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ABSTRACT 

There is an understanding that effective HJV / AIDS prevention programs should be based on the 

model s and theories of behavior change so that the programs can be designed to change those 

factors which lead to the Lmdesirable risk behaviors and maintain the desirable once. With the 

objectives of determining HIV / AIDS related sexual behaviors and assessing their relation with 

variables derived from the classical models of health behavior, a study using a pre-tested self

administered questiOlUlaire to collect information from a random sample of six hundred and sixty 

high school students was conducted in Jimma town on March 2000. Among the high school 

students 6.7% of female students and I 1.2% of male students were found to have involved in 

sexual activity with worst lifetime sexual behavior index. Of the sexually active students the rate 

of unprotected sexual intercourse and intercourse with more than one sexual pminer in the past 

year were 81. 7% and 19.3%, respectively. 

There is a significant gender difference in HIV -related risk sexual act and belief-intention factors. 

Higher propOliions of males were involved in these high-risk sexual acts. Independent and 

significant predictors of intention to limit sexual paltners were perceived barriers and normative 

belief for female students and normative belief and perceived behavioral control for male 

students. On the other hand, knowing an individual who has/had HIV / AIDS, motivation to 

comply, normative belief, and perceived behavioral conh'ol for females; while only perceived 

susceptibility and perceived behavioral control for males independently and significantly 

predicted the intention to use condom in the next sexual intercourse. It was concluded that high 

school students are at risk of HIV infection because of the high-risk behaviors they have. Pattems 

of gender difference are found and theOly-driven and gender appropriate educational 

interventions and researches are recommended. 
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INTRODUCTION 

Currently, acquired immunodeficiency syndrome (AIDS) is a priority health problem worldwide, 

with an estimated 34.3 million individuals living with HIV/AIDS as of end 1999 (I). The 

majority (68%) are fOllnd in the sub-Saharan Africa. The Ethiopian Ministry of Health (MOH) 

estimated that by 1997, the prevalence of human Immunodeficiency virus (HJV) infection in the 

country among adult population could reach 9% and the total number of adults and children 

infected reach 2.5 million (2). In the absence of an immunization or cure for AIDS, preventive 

activities include screening of the blood and modification of the transmissive behaviors, 

principally sexual behaviors and various forms of blood contact. 

The modes of transmission of HIV are well known. There is also enough knowledge drawn fi·om 

estimates about the magnitude of the disease . Yet, there is still a gap in relation to empirical 

knowledge about the distribution of these risk and preventive HIV/AIDS related behaviors in the 

population in general and in adolescents in p31iicular. There is also little knowledge about the 

belief, value system, and traditions, which motivate and rationalize these behaviors. The 

behaviors in question are emotionally deep, habitual if not addictive, often stigmatized, personal , 

private, and in some cases illegal. Efforts directed at containing the spread of HIV must be 

accomplished by gaining an understanding of these behaviors. The need to lmderstand behaviors 

and psychological dimension of the disease transmission has also been widely acknowledged (3). 

Attention to adolescent population was warranted due to the several characteristics of this group, 

which put them at increased risk of health problems including HIV infection. Few of these 

characteristics are: the tendency of adolescents to involve in experimentation and exploration; the 
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tendency of perceiving themselves as invulnerable and engaging in several risk taking activities 

such as sexual and drug-use. The distribution of AIDS in the general population also tells us that 

the peak age of cases to be 20 - 29 years for females and 20 - 39 years for males indicating the 

peak age of infection to be the age of adolescence (2) . Therefore, any intervention aiming at 

reducing the spread of infection should target these at risk adolescents of which the high school 

students are pmt. In addition, better understanding of their behavior, especially sexual risk and 

preventive behaviors need to be assessed and be used for designing health education and 

promotion programs. 

Some knowledge-attitude-behavior-practice (KABP) studies have been conducted in the past, 

which attempted to assess the AIDS risk and preventive behaviors among adolescents, both in the 

rural and mban Ethiopia (4-7). These studies indicated there was a high prevalence of the risk 

behaviors and recommended that information regarding such risk behaviors need to be included 

in the high school cmriculul11 and/or health education sessions along with wide availability and 

promotion of condom use. But, the questions to bring up with the avai lable knowledge would be: 

What characteristics of individuals and community do we have to know to change AIDS related 

risk behavior? Beyond the provision of information about risk, what must be done to effect the 

reduction of AIDS risk behavior? What are the effects of relevant others on behavior change? 

A greater understanding of the determinants of risk-related and preventive behaviors in target 

populations is an impOltant precmsor to the development of successful AIDS prevention 

programs (8). Previous studies among teenagers focused on transmission of knowledge, 

perceptions of risk and to a lesser extent on behavior. None of the studies have offered a 

2 



theoretical framework for understanding the psychological factors associated with risk of HN 

infection and AIDS for this age group (9). 

So far, several models of health promotion interventions have been developed to predict 

motivators of health behavior change. Of these most advocated are the Health Belief Model 

(HBM), Theory of Reasoned Action (TRA), Theory of Plarmed Behavior (TPB), Social Cognitive 

Theory (SCT), PRECEDE model , and others (10-15). In addition, tbe AIDS Risk Reduction 

Model is specifically applied for AIDS (16-17). These theoretical models have been advanced to 

predict invo lvement in a variety of preventive actions. Constructs derived from several models 

have been applied theoretica lly and empirically to risky and preventive behaviors, even 

specifically to AIDS (8,9,18-25). And therefore, some of these models were selected for this 

study to show what constructs are impOitant in predicting these behaviors among adolescents and 

need to be considered in designing health education intervention for high school students. 

The ptupose of this study is therefore to assess predictors of preventive sexual behaviors as 

applied to HlV/AIDS among high school ado lescents of Jinuna Town and in relation to the 

theoretical constructs from the health behavior models and source of information. The high-risk 

sexual behaviors of the study palticipants are discussed. Predictors of intention to involve oneself 

in safe-sex are indicated in the study. With the understanding of predictors of AIDS preventive 

sexual behaviors, the study fmdings wi ll help to direct the design and preparation of information, 

education and conul1lmication (1EC) materials for this specific group of the population. It is also 

be lieved that the study will initiate the use of models along with the empirical knowledge of risk 

behaviors in the plamling, implementat ion and evaluation of behavior modification interventions. 
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REVIEW OF LITERATURE 

2.1. The Global Picture of AIDS and AIDS Awareness 

Joint United Nations Progranmle on HIV/AIDS (UNAIDS) estimates that 5.6 million people 

became infected with HIV during 1999; and overall 34.3 million people were HIV-positive as of 

end 1999 (I ). So far effOlts to slow down the spread of HIV by changing sexual behavior was 

largely limited to messages and promotion of condoms with patticular attention to special risk 

groups such as conmlercial sex workers (CSW) and drug users. 

Globally the level of awareness regarding AIDS is high. A study ii'OlIl Zaire indicated that 99% of 

men and 96% of women repOlted to have heard about AIDS. But still majority of respondents, i.e. 

95% of men and 85% of women want to leam more about the disease (26). The problem with 

such kind of population jiom less developed nations is that there is also high propOltion of 

misconception about the disease (26). Mostly multiple media chatmels were mentioned as a 

source of AIDS information. The most frequently cited source of information is the radio 

followed by the other channels (26,27). But, lower proportion for brochures, newspaper atticle or 

posters on AIDS. This may not be impressive especially in less developed countries where few 

people are able to read, where there is low availability of and high cost for the newspapers in the 

rural commnnity. The above studies also showed that knowledge about AIDS is correlated with 

the number of media chatmels, indicating the mnltimedia effect of anti-AIDS messages (26,27). 

Condom use is a very important characteristic in relation to the transmission of HIV infection in 

the population . The degree of awareness about condoms, attitude towards it and social and 

cultural barriers of its' use varies from community to community and between different age 
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groups. One study in France indicated 50.7% of the 18-29 years old people rep0l1ed that they 

have used condoms. Condom use in this population was found to be associated with voluntary 

testing for HIV, fear of sexually transmitted infections (STIs), and knowledge of BJV carrier in 

personal relations (28). The criticism of the socia l and cultural image of condoms with potentia l 

effects on individual relationships were more frequently expressed as major factor affecting 

condom use. On the other hand, nonusers expressed more doubts about effectiveness of condoms 

to protect against transmission of HIV and other STls, indicating a lot need to be done in 

modifying this barrier (28). 

As described above, the fear of contracting STls is a predictor of use of condom more than AIDS 

or lmwanted pregnancy. The implication of such results is that the impOltance of fear of STIs as a 

predictor for condom use suggests that it may be useful to include information about condoms in 

the general context of STls rather than to only associate them with prevention of HIV infection. 

However, the most important aspect of general information about condoms may be to change 

their social image and to promote them as a normal role in sexual and affective relationships (28). 

2.2. The Situation in Ethiopia 

According to the MOH estimate, the prevalence of adult HIV in ] 997 was 7.4% (24% in the 

urban and 4.5% in the rural communities) indicating a total estimated number of 2.5 million adult 

and ch ildren infected with HIV (2). The most common mode of transmission identified was 

heterosexual contact. Other lower in magnitude but important modes of transmission were 

perinatal , blood transfusion, harmful indigenous practices and unsafe injections (2 ,29). Ninety 

percent of repOlted AIDS cases occur among adults between 20 and 49 years i.e., the most 

5 
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economically productive group. Roughly equal propOltions of male and female were repOlted. 

The absence of many AIDS cases was also observed in the age group 5 - 14 years (Window of 

Hope) ruling out the falsely believed modes of transmiss ion. Once children passed this "Window 

of Hope" period the rate of infection increases markedly (2,30) . The implication of which is any 

intervention directed at reducing HIV I AIDS cases must aim at changing the behavior of these 

children to prevent them from being infected. Changing behavior (avoid risk and maintaining 

preventive) is way of ensuring these children to remain free of infection for the rest of their life. 

Based on the available prevention measures the disease will remall1 a major public health 

problem in Ethiopia. Currently, the trend of I-IIV infection is on the increase. Projections made by 

the MOH showed that the prevalence will increase to 9% by the year 2000. There will be 4.7 

million infected people by the year 2014, hospital bed utilization for AIDS cases will increase to 

57% by 200 I , and there will also be an increased impact on the development and social sectors 

(2,31). With the understanding of the pressing needs the national HIV I AIDS control program was 

established in 1987 under the MOH. And to coordinate the effOlts by the different sectors the 

national policy on HIVI AIDS was proclaimed in 1998, with the goal of providing an enabling 

environment for the prevention and control ofHlV and AIDS in the country (29). 

2.3. Behaviors Towards Unsafe Sexual Activities and HIV/AIDS Preventions 

2.3.1. The Challenge 

In response to the AIDS epidemic in the early 1980 there was an up source of research on sexual 

behavior. The major modes of spread of HIV infection incriminated were sexual intercourse, 

sharing needles, perinatal transmission and blood transfusion. It is also impOltant to note the 
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prevai ling misconceptions on the various modes of transmission. These modes, be it the correct 

ones or the misconceived ones, are assoc iated with the behavior of the individual , the group 

and/or the conu11lllJity (3). Therefore, apart from the understanding of natural hi story of the 

di sease, facto rs influencing prevention of di sease transmission asks fo r the understanding of the 

current beliefs about HIV / AIDS, in the social and cultural context 

One problem with AIDS prevention is the understanding of the population's current beliefs 

concerning HIV and AIDS. The declining trends of HN - I prevalence (199 1-1997) observed in 

some countries, was associated with the corresponding reduction in HN -I attributable changes in 

behavior (32,33) . However, because of the long period of time between HIV infection and the 

clinical signs of AIDS, risky behaviors are not easily perceived as associated with HIV infection, 

making the change in behavior a difficult undeltaking. The understanding of HIV and related 

behaviors clearly far from complete, especially in the youngest age groups where there is most 

evidence of change. It is recommended that sentinel and behavioral surveillance be expanded to 

look at these younger age groups (34-36). 

2.3.2 A dolescence AIDS al1d Se.xual Behaviors 

For HIV / AIDS prevention, adolescents are targeted because they are just beginning to face social 

situation in which their own decisions and action will determine their exposure. The AIDS related 

sexual behaviors which were identified to pose risk of infection among thi s group of population 

are: premarital sex and casual sex including CSW, non-use of condom, multiple sexual partners 

or individuals whose partners have multiple sexual pmtners and STIs. 
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Most adolescents commence sexual intercourse at early age. This most likely will OCClU' with 

casual paltner and will also increase the l1lunber of lifet ime paltners. Ismail et al (1997) and 

Fantahun et at (1995) found most high school adolescents stmt sexual activity at the age of less 

than 18 years (4,37). In areas of high seropreva lence, infection will most likely OCCLU' in 

adolescence with early sexual exposure. In addition in one of the studies 19.4% of male students 

had sexual encounter with CSWs (37) . 

In the deve loping world, a significant relationship was found between the high prevalence of 

premarita l sex among youths (15-24 years) and the prevalence of non-regular sex among adult of 

both sexes, indicating consistency in social controls of behavior from adolescent to adulthood. 

Younger age and lU1married status emerged as net predictors of risk behavior in 8 of the 12 sex

specific study grouping (38). 

RepOlted condom use by sexually active students is generally low compared to the level of 

knowledge about the disease and about the benefits of condoms (5,26,37). The reasons for not 

using condom by these shldents include pressure from sexual pattner, effect on sexual pleasure, 

fear, carelessness and slipping off during intercourse (6,26). With the presence of low condom 

use rate the sexual intercourse with multiple paltners is also found to be high in this age group of 

the population. In one study in the US, 4% of shldents repOlted having had an STI and among 

currently sexually active students only 49.4% of male students and 40.0% females repOlted that 

they or their paltner used condom during the last sexual intercourse (39). Among a sample of I Dill 

graders in the USA, 67.3% repOlted having had unprotected intercourse with low risk partner and 

1.3% reported unprotected intercourse with high-risk sexual paJtner(s) in the past year (8). 
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With etIOlt of health education and promotion interventions there are changes seen in some 

African countries. The increase in age of first sexua l intercourse, the increase in condom use and 

the high propoltion of the population ever using condom indicated the successes in line wi th the 

interventions directed at changing sexual risk behavior (32). The effect of high mOltality and 

morbidity, which affected most of the households, may also explain the most obvious changes in 

condom use behavior in these countries (33,34). 

