19-year-old de facto residents in a household were eligible for the survey and yielded
a total of 5112 respondents (2513 males and 2599 females). All districts of Uganda were
covered except four in Northern Uganda which were deemed too insecure due to the rebellion
that was raging in that part of the country at the time.

Analysis Methods
Behavior change is a very complex process involving the interaction of a wide array of factors
both personal and environmental. Personal factors which play a major role in behavior change
may include but not limited to age, education, gender, wealth, personal experiences, personal
beliefs/attitudes and self-efficacy while environmental factors may include social norms and
practices, institutional/national policies, infrastructure to support the desired behavior as well
as information and influence from peers and the media. These factors interact leading to
differences in individual behavior.

In this paper, we compare behavioral risk with a respondent’s self-perceived risk to HIV. Risky
sexual behavior is based on responses to questions about the respondent’s sexual activity in
the past 12 months, their use of condoms, their union status and the number of sexual partners
in the past 12 months. Those who exhibit high risk behavior are those who had two or more
partners in the last 12 months and who did not use a condom at last sex with one or both of
their partners. Because the prevalence of HIV is not low in Uganda, high risk takers are also
those who had one partner in the last 12 months, were not married or in a union and did not
use a condom at last sex. Low risk takers are those who have never had sex or have had sex
but not in the year prior to the survey; and those who were married; those who had one partner
during the past 12 months and used a condom at last sex; and those who had two or more
partners in the past 12 months and used a condom at last sex with both their partners. A score
of “0” was given to the low risk takers while “1” was assigned to the high risk takers, thus
making risky behavior a dichotomous (binary) variable.

On the other hand, perception of risk has been measured by the question “Do you think your
chances of getting HIV/AIDS are great, moderate, small, or you have no chance at all?”. This
question was addressed to all adolescents who were aware of HIV/AIDS regardless of whether
they had ever had sexual intercourse or not.

In trying to understand the relationship between risky sexual behavior and risk perception, we
have followed the approach of Akwara et al (2003)20 whereby risky sexual behavior is treated
as the dependent variable while perception of risk is treated as an explanatory variable although
the relationship can actually go in either direction.
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Logistic regression has been used to examine the relationship between risky sexual behavior
and perception of HIV risk while controlling for other factors that are likely to influence sexual
behavior. This has been done by starting with a model that includes perception of risk as the
only explanatory variable (Model A) and then blocks of variables are added in a stepwise
approach and their effect is ascertained. Separate models for males and females have been
fitted to account for gender differences risk behaviors.

Model B= Model A + background socio-demographic factors (region, area of residence-rural/
urban, age, religion).

Model C = Model B + other socio-demographic factors (education, wealth quintile).

Model D= Model C + psychosocial factors (Recent exposure to HIV messages, personal ties
with person with HIV or died of AIDS, comprehensive knowledge of AIDS).

Adolescents who have comprehensive knowledge of AIDS have been defined here as those
who correctly identified two major ways of preventing the sexual transmission of HIV,
correctly rejected the two most common local misconceptions about AIDS transmission or
prevention and also correctly responded that a person who looks healthy can have HIV.

Study Limitations
This analysis is primarily based on cross-sectional data; hence it is not possible to make any
causal connections between risky sexual behavior and perceptions of risk to HIV or know the
direction in their relationship. Furthermore, the measure of risky sexual behavior used is based
only on an individual’s behavior in the 12 months preceding the study yet actual risk of
exposure to HIV is a combination of several factors such as the type and number of lifetime
sexual partners; consistent and correct use of condoms by the individual and/or the partner
currently and in the past; and the partner’s past and current sexual behavior. Similarly, risk
perception is often context specific. People might perceive themselves as at high risk when
they are in a new relationship but this is likely to change with time as the relationship becomes
more stable. Others may perceive themselves as highly at risk simply because of the high
prevalence of HIV in the population or because of the perceived risky behavior of their partners.
Despite these limitations, this analysis is important in that it is able to determine whether or
not there is any significant relationship between current risky behavior and perception of risk
and this has considerable programmatic implications.

