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Sexuality is an ever-present aspect of daily life, whether as flirtation, manipu-
lation, or as a coming together of consenting individuals. From the need to be 

touched, to the longing for validation, to the quest for ecstasy, the unspoken aim of 
much social interaction is sexual intimacy. The many factors that influence sexual 
decision-making and sexual behavior make this a complex yet vital area for study. 

While the motivations may be many and the pleasures great, the consequences 
may also be grave. It is to an analysis of these determinants of sexual behavior 

stretching across a spectrum from love to fear in the context of a university 
population that this study is devoted.





Abstract
Background: More than half of all new HIV infections in sub-Saharan African 
countries, including Uganda, occur among young people between the ages of 15 
and 24, the most sexually active period of their lives. Understanding the contextual 
determinants of sexual behavior in this group is crucial in combating the pandemic. 

Aim: The overall aim of this study was to assess the impact of demographic, re-
ligious, social capital, mental health, and sexual coercion factors on risky sexual 
behavior among a student population in Uganda in order to gain a deeper under-
standing of the forces that shape sexual behavior of young people with the purpose 
of contributing to policy formulation and implementation of more effective inter-
ventions to prevent the spread of HIV/AIDS.

Method: In 2005, 980 Ugandan university students responded to a self-admin-
istered questionnaire (response rate 80%) that assessed socio-demographic, social 
capital, and religious factors, as well as alcohol use, mental health, experience of 
sexual coercion, age of sexual debut, number of sexual partners, and condom use. 
Mental health was assessed using items from the Hopkins Symptoms Checklist-25 
(HSCL-25) and the Symptom Checklist-90 (SCL-90). Logistic regression analysis 
was applied as the main analytical tool, and synergistic effects between some of the 
main determinants were investigated. 

Results: Thirty-seven percent of the male and 49% of the female students had not 
previously had sexual intercourse. Of the male and female students with sexual ex-
perience, 46% of the males and 23% of the females had had three or more lifetime 
sexual partners, and 32% of the males and 38% of the females did not consistently 
use condoms with a new partner. Minor importance of religion in one’s family while 
growing up was correlated to a statistically significant degree with early sexual debut 
and having many sexual partners (OR 1.7, 95% CI: 1.2–2.4 and OR 1.6, 95% CI: 
1.1–2.3, respectively). Being of Protestant faith interacted with gender among those 
who had debuted sexually. Protestant female students were more likely to have had 
three or more sexual partners; the opposite was true for Protestant male students. 
Non-dominant bridging trust among male students was associated with a higher 
risk for having had many sexual partners (OR 1.8, 95% CI: 1.2–2.9). Low trust 
in others was associated with a greater likelihood of sexual debut in men, while the 
opposite was true in women. A similar pattern was seen regarding a high number 
of lifetime sexual partners in individuals who were raised in families where religion 
played a major role. After controlling for potential confounding factors, high scores 
on depression and a high number of sexual partners were significantly associated 
among both males (OR 2.0, 95% CI: 1.2–3.3) and females (OR 3.3, 95% CI: 
1.3–8.6). Elevated anxiety scores among men were associated with a high number 
of sexual partners (OR 1.9, 95% CI: 1.1–3.3) and inconsistent condom use (OR 
1.9, 95% CI: 1.1–3.6). Experience of sexual coercion was found to be statistically 
significantly associated with previously had sex (OR 1.6, 95% CI: 1.1−2.3), early 



sexual debut (OR 2.4, 95% CI: 1.5  −3.7), as well as with having had a high number 
of sexual partners (OR 1.9, 95% CI: 1.2−3.0), but not with inconsistent condom 
use. Good mental health scores, reporting high trust in others, or stating that reli-
gion played a major role in one’s family of origin seemed to buffer the effect that the 
experience of sexual coercion had on the likelihood of having many sexual partners.

Conclusion: Religion, social capital, mental health, and sexual coercion appear to 
be important determinants of sexual behavior among Ugandan university students. 
Using such knowledge, one may design and implement more effective programs 
to prevent the spread of HIV/AIDS. Policy makers would benefit from involving 
young people in the planning of interventions against HIV/AIDS, and in the for-
mulation and implementation of youth-friendly policies to better understand how 
strategies should be tailored in relation to the needs of the target group. It would 
also be desirable to introduce coordinated youth-friendly health services to address 
both the psychological as well as the sexual and reproductive health-related concerns 
of young people.
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Introduction 
Since almost 50% of all new HIV infections worldwide and 61% of all new HIV infec-
tions in sub-Saharan Africa occur among young people between the ages of 15 and 24 [1], 
the most sexually active period of their lives, understanding the contextual determinants of 
sexual behavior among  this population is crucial to combating the AIDS pandemic 

In its early phase HIV/AIDS struck Uganda with great severity. In 1995 the estimated 
prevalence of HIV infection in the adult population was 15% [2]. The response in Uganda 
was quicker and more efficient than in many similar countries, resulting in a decline from 
15% to 5% in the decade between 1991 and 2001 [3, 4].