2.4. The role of Health behavior theories and models in explaining sexual behaviors 

2.4.1. Heal/h Bellavior Th eories and Models: Overview 

Theory is a set of interrelated constl'llcts (concepts), definitions, and propositions that present a 

systematic view of phenomena by specifying relations among variables, with the purpose of 

explain ing and predicting the phenomena (11). It is a systematic arrangement of fundamental 

principles that provide basis for explaining celta in happenings of life. In comparison, a model is 

referred as a sub class of a theory. It provides researchers with a plan fo r investigating the 

phenomenon (15). Based on this description , it seems logica l to think of theories as the backbone 

of the process used to plan, implement, and evaluate health promotion interventions. Appropriate 

learning and behavioral theories can help to ensW'e congruence between the plaill1ed interventions 

and expected outcomes. Models provide the vehicle for applying the theories (15) . 

So far there are several models, which were designed to explain different health behaviors, of 

which few were predominantly used to understand and predict hea lth-related behaviors. These 

include the Health Belief Model (HBM), Theory of Reasoned Action (TRA), Theory of Plaill1ed 

Behavior (TPB), Self Effi cacy theory (SE), Predisposing Reinforcing and Enabling Constl'llcts in 
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EducationallEnvirollmental Diagnosis and Evaluation (PRECEDE) ( 10-15). These theories tried 

to explain behavior using constructs. Though theories give explanation for some health events , 

they are inadequate to explain events universally, making their application in some situations 

difficult. Moreover, there is difficulty ill transferring theories from the academic training context 

to the practical environment. These are reasons for a very limited use of them by health educators 

(15). 

The HEM with the dimensions of Perceived Susceptibility, Perceived severity, Perceived barriers, 

Perceived Benefits and Cues to action; tried to distinguish between who do and who do not adopt 

to HlV related preventive behavior. It has constructs, which have logic and are clearly amenable 

for intervention. For example, Buunk et al ( 1998) found that barriers to use condom are major 

predictors in their study (40). In addition they have found perceived susceptibility and benefit s 

predict condom use. Therefore, the recommended strategy for intervention is clearly be linked to 

solving these barriers, building their benefits and making people feel susceptible. 

The HEM though include impOItant constructs and is relatively well studied, it is not with out 

critique. The difference between safe sexual behavior and other health behavior predicted by the 

HEM have been noted (21). The model failed to address the inherent difference between these 

behaviors and the concern of maintaining the safe sex behavior for a longer period. In addition, 

the long duration between the HlV infection and development of AIDS resulted in lesser 

realization of susceptibility though there is maintained understanding of the severity. Because of 

these and other deficits, it is reconunended that the HEM include components of social factors 

and self-efficacy (10,15). Self-efficacy is a concept of Social Cognitive Theory (SCT) defined as 
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"the conviction that one can successfully execute the behavior required to produce the outcomes". 

Some authors SUppOlt the importance of self efficacy in helping to accow1t for the initiation and 

maintenance of behaviors and others have suggested that the concept to be added to the HBM in 

order to enhance its explanatory power (13,20). 

Though the HBM gIves plausible basis for health education, the process involved in action 

regulation and the mechanisms by which belief and t!u-eat translated into action are poorly 

specified. The TRA, which proposed these mechanisms, receives empirical SUppOlt for health 

behaviors including HIV -preventive safe sex (22,23 ,41). According to this model, a person's 

intention is a function of two basic determinants (attitude towards the behavior and subjective 

norms ' i.e. social influence). Many studies showed that attitude predict intention to use condom 

(22,23). Attitude towards anticipated social embarrassment is also impOltant (24). School based 

interventions on attitude and perceived norms were found to be good predictors of HIV-

preventive intentions and behavior. The implication of which is that interventions could be based 

on this theory for the attitudinal and normative control of AIDS-preventive behavior. 

Incorporating perceived behavioral control (TPB) to link intention and action has been shown to 

improve the predictive power of the model (22). Expectancy-value models like TPB are 

concerned only wit!1 the relations among cognitions, intentions, and behaviors; iliey have little to 

say about cognitions can be changed, and need to be supplemented by t!1eories of attihlde change. 

In addition, there are controversies as to the role of past behavior as a predictor. Some indicated 

that past behavior could be used to mimic its effect in the past (22). There is a clear gap between . 

goal related intentions versus implementation intention: Goal of adolescents may be quite 
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di fferent than preventing HIV. Most of the cases it is preventing w1wanted pregnancy, which 

logically will be replaced by use of other contraceptives, if commitment in relation arrived by tbe 

partners. 

The separate presentation of each model exaggerates the di stinctions among them. It is likely that 

many of them or even all of them operate simultaneously. Program des igners should not assume 

that separate presentation implies that just one must be accepted and acted upon. Each may 

provide insights that will help direct program design. 

2.4.2. Empirical Findillgs 

Studies conducted to test the health behavior models in the context of HIV / AIDS preventive 

behaviors or their intentions presented interesting findings. Some of the empirical fll1dings 

indicated the efficiency of the different models and theories by assessing the predictive power of 

the constructs. The main findings ofthese studies are summarized below. 

There are studies that have attempted to assess AIDS preventive behavior among adolescents 

based on the HBM. According to Hingson and colleagues (1990), except the perceived severity, 

the three constructs of the HBM were fouud to predict condom use among adolescents (42). From 

these again perceived barriers appeared to be the strongest predictor of all the dimensions of the 

model. OtheJ studies also share the powerful predictive nature of the perceived baniers, but there 

is inconsistent result with the other constructs of the model (20,21 ,24). 

Self-efficacy, a concept from the Social Cognitive Theory, has been proved to be powerful 

predictor of safe sex behavior specially the intention to use condom (8 ,20,25,41,43). There is a 
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clear link between the perceived self-efficacy and the skills needed to manage the risky behaviors 

that can lead to HIV infection. Examples of behaviors that can be affected by efficacy 

expectations include using condoms, negotiating sexual contacts, and drug use (8,43 ,44). 

According to the SeT past behavior affects self-efficacy, those who previously bought condoms 

are more efficacious to do it again than those who try and fail or those never tried. Recent studies 

have rep0l1ed that people who practiced preventive behavior possess significantly higher self

efficacy than those practicing risk behaviors (8, 12,41 ,43). 

Perception of social or peer norms concel11ing the acceptability of safer sex practices IS an 

imp0l1ant determinant of HlV risk-taking behavior. To the extent that individuals behave that 

condom use or other safer sex changes are expected, supp0l1ed and likely to be reinforced with in 

their peer network, they are more likely to conform to these perceived norms (45). 

The relative imp0l1ance of the TRA and TPB model components in predicting HIV -preventive 

behaviors is well documented and the models have been applied successfully to a range ofHlV

preventive behavior domain and also different population groups (22,23,41). Studies on 

adolescents have shown that the effect of attitude exceeds that of subjective norm (23) . There are 

also contradicting findings from other similar studies, which indicated subjective norm exceeded 

that of attitude in predicting intention to use condom (22). Generally the addition of perceived 

behavioral control has improved the performance of TRA model also in relation to intended 

condom use, thi s construct being the strongest predictor than the others in the model. The residual 

effect of past behavior upon behavioral intention including intention to use condom by 

ado lescents has also been indicated (22) . 
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2.4.3. Implicatiol/ towards prograll/ desigl/ 

Assume that knowledge turns into behavior when a perception of self-efficacy to perform that 

practice exists . For example, high school adolescents use condom with theiJ' paltners more often 

when they both have the skills and believe they are more able to negotiate with their paltners 

about such use. The needed intervention would be to train the audience (in this case, high school 

adolescents) in the skills of negotiating and, at the same time, develop their confidence that they 

can perform the behavior. In order to design such health education program that wi ll be attended 

by those for whom it is intended, understanding the meaning of the health problem to those 

affected is essential. HIV prevention programs must take this dynamics into account. 

Therefore, before plmming for the design of behavioral change interventions, the understanding 

of the predictors of motivators in a specified group of the conullunity is mandatory. Such 

information is deficient in the developing world . FlIIthermore, though there are some studies 

conducted in the US, the diJ'ect application of their finding to the less developed countries, 

including Africa will be elToneous (3). 

To generate such information in the Ethiopian context, this study was conducted among high 

school adolescents of Jimma town. It tried to assess ado lescents' high-risk sexual behavior and 

attempted to come up with impOltant socio-psychological predictors of safe-sex behavior 

intentions, which planners can use in order to mount educational campaigns. 

14 



OBJECTIVES 

3.1. General Objective 

The general objective of the study was to assess predictors of H1V/AIDS related sexual 

behaviors that could be targeted for modification or reinforcement, respectively, in 

illY I AIDS prevention programs directed at high school students. 

3.2. Specific Objectives 

• Determine the magnitude of illY I AIDS related sexual risk and preventive behaviors 

among high school adolescents of Jimma Town. 

• Determine the relation of these behaviors with the socio-demographic and knowledge 

variables 

• Assess the correlates (predictors) of illY I AIDS related safe sexual behavior intentions 

with variables derived from the constructs identified by the health behavior models 

(Health Belief Model, Theory of Reasoned Action, Theory of Plmmed Behavior, Self

Efficacy Theory and Social Cognitive Theory). 
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METHODOLOGY 

4.1. Study area and period 

The study was conducted in Jiml11a Town, Southwest Ethiopia. The data was collected on a single 

day in the two high schools of the town on March 2000. Before the main data collection semi

structured interview to generate variables for questiOlmaire development and pre-testing of the 

questionnaire were done on February the same year. The town is located 338 kilometers 

southwest of Addis Ababa in Jimma Zone, one of the eleven zones of Oromiya Regional State. 

The town has projected total population 112,404 for the mid 2000, of which 55,494 are males and 

56,910 females. Considering the age distribution, in the town, adolescents in the 15 - 19 years age 

group accounted for 13.6 percent of the total. In addition, 9.8% of the total were between the age 

20 and 24 years. The estimated propOltions of females in the above mentioned age groups are 

54.1 % and 53.2%, respectively (46). 

According to the 1994 census result the religious composition of the population of Urban 

Oromiya region indicates that 67.8% were Otthodox Christians, 24.0% were Muslims, and 7.0% 

were Protestants (46). Similarly in the Urban Oromiya, the propOltion of Oromos is 54.4% and 

that of Amharas is 28.8%. Guragies constitute 8.1 % of the population. The results also showed 

that 68% of the urban Oromiya population to be literate. The estimated total feltility rate for the 

same population was 3.5 and the estimated expectation of life at bitth for urban males and 

females was 53.6 years and 57.2 years respectively (46). 

Jim11la town has three woredas and 21 kebeles. There is pipe water, electricity, land and air 

transpOltation, and telephone services in the town. Additional cotlununication facilities regularly 
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available are radio, newspapers , and television. Regarding the health services, the town has one 

teaching hospital that serves as a referral center. In addition there is one teaching health center 

and one maternal and child health (MCH) clinic, which provide an integrated primary health care 

(PHC) service for the town population. The Hospital and the Health Centers also serve as training 

centers of health professionals from the Jimma University. Like any other part of the region and 

the country, the major causes of morbidity and mOltality are communicable diseases. Though 

there is no adequate information on the prevalence and spread of HIV I AIDS in the town, cases of 

AIDS has increased from the previous years. 

Oromiya region is known for the production of coffee and in JilID11a town there is high movement 

of merchants and daily laborers especially during the coffee-harvesting season. For this reason 

and others there are several nightclubs and CSWs in this town, which indicate the possibility of 

speedy spread ofHIV/AIDS. 

In the town there are two high schools with a total of 6,749 enrolled students fi'om grade 9 

tlu'ough 12. There are anti-AIDS activities conducted by the communities of these high sohools, 

especially through anti-AIDS clubs. These anti-AIDS club activities of the high schools are 

currently suppOlted by two non-governmental organizations (NGOs). In addition there is a regular 

school health activities conducted by team of final year health professional students of Jimma 

Univers ity during their team-training program. The success of these activities however, is not 

properly evaluated yet. 
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4.2 Study Design 

The study was a cross-sectional study. 

4.3. Study Population and Sampling 

4.3.1. Populatioll 

The source population was all high school students of J inUlla town who were enrolled in grades 9 

through 12 fo r the 199912000 academic year. From these a random sample of 660 students was 

selected using the class name list of all the grades and sections. 

4.3.2. Sample size 

To determine the sample size for the study the following assumptions were made. Precision to an 

acceptable approximation of the population was taken to be 95% (Z2 a/2 = 1.96). A 4% margin of 

error (d = 0.04) and a proportion of 50% of high-risk behaviors among adolescents were preferred 

to get the largest possible sample size (p = q = 0.5). FUlihermore, additional 20% allowance for 

possible absenteeism and refusa l to palticipate in the study was considered based on the findings 

from previous school based studies. With these and taking the total population (N) of 6,749 the 

sample s ize was found to be 660. 

(Z C1.12)2 . P . q no 
no = ------------------ = 600 and Ilr = ----------- = 550 

d2 1 + nolN 

Therefore, minimum sample size required for the study = 1.2nr =660 

4.3.3. Sampling technique 

The list of all high school students in Jimma town was secured for use as a sampling frame. A list 

of students was prepared according to alphabetical order; first the name of the school then their 
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grade (ascending order) then the letter of the section (class) order and fl11ally the name of the 

students. The list was then numbered from 000 I to 6749 in the ascending order. Following thi s a 

random number list of 660 numbers was generated using the Epi Info Version 6 stat istical 

package. The name of the student, school, grade and section that correspond to the selected 

numbers were identified fi·om the prepared list and were included for the study. 

4.4. Procedures of Instrument Development and Data Collection 

4.4.1. Questiollllaire Developmellt 

The principal investigator developed a self-reporting questiolUlaire III English. A pool of 

questions, which can address the behavior and predictors of interest were made after extensive 

review of available relevant literatures (8 ,20,22,26,27,43,47,48). In order to enricb the 

questionnaire a total of seven semi-structmed interviews were conducted in JinU11a town among 

adolescents using trained peer interviewers (Appendix I ). The result of the semi-structured 

interviews helped in refining the questions and also in selecting the relevant behaviors and 

predictors, which are appropriate for the study community. In addition , information that was 

gathered through this preliminary qualitative approach in the survey area was used to identify 

gaps and redundancies in the prepared questiorl11aire, given local conditions, and to define critical 

terms in tbe local language, such as regular partners and casual partners. 

The questions and statements then were grouped and arranged in to a five-point Likert ' s scale. 

The draft questiormaire was then given to two reviewers and they tried to group them according 

to the behavior it intended to measme and constructs intended to address . The difference, deficit, 

redundancy and vagueness were corrected accordingly. A sociologist then reviewed the draft 
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questionnaire and his comments were accommodated. No major change was made except to keep 

the logica l flow of questioning which was agreed and corrected as recommended. 

Two individuals who have very good language abi lity of both the Languages then translated the 

[mal English version of the questionnaire to Amharic. Differences between the two translations 

were discussed and some minor modifications (example Intention Vs think/plan/decide to) were 

made after referring the English-Amharic. dictionary. The agreed Amharic version of the 

questionnaire was then translated back to English to see a gap in the content of the original and 

the second translation version of the questionnaire (49). 