Results
Descriptive Results

Characteristics of respondents—About half of young women 12–19 in Uganda are
between the ages of 15–19 and half are between 12 and 14 (Table 1). Most are rural residents.
Roughly three in four are currently in school, although the proportion drops to half among
those 15–19. Most young women 12–19 have attended school at some point in their life, with
less than 5% having never attended. Among women 15–19, one in four has had some secondary
or higher level education. Slightly more 12–14 year old female adolescents live in households
that are in the lowest wealth quintile compared with 15–19 year-olds, however overall, female
adolescents are similarly distributed across the five wealth quintiles. The characteristics of
young men are similar to those of their female counterparts. For instance, nine in ten live in
rural areas. However, higher proportions of adolescent males compared to females are currently
in school.

Union status and sexual experience—Becoming sexually active and entering into a
union are important transitions in the lives of adolescents. For one, these occasions affect their
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exposure to the risk of pregnancy and STIs, including HIV. Most adolescents in Uganda are
not in a union although, among women aged 15–19, this proportion is not so low, with one in
five reporting to be in a union (Table 2). With regards to sexual activity, 28% of adolescent
women have ever had intercourse and among those aged 15–19, nearly half have had sex.
Sexual activity is slightly higher among young men, with 32% having had intercourse. While
a similar distribution of males aged 15–19 have had intercourse compared to their female
counterparts, a larger proportion of younger males aged 12–14 have ever had sex compared to
females of same age group. In the last 12 months before the survey, approximately one out of
five young women and men reported having had intercourse. In terms of current sexual activity,
defined as having intercourse within the last 3 months, the proportion of sexually active
dropped to approximately 15% among young women and 13% among young men.

Risky sexual behavior—About 10% and 7% of the 12–19-year-old men and women
respectively who have heard of AIDS had engaged in risky sexual behavior in the past 12
months prior to the study. The proportions are higher among older adolescents and show
significant gender differences (p = 0.001) with one in seven males aged 15–19 years compared
with one in ten females of the same age group having engaged in high risk sexual behavior.

HIV Testing—In countries where HIV is highly prevalent, access to Voluntary HIV
Counseling and Testing is of paramount importance primarily because it equips one with
information and knowledge on actions that need to be taken to reduce vulnerability to the
disease. The majority (68%) of adolescents– both males and females expressed desire to get
tested. Significantly higher proportions (77%) of adolescents who had engaged in risky sexual
behavior in the past 12 months indicated that they wanted to get tested compared to those (67%)
who had not engaged in risky sexual behavior (p = 0.001).

Self-Perceived Risk to HIV—Worries about contracting HIV and self-perceived risk can
serve as a motivation for adolescents to change behaviors that place them at risk to HIV. In
Uganda, the majority of adolescents - especially the females -across all age groups are very
worried about the possibility of getting infected with HIV. On average, among the 15–19-year-
olds, about 72% of the females compared to 55% of the males expressed this opinion and among
the 12–14-year-olds, the corresponding percentages were 65% compared to 47% respectively
(Table 3). The gender differences across all age categories were statistically significant
(p=0.001).

Chart 1 shows the percentage distribution of adolescents’ perceptions of their own risk to HIV
by age and sex. Overall, at least 40% of adolescents perceived themselves to be at great risk
of contracting HIV. The proportion is higher among females than males across both age groups:
among 12–14 year olds (46% versus 39%) and among 15–19 year olds (54% versus 48%).
About one in five adolescents believed they were at no risk at all to HIV, however, this
proportion varied across the two age groups. Among young women, 25% of those aged 12–14
reported being at no risk to HIV infection compared to 14% of their older counterparts. Similar
differences in distributions across age groups existed among males. This difference in the
proportion of adolescents reporting being at no risk to HIV across age is understandable
considering fewer 12–14 year-olds are sexually experienced compared to 15–19 year-olds.

Multivariate Logistic Regression results
Results for the separate female and male multivariate logistic regression models on Sexual
Behavior and HIV Risk perception are summarized in Tables 4 and 5.

Females—Model A shows that females who perceived themselves as having a moderate to
high risk of getting infected with HIV were significantly more likely to report that they had
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engaged in a risky sexual behavior in the past 12 months prior to the study than those who
perceived themselves to be at no risk. However, when variables on background socio-
demographic characteristics (age, residence, region and religion) are added to the model, this
association became non-existent. In Contrast, Model B shows that there is a strong association
between increasing age and the likelihood of females to report that they engaged in risky sexual
behavior. In addition, unlike other regions, females from Eastern Uganda were also more likely
to report that they had engaged in risky sexual behavior compared to those from the Central
Region.