As the result of a strong national commitment, Uganda was the first country in the world 
to introduce a multi-sectoral response to HIV/AIDS. In 1986, President Yoweri Museveni 
and the Ministry of Health established a National AIDS Control Programme and mobi-
lized communities throughout the country by means of NGOs, faith-based organizations, 
school health programs, and employers [5]. The fact that sexuality was being discussed 
openly did not prevent religious institutions from supporting preventive efforts, which 
were primarily based on the so    -called ABC strategy: Abstinence from sex before marriage, 
Being faithful to one’s partner, and Condom use to prevent sexually transmitted diseases 
(STDs) [5]. Numerous studies worldwide have confirmed the role of the ABC factors in 
controlling the propagation of the HIV/AIDS epidemic, especially among young people 
[6-8]. 

Religion and sexual behavior
Religion plays a major role in the lives of young people in Africa. In Uganda it has long 
been a determinant of social belonging and individual moral values. It has also strongly 
influenced the socio-political organization of the country [9]. Furthermore, religion also 
provides researchers with a context for exploring the role of social interaction in sexual rela-
tions and the shaping of sexual behavior [10]. 

A cross-sectional inquiry carried out among young people in Zimbabwe found that religion 
plays a protective role in sustaining sexual abstinence [11]. Similar results were shown in a 
population-based study involving people between the ages of 15 and 24 in Côte d’Ivoire 
[12]. By contrast, an investigation of university students in Nigeria did not show any as-
sociation between religion and sexual behavior [13]. 

A limited number of studies have investigated the impact of religion on sexual attitudes 
and behavior among youth and young adults in Uganda. At Makerere University, more 
than half of twenty-five students members of the Kampala Pentecostal Church who were 
interviewed said that they had engaged in sexual activities after being “born-again” [14]. 
This suggests that the impact of religion on sexual behavior among young people may be 
strongly dependent on contextual factors and may need to be assessed separately in dif-
ferent countries or regions. 
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Social capital and sexual behavior
Previous research has documented positive associations between social capital and 
a range of economic, social, and health outcomes, including sexual behavior. Social 
capital in epidemiology is most commonly operationalized as trust in others [15], 
participation [16], and shared values [17]. In theory, the three are strongly inter-
related, so that social participation leads to an increased set of shared values among 
those who participate together (i.e., in religious or other contexts). This in turn 
enhances trust among such individuals, or throughout society in general, if partici-
pation is spread over different areas. A distinction is often made between bonding 
social capital (referring to relations between individuals in a family or those sharing 
similar socio-demographic characteristics), as opposed to bridging social capital (re-
lations between individuals with different backgrounds). 

Previous research has documented positive associations between social participation 
and less risky sexual behavior [18-21]. A study targeting adolescents living in Cape 
Town, South Africa, concluded that participation in social clubs and community 
groups was associated with less risky sexual behavior [22]. The authors of another 
study conducted in the US [23] suggest that low social capital, as measured by 
Putnam’s Comprehensive Social Capital Index [24], was strongly associated with 
the risk of being infected by chlamydia and AIDS. Campbell, Williams, and Gilgen 
found that young South African men and women belonging to sports clubs were 
less likely to be HIV-positive, and that young women who were members of such 
organizations were more likely to use condoms, as opposed to non-members; female 
members, however, were also more likely to have casual sexual partners than non-
members [25]. 

In a study by Robert Muriisa, the voluntary sector’s response to the HIV/AIDS 
epidemic has been identified as a factor behind Uganda’s success in combating the 
epidemic [26]. The author suggests that many faith-based groups in Uganda played 
a major role in effectively using or creating social capital in the local communities as 
a means of supporting individuals who were at risk of or had become HIV-positive.

Social capital gained from religious networks influence attitudes, norms, and values 
regarding sexual behavior among young people. Religious groups, particularly the 
mainstream Protestant church in Uganda, have reacted to the increased openness in 
sexual matters by launching revivals that places great emphasis on being “saved” or 
“born again” [27]. 