Before translation and the review the concerned individuals were informed about the aim and 

proposed method of the study. Finally, eight additional questions were added at the end for pre

testing in order to address issues related to the questiOlUlaire and the way of questioning. [n order 

to avoid confusion, due to the wording of statements in Amharic for the male and female, two 

types of questiolUlaires were prepared fo r the two groups. 

4.4.2. Pre-testing 

Pre-testing of the questiOlUlaire was carried out at Agaro High School, which is located in a town 

45 kilometers South of Jil11Jl1a. Agaro town shares similar geographic and socio-demographic 

characteristics with Jimma Town . During the pre-testing, the questionnaire was assessed for its 

clarity, tmderstandability, completeness, and re liabi li ty. The sensitivity of the subject matter and 

pattem of response were also assessed. 
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A total of 102 students (45 females and 57 males) were asked to paltic ipate in the pretest out of 

which two female students refused to palticipate . Generally, the pretest result was good in 

relation to the developed questiOlUlaire. On average it took 42.05 minutes (range 34 to 67) 

minutes to finish the questionnaire. The frequencies of responses for the 8 questions are shown in 

Appendix 2. A total of 38 forms had one 01' more missing variables. The frequently asked 

questions by paJ1icipants during the pretest were directed at how to mark their choice, difficulty 

in remembering the total number of sexual episodes and the total freq uency of condom use during 

the past sexual intercourse episodes. 

The pre-test data was analyzed after entering in to a computer using SPSS Data Entty II statistical 

package. Some previously overlooked but necessary skip patterns were identified. In addition, 

some compounded questions were also identified and correctl y disaggregated. The data was 

analyzed for item analysis with reliability test. This approach was then utilized to test whether the 

sca le used to measure the constructs can holdup in the specific population. In addition, attempts 

were made to reduce the number of questions used to measure a single construct. The attempt was 

aimed at reducing the number of questions, which measme a single construct, while keeping the 

reliability near to the original one. Those questions with high propOltion of missing values were 

considered the flrst target for the removal trial (49). Finally, the following corrections were made 

on the questiOlUlaire: 

• Some questions, which were fo und to improve 0 1' maintain the reliability of the remaining 

questions upon removal, were removed 

• Those questions like ' number of sexual partner', ' number of sexual episodes' and 

' number of such episodes where condom was used ' were converted into categorical 
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variables 

• The flow of questioning was also arranged in such a way that guestions which focuses on 

the same topic (behavior) were finished before jumping to another behavior. In the middle 

transition paragraphs were also added to smoothen the transition. 

• Questions and statements were packaged (choices on the top) to facilitate easy and guick 

response. 

• The method of marking choice were changed to circling choice number in the first pmt 

mld putting right ( ., ) mark in the subseguent palts. 

• TIle identified skip pattems were accordingly corrected in the questiOlUlaire. 

• Multiple response variables were transformed and treated as separate YeslNo question 

choices during data entry. 

The final self-admin.istered questionnaire was then prepared to have five pmts (Appendix 3). 

In addition to testing the instrument, the whole process of proposed method of administering the 

questiOlUlaire (data collection) and data management was also assessed. The only exception to 

this fact is that the palticipants were not random sample of students. Though it was proposed to 

administer the guestiorl11aire at the end of tbe first shift and beginning of the second, the director 

of the school convincingly criticized this. The inconvenience was that it would be difficult to 

select and gather students during their very first class period. Therefore, the questiOlmaire was 

administered at the middle of each shift. 
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4.4.3. Measllrement Variables al/{I Operational Definition 

Socio-demographic characteristics: Sex, age, school grade, Ethnic/Religious group, parents' 

status of each student. 

Sexual risk behavior and AIDS preventive behavior: past involvement in AIDS risk and 

preventive sexual behaviors including number and risk status of sexual partners, consistency of 

condom use during sexual intercourse, history of sex under the influence of alcohol and history of 

genital symptoms of STIs. A high-risk sexual partner was defined as one who was believed by the 

partner to have history of one or more of the following: sexual contact with multiple partners, 

sexual contact with CSW or one who had contact with a partner who had contact with CSW, 

casual partner (known for the respondent for less than t/U'ee weeks), or partner who have history 

of STIs. An AIDS risk behavior index, ranging from lower to higher risk of acquiring infection 

with HIV, was created from these items and as modified from what was used by Walter et aI, 

1992 (8) . Index scores ranged from 0 to 6; the definition of each risk level is presented in 

Appendix 4. 

~ Source of AIDS information: Ever heard of HIV / AIDS and the source of the information, weather 

the respondent learned ofHIV/AIDS at school and know an individual with HIV/AIDS. 

Constructs derived fi'om the health belief model, social cognitive theOfY and selfefficacy: 

Perceived threat using three and two items respectively assessed susceptibility and severity of 

acquiring HIV/AIDS. In addition, perceived benefits and barriers, self-efficacy and relevant 

others in regard to engaging in AIDS-preventing behaviors (abstaining before marriage, limiting 

sexual partner to one / avoiding multiple sexual partner and condom use at the next sexual 
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intercourse) were evaluated. The number of items used and the internal consistency (a

coefficient) of these constructs were presented in Appendix 5. 

Constructs derived ji'om the theolY of reasoned action and planned behavior: items, which 

address behavioral intention, attitudes and beliefs towards preventive behavior, and items, which 

assess subjective norms, were used in this study. Questions related to evaluation of the 

consequences, normative belief, and perceived behavioral control were also added. The number 

of items and their internal consistency for the three intentions is shown in Appendix 5. 

• AIDS related knowledge: The students were asked to complete 13 items pertaining to 

transmission and prevention of lllV infection. In additions statements on the misconceptions of 

lllV transmission and prevention were included. The internal consistency (a-coefficient) of 

knowledge item was 0.60. 

Behavioral intentions: Behavioral intentions were measured by means of items "I intend to ... (to 

abstain, . limit sexual pal1ner or use condom)", each measured separately, using a five point 

LikeIt's scale. This scoring was subsequently reversed, so that the higher the score the stronger 

the intention to apply these behaviors, respectively. 

Except for AIDS related knowledge, the questions for the constructs derived ii'om the health 

behavior models were measured with a five point measurement scale ranging from I (very 

cel1ain/very likely/strongly agree) to 5 (very uncel1ainlvery unlikely/strongly disagree). This 

scoring was subsequently reversed, so that the higher the score tlle stronger the positive construct 

(example, Intention). The sums of the score for the items were used as a summary statistics to 
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measure the specific construct for tbe specific behavior. Finally, behavioral intentions were taken 

as dependent (outcome) measures/variables whi le the other constructs, socio-demographic 

variables , source of AIDS information, AIDS related knowledge and past sexual behavior were 

used as independent (exposure) variables/measures. 

4.4.4. Data Collection 

To facilitate data colJection in each grade-sex group two faci litators of same sex were recruited 

from Jinuna Zone and were trained for three days before and two days after the pretest. They were 

responsible for distributing questionnaires, discussing the purpose of the study and the 

impOltance of patticipants' honest and sincere reply, and responding to questions raised during 

filling the questions. The criteria used for selecting facilitators were fluency in Amharic, 

educational status of secondary school and above, age 18 - 24 years, previous experience, 

willingness to work with the research team, and performance during the five days training course. 

The training of facilitators focused on introducing the aim and purpose of the study, the type of 

information needed to answer fi'equently asked questions, how to collect information and the 

methodology of this patticular study in relation to reaching the intended goals. FUlthermore, a 

two days orientation was given to the trainee on the questionnaire and their role during data 

collection after the pretest. Finally, trainees were allowed to fill the questiOlmaire by themselves 

and latter discuss on areas of difficulty. After the group discussion the principal investigator gave 

appropriate feedback. 
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On the day of data collection, the randomly selected students were told by their teachers (which 

were informed earlier) to remain in their class during the break time. The research coordinators, 

with the help of the wlit leaders combined neighboring sections to form groups of single grade

sex students. Survey completion required duration of one class period for each shift. When 

fUlished, students were told to put their completed questiOlUlaire in a box, which is located at the 

exit of each room. The overall activity of data collection was supervised and coordinated by the 

principal investigator and two other coord inators in each school. 

4.5. nata management, analysis and interpretation 

Data Coding: As it can be seen in the questiOlUlaire almost all the variables are pre-categorized. 

The question nWllber in the questiOlUlaire identifies variables and appropriate variable name was 

given . End coding (the use of the right margin for writing the code) was employed. The data was 

entered using SPSS Data Entry n package. The choice number was used as the code nwnber in 

the fi rst part and the score I to 4 or five was given to the choices in palt three and four (scores for 

some of the statements were subsequentl y reversed). 

DaLa Entry and Verification: The layo ut scheme was developed and the codes for each vari able 

have been specified. Following this, two individuals who have expelt ise in data entry using SPSS 

entered the data at Jillllla . Range and skip checks were done automatically during data entry. 

Another random sample (20%) of the data was re-entered and printout was visually compared 

with the ori ginal data. Errors identified were corrected based on the original record. 

Dafa Cleaning: Computer printouts of frequencies were used to check for outliners . Logical and 
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consistency errors were checked after completing data entry. Any enors identified at this stage 

were corrected after revision of the original questionnaire, retrieved llsing the record number. 

After the data was cleaned backup copies were made and stored in a safe place along witb the 

codebook. 

Data Trans/ormation: All the constructs were formed after transforming the raw data variables as 

shown in Appendix 6. SW1m1ations of the score of the questions were used as summary statistics 

for the predictor constructs. 

Data Analysis: Frequencies, propoltions and summary statistics (mean, median, mode, range and 

SO) were used to describe the study population in relation to relevant variables. Contingency 

table ana lysis of the association between the outcome variable and possible risk factors was 

carried out. The X2 test was used for analysis of propOltions and Peru'son correlation coefficient 

for continuous variables. Cronbach's a was used to test reliability of the items used to measure 

each constnlCt. To examine the presence of group differences (gender) in the potential risk, 

predictor constructs and also outcome indicators AN OVA and MAN OVA were appl ied. Multiple 

Logistic regression analyses were performed with the significantly correlated predictors on the 

bivariate ana lysis. Multiple logistic regression analysis was used to determine the individual 

contribution of potential predictors of sexual behavior (demographic variables, HIV/AIDS 

knowledge and theoretical constructs derived from the health behavior models) on the outcome 

variables : AIDS related safe sex intentions. For this pwpose the predictors were dichotomized in 

such a way that the top two fifth Vs the lower three fifth. For the multivariate logistic regression 

those variables, which has bivariate relation with the outcome variable, were entered along with 
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logically relevant variables. Furthermore, not to miss important predictors those with p<O.25 on 

bivariate analysis also entered in the multivariate model. 

4.6. Ethical considerations 

Response to the survey was anonymous. A letter with introduction of the study, the need and 

benefits of conducting the study, method of questioning and confidentiality was attached to the 

cover page of the questionnaire (Appendix 3). In addition, pruticipants were informed why 

consent is needed for researches. Facilitators also discussed the content of this letter before the 

pmticipants start to fill the questionnaires. Pmticipants were also informed that they have full 

right to discontinue or refuse to palticipate in the study. A formal letter was written to the Jinuna 

Zone Education Depaltment. The schools ' willingness to participate in the study was discussed 

with officials of the high schools. Moreover, the study proposal had clearance from the ethical 

conuuittees of the Depmtment of Community Health and School of Graduate Studies, Addis 

Ababa University. 

--.--
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RESULT 

5.1. Demographic Characteristics of The Study Population 

Out of 660 randomly selected students, 590 paliicipated in the study (response rate of 89.4%). 

From the 590 paliicipants, 304 (52.2%) were females and 440 (86.1%) were in the age group 15 

to 19 years. The mean (±SD) and median age for the study population were found to be 16.77 

(± 1.86) and 17 years, respectively. Regarding their religion, majority 412 (70.4%) were Christians 

and 173 (29.6%) were Muslims. Two 11lUldred twenty eight (39.0%) of the students were Oromos, 

147 (25.2%) were Amharas, 32 (5.5%) Keffa & another 31 (5.3%) were Dawro by their Ethnicity 

(Table I). Seventeen (3.0%) of the respondents are currently married of which 16 (94 .1 %) are 

females. Generally, majority (96.9%) of the students repOlied that one of their parents is currently 

alive, 488 (84.1%) for the father and 506 (91.3) their mother is alive. In addition, the mean and 

median family sizes of respondents were found to be 6.89 and 7 persons, respectively. 

5.2. Sexual Behavior Of Study Participants 

5.2.1. Onset of Sexuality Activity 

More than one-fourth, 163 (27.8%) of the sample of high school students repOlied to have sexual 

intercourse in the past. Higher propOliion of males 104 (36.9%) had past history of sexual act 

than females 59 (19.3%) [X2c=2 I.6, p<O.OOI] (Table 2). The reported mean (±SD) age at the first 

sexual intercourse was found to be 15.03 (±3.52). Female students repolied sexual debut at latter 

age than male students (F (1 ,142)= 10.2, p< 0.01). 
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Table I : Distribution of high school students of Jinuna town by their demographic 

characteristics, March 2000 . 

Variable Female Male Total 

I] (%) n (%) n (%) 

Sex: 304 (52.2) 278 (47.8) 

Age: < 16 123 (46.4) 97 (39.4) 220 (43.1) 

> 16 142 (53.6) 149 (60.6) 291 (56.9) 

School: Jerel] 111 (37.9) 115(41.4) 226 (39.6) 

Jimma 182 (62.1) 163 (58.6) 345 (60.4) 

Education: 

Grade 9 98 (32.2) 99 (35.2) 197 (33.7) 

Grade 10 88 (29.0) 70 (24.9) 158 (27 .0) 

Grade II 93 (30.6) 82 (29.2) 175 (29.9) 

Grade 12 25 (8.2) 30(10.7) 55 (9.4) 

Religion: 

Muslim 88 (29.0) 85(30.1) 173 (29.6) 

Christians 215 (71.0) 197 (69.9) 412 (70.4) 

Ethnicity: 

Oromo III (36.6) 117 (41.6) 228 (39.0) 

Amhara 83 (27.4) 64 (22.8) 147 (25.2) 

Other 109 (36.0) 100 (35.6) 209 (35.8) 

Currently Married: Yes 16 (5.3) 1 (0.4) 17 (3.0) 

No 284 (94.7) 274 (99.6) 558 (97 .0) 

Father Currently Alive: 

Yes 
255 (84.4) 225 (83.8) 488 (84.1) 

No 
47(15.6) 45 (16.2) 92 (15.9) 

Mother Currently Alive: 

Yes 
264 (94.0) 242 (88.6) 506 (91.3) 

No 
17 (6.0) 31 (11.4) 48 (8.7) 
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Table 2: Factors related to sexual behavior of sexually active high school students of Jimma 

town. March 2000. 