Introduction of additional (intermediate) socio-demographic factors (education, household
wealth level and marital status and later psychosocial factors (exposure to HIV messages,
knowing some one who has HIV or died of HIV and comprehensive knowledge of HIV
transmission/prevention) further indicate there is no strong association between perception of
risk and reporting of risky sexual behavior among Uganda’s female adolescents. In fact, only
females who perceived themselves as having a moderate risk of HIV infection were
significantly more likely (than those who perceived no HIV risk at all) to report risky sexual
behavior. Those who perceived themselves as at high risk of HIV infection were not
significantly more likely than those who perceived no risk at all to report that they had engaged
in risky sexual behavior. However, the models reveal that, apart from age, there also exists a
strong association between risky sexual behavior and marital status whereby females who have
separated or divorced were highly likely to report that they had engaged in risky sexual
behaviors (compared to the never married) while those in marriage were significantly less likely
to report engaging in such risky sexual behaviors. It should also be noted that the models did
not reveal strong association between the psychosocial factors and engagement in risky sexual
behaviors (Model D). Place of residence, religion, education, household wealth level,
knowledge of someone who has HIV or died of HIV/AIDS and comprehensive knowledge of
HIV transmission/prevention did not show significant association with engaging in risky sexual
behavior. Nevertheless, it is worth noting that females who are more educated (secondary
education or higher) and those who reside in urban areas were half as likely to report that they
had engaged in risky sexual behaviors.

Males—Among males, the results of all the four models consistently show a strong association
between HIV risk perception and sexual behavior with males who perceived themselves to be
at high risk also were significantly more likely to report that they had engaged in risky sexual
behaviors in the past 12 months prior to the study. Unlike among the females, introduction of
additional variables in the model did not weaken this relationship.

Similar to the females, Models B, C and D also show that older male adolescents and those
who are divorced or separated were significantly more likely to report that they had engaged
in a risky sexual behavior. These models further reveal a strong association between region
and sexual behavior whereby male adolescents in the Western and Northern regions of the
country were two to four times more likely to report that they had engaged in risky sexual
behaviors. Contrary to what is often expected, Model D shows that male adolescents who had
recently been exposed to HIV/AIDS messages were twice as more likely to report that they
had engaged in risky sexual behavior than those who had had no recent exposure to such
messages.

It is also worth noting that like among the females, place of residence; education level;
household wealth; knowledge of someone who has HIV or died of HIV/AIDS; and
comprehensive knowledge of HIV transmission/prevention showed no significant association
with engagement in risky sexual behavior. Also, similar to the females, males with secondary
or higher education or higher were also half as likely to report that they had engaged in risky
sexual behaviors.
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Discussion
The primary objective of this paper was to examine the relationship between risky sexual
behavior and perception of risk to HIV infection among Uganda’s adolescents aged 12–19
years. This is important because for adolescents to take appropriate measures to protect
themselves against HIV/AIDS, they need to have a correct perception of their risk. Although
the results show fairly low proportions of adolescents engaged in risky sexual behavior,
significantly higher proportions of male adolescents are engaged in high risk sexual behavior
compared to females. Given that risky sexual behavior among males or vice-versa translates
into risk for the opposite sex, it is perhaps not surprising that significantly higher proportions
of females perceived themselves to be at great HIV risk compared to the males – yet higher
proportions of males are involved in risky behavior. This situation is however not unique to
Uganda as many studies conducted particularly in countries where HIV is prevalent have shown
that higher proportions of women than men perceive themselves as being at a high HIV risk
(Sheppard et al22, Wood et al23, Stein and Nyamathi24).