The activities of some of the newly established churches have become more visible 
at Ugandan universities and now constitute a significant part of student social life. 
These groups all advocate a very strict code of sexual morality, including no pre-
marital sex and monogamous in marriage [28].

Social capital and religious norms thus exert pronounced control on the sexual be-
havior of young people in Uganda and are significantly intertwined. To the best of 
our knowledge, few empirical studies have addressed these important issues. 
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Mental health and sexual behavior
Young adulthood is a challenging period in a person’s psychosocial development. 
The struggle to find and test one’s own identity, to “fit in”, and to build self-esteem 
often occurs by experimenting with relationships and sexual behavior.

The onset of mental health problems and the danger of risky sexual behavior both 
reach a peak in young adulthood. Poor mental health also has strong associations 
with other health concerns affecting this age group, such as substance abuse and 
violence [29].  

Little focus has been paid to the role of mental health in association with risky sex-
ual behavior in sub-Saharan Africa, although research in high- and middle-income 
countries has suggested that mental health may play an important role in the cor-
relation between such behavior and HIV/AIDS [30-32]. 

In the past, the stigma associated with mental illness and the low priority given 
to psychological wellness has contributed to low investment in mental health for 
young people by the government of Uganda. However, mental health has become 
part of the Uganda Health Sector Strategic Plan II, 2005 [33], and child and ado-
lescent mental health have become a focus of the country’s new national mental 
health policy [34]. Despite this effort, mental health services in Uganda remain very 
limited, especially outside of the capital of Kampala, where they are virtually non-
existent for young people. 

Since it has been shown that poor mental health can lead to risky sexual behavior, 
the current situation in Uganda is problematic. By way of comparison, the results 
of a longitudinal national survey in the US reports an association between depres-
sive symptoms and failure to use condoms on latest occasion of sexual intercourse 
among high school males [35]. In addition to corroborating the above findings, 
another study from the US also indicated an association between depression and 
having had three or more sexual partners in the last 12 months [36]. Though, the 
results from a community-based cross-sectional study of poor mental health and 
sexual behavior in South Africa found a strong association between depression and 
consistent condom use [37]. However, there is insufficient statistical evidence and 
little research available on mental health and its relation to sexual behavior in low-
income countries. Studies are particularly lacking for youth in such settings [37-
39]. We have been unable to locate any prior research on the potential association 
between poor mental health and risky sexual behavior among youth in any low-
income country in sub-Saharan Africa. 

Sexual coercion and sexual behavior
Sexual coercion is a major issue for many youth in sub-Saharan Africa. There are 
wide variations in the prevalence of sexual coercion, ranging from a low of between 
5% to 20% [40-44] to a high of 50% or more in adolescent and adult populations 



16

[45-52]. Estimates of the prevalence of sexual coercion point to highs in settings 
with a considerable prevalence of HIV/AIDS, such as in Southern and East Africa 
[48, 51, 53-56]. 

According to national population studies in Uganda, 21% of all unmarried young 
women between the ages of 15 and 19 have experienced sexual coercion, and 36% 
of married women of the same ages have been exposed to sexual violence [57]. Pre-
vious studies have suggested that the experience of sexual coercion leads to a greater 
likelihood of risky sexual behavior, namely early sexual debut, many sexual partners, 
and inconsistent condom use [45, 55, 58-60]. 

We have found no studies from Uganda or any other high HIV/AIDS prevalence 
setting investigating the impact of coercion on a range of risky sexual behaviors. 
Our study seeks to fill that gap by attempting to understand some of the causal 
mechanisms that are operative in this area and thereby identify factors that might 
ameliorate the situation. 

In conclusion, the determinants of sexual behavior can be found on several concep-
tual levels, ranging from processes rooted in the structure of a society to factors on 
the individual level, as illustrated by a much-cited model introduced by Dahlgren 
and Whitehead in 1992  (Fig 1a) [61]. 

Fig 1a. Inter-related factors that impact on sexual behavior - I. (Adopted from 
Dahlgen and Whitehead, Policies and strategies to promote social equity in health. 
Background document to WHO - Strategy paper for Europe, 11 [61])
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Aims

General aims
The overall aim of this study was to assess the impact of demographic, religious, 
social capital, mental health, and sexual coercion factors on risky sexual behavior 
among a student population in Uganda in order to gain a deeper understanding of 
the forces that shape sexual behavior of young people with the purpose of contrib-
uting to policy formulation and the design and implementation of more effective 
interventions to prevent the spread of HIV/AIDS.