Factor Female Male Total 

n (%) n (%) n (%) 

Sexually Active: Yes 59 (19.3) 104 (36.9) 163 (27.8) 

No 246 (80.7) 178(63.1) 424 (72.2) 

Lifetime sexual pal1ner: 

One 41 (75.9) 61 (62.9) 102 (67.5) 

2 to 5 10 (18.5) 22 (22 .7) 32 (21.2) 

> 5 3 (5.6) 14 (14.4) 14 (11.3) 

Frequency of condom use: 

Never used 28 (5 1.9) 56 (56.6) 84 (54.9) 

Occasionally 17 (31.5) IS (15.2) 32 (20.9) 

Most of the time 3 (5.6) 7 (7. 1) 10(6.5) 

Always 6(11.1) 21 (21.2) 27 (17.6) 

Had genita l symptoms of STls: 

Yes 6 (10.5) !O (9 .8) 16 (10.1) 

No 51 (89.5) 92 (90.2) 143 (89.9) 

Sexual contact with high risk partner: (n= 148) 20 (38.5) 38 (39.6) 58 (39.2) 

Casual pal1ner (n=155) 8 (14.3) 22 (22.2) 30 (19.4) 

Who had multiple palt ners (n=154) 12 (2 1.8) 16(16.2) 28 (18.2) 

Who had STI (n= 155) 6(11.1) 8 (7.9) 14 (9.0) 

CSW/Who had contact with CSW 9 (17.0) 14 (14.6) 23 (15.4) 

Had sex after consuming alcohol: 

Yes 10(17.9) 13 (12.7) 23 (14.6) 

No 46(82.1) 89 (87.3) 135 (85.4) 

SEXUAL ACT PAST YEAR (n=161) 39 (67.2) 58 (56.3) 97 (60.2) 

Multiple sexua l pal1ners (n=93) 6 ( 15 .8) 13 (23.6) 19 (19.3) 

Inconsistent condom use (n=93) 32 (86.5) 44 (78.6) 76 (81.7) 
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As it is shown ill table 2, 102 (67.S%) of the sexually active students reported only one sexual 

palmer ill the past. The rate of having more than one lifetime sexual pattner is higber for male 

students (37.1%) compared to females (24.1 %). There is a significant negative correlation 

between age at first sexual intercourse and number of lifetime sexual pattners (1'= -O.IS, p< O.OS). 

5.2.2. High Risk Sexual Behavior in the Past 

Considering repOlted lifetime sexual behavior of sexually active students, only 27 (17.6%) 

consistently used condom during their sexual intercourse episodes. On the other hand, majority, 

84 (S4.9%) never used condom during sexual intercourse. Regarding history of STIs, small group 

of the sexually active students repOlted having history of genital symptoms of STls in the past. 

FUlthermore, 23 (14.6%) repOlted having sex under the influence of alcohol (Table 2). 

Risk status of sexual palmers was also assessed as perceived by the respondents. Among sexually 

active students, S8 (39.2%) had history of sexual contact with pattner(s) presumed to have one or 

more risk factors for HIV/AIDS. Higher propottion of male students repotted sexual intercourse 

with high-risk pattner compared to female students (Table 2). Taking the repotted sexual activity 

in the past an AIDS risk Behavior index was prepared (Table 3). Majority repOlted sexual 

abstinence or not involving in sexual intercourse in the past. The proportion of males with the 

worst score (category S & 6) was Iligher when compared to female students. Futthermore, 

majority of females categorized as having the lowest risk score (category 0) compared to males. 

32 



5.2.3. Sexual Behavior In The Past One Year 

Palticipants were also asked if they had sexual intercourse in the past one year. Among the total 

participants, 97 (16.4%) reported as having sexual act in the past twelve months. This accounted 

for 60.2% of the sexually active student. Among those who had sexual intercourse in the past one 

year 39 (40.2%) were females and 58 (59.8%) were males. The distribution of the potential risk 

factors for HIV infection in past years' sexual act was also assessed. As shown in table 2, 19 

(19.3%) of those who had sexual intercourse in the past twelve months had had more than one 

sexual partner, and majority 76 (81.7%) didn ' t use or inconsistently used condom during their 

sexual intercourse episodes. 

5.3. Source of Information on mY/AIDS 

Almost all of the respondents (99.6%)bave heard about HIV/AIDS. The most commonly sited 

sources of HTV/AIDS information were schools, television and radio in that order. Again 492 

(90.3%) repOlted, that they leamt about HIV/AIDS at school. Three hundred and sixty one 

(66.1 %), repOlted that they have seen or know person infected with HIV and/or AIDS patient. 

When asked about the cost of three condoms only one third (36.1 %: 20.2% offemales and 52.0% 

males; X2c=56.76, p<O.OOOl) of the students responded it to be less than half Ethiopian Birr 

(Table 4). 
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Table 3: PropOltions of high school students of Jimma town by each category of AIDS Risk 

Behavior Index for their lifetime sexual activity, March 2000. 

VARIABLE SCORE Lifetime sexual behaviour 

MALE FEMALE TOTAL 

n (%) n C%) n(%2 

CATEGORY 0: 178 (66.7) 246 (82.8) 424 (75.2) 

Sexual abstinence 

CATEGORY I : 5 (1.9) 3 (1.0) 8 (1.4) 
Sexual intercourse consistently using 

condom with one low risk pattner 

CATEGORY 2: 

Sexual intercourse consistently using 2 (0.7) I (0.3) 3 (0.5) 

condom with two or more low-risk pattner 

CATEGORY 3: 

Sexual intercourse with one low risk 29 (10.9) 23 (7.7) 52 (9.2) 

pattner with out or inconsistently using 

condom 

CATEGORY 4: 

Sexual intercourse with two or more low 
13 (4.9) 2 (0.7) 15(2.7) 

risk pattner with out or inconsistently 

using condom 

CATEGORY 5: 

Sexual intercourse consistently using 10 (3.7) 2 (0.7) 12 (2.1) 

condom with one or more high risk 

partners 

CATEGORY 6: 

Sexual intercourse with one or more high-

risk pattners without or inconsistently 30 (1 1.2) 20 (6.7) 50 (8.9) 

using condom or history of sexually 

transmitted disease. 
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Table 4: HlV/AIDS related information and reported source by high school students 

of JinUlla Town. March 2000. 

Information/source Female Male Total 

(n=274) (n=272) (n=546) 

Heard about HlV / AIDS: 273 (99.6%) 271 (99.6%) 544 (99.6%) 

Source of HIV / AIDS information: 

Family 102 (37.2%) 75 (27.6%) 177 (32.4%) 

Chmch/Mosque 7 1 (25.9%) 54 (19.9%) 125 (22.9%) 

Health institution 125 (45.6%) 168 (61.8%) 293 (53.7%) 

Neighbors 47 (17.2%) 40 (14.7%) 87 (15 .9%) 

Theater/Cinema 49 (17.9%) 63 (23.2%) 112 (20.5%) 

School 164 (59 .9%) 185 (68.0%) 349 (63.9%) 

Friends 77 (28.1%) 94 (34.6%) 17l (31.3%) 

Posters/Pamphlets 54 (19.7%) 84 (30.9%) 138 (25.3%) 

Radio 150 (54.7%) 161 (59.2%) 311 (57.0%) 

Television 150 (54.7%) 167 (61.4%) 317 (58.1%) 

Newspaper 88 (32.1 %) \3l (48.2%) 219 (40.1%) 

Have been taught at school about 

HIV/AIDS: 246 (90.4%) 246 (90.1%) 492 (90.3%) 

Know individual with HIV/AIDS: 195 (71.0%) 166 (61.2%) 361 (66. 1%) 

Know source of Condom: 258 (93.8%) 207 (97.5%) 528 (95.7%) 

RepOlted cost ofthree condoms: 

Don't correctly know 183 (69.6%) 98 (37.3%) 281 (53.4%) 

< 50 cents 53 (20.2%) 137 (52.1%) 190 (36.1 %) 

0.50 to 1.00 Birr 24(9.1%) 26 (9 .9%) 50 (9.5%) 

> 1.00 Bin 3 (l.l%) 2 (0.8%) 5 ( 1.0%) 
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5.4. Diffel'ence In Risk Factors, Predictors And Outcomes By Gender 

Before conducting the major analysis, it was first examined if it was appropriate to analyze the 

data for the sample as a whole. Therefore, it was tested whether the presence of risk factors , 

predictor variab les and intentions differ between gender subgroups in the sample. First, it was 

examined whether there were gender differences in the potential sexual risk factors for HIV 

infection. A MANOY A using gender as the independent variable and the indicators of the 

potential risk factors as dependent variables, revealed a significant main effect (F(9,11 7)=2.30, 

p<0.05). However, there were only two significant univariate effects. These were, age at first 

sexual intercourse and the number of life time sexual paltners (F(I,125)=9.57, p<O.OI; Means: 

female= 16.39 and males= 14.50) and (F(1 ,125)=5.60, p<0.05; Means: female=1.26 and 

males= 1.56), respectively. 

Male and female students did not only differ in potential risk factors, but also in the outcome 

variables i.e. their intention to use condom at the next sexual intercourse (F(I,518)=23.78, 

p<O.OOl), the mean (±SO) for females and males were 3.54(± 1.l9) and 4.05(± 1.10), respectively. 

This mean difference was not significant for the intention to limit the number of sexual pmtner to 

one. In addition, there were a number of gender differences in the predictor constructs. A 

MANOY A using gender as independent variable and the predictor variables for each outcome as 

the dependent variables resulted in a highly significant main effect, (F(IO.503)=8.32, p<O.OOl) for 

the intention to limit the number of sexual partner to only one and (F(1 ,518)=23.78, p<O.OOl) for 

the intention to use condom at the next sexual intercourse. 
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Table 5 presents the mean scores and standard deviations for all predictor variables, and shows 

the univariate effect of gender. Female' and male students differed on seven predictor constructs 

for each intention. As can be seen from the table, male students are more aware of HIV / AIDS, 

better motivated to comply with relevant others and felt that they are more at risk for HIV 

infection. On the other hand, females were more concerned about the barriers towards limiting the 

number of sexual partners but also had the perceive efficacy to do it more than male students. In 

addition to this, male students perceive more the benefits of limiting the number of sexual 

paltners and their control over performing the behavior than female students . Similarly related to 

the condom use, male students were more convinced that condoms are beneficial when used, that 

other people expect them to use it and that they appraise they are able to use condom 

appropriately. On conclusion, based on the above findings it was decided to analyze the data 

separately for males and female students. 
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Table 5: Means and standard deviations for all predictor theoretical constructs by gender of 
high school students of Jimma town. March 2000. 

Female Male 
Variable Mean SD Mean SD F 

LTMITTO ONE SEXUAL PARTNER: 

Knowledge 8.95 2.49 10.00 1.86 32.00*** 

Motivation to comply 16.49 6.04 18.08 5.63 10 .22*' 

Perceived Severity 8.23 1.97 8.32 1.91 < I 

Perceived Susceptibility 9.82 2.34 10.67 2.27 19.04*** 

Perceived Barriers 10.55 3. 12 9.72 3.20 9.6 1 ** 

Percei ved Benefi ts 12.27 3.22 12.98 3.11 7.08** 

Perceived Behavioral Control 10.58 3.24 11.64 3.45 13.77*** 

Normative belief 14.83 3.00 15.11 3.26 1.11 

Outcome Evaluation 22.33 4.81 22.84 4.02 1.86 

Se lf Efficacy 12 .64 4.25 11.08 4.54 17.45*** 

CONDOM USE: 

Knowledge 8.97 2.52 9.97 1.97 25 .08*** 

Motivation to comply 16.66 5.78 18.10 5.53 8.2 1 ** 

Perceived Severity 8.26 1.94 8.32 1.88 < 1 

Perceived Susceptibility 9.83 2.30 10.68 2.27 18.02*** 

Perceived Barriers 9.55 2.71 9.39 3.38 < 1 

Perceived Benefits 12.29 2.82 13.39 2.44 22.26*** 

l'ercei ved Behavioral Control 16.98 4.60 18.45 4.65 12.87*** 

Normative belief 14.37 5.51 16.45 6.07 16.28*** 

Outcome Evaluation 20.80 4.17 20.73 3.42 < 1 

Self Efficacy 6.81 2.03 7.47 2.07 13.33*** 

* P < 0.05, *. P < 0.01, and *** p < 0.001 
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5.5. Regression Of Intention On All Relevant Predictors: Logistic Regression Analysis 

5.5.i intention to limit sexual partner to one/remain monogamous 

Significant biva riate associations were observed between constructs (knowledge, perceived 

benefits of the behavior, perceived barriers to the behavior, normative belief, outcome evaluation 

and perceived behavioral control) and the intention to remain monogamous for female 

pmticipants. In addition, the odds of intention among Christian was 2.14 times higher compared 

to Muslim students when it was adjusted for age. ill the females, variables independently and 

significantly associated with the intention were barriers and normative belief. Controlling other 

variables the odds of having intention in female students with normative belief is 2.86 

(9S%CI=1.I8,6.91) times higher compared to those with out the nonnative belief. Similarly, the 

odds of intenders among female students with low perceived barriers is 3.01 (9S%CI=J .36,6.68) 

times higher compared to those with perceived baniers towards limiting the number of their 

sexual partners (Table 6). 

On the other hand, among male study pmticipants, perceived susceptibility, motivation to comply 

with relevant others, nonnative belief and perceived behavioral control were found to have a 

significant bivariate association with the intention to remain monogamous after adjusting for age. 

However, only normative belief (OR=3.34, 95%C[= 1.39,8.0 I) and perceived behavioral control 

(OR=2.S4, 9S%Cl= 1.13,5.72) among male students were significantly and independently 

associated with the behavior ill a multivariate analysis (Table 7). 
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5.5.2 Illtelltioll to lise condom at tile /lext sexual illtercourse 

As shown in table 8, from the theoretical constructs perceived susceptibility, motivation to 

comply, perceived barriers, perceived benefits, nonnative belief, self-efficacy and perceived 

behaviora l control were [OlUld to be significantly associated on bivariate analysis among female 

students with the intention to use condom at the next sexual intercourse. Among female high 

school students variables, which are independently and positively associated with the intention to 

use condom at the next sexual intercourse, were motivation to comply (OR=2.3 1, 

95%CI=l.06,2.05), normative belief (OR=3.13 , 95%CI=1.30,3.54) and perceived behavioral 

control (OR=5.76, 95%CI=2.57,12 .93). On the other hand, among female students cues to action 

(knowing an individual with HJV/AIDS) was found out to be independently and negatively 

associated with tlle intention to use condom at the next sexual intercourse (Table 8). 