Results from the multiple logistic Regression Models also seem to confirm this. The Models
show that while HIV risk perceptions among males is strongly associated to sexual behavior,
the linkage was not strong among the females. It is apparent that most female adolescents,
regardless of their sexual behavior, feel at great risk of HIV infection. Although both sexes
gave this perception, it was much more pronounced among the females – particularly those
15–19 years. These gender differences in perceived HIV risk are perhaps due to women’s lack
of or limited sexual power and economic vulnerability.14, 26, 27 The Models further reveal
that age, marital status and region (particularly among males) are strongly associated with
engaging in risky sexual behavior. A higher proportion of older adolescents’ engaging in risky
sexual behavior is not surprising given that the 12–14-year-olds are mostly not sexually active.
With regard to marital status, adolescents who are divorced or separated are apparently more
likely to engage in risky sexual behavior than other adolescents. Although, not much appears
to have been written about this aspect, available data from previous studies show, for example,
limited use of condoms by persons who have divorced/separated compared to those who have
never been married,4, 25 hence confirming the above finding. There are perhaps a number of
factors that may help explain this. First, having been in a marital union, this group of adolescents
is used to having regular and unprotected sex. Adjusting to life without regular sex or using a
condom whenever they have sex most likely poses a big challenge to them. Secondly, it is not
uncommon for couples who have separated to have sex together whenever an opportunity
presents itself. Thirdly, female adolescents who have divorced/separated are usually very
vulnerable to risky sexual behaviors mainly for economic reasons21, 26 because they often
have to financially fend for themselves (and perhaps for their children as well) having been
deprived of their former livelihoods. With limited or no formal education, no job skills and
lack of access to capital resources, particularly land, coupled with stigmatization, especially
from family members, such female adolescents make easy prey for men. Regarding the
differences in risky sexual behavior across the different regions of Uganda compared to the
Central, there are perhaps a number of factors responsible, among which are inequitable access
to SRH information and services, poverty and negative cultural attitudes/practices. The central
region generally has better SRH services than other regions of Uganda and the population is
relatively richer. Although the variable on wealth quintile was not statistically significant
(perhaps because – in a country like Uganda where sexual relationships among unmarried
adolescents are kept extremely secretive - being a member of a rich household does not
necessarily guarantee access to financial resources that an adolescent often needs to access
SRH services), poverty is widely known to increase vulnerability to risky behavior. Regarding
culture, Asiimwe et al (2003)21 showed that there are many traditional practices spread across
Uganda that increase risky sexual behavior among adolescents. In Eastern Uganda – for
example, there are ethnic groups which circumcise and during such occasions, casual sex

Kibombo et al. Page 7

Afr J Reprod Health. Author manuscript; available in PMC 2008 May 5.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



among adolescents is common and is traditionally encouraged. In many parts of Northern
Uganda, male adolescents 15 years and above are generally considered to be adults and live in
their own huts hence receive less parental monitoring which increases their vulnerability.
Furthermore, this part of the country has a variety of traditional functions which tend to promote
casual sex among adolescents. In Western Uganda, some sections of the population have been
reluctant to adopt condom use allegedly because it is incompatible with their sexual styles.

Conclusions
There is a strong association between risky sexual behavior and perception of risk to HIV
among Uganda’s male adolescents but not among the females. Although most adolescents
perceive themselves to be at great risk of getting infected with HIV, this perception is much
stronger among females regardless of their current sexual behavior. In other words, the majority
of Uganda’s adolescents – particularly females, believe contracting HIV/AIDS is more or less
an inescapable reality. The fact that higher proportions of male adolescents reported engaging
in risky behavior while females perceived themselves more at risk and also have higher HIV
prevalence points to the need for a more holistic approach in dealing with adolescents’ sexual
and reproductive health (SRH) needs. For example, many HIV and other SRH programs in
Uganda tend to focus on the girl child because she is considered more vulnerable and pay little
attention to one of the key sources of that vulnerability – their male counterparts. There is also
sufficient evidence to show that at household level, female adolescents are much more
monitored and counseled on SRH issues by their parents compared to the males.2 All these
gender disparities in targeting of information and services need to be re-examined from
household to program level and appropriate interventions be instituted.

The logistic Regression Models revealed that both male and female adolescents with broken
marriages are much more likely to engage in risky sexual behaviors than other adolescents.
This increased vulnerability needs to be recognized at family, community and program levels
so that such adolescents are provided with appropriate support – in terms of information and
services. Some cultural practices and rituals exhibited in parts of the country also continue to
put adolescents at risk through promoting risky sexual behaviors. There is need to design
specific interventions and intensify efforts targeting such negative cultural practices in order
to make them safer. For example, cultural functions that have traditionally provided the
environment for adolescents to engage in risky sexual behaviors can instead be turned into
platforms to provide HIV/AIDS prevention information.
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Chart 1.
Self-perceived risk of HIV among adolescents by sex and age, Uganda, National Survey of
Adolescents, 2004
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Table 4

Odds ratios for reporting of risky sexual behavior in the last 12 months among females who are aware of HIV/
AIDS