Specific aims
Study I: The aim of this study was to investigate the relationship between socio-
demographic and religious factors, and their impact on sexual behavior among uni-
versity students in Uganda. 

Study II: The aim of this study was to explore the association between social capital 
and risky sexual behavior among Ugandan university students, with special refer-
ence to religious influence.

Study III: The aim of this study was to investigate the relationship between poor 
mental health and risky sexual behavior (conducive to the spread of HIV/AIDS) 
among a population of university students in Uganda.

Study IV: The aim of this study was to investigate the impact of sexual coercion on 
sexual behaviors such as sexual debut, having many sexual partners, and inconsist-
ent condom use among a sample of university students in Uganda. In addition, it 
sought to determine whether some individual, cultural, or social resources can be 
protective in countering this impact. 
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Theoretical framework
There is a wide variation in the definition of the concept “human sexual behavior”. 
The Encyclopedia Britannica has defined it as the 

Tendencies and behavior of human beings with regard to any activity that 
causes or is otherwise associated with sexual arousal. It is strongly influenced 
by the genetically inherited sexual response patterns that ensure reproduction 
. . . societal attitudes toward sex, and each individual’s upbringing. Physiol-
ogy sets only very broad limits on human sexuality; most of the enormous 
variation found among humans results from learning and conditioning

This definition is derived from a current theoretical framework of sexual behavior, 
which seems to combine the Freudian idea of human sexual behavior as an indi-
vidual drive and the rather different notion of the behavior theorists that links it to 
external stimuli. 

The above definition also supports the previous suggestion that determinants of in-
terest for the sexual behaviors that are the focus of this study may be found on three 
conceptual levels: those within the individual (age, gender, health status, experience, 
and knowledge), those deriving from the surrounding social context (family influ-
ences and social capital), and those coming from the greater socio-political environ-
ment (religion and gender relations) (Fig 1b) [61]. 

Fig 1b. Inter-related factors that impact on sexual behavior - II. (Adopted from 
Dahlgen and Whitehead, Policies and strategies to promote social equity in health. 
Background document to WHO - Strategy paper for Europe, 11 [61])
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In this figure, the four studies comprising the present thesis are graphically out-
lined, specifically, the first paper exploring the impact of religion at the societal level, 
the second paper on social capital involving family, friends, and others within the 
nearby social context (and the greater socio-political environment), the third paper 
investigating the associations between the mental health status of the individual and 
sexual behavior, and the fourth paper studying the relations between the experience 
of sexual coercion on the individual level and sexual behavior.

The analysis of the data for this thesis seeks to embrace the complexity illustrated 
by the figure above by breaking down the analyses into four distinct areas, each 
corresponding to one of the four studies on which the thesis is based. These four 
studies explore both relevant causal pathways, and potential bias by confounding, in 
a manner illustrated by the figure below (Fig 2).
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Fig 2. Description of causal pathways and potential confounding factors. 

Figure 2 illustrates the direct causal pathway between the main exposure of each 
study. Further indicated in three cases is the exploration of the other main causal 
mechanism, namely effect modification by a third variable. We wished to determine 
whether the effect of the main exposure,  (importance of religion in the family of 
origin on sexual behavior) was modified by the gender of the individual, or whether 
boys and girls in a religious family are brought up differently regarding sexual mat-
ters.

Effect modification and confounding both relate to a “third variable effect”, but 
this effect could represent two very different modalities regarding causality. As men-
tioned above, effect modification represents a particular causal mechanism, while 
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confounding indicates the presence of bias, which could distort the result of the 
analysis if not taken into consideration. Figure 2 presents an overview of how these 
two “third variable effects” were handled in the analysis of the data, based on the 
empirical findings of previous studies and theoretical assumptions founded upon 
the scientific literature in the area. 
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Material and Methods
The four studies in this thesis are based on data collected by means of a self- admin-
istered questionnaire that was distributed to all undergraduate students at Mbarara 
University of Science and Technology (MUST) in April 2005.

Setting and population
The study was performed at MUST, a public university in the city of Mbarara in 
southwestern Uganda. The university was founded in 1988 and emphasizes com-
munity involvement in its teaching, fieldwork, and research. Our target population 
consisted of undergraduate students from the university’s three faculties of medi-
cine, science, and development studies. The sample comprised the entire under-
graduate body of the university in 2005 (n=1220 students).