On the other hand, among male students, except knowledge and outcome evaluation all the 

remaining tlleoretical constructs were significantly associated with the behavior (Table 9). 

Among male high school students only perceived susceptibility and behavioral control were 

independently and positively associated with the intention to use condom. Those male students 

who perceive they are more at risk for 'HJV infection were nearly tlu'ee times (OR=2.73 , 

95%CI= 1.33,5.63) more likely to intend condom use for their next sexual intercourse compared 

to those not fee ling the risk. Male respondents who perceive that they are able to control condom 

use were nearly five times (OR=4.76, 95%CI=2.3 L9.79) more likely to intend its use at their next 

sexual intercourse than those with low level of perceived behavioral control. And this difference 

can range fi'om 2.13 times to 9.79 times at 95% confidence level (Table 9). 
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Table 6: Relationship of socio-demographic, knowledge and theoretical constructs of 

fema le high school students of Jinul1a town to their intention to li mit their sexual 

partners to one/remaining monogamous. March 2000. 

Variables n(%) % Age adjusted OR Age adj usted OR 
Intend (95% CI) Bivariate (95%C I)Multivariate 

Age: ::: 16 IIS( 46.8) 80.5 1.00 
> 16 134(53.2) 84.3 1.30(0.68,2.50) 

Education: Grade 9 - 10 177(61.7) 82.5 1.00 
Grade II - 12 110(38.3) 82.7 1.17(0.50,2.27) 

Religion: Muslim 86(30.1) 76.7 1.00 1.00 
Cluistian 200(69.9) 85.5 2. 14( 1.09,4.22)* 1.99(0.89,4.45) 

EtlUlicity: Oromo 107(37.4) 84.1 1.00 
Amllara 77(26.9) 85.7 1.43(0.59,3.46) 
Other 102(35 .7) 78.4 0.80(0.38,1.68) 

Know HIV/AIDS patient: Yes 186(70.5) 83 .9 1.00 1.00 
No 78(29.5) 79.5 0.61(0.30,1.23) 0.76(0.34,1.72) 

Had Multiple sexual partners: No 40(75.5) 90.0 1.00 
Yes 13(24.5) 84.6 0.63(0.10,4.04) 

History of STI: No 50(89.3) 86.0 1.00 
Yes 6(10.7) 83.3 0.87(0.08,8.94) 

Contact with high risk pali ner: No 31(60.8) 87. 1 1.00 
Yes 20(39.2) 90.0 0.88(0 .1 3,6.13) 

Good HIV/AlDS Knowledge: No 73(26.1 ) 72.6 1.00 1.00 
Yes 207(73.9) 86.5 2.61(1.30,5 .24)*' 1.84(0.79,4.28) 

Perceived Susceptibility: No 122(42.1) 8. 1 1.00 
Yes 168(57.9) 183.9 1.14(0.59,2. 19) 

Perceived Severity: No 59(19.7) 78.9 1.00 
Yes 233(80.3) 83 .7 1.4 1(0.65 ,3.04) 

Motivation to comply: No 125(43.7) 76.8 1.00 1.00 
Yes 161(56.3) 87.0 1.74(0.90,3.36) 1.22(0.53,2.77) 

Perceived Benefits: No 54(19.0) 57.4 1.00 1.00 
Yes 230(8 1.0) 88.3 5.06(2.44,10.49)*** 2.20(0.84 ,5 .79) 

Perceived Barriers: Yes 11 3(39.8) 71.7 1.00 1.00 
No 171(60.2) 89.5 3.39( 1.70,6.73)** * 3.0 1(1.36 ,6.68)** 

Nonnative belief: No 64(22.1 ) 64.1 1.00 1.00 
Yes 226(77.9) 82.9 4.61(2.29 ,9.28)*** 2.86( I. 18,6.9 1)* 

Outcome Evaluation: No 53( 18 .2) 71.7 1.00 1.00 
Yes 238(8 1.8) 85.5 2.76(1.29,5.94)** 1.19(0.44,3.20) 

Self-efficacy: No 159(56.0) 81.8 1.00 
Yes 125(44.0) 84.8 1.2 1(0.61 ,2.37) 

Perceived Behavioral Control : No 119(42.2) 73. 1 1.00 1.00 
Yes 163(57.8) 89.0 3.12( 1.58,6.1 5)*' 1.58(0.69,3.64) 

* P < 0.05, ** p < 0.01, and *** p < 0.001 
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Table 7: Relationship of socio-demographic, knowledge and theoretica l constructs of male 

high school students of Jimma town to their intention to limit their sexual partners 

to one/remai ning monogamous. March 2000. 

Variables n(%) % Age adjusted OR Age adjusted OR 
Intend (95% CI) Bivariate (95%CI)Multi variate 

Age: :::: 16 93(38.8) 81.7 1.00 1.00 
> 16 147(61.4) 87. 1 1.51(0.74,3.08) 1.28(0.57,2.90) 

Education: Grade 9 - 10 164(59.6) 82 .3 1.00 
Grade II - 12 1 11 (40.4) 86.5 0.98(0.42,2.28) 

Religion: Muslim 83(30. 1 ) 79.5 1.00 
Clu'istian 193(69.9) 86.0 1.22(0.56,2.66) 

E tlmicity: Oromo 11 4(41.5) 82.5 1.00 
Aml1ara 63(22.9) 90.5 1.48(0.53,4.12) 
Other 98(35.6) 81.6 0.85(0.38 ,1.88) 

Know H1Y/AIDS patient: Yes 165(6 1.1 ) 83.0 1.00 1.00 
No 105(38.9) 85.7 2.03(0.90,4 .60) 1.89(0.78 ,4.56) 

Had Multiple sexual partners: No 59(62. 1) 81.4 1.00 
Yes 36(37.9) 91.7 3.37(0.65, 16.46) 

History of STI: No 90(90.0) 84.4 1.00 
Yes I O( I 0.0) 100.0 2.64(0.33 ,21.1 0) 

Contact with high risk pmtner: No 57(60.6) 84.2 1.00 
Yes 37(39.42 86.5 0.83(0.23,3 .05) 

Good H1Y/AIDS Knowledge: No 22(8.0) 81.8 1.00 
Yes 254(92.0) 84.3 0.32(0.04 ,2.5 1) 

Perceived Susceptibili ty: No 77(27.9) 75.3 1.00 1.00 
Yes 199(72. 1 ) 87.4 2.6 1( 1.26,5.42)' 1.80(0.79,4. 12) 

Perceived Severi ty: No 51( 18.5) 78.4 1.00 
Yes 225(81.5) 85.3 1.1 4(0.46,2.83) 

Motivation to comply: No 88(32.6) . 73 .9 1.00 1.00 
Yes 182(67.4) 89.0 2.92( 1.40,6.09)" 1.63(0.71,3.71) 

Perceived Benefits: No 38(13 .9) 79.9 1.00 
Yes 236(86. 1) 85.2 1.58(0.63,3.99) 

Perceived Barriers: Yes 132(47.8) . 82.6 1.00 
No 144(52.2) 85.4 1.07(0.52,2 .1 7) 

Nonnative belief: No 58(2 1.1) 58.6 1.00 1.00 
Yes 217(78 .9) 90.8 5.26(2.45,11.3 1)'" 3.34( 1.39,8.0 1 ) •• 

Outcome Eva luation: No 44(15.9) 88.6 1.00 
Yes 232(84.1) 83.2 0.56(0 .1 6, 1.95) 

Self-efficacy: No 182(66.7) 84.1 1.00 
Yes 91(33.3) 84 .6 1.2 1 (0.55,2.67) 

Perceived Behavioral Control: No 76(28.3) 71.1 1.00 1.00 
Yes 193(7 1. 7) 90.2 3.61(1.70,7.64)'" 2.54( 1. 13,5.72)' 

• P < 0.05, ** P < 0.01, and *** p < 0.001 
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Table 8: Relationship of socio-demographic, knowledge and theoretical constructs of 
female high school students of Jimma town to their intention of using condom at 
the next sexual iiltercourse. March 2000. 

Age: :s 16 
> 16 

Variables 

Education: Grade 9 - 10 
Grade II - 12 

Religion: Muslim 
Chri stian 

Etlmicity: Oromo 
Amhara 
Other 

Had Multiple sexual partners: No 
Yes 

Ever use condom: No 
Yes 

HistOlY of sn: No 
Yes 

Contact with high risk partner: No 
Yes 

Ever discussed sexual histOlY: No 
Yes 

Know HIV/AIDS patient: Yes 
No 

Good HIY IAIDS Knowledge: No 
Yes 

Perceived Susceptibility: No 
Yes 

Perceived Severity: No 
Yes 

Motivation to comply: No 
Yes 

Perceived Benefits: No 
Yes 

Perceived Barriers: Yes 
No 

Normative belief: No 
Yes 

Outcome Evaluation: No 
Yes 

Self-efficacy: No 
Yes 

Perceived Behavioral Control: No 
Yes 

11(%) % 
Intend 

109(48.4) 45.0 
116(51.6) 44.0 
156(62.2) 47.4 
95(37.8) 44.2 
78(31.2) 50.0 
172(68.8) 44.8 
95(37.8) 52.6 
69(27.5) 40.6 
87(34.7) 44.8 
30(78 .9) 63.3 
8(21.1) 50.0 

35(92.1) 60.0 
3(7.9) 66.7 

36(90.0) 55.6 
4(10.0) 75.0 
21(56.8) 57.1 
16(43.2) 62.5 
6(15.0) - 66.7 
34(85.0) , 58 .8 
163(71.2) 55.8 
66(28.8) 303 
64(26.2) 40.6 
180(73.8) 48.3 
106(41.9) 35.8 
141(58.1) 53.1 
48( 19.0) 43.8 
205(81.0) 46.3 
1\0(43.8) 40 .9 
141(56.2) 49.6 
58(23.3) 20.7 
19 1(76.7) 53.9 
153(60.7) 38.6 
99(39.3) 57.6 
173(70.3) 34.7 
73(29.7) 69.9 
66(26.0) 53.0 
188(74.0) 43.6 
135(54.0) 33.3 
11 5(46.0) 61.7 
129(52.0) 23.3 
119(48.0) 70.6 

* p < 0.05, ** p < 0.01. and *** p < 0.001 
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Age adjusted OR (95% 
CI) Bivariate 

1.00 
0.96(0.57,1.63 ) 

1.00 
0.80(0.40,1.16) 

1.00 
0.88(0.49,1. 56) 

1.00 
0.73(0.38,1.41 ) 
0.69(0.37,1.29) 

1.00 
0.52(0. 10,2.79) 

1.00 
1.69(0.13,21.27) 

1.00 
3.00(0.27,33 .08) 

1.00 
1.08(0.26,4.48) 

1.00 
0.41 (0.04,4.37) 

1.00 
0.32(0.16,0.61)*** 

1.00 
1.68(0.89,3.17) 

1.00 
2.20( 1.27,3.80)** 

1.00 
1.27(0.65,2.51 ) 

1.00 
1.86( 1.08,3.19)* 

1.00 
5.20(2.38,11.35)*** 

1.00 
2.41 (1.39,4. 19)*' 

1.00 
3.90(2. 11 ,7. 19)**' 

1.00 
0.69(0.38,1.28) 

1.00 
3.21(1.84,5.58)*** 

1.00 
10.4(5.56,19.48)*** 

Age adjusted OR (95% 
CI) Multivariate 

1.00 
0.57(0.27, I .20) 

1.00 
0.31(0.13 ,0.75)** 

1.00 
2.00(0 .82 ,4.90) 

1.00 
1.21(0.55 ,2.69) 

1.00 
2.31(1.06,5.01)* 

1.00 
2.01(0.72,5.61) 

1.00 
1040(0.63,3.12) 

1.00 
3. 13( 1.30,3.54)* 

1.00 
0.37(0.14,1.04) 

1.00 
1.41 (0.65,3 .05) 

1.00 
5.76(2.57,12.93 )'** 
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Table 9: Re lationship of socio-demographic, knowledge and theoretica l constructs of ma le 
h igh school students of JinUlla town to their intention of using condom at the next 
sexua l intercourse. Ma rch 2000. 

Variables N (%) % Age adjusted OR (95% Age adjusted OR (95% 
Intend CI) Bivariate CI) Multivariate 

Age: ~ 16 93(39.6) 67.7 1.00 1.00 
> 16 142(60.4) 70.4 1.13(0.64 ,1.99) 1.06(0.54 ,2.09) 

Education: Grade 9 - 10 160(60.5) 67.5 1.00 
Grade I I - 12 105(39.6) 69.5 0.74(0.38,1.43) 

Religion: Muslim 78(29.3) 62.8 1.00 
Christian 188(70.7) 70.7 1.36(0.74,2.50) 

Ethnicity: Oromo 107(40.4) 68.2 1.00 
Amhara 62(23.4) 64.5 0.93(0.45,1.90) 
Other 96(36.2) 71.9 1.25(0.65,2.40) 

Had Multiple sexual paltners: No 57(63.3) 80.7 1.00 
Yes 33(36.7) 72.7 0.73(0.25,2.13 ) 

Ever use condom: No 73(79.3) 75.3 1.00 
Yes 19(30.7) 84.2 2.20(0.44,11. 10) 

History of STl: No 86(90.5) 76.7 1.00 
Yes 9(9.5) 88.9 2.47(0.29,21 .10) 

Contact with high risk paltnel': No 53(59.6) 77.4 1.00 
Yes 36(40.4) 75 .0 0.77(0.27,2.20) 

Ever discussed sexual history: No 14( 14.7) 71.4 1.00 
Yes 81(85.3) 79.0 1.66(0.33,8.37) 

Know HIV/AlDS patient: Yes 160(61.3) 69.4 1.00 
No 101(38.7) 67.3 0.99(0.55, 1.76) 

Good HfV/AIDS Knowledge: No 23(8.6) 65.2 1.00 
Yes 243(91.4) 68.7 0.85(0.29,2.48) 

Perceived Susceptibility: No 73(27.5) 54.8 1.00 1.00 
Yes 191(72.5) 73.4 2.26( 1.24,4 .1 2)** 2.73(1.33,5.63)** 

Perceived Severity: No 49(18.5) 53. I 1.00 1.00 
Yes 216(8 1.5) 7l'.8 1.86(0.92,3.75) 1.87(0.80,4.37) 

Motivation to comply: No 86(33.2) 57.0 1.00 1.00 
Yes 173(66.8) 74.0 2.20( 1.22,3 .95)** 1.57(0.79,3 .1 4) 

Perceived Benefits: No 28( I 0.6) 32. 1 1.00 1.00 
Yes 236(89.4) 73.3 5.56(2.13,14.1 8)'** 1.26(0.38,4.14) 

Perceived BalTiers: Yes 137(51.9) 56.9 1.00 1.00 
No 127(48. 1 ) 81.9 2.88( 1.59,5.22)'*' 1.79(0.89,3.62) 

Nonnative belief: No 120(46.2) 59.2 1.00 1.00 
Yes 140(53 .8) 76.4 2.23( 1.26,3 .96)*' 1.50(0.74,3.0 I) 

Outcome Evaluation: No 73(27.4) 71.2 1.00 
Yes 193(72.6) 67.4 0.73(0.38, lAO) 

Self-efficacy: No 100(37.9) 55 .0 1.00 1.00 
Yes 164(63. 1) 77.4 2.46( 1.38,4.37)** 1.66(0.82 ,3.38) 

Perceived Behavioral Control: No 84(32.1) 44.0 1.00 1.00 
Yes 178(67.92 80.9 5.95(3.2 1,11.02)*** 4.76(2.31,9.79)*" 

* p < 0.05. ** P < 0.01. and *** p < 0.001 



DISCUSSION 

The most critical difference between HIV and most other life-threatening diseases is that HJV 

infection is commlmicable and can, in some cases, contracted through relatively low rates of risk

taking behaviour. Moreover, sexual behaviour is complex and poses continuous challenge to the 

design of behavioural intervention. The challenges and lmique urgency of the expanding HIV 

epidemic also require re-conceptualisation of paradigms used in behavioural research. 