Explanatory Variables Model A Model B Model C Model D

Perception of Risk

None 1.0000 1.0000 1.0000 1.0000

Small 1.6055 1.3124 1.3265 1.3248

Moderate 2.0507* 1.5234 1.9425* 1.9143*

High 1.6875* 1.4991 1.5865 1.5457

Age

12–14 1.0000 1.0000 1.0000

15–17 3.7451*** 4.3536*** 4.1722***

18–19 4.6523*** 8.2425*** 7.8958***

Residence

Rural 1.0000 1.0000 1.0000

Urban 0.5568 0.5567 0.5298

Region

Central 1.0000 1.0000 1.0000

Eastern 1.6227* 1.8298** 1.7428*

Northern 1.0311 1.0579 1.3019

Western 0. 6305 0.5676* 0.5970

Religion

Catholic 1.0000 1.0000 1.0000

Protestant 0. 8596 .9413 0.9399

Charismatic/Born-again 1.2665 1.2464 1.2606

Muslim 0. 7657 0.8237 0.8543

Other Christian 0. 8043 0.8451 0.7995

Other Religion 3.0740 3.0318 3.2131

Highest Education Level Attained

None 1.0000 1.0000

Primary 1.4017 1.1985

Secondary or higher 0.5573 .4498

Wealth Quintile

Lowest 1.0000 1.0000

Second 1.1452 1.0776

Third 0.8228 .7410

Fourth 1.0696 .9887

Highest 1.2663 1.1171

Marital Status

Never married 1.0000 1.0000

Ever married but currently not married 8.4423*** 8.5383***
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Explanatory Variables Model A Model B Model C Model D

Currently married/cohabiting 0.0350*** 0.0332***

Recent exposure to HIV messages

None 1.0000

1 1.4896

2 2.3211*

3+ 1.6861

Knowledge of someone with HIV or died of HIV

Yes 1.0000

No 1.6748

Comprehensive knowledge of HIV transmission/prevention

Yes 1.0000

No 1.2281

*
significant at p= 0.05,

**
significant at p= 0.01,

***
significant at p = 0.001
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Table 5

Odds ratios for reporting of risky sexual behavior in the last 12 months among males who are aware of HIV/
AIDS

Explanatory Variables Model A Model B Model C Model D

Perception of Risk

None 1.0000 1.0000 1.0000 1.0000

Small 1.6996* 2.2147* 2.1955** 2.2364**

Moderate 1.9018* 3.3278*** 3.2523*** 3.1925***

High 2.2480*** 4.1666*** 4.0400*** 3.8941***

Age

12–14 1.0000 1.0000 1.0000

15–17 1.8317*** 1.9294*** 1.8995***

18–19 2.5105*** 2.8106*** 2.7955***

Residence

Rural 1.0000 1.0000 1.0000

Urban 0.7322 1.0589 1.0688

Region

Central 1.0000 1.0000 1.0000

Eastern 1.2202 1.0593 1.1132

Northern 4.6047*** 3.8570*** 4.1392***

Western 2.0335*** 1.8540** 1.8113**

Religion

Catholic 1.0000 1.0000 1.0000

Protestant 0.9070 0.9438 0.9300

Charismatic/Born-again 0.8314 0.8084 0.8044

Muslim 0.6293 0.6145 0.6073

Other Christian 2.0787* 2.3228* 2.3846*

Other Religion 1.6524 1.5433 1.7399

Highest Education Level Attained

None 1.0000 1.0000

Primary 1.0152 0.8213

Secondary or higher 0.5260 0.4323

Wealth Quintile

Lowest 1.0000 1.0000

Second 1.0195 0.9987

Third 0.9827 0.9620

Fourth 0.8112 0.7891

Highest 0.7944 0.7694

Marital Status

Never married 1.0000 1.0000

Ever married but currently not married 5.8720*** 5.5245***
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Explanatory Variables Model A Model B Model C Model D

Currently married/cohabiting 0.8644 0.8468

Recent exposure to HIV messages

None 1.0000

1 2.0841**

2 1.9353*

3+ 1.8366*

Knowledge of someone with HIV or died of HIV

Yes 1.0000

No 0.9894

Comprehensive knowledge of HIV transmission/prevention

Yes 1.0000

No 0.9295

*
significant at p= 0.05,

**
significant at p= 0.01,

***
significant at p = 0.001
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