I.n sub-Saharan Africa, as in many countries in the industrialized world and elsewhere, people 

embark 011 sexual activity when they are in their teens-often around mid teens. In our study, 

students commence their sexual experience at.early age. The repOlted mean and median age for 

the study subjects were 15 and 16 years. Male students are more likely to stmt their sexual 

activity at early age than female students. A number of recent studies conducted among varied 

adolescent population in different palts of Ethiopia also documented simi lar finding (first sexual 

experience at early age). In Addis Ababa, high school students had first sex between the ages of 

14 - 16 years. In GondaI', college students 40.2% bad previous sexual experience at the mean age 

of 17 years and other studies among high school students from the different palts of the country 

indicated mean age at first sexual intercourse to range from 15.3 to 16.5 years (4,37,50-52). 

Surveys from a number of African countries also documented that there is early sexual initiation 

(53,54). 

AIDS-risk behaviors remain CO lllmon. Some studies on HIV risk behaviors showed that, despite 

adequate knowledge about HIV/AIDS, higher propOltion of people especially youth continue to 

experiment with high-risk behaviors (55). Of the behaviors known to place individuals at risk of 

45 

, 



HIY infection, having multiple sexual partners is probably the key concern in much of the sub

Saharan Africa. The number of sexual partners may be considered part of a larger pattem of 

adolescent health-risk behavior. History of multiple sexual paliners was the main risk factor for 

IllV infection among AIDS patients in Ethiopia. According to the repOIis of AIDS cases 

submitted to Ministry of Health, 87% of the cases had history of contact with multiple sexual 

patiners (2). 

Results from this study also indicated this fact. One third of the sexually active high school 

students had multiple sexual patiners (lifetime) and one fOlllih of those who had sex in the past 

year also repOlied engaging in sexual act with more than one sexual patiner. Generally, male 

students were more likely to have multiple sexual partners thatl female students. Similar findings 

were also doclU1lented by other studies in Ethiopia. Among out-of-school youth in Bahir Dar 

(1994) the average number of sexual patiner for those who had practised sex was 3.9 ± 2.8 and in 

a similar study in Awassa (1995), the mean l1limber of sexual patiners was 2.9 ± 2.0 (6,7) . 

Letmna and Hass (1994) repOlied that a good number ofthe adolescents were involved with more 

than one sexual patiner. 63.2% of males and 30.0% of the females had had two or more sexual 

patiners over the preceding twelve months. The mean number of patiners for the females was 1.5 

while that for the males was 2.2 (56). Gabie (1990), reported that among those sexually active 

high school students in Addis Ababa, 60.2% claimed to have had sexual relations with 2-5 

persons, and the majority of respondents used no protective methods at all (SO) . Among high 

school students in a rural town, NOlihwest Ethiopia, the mean number of sexual paliner for males 

was 2.2 while for the females was 1.1 (4). 
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Results from the current study both SUppOlt and contradict findings from other researchers on 

adolescent condom use. In the current study, tile rate of ever use of condom is low. Though there 

is indication in that the rate of condom consumption is increasing liOtn year to year, the rate of 

condom use by individuals is still low. 

Studies have found that younger subjects were significantly more likely to report higher 

frequency of condom use during sexual intercourse (57). Others found the reverse (58). The 

current study indicates that though there is a relatively higher condom use rate among the older 

students than younger ones, this difference was not sigliificant. The poss ible logical explanation 

for this wou ld be as age increase the frequency of exposure to sexual act would increase. With 

thi s also the likelihood of using condom wil l increase. FUlthermore, as repOtted, young adolescent 

may find it difficult to obtain condoms, they may not have the money and fee l embarrassed to go 

to and buy them from stores . Though not statistically significant, consistent with other studies, 

there is a relatively higher condom use rate a t110ng t11ales compared to fe t11ale students (6). 

It was striking from the begilU1ing of the AIDS epidemic that there was a high rate of concurrent 

infection, HIV and classic STls , in the same patients. Currently, rate as high as 70% of HIV 

infection are fo und in African patients with STls (1 ,55). Beside the biologica l co-factor evidence, 

the association between STls and HIV can be explained by the behavior of the patiellt. Previous 

studies had already established that mv transmission is enhanced in the presence of other ST!, 

palticularly ST!s causing genita l ul cer (55). 

In 1993, survey of HIV and syphilis seroprevalence among antenatal care attendees aged 15-24 

years in Addis Ababa indicated that syphilis seroprevalence was 8.8% reaching peak among 16-
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17 year olds. The overall H1V prevalence rate among the study population was 13.6%. It was low 

among 16-17 year olds. These groups should be considered as highly vulnerable group exhibiting 

a combination of unwanted pregnancies, STI and HIV infection (59). Among out-of-school youth 

in Awassa 15/375 (4.0%) of the respondents repolted history of pussy urethra discharge and/or 

genital lesion following sexual intercourse (6). The current study also found out a considerable 

number of students admitted that they had past history of genital symptoms of STls. 

The result of the current study indicated that nearly 40% of high school students had sexual 

intercourse with pattner(s) who had one or more of the high risk factors. This finding also goes 

with other studies. A study conducted in four major cities of Ethiopia (1996), among those who 

had been sexually active, indicated the overall prevalence of non-regular sexual relationship to be 

10.5% (18.2% among men and 5.2% among women). And on the same study the proportion that 

reported sexual intercourse with non-regular: paltner peaked at 20-24 years for both sexes (59). 

Fisseha et al (1997) repOlted that 10% among ten high school students in Addis Ababa had coital 

contact with CSWs. Only 42.2% of sexual encounter and only 27.7% used condoms consistently 

on their subsequent sexual encounter (55). 

The most common behavioral profile among sexually active adolescents in this study was a 

teenager who had unprotected sexual intercourse (which commence at early age) with partner(s) 

believed (not proved) to be at low risk for carrying HIV (AIDS risk behavior index category 3 and 

4). Because in the absence of HIV-antibody .testing, one can not be certain that one 's partner 

indeed is uninfected. Of palticular concem because of their greatly increased risk of HTV 

infection are the 8.9% students who had unprotected sex with high-risk partner(s) or with history 
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1 
of STls (AIDS risk behavior index category 6). These students are potentially at risk for I-cry 

infection, particularly because of a rather high number of sex ual paltners, an irregular use of 

condoms in the past, involvement in sexual act with high-ri sk partners and past history of STls. 

On sunU11ary, the above findings do tell us two things: yOlmg people are sexually active at 

younger age, and few of them use condoms. If young people are having unprotected sex with 

several partners, or if their single partner has ever had other paltners, they are exposed not just to 

pregnancy but also to infection with sexually transmitted diseases including HIV (54). 

Although a number of studies have documented the prevalence of AIDS risk and preventive 

behaviors among adolescents fewer have investigated theoretically or empirically suggested 

determinants of these behaviors, To this regard, this study tried to demonstrate predictors of 

preventive behavioral intentions. The findings from this study demonstrate that although beliefs 

derived from the behavioral models and AIDS preventive behavioral intentions were associated in 

the bivariate analysis, most of these associations were not significant in the multivariate model. 

Among female as well as male students, when controlled for the influence of other constructs 

. . 

nonnative belief was independently related to illtention to limit number of sexual pattner. Other 

researchers (8, 17,23,40,60) also suppolted the impOltance of normative belief (subjective norm). 

The fact that the perception that most others in the referent group would accept one being faithful 

to one's paltner was such an impoltant predictor in both sexes, underlines the role of social 

environment with respect to AIDS prevention behavior. This was also has been emphasised by 

Fisher et al ( 1995) (23) . 
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The potential negative aspect of limiting the number of sexual partners in female students seems 

to act as an impediment to having the initiation to the reconUllended behavior. Perceived barrier 

is another independent predictor to the intention in this group of the study sample. A kind of cost

benefit analysis is thought to occur wherein the individual weights the action 's effectiveness 

against perception that may be expensive, unpleasant, inconvenient, time-consuming, sometimes 

dangerous, and so f0l1h . Among female students the perception of less barriers was an 

independent and significant factor, which provide a preferred path of action (intended behavior). 

Apart from these constructs from the health behavior models the other constructs failed to predict 

intention to limit number of sexual paltner independently and significantly. Such observation is 

not unique to tllis study (8,61). 

The present research also examined predictors of intention to use condoms at the next sexual 

intercourse among high school students of Jimma town. The results showed that, consistent with 

the theory of planned behav ior and in both sexes, perceived behavioral control has the major 

predictive power than the other predictors in predicting intention to use condom at the next sexual 

intercourse. This result parallels those of number of studies across a wide range of health 

behaviors (13,24). Similar finding on intention to .use condom, but frolll a different analysis 

approach has also been documented among Tal)2:anian adolescents (22). 

Concerning the relative impOltance of theoretica l components, the strong effect was observed 

from perceived behavioral control in predicting the intention to use condom at the next sexual 

intercourse. Among female students the impOltance of the social environment is documented. 

Both components of the subject ive norm (construct from TRA), mot ivation to comply and 

50 



normative belief, predict condom use at the next sexual intercourse independent ly and 

significantly. Similar findings were also repOlted from the Tanzanian and Dutch studies (22,40). 

One of the major findings of this study was that the HBM did not significantly predict the 

intention to use condom at the next sexual intercourse. The exception to this would be perceived 

susceptibility among male students and cues to action among female students. 

There were a number of gender differences that indicate male students were involved more in 

AIDS-related riskier sexual behaviors compared to female students. Compared to fema les , male 

students repOlted higher knowledge regarding HIV / AIDS, fell more susceptible, perceive more 

social support for safe sex practice, and perceive more efficacious in using condom in different 

situations. On the other hand, compared to males, female students perceive more the barriers 

towards limiting the number of sexual partner to one but appraise that they are able to do it more 

than male students. These findings of gender differences were also well documented by other 

similar studies on condom usage among ado lescents (40,58). 

Finally, the implication of the study findings is clear that the significant associations, which 

emerged from this research, should be incorporated into AIDS risk reduction programs. For 

example, individuals should be made aware of the dangers associated with being less concemed 

about multiple pmtnership and condom' use. Students must be equipped with the skills of 

avoiding multiple pmtnership and use condom in different situations. Programs must be designed 

in such a way that re levant otllers would also practice safe sex. Using relevant others for passing 

messages and skill s is required. The result's also talk t1lat strengthening aJ1d using voluntary 
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people living with HJV/AIDS for awareness cl'eation woold be plausible . 

A key issue with respect to HN primary prevention among the study population (both male and 

fema le) is how to make risk reduction socially normative within the vulnerable populations and 

how to produce these norm changes to curb the progress of the epidemic. Students will change 

their behav ior in response to the true expectations of others more than tluough changes in 

individual beliefs or attitudes. This suggests that sholt of shift in social norms, individuals won't 

change. Therefore, the intervention plim must ensur5 that all charll1els reaching the network 

contain the same message to increase the perception that the new practice has wide support. In 

addition, intervention, which encourages community discussion on the issue, can be included 

with the assumption that such discuss ion will accelerate the process of social norm diffusion. 
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STRENGTHS AND LIMlTATIONS OF THE STUDY 

The study employed a random sample of high school students, which can represent the high 

school students of Jimma town. In . order to answer the objectives of the study, a survey 

in strument was developed and tested to mee( the. need of the local context. The use of preliminary 

qualitative approach was instrumental in thi s regard. The study outcomes are indicative of 

considerations for program design and presented variables, which are amenable for change. The 

use of health bebavior models by this study also initiated the application of these theoretical 

concepts in to research practice in Ethiopia . 

The study did not intend to compare differelit theoi:etica1 nwdels, but predictors were selectively 

derived from the health behavior models. Though the study has tried to improve the validity and 

the reliability of the information generated we perceive it has the following limitations. The 

palticipation of only high school adolescents-will make the study to be unrepresentative of the 

entire adolescent population . 

../ Measuring sexual behavior is still complex ' and determining the accuracy of the reported sexual 

practice is impossible. In addition, the accuracy of the presumed risk status of partners is sti ll 

questionable. FlIIthermore, using repOlted intentions 'as the criteria is a potential limitation 

because intention is not stable and can cha)1ge over', time. However, a recent meta-analysis 

concerning the intention-behavior consistency of condom use showed a fairly strong sample-

weighted average correlation of 1'=0.44 (62). 
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To ensure the validity and reliability of the information generated by this study reliability was 

checked during pre-testing, data was compared with findings of other similar studies and some 

variables were counter checked with each other. Indirect methods were also used to validate the 

results of thi s study. These includes comparing resu~ts with finding fi'om similar surveys in 

Ethiopia and other African cOlmtries as a means' of establishing content validity, female data 

collectors were used for female respoildents and inales for male groups to avoid possible biases. 

Because of the cross-sectional nature of . the study, some caution should be exercised when 

interpreting the present findings , and replication of the results in longitudinal studies is desirable . 

The small sample size of subjects who had sexual activity in the past one year may not be 

adequate and may account for the lack of significant difference in past year's sexual behavior 

variables between the two gender groups. Thelackof literatures in the country for comparing the 

predictor constructs of these behavior intentions . must be considered. And the current study 

outcome is believed to be an input to this regard. 

" 
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CONCLUSION AND RECOMMENDA TIONS 

Based on the results and considering limitations of the study it IS poss ible to conclude the 

fo llowings. The majority of sex ually active students are at higher risk of acquiring HJV infection. 

The risk is related to the sexual behavior they exhibit. The ri sk behaviors include commencement 

of sexual activity at early age that would latter result in the increased number of lifetime sexual 

paliners. In addition, a considerable number of students had sexual intercourse with high-risk 

paliners and not using condom. For this reason a number of students had sexual behaviour with 

high score on the AIDS risk behavior index. Behavioral change is especially important within thi s 

group. 

Findings fj·o m thi s study suggest that there are a humber of specific ri sk and preventive behaviors 

and predictors that need to be targeted for intervention among high-ri sk adolescent populations, 

some of which are gender spec ifi c. Therefore the foll owing are the recommendations in line with 

what has been found from this study:. 

• AIDS prevention programs for youth should emphasise personal susceptibility to AIDS, instil 

in youth the self-belief and skill that they can avoid sex with another p31iner and use condom 

in di ffe rent situations and address how to ov·ercome barri ers to safe sex. 

• People li ving with HIV/AlDS who are wilJing to be publicly visible must be involved 111 

sensi ti sing youth to the potential threats ·of AlDS . 

• Relevant people in the adolescents ' environment inust deLi ver health education messages 

addressing these constructs (i.e. persuasive messages presented by opinion leaders, religious 

leaders, peers). 
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• Community-level interventions should aIm at strengthening the perception that others also 

accept and practice safe sex. 

• Rearranging access to condoms; and educating adolescents about the absence of cure for 

AIDS, and addressing broad social n01'1:1s about condom use is impottant. 

• School based interventions must make sure that adolescents are confident that they can 

negotiate condom use with new paltners tlu'ough skill training, and reward newly practised 

behaviors. 

Finally, the goa l must not be to select one strategy in isolation but to select a set of strategies that 

together promise to achieve the desired goa ls. Given the impracticality and cost of face-to-face 

intervention for curbing an epidemic that requires quickly reaching large number of people, 

research evaluating mass interventions is critical. There is a pressing need to accelerate the pace, 

scale, and scope of HIV prevention research". This will ask for behavioral research interventions 

which can be conducted on a scale large enough to carry direct public health benefits by curbing 

new HIV infections, merging research and public health application interests, and focussing 

attention on populations most inuninently vulnerable to new infections like adolescents. 

Models are needed that begin brief but with carefully evaluated efficacy pilot studies. This will 

help to determine the feasibility and the behavior change potentials of positive results. Usefu l 

prevention approaches, quickly developed with this approach, can rapidly be integrated in to the 

social structures and service delivery cbanneis needed to effectively reach large number of 

people. 
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APPENDIX I 

Interview.Format: To be filled during interview lvilh key informant (high school Ado!escenls) of 

Jilllllla 10111n regarding {heir Belief-Behavior in relalionlo HIVIAJDS. 

l. Introduction and Purpose 

1. Thanks for being willing. 

2. Tell that his/her information is important 

3. We will be di scussing your feeling regard ing HlV/AIDS. 

s. I'm interested in all your ideas, comments and suggestions 

II. General Knowledge of HlV/AIDS. 

I . How do you leam about the existence of HlV / AIDS? 

2. What are the sources of infection? 

3. What behaviors of young people do you think put them at risk of getting infection? 

4. What do you think a person should do to prevent himselflherself from getting the infection? 

(Probing: Tell me more about that? Can you explain that? Why do you think so? What else?) 

ill. Benefits and Barriers of limiting sexual paltner to one/consistent condom use. (Always probe: 

What about that? Can you explain that? How do youfeel about that? Tell me more about that?) 

I. What are the reasons for peoples to Limit sexual relation to one regular partner/use condom? 

2. What are the benefits one wi ll get by limiting sexual paltner to one/consistent condom use? 

3. What are the losses one will face by involving in limiting sexual paltner to one/consistent 

condom use? 

IV . Self-Efficacy situation: What are situations which pose difficulty for individual not to practice 

limiting sexual prutner to one/consistent condom use even if he/she wants to? (Probe: What about 

that? Can you explain that? Tell me more about that?) 

V. Normative Belief: What peoples are impOitant in an individual life of your age? 

(Probe: Why do you select that? Can you explain that? Tell me more about that?) 

VI. Closing: Before we end, is there's anything else you'd like to say about anything else we 

haven't mention that would be impOitant? 

Thauk you so much for giving me the time to discuss with you today. Your time is very much 

appreciated and your insights have been very helpful. 
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APPENDIX 2 

Response to the eight-pretest questions, concerning the instrument and methodology, by high 

school students of Agaro town, February 2000. 

VARIABLE RESPONSE RATE RESPONSES 

% 

No Yes Refuse to answer 

It is clear 80 4 74 2 

It is easy to understand 84 9 71 4 

It is embarrassing 84 55 19 10 

Difficult to remember some answers 85 44 34 7 

So many questions 86 20 60 6 

Need too mllch time 85 22 56 7 

Repetition of questions 85 21 57 7 

The flow of questioning is good 83 12 66 5 
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APPEN DI X 3 

STUD.ENT SE LF REPORTING QUESTIONNAffiE 

TO BE FILLED BY BIGli SCHOO L ADOLESCENTS OF JIMMA TOWN 

SEX OF PARTICIPANT (MALE / FEMALE) 
March 2000 

Dear student, 

In ensuring the health of adolescents the understanding of existing prob lems and related behaviors of this group oCthe 

population is important. In line with thi s a study was proposed to assess the health behaviors of high school 

adolescents and you are chosen to participate in this study. The choice was done randomly using a lottery type of 

approach. 

The purpose of this study is to generate infonnation on behavior of high school adolescents that can be used to design 

health education. The study \ovi ll involve various intimate and private life questions. [n order (Q effect.ively attain rhe 

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 wi ll be rep0l1ed. It is your full right to refuse to answer any or all orthe questions. If 

you donlt want to participate you can leave the format on the table (up side down). But, YOLI are requested to remain 

in your seat unti l others finish filling the format. Please take a few minut.es 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: Gelleral Ill/orllll/lioll 

The following are general questions and statements for you. Please indicate your response by circling the I1wnber of 
your choice. 
1.1 Name of the school I. Jeren High School 2. Jinuna High School 

Your age in years 
Your current school Grade I. 91h 3. 11 th 

Are you cunently manied? 1. No 2. Yes 

1. 2 
1.3 
1.4 
1.5 What is your religion? L Orthodox 2. Protestant 3. Musl im 4 . Jehovah v.~tness 

S. Catholic 6. Other religion 7. Non-rel igious 
1.6 What is yow' ethni c group? 1. Oromo 2. Amhara 3. Gurage 4. Keffa 

5. Yem 6. Dawro 7. Other 
1.7 Family size (the number of people li ving with you in your family) 
1.8 Is yoW' father cUlTently alive? I. No 2. Yes 
If your answer to question number 1.8 is No, then SKIP TO question number 1.11. Uut, if your answer is Yes 
answer the following question. 

1.9 What is yOUl'farher's educational status in telms of grade completed? 
1. lIIiterate 2. Read and write only 3. Grade 1- 4 4. Grade 5 - 8 
5. Grade 9 - 12 6. Above grade 12 

1. 10 What is your father's employment status? 
I. Unemployed 2. Government employed 3. Self employed 4. Otl,er 

1.11 Is your mother currently alive? I. No 2. Yes 
(fyour answer to question number 1.11 is No, tben SKIP TO question number 2.1. But, if your answer is Yes 
answer the following question. 

112 What is your mother's educational status in tenTIS of grade completed? 
1. Illiterate 2. Read and write only 3. Grade 1- 4 4. Grade 5 - 8 
5. Grade 9 - 12 6. Above grade 12 

11 3 What is your mother's employment status? 
1. Unemployed 2. Govenunent employed 3. Self employed 4. Other 

PART TWO: 
As it is melltiollell earlier all tire in/ormation YOli are givillg wil! not be J'eponed as individual responses. For tlris 
reasoll please don't write your name OJ' ID Ilumber 011 tire questionnaire. Your honest responses are requested. 
2.1 At what age (in years) was your first menses? __ {FOR FEMALE RESPONDENTS ONLY} 
2.2 Have you ever had sexual intercourse in the past? 1. No 2. Yes 
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. 
2.3 At what age did you have your first sexual intercourse? 
2.4 How many different sexual pm1ners did you had in the past? 

1. Only one partner 2. Two to Five partners 3. More than five partners 
2.5 How frequently were YOll using condom during your sexual intercourse episodes? 

1. Never used 2. Sometimes 3. Most of the times 4. Always 
2.6 Have you ever had genital symptoms ofSTl s (ulcera tion around your genita lia andlor discharge) in the past? 

1. No 2. Yes 
2.7 Does it happen that you had sex with the following individuals? (Allark your responses for all of the 

questions) 
2.7.1 Person(s) you have known for a period of less than three weeks (casual pm1ner)? I. No 2. Yes 
2.7.2 Person(s) who had (presumed) multiple sexual partners? 1. No 2. Yes 
2.7.3 Partner(s) who had (presumed) sexually transmitted infections (STIs)? I . No 2. Yes 
2.7.4 Conunercial Sex Worker(s) or person(s) who did have (presumed) sexual intercourse with CSW(s). 

1. No 2. Yes 
2.8 Do you cUlTentiy have a steady sexual p8J1ner/someone with whom you have been having sex with for at 

least three months? I . No 2. Yes 
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2.9 Have you ever discussed your sexual history with any of the follov.~ng individuals? (Mark all applicable) 
I. Never discussed 2. Friend(s) 3. Parent(s) 4. Sexual Partner(s) 
5. Teacher(s) 6. Other person(s) 

2. 10 Have you ever had sex after having alcohol? I. No 2. Yes 
2. 1 I Jr yes, was condom used? I. No 2. Yes 
2.12 For Female Students only: D;d YOll ever used any other contraceptive other Ihan condom? I. No 2. Yes 
Now tbe fo llowing questions will continue to ask you about your sexual experience in the past one yea r. Please 
try to remember all the sexual encounters you had in the past twelve months. Again, all th is information will 
remain completely anonymous. 
2. 13 Did you have sexual intercourse in the past one-year (12 months)? I . No 2. Yes 
If your answer to question number 2. 13 is No, then SKIP TO question number· 2. 18. Otherwise answer 
question 2.14. 
2. 14 How Illany different sexual partners did you have in the past one-year (12 Illonths)? 

I. Only one partner 2. Two to Five partners 3. More than five partners 
2.15 How fi·equently were you using condom dming your past year' s (12 months) sexual intercow·se episodes? 

I. Never used 2. Sometimes 3. Most of the times 4. Always 
2. 16 The reasons for you to use condom during sexual intercourse were, (A1C!rk all your reasons) 

1. I never used condom 2. Want to prevent pregnancy 3. Didn't discuss about it with my patineI' 
4. Want to prevent IflY/AIDS 5. Don't trust my sexual paltner 6. Don't know sexual partner well 
7. Other reason(s) 

2.17 What were the reasons for YOLIllot to LIse condom during sexual intercourse? (Iv/ark all your reasom) 
I . ] used condoms always 2. Dislike condoms 3. Didn't discuss with my sexual 
partner 
4. Couldn't find condoms 6. Condom is expensive 
7. I have trust on my paltner 
fi·ee 

5. 1 am in love with my partner 
8. Didn't have reason to use 9. Sure that my partner is disease 

10. Pmtner didn't like condom to be used 11. Other reason(s) 
2. 18 From where did you hear about H1 Y/AIDS in the past? (Mark all applicable sources of injormalion) 

I. Fami ly 2. Church/ Mosque 3. Health Facili ty 4. Neighbors 5. Theater/Cinema 
6. School 7. Friends 8. Poster/pamphlets 9. Radio 10. Television 
II. Newspaper l 12. Other 13. Never heard 

2. 19 Have you been thought about AIDS/HIY infection at school? I . No 2. Yes 
2.20 Did you know anyone who havelhad HIY/AIDS? I . No 2. Yes 
2.21 Where do you think one can get condom ifhelshe wants to use? (Mark all your possible sources) 

I . School 2. Hotels/Bars 3. Health Faci lity 4. Theater/Cinema 5. Shops 
6. Phannacy 7. Church/Mosque 8. Other place 9. I don't know 

2.22 How much is the cost of three condoms? 
I. Less than 50 cents 2. 50 cents to I bin· 3. More than one birr 4. Don't know 

PART THREE: The fo llowing a rc statements regarding HIV/AIDS and Condoms. Ma rk ( " ) in the boxes 
provided according to your degree of agreement to the statements. Example, fo r the statements you are sur·c of 
its truth ma rl' Stronely a~ree and for that of fa lse statement s tron~ly disa~ree. 

Strongl y Agree Neutral Disagree Strongly 
Agree disagree 

3.1. Infected person who appears heaHhy can't transmit the disease. 0 0 0 0 0 
3.2. At present tilere is cw·e for A1DS. 0 0 0 0 0 
3.3. There is a vaccine available to the public that protects a person 0 0 0 0 0 
fi·om gettingAIDS. 
3.4. A person with multiple sexual paltners has more risk of infection 0 0 0 0 0 
with illY/AIDS . 
3.5 . Another source of getting IffV/AIDS infecti on could be injection 0 0 0 0 0 
with wlSterile needles. 
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Strongly Agree Neutral Disagree Strongly 
Agree disagree 

3.6. We can get AIDS by attending school with a child who has Ihe 0 0 0 0 0 
AIDS virus. 
}.7. A mosquito who feed on AIDS palienl's blood can lransmit Ihe 0 0 0 0 0 
disease. 
3.8. A pregnant woman who has the AIDS virus can pass it to her baby, 0 0 0 0 0 
}.9. Egg of hen who licked on condom used by ATDS palieill can have 0 0 0 0 0 
the virus. 
}. I 0. Having sex wilh only one fa ithful sexual pat1ner reduce the risk of 0 0 0 0 0 
HIV infeelion. 
3. II. One can prevenl HIV/AIDS by avoiding sex (Ihal means no sex). 0 0 0 0 0 
3.12. By avoiding sex with multiple partners one can prevent HIV 0 0 0 0 0 
illfection. 
3.13. Using condom during sexual intercourse can reduce the risk of 0 0 0 0 0 
HI V infection. 

Thc following statements are writtcn to describe your behavior, Mark ( ~) in the boxes provided according to 
your degree of agncment to these statements. As you can see there is no need to write name 01' ill in this 
study, all infor mation will remain anonymous. Therefore, YOUI' honest answer is important to us. 

Strongly Agree Neutral Disagree Strongly 
Agree disagree 

4. I With my eWTenl sexual behavior my chance of getting HIV/AIDS 0 0 0 0 0 
infection in the next n ve years is high. 

4.2 I ree l il is likely for me to get I-lIV/AIDS if I have sexual intercourse 0 0 0 0 0 
wilh differenl partners. 

4.3 I feel it is likely for me to get sexually Iransmilted infections if a D D D D D 
condom is not used during sexual intercourse? 

4.4 If I gel infected wilh AIDS vims I will definitely die consequenlly. 0 0 0 0 0 
4.5 J would rather have any other tenninal illness Ihan ATDS. 0 0 0 0 0 

Here are statements regarding abstaining from sex before marriage. How true arc these statements compared 
to your actual behavior'! Mark ("') in the boxes provided according to your degree of agreement to these 
statements. If f ' k' h b d "N I" : you al'e not sure 0 It mar ID t e ox un er eutra 
4.6 If am not sure that I JIIould be able 10 say NO having sexual Strongly Agree Neutral Disagree Strongly 

intercOlIl"se '. Agree disagree ........ 
4.6. I wilh someone I have dated for a long time. 0 0 D 0 0 
4.6.2 wilh someone I wanl to rail in love with. 0 0 0 0 0 
4.6.3 with someone who is pushing me to have sexual intercoW'se, 0 0 0 0 0 
4.6.4 wi lh someone after I have been drinking alcohol. 0 0 0 0 0 

4. 7 'POI' me avoiding sex before marriage )vill protect me and my Strongly Agree Neutral Disagree Strongly 

partner ..... .... ': Agree disagree 

4.7.1 fi'om having unwanted pregnancy. 0 0 0 0 0 
4.7.2 from getting sexually transmitted diseases. 0 0 0 0 0 
4.7.} from getting HIV/AIDS. D 0 0 0 D 
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Srrongly Agree NelHral Disagree Suongty 
Agree disagree 

4.8 Refusing sex wilh a casua l partner will make il seem Ihat j am 0 0 0 0 0 
sexually ,,,'eak. 

4.9 I may lose my paltner if I say no to have sex. 0 0 0 0 0 
4.10 To get a better partner I must try several partners even with sexual 0 0 0 0 0 
intercomse. 

4. 11 Refusing sex with my steady partner wi ll make it seem that he or 0 0 0 0 0 
she has AIDS. 

'/ vel)' II/uch wanffo . '. Strongly Agree Neu tral Disagree Strongly 
Agree disagree 

4.12 prevent myself/my lover from getting pregnant 0 0 0 0 0 
4. 13 protect myself from getting sexually transmitted disease. 0 0 0 0 0 
4.14 protect myself from getting AIDS. 0 0 0 0 0 
4. 15 show my lover that I care about his or her heal th. 0 0 0 0 0 

4.16 'The/allowing individllals would approve of my avoiding sex Strongly Agree Neutral Disagree Strongly 

before marriage'. Agree disagree 

4.16. 1 My lover 0 0 0 0 0 
4. 16.2 My close friend(s) 0 0 0 0 0 
4.16.3 My Teacher(s) 0 0 0 0 0 
4.16.4 My parent(s)! Relative(s) 0 0 0 0 0 
4.16.5 Religious Leaders 0 0 0 0 0 

4.17 '/ am certain thaI J would be able 10 avoid sex before marriage even Strongly Agree Neutral Disagree Strongly 

if .... '. Agree disagree 

4.17.1 I am drunk. 0 0 0 0 0 
4.17.2 I am forced by my friends. 0 0 0 0 0 
4.17.3 I am told that condom "oil be used. 0 0 0 0 0 
4.17.4 I know I may lose my part ner. 0 0 0 0 0 
4.1 7.5 to a partner with whom I want to fall in love with. 0 0 0 0 0 

Strongly Agree Neutral Disagree Strongly 
Agree disagree 

4.18 'From now onwards, I intend to avoid any sex before marriage.' 0 0 0 0 0 
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The following statements arc concerning limiting the number of sex ual pal·tners to ollly onc. How true are 
these sta tements compared to your actual behavior? Show your ilgreement or disagreement by marking (~) 
. tl b 'd 1 d 1 . '" Ie oxes prov} C( 1111 er your c 10ice. 
4, 19 'Remaining wilh one steady sexual partner. '. Strongly Agree NelilTal Disagree Strongly .. .. " . 

Agree disagree 

4. 19.1 wi ll protect me from getting sexually n'ansmitted diseases. 0 0 0 0 0 
4.19.2 will protect me from getting AIDS. 0 0 0 0 0 
4.1 9.3 can show my sexual partner that I care about hislher health. 0 0 0 0 0 

Strongly Agree Neutral Disagree Strongly 
Agree disagree 

4.20 Limiting my sexual desire to only one partner wi ll reduce my sexual 0 0 0 0 0 
pleasure. 

4.2 1 To avoid sex wi th partners other than my steady sexual paltner will 0 0 0 0 0 
make me seem sexually weak. 

4.22 Refusing sex with a casual partner will make it seem that helshe has 0 0 0 0 0 
AIDS. 

'/ vel)' much fe ar ........ Strongly Agree Neutral Disagree Strongly 
Agree di sagree 

4.23 suspecting my sexual partner of having AIDS. 0 0 0 0 0 
4.24 losing my boylgirlfi·iend. 0 0 0 0 0 
4.25 not fmding appropriate sexual paltner for me. 0 0 0 0 0 

Strongly Agree Neutral Disagree Strongly 
Agree disagree 

4.26 'My best fi'iend would make a fool out of me ifl limit mysel f to only 0 0 0 0 0 
one steady sexual partner'. 

4.27 'My teacher would approve of my limiting to only one steady sexual 0 0 0 0 0 
p3lwer'. 

4.28 'If I limit myself to only one steady sexual pattner, my parents 0 0 0 0 0 
would approve my action'. 

4.29 'My religious leaders would approve of my limiting my sexual 0 0 0 0 0 
activity 10 only one steady partner' 

4.30 ' I "vol/lei like 10 do what ... ' . Strongly Agree Neutral Disagree Strongly 
Agree disagree 

4.30. 1 my sexual partner think(s) that [ should do'. 0 0 0 0 0 
4.30. 2 my close fi' iend(s) think(s) that [ should do'. 0 0 0 0 0 
4.30.3 my teacher(s) think(s) that [ should do'. 0 0 0 0 0 
4.30.4 my parent(s) think(s) that I should do'. 0 0 0 0 0 
4.30.5 my rel igious leader(s) think(s) that [ should do'. 0 0 0 0 0 
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4.31 '/ am certain that IlI'ould be able 10 limit myself fO only one steady Strongly Agree Neutral Disagree Strongly 

sexual partner even if ...... ,. Agree disagree 

4.31. 1 I am told that that condom would be used. 0 0 0 0 0 
4.3 1.2 I am pushed by my friends to have sex with a new partner. 0 0 0 0 0 
4.3 1.3 1 meet someone I have been very much thinking of. 0 0 0 0 0 
4.32 'From now onwards, I in tend to limit my sexual contact to only one 0 0 0 0 0 
steady sexual partner.' 

The fo llowing statements are concerning condom use. How true are these statements compared to your actual 
behavior? Show your agreement 01' disagreement by marking ") in the boxes provided under your choice. 
'J am sure Ihal I would be able 10 ......... ': Strongly Agree Neutral Disagree St rongly 

Agree disagree 

4.33 insist on using a condom dW'ing sex even if my boyfriend or 0 0 0 0 0 
girlfriend refuses to use a condom. 

4.34 get the money to buy condom. 0 0 0 0 0 

4.35 '/ fhink my Hsing condom at the next sexual intercollrse Strongly Agree Neutral Disagree Strongly 

would ... , . Agree disagree . .... . 

4.35.1 prevent my sexual pati ner / me from becoming pregnant. 0 0 0 0 0 
4.35 .2 protect me JJ'0111 getting a sexually transmitted disease. 0 0 0 0 0 
4.35.3 protect me (i'om getting AIDS. 0 0 0 0 0 

Strongly Agree Neutral Disagree Strongly 
Agree disagree 

4.36 Condom is difficult for me to use. 0 0 0 0 0 
4.37 Condoms create doubts between sexual pal1ners. 0 0 0 0 0 
4.38 Condoms are shameful for me to buy. 0 0 0 0 0 

'J Vel)' much/ear .. .... <- Strongly Agree Neutral Disagree Strongly .... 
Agree disagree 

4 .39 not be able to use condom properly 0 0 0 0 0 
4.40 reduce my sexual desire. 0 0 0 0 0 
4.41 being uneasy. 0 0 0 0 0 
4.42 introducing feel ings of distmst between my sexual pal1ner 0 0 0 0 0 
and me. 

4.43 seeming sexually weak. 0 0 0 0 0 

4.44 'The following people would approve o[my using condoms Sirongly Agree Neutral Disagree Strongly 

a/ the next sexual inte/'course'. Agree disagree 

4.44.1 My sexual partner(s) 0 0 0 0 0 
4.44.2 My best fi' iend(s) 0 0 0 0 0 
4.44.3 My teacher(s) 0 0 0 0 0 
4.44.4 My parent(s) 0 0 0 0 0 

70 



-I. -1 4 'The fo llowing people would approve q(my using condoms Strongly Agree Neutral Disagree Strongly 

at the next sexllal intercourse', Agree di sagree 

4.44.5 My religious leader(s) 0 0 0 0 0 

'} am certain fhat J would be able 10 lise condom at the next Strongly Agree Neutral Disagree Strongly 

sexual intercourse even if': Agree disagree 

4.45.1 I am drunk 0 0 0 0 0 
4.4 5.2 r feel shy to discuss using condoms with my partner. 0 0 0 0 0 
4.45.3 I feel embarrassed to buy condoms. 0 0 0 0 0 
4.45.4 my sexual pal1ner refuses to lise condoms. 0 0 0 0 0 
4.45.5 I have sexual intercourse with someone I have been very 0 0 0 0 0 
much thinking of. 

Strongly Agree Neutral Disagree Strongly 
Agree di sagree 

4.46 'T intend to use a condom at the next sexual intercourse', 0 0 0 0 0 

PART FIVE: FUTURE PLAN 
5. 1 Which of the fo llowing behavioral changes do you plan to use in the fu ture to prevent yourself from bcing 

infected with HIV/A1DS? (Mark all YOllr choices in the spaces provided) 
I . Reduce number of sexua] partners 2. Select carefu lly sexual paltners 
3. Abstain fi·om sexual intercourse 4. Have good food 
s. Avoid unsafe il1jections and/or sharp objects 6. Look for symptoms of AIDS before any sexual intercourse 
7. Reduce frequency of sexual intercourse 8. Avoid sex with casual partners 
9. Strictly remain with one regular partner 10. Prayed to God 
II , Do regular exercise 12. Always, using condom during sexual intercourse 
13. Other method 

5.2 Assume the test for HIV/AIDS is avai lable; will you be interested to be tested for HIV/AIDS? 
L No 2. Yes 

5.3 Asswne you are tested for HIY/AIDS; will you be wi ll ing to hear the result of your test? L No 2. Ves 

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

THANKYOUI 

71 

J 



APPENDIX 4 AIDS RISK BEllA YlOR INDEX 

Categories of AIDS risk behavior index 

CATEGORY 0: 

Sexual abstinence 

CATEGORY j . 

Sexual intercourse consistently using condom with one low risk partner 

CA TEGORY 2: 

Sexual intercourse consistently using condom with two or more low-risk pattner 

CATEGOR Y 3.' 

Sexual intercourse with one low risk pattner with out or inconsistently llsing 

condom 

CATEGORY 4: 

Sexual intercourse with two or more luw risk pal1ner with out or inconsistently 

using condom 

CATEGORY 5: 

Sexual intercourse consistently using condom with one or more high risk paltners 

CA TEGORY 6. 

Sexual intercourse with one or more high-risk partners without or inconsistently 

using condom or history of sexually transmitted disease. 
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APPENDIX 5 

Reliability of Constructs derived fi'om health behavior models for the different safe sex behaviors 

and intention responded by students of Jimma town. March 2000. 

CONSTRUCT # OF ITEM MEAN SD a t 

HIV/AIDS INFECTlON: 

Knowledge 13 0.60 

Motivation to comply 5 17.22 5.92 0.86 

Perceived Severity 2 8.27 1.95 0.46 

Perceived Susceptibility 3 10.17 2.4 1 0.34 

LIMITING TO ONLY ONE STEADY SEXUAL 

PARTNER: 

Perceived Barriers 3 10.10 3. 19 0.57 

Perceived Benefits 3 12.59 5.20 0.84 

Perceived Behavioral Control 3 11.10 3.38 0.76 

Normative belief 4 14.87 3.24 0.47 

Outcome Evaluation 6 22.42 4.56 0.53 

Self Efficacy 4 11.9 4.48 0.74 

Intention I 3.8 1 1.1 7 

CONDOM USE: 

Perceived Barriers 3 9.45 3.06 0.58 

Perceived Benefits 3 12.73 2.89 0.89 

Perceived Behavioral Control 5 17.7 1 4.71 0.82 

Normative belief 5 15.28 6.08 0.90 

Outcome Evaluation 6 20.48 4.1 7 0.37 

Self Efficacy 2 7.12 2.12 0.53 

Intention 4.44 0.95 

t Cronbach's a 
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APPENDIX 6 DATA TRANSFORMATION SCHEDULE: 

The following constructs were formed from the row data 

• TIle AIDS risk behavior index 

• Variables: 2.2, 2.4, 2.5, 2.7. 1 - 2.7.4 and 2.6 were re-coded in to a single variable INDEX 

(legal value ranging from 0 to 6) 

The scoring fo r part three and four were transformed from 5 to 1 for positive statements and 

subsequently reversed for negative statement 

SCORING OF CONSTRUCTS 

• General HIV/AIDS: 

• Knowledge = L (3.1 :3.13) 

• Perceived Susceptibility = L (4.1 :4.3) 

• Perceived Severity = L (4.4 and 4.5) 

• Motivation = L (4.30.1 :4.30.5) 

• Limiting sexual pmtner: 

• Self-Efficacy = L (4.6.1 :4.6.4) 

• PerceivedBenefit = L(4.19.1:4.19.3) 

• Perceived BalTier = L (4.20:4.22) 

• Outcome evaluation (Desirable and Undesirable) = L (4.13:4. I 5) and L (4.40, 4.43,4.23) 

• Normative Belief = L (4.26:4.29) 

• Perceived Behavioral Control = L (4.3 1.1 :4.31.3) 

• Intention = 4.32 

• Condom use at the next sexual intercourse: 

• Self-Efficacy = L (4.33 and 4.34) 

• Perceived Benefit = L (4.35.1 :4.35.3) 

• Perceived Barrier = L (4.36:4.38) 

• Outcome evaluation (Desirable and Undesirable) = L (4.12:4.14) and L (4.39,4.42,4.4 I) 

• Normative Belief = L (4.44.1 :4.44.5) 

• Perceived Behavioral Control = L (4.45. 1:4.45.6) 

• Intention = 4.46 
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