The HIV prevalence in the Mbarara District was approximately 24% in 1991. By 
2001 the prevalence had declined to 10.8%. There are several possible reasons why 
the HIV epidemic affected southwestern Uganda more than the rest of the country. 
Because the area comprises a border region, socio-political developments have im-
pacted the population in specific ways. During the regime of Idi Amin in the 1970s, 
the cross-border traffic between southwestern Uganda, Tanzania, and Rwanda in-
creased, altering the local economy. One result was that many women resorted to 
prostitution as a means of earning money from the transport workers who spent the 
night near the border. Once the HIV epidemic had established itself, there was a 
sharp increase in mortality among young adults. In addition, the prevailing custom 
that required widows (who may have already been HIV-positive) to marry their 
husband’s brother or closest kinsman may have further accelerated the spread of the 
infection [26]. 

Data collection 
Data was collected by means of an 11-page self-administered questionnaire consist-
ing of 132 questions. The development of the questionnaire was based on validated 
instruments used in other studies of a similar nature, and on the outcomes of focus 
group discussions with youth, including students in Mbarara district. The question-
naire was developed in close collaboration with student representatives and was pre-
tested by ten students. The formulation and interpretation of the more private and 
sensitive questions were also discussed with the student representatives. The ques-
tionnaire was distributed in lecture halls to all undergraduate students at MUST. 
Students were orally informed beforehand about the purpose of the questionnaire 
and were given instructions for filling it out. A consent form on the front page also 
contained a written explanation and justification of the project to be signed by 
the students as acknowledgement of being informed and agreeing to participate. 
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Contact details for the principal investigator and a research assistant were provided, 
in case any questions or personal concerns arose while answering the questions. 
While students were engaged in filling out the questionnaires, the research staff 
ensured that the room was silent so that each person could work in private. The con-
sent forms and the questionnaires (the latter without any identifying information) 
were collected separately and placed in different boxes in the front of the room. A 
total of 980 students completed the questionnaires, representing 80% of the under-
graduate students at MUST.

The questionnaire included assessments of lifestyle factors, such as alcohol con-
sumption, drug use, and smoking habits; relationships, love, and sexuality; social 
relations, participation, and social capital; mental health; self-rated health; and so-
cial and demographic factors, such as area of origin, socio-economic status (SES), 
religious affiliation, and the role of religion in one’s family while growing up.

Definitions of variables

Background variables

Age was divided arbitrarily into two groups at the upper tertile: “younger” ≤ 23 years 
old and “older” > 23 years old. 

Sex was classified as male or female.

Area of origin was categorized as “rural”, “urban”, or “peri-urban or small town”. The 
variable was dichotomized into “rural” and “urban/peri-urban or small town”.

Educational level of head of household during childhood was categorized as “did not 
finish primary school”, “completed primary school”, “completed secondary school”, 
“post-secondary school”, “college or university”, or “other”. The variable was di-
chotomized so that “did not finish primary school” and “completed primary school’ 
were coded as “low” and any education above that was classified as “high”.

The role of religion in the family while growing up (Studies I and II)

This variable was categorized as “religion played a big role”, “religion was relatively 
important”, “religion was not so important”, and “religion was not important at all”. 
The variable was dichotomized, with “religion played a big role” and “religion was 
relatively important” coded as “major role”; and “religion was not so important” and 
“religion was not important at all” coded as “minor role”.

Religious affiliation during childhood (Study I)
The primary family religion during childhood was reported by selecting one of the 
following alternatives: “Protestant”, “Catholic”, “Moslem”, “Pentecostal”, “Seventh-
day Adventist”, “Orthodox”, and “other”. In the final analysis only individuals re-
porting “Protestant” or “Catholic” denominations were tabulated, since they made 
up the two major religions in our sample.
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Self-rated health

The question: “How do you classify your current health in general?” contained five 
alternative answers: “very bad”, “bad”, “fair”, “good”, and “very good”. These were 
dichotomized into less good (for the first two alternatives) and good (for the remain-
ing three).

Alcohol use variables 

Alcohol use—Frequent heavy episodic drinking (Study III)
The question “How often do you drink six ‘glasses’ or more on the same occasion?” 
contained the following alternatives: “daily, or almost daily”, “every week”, “every 
month”—all of which were coded as “yes”—and “less than once a month” and “nev-
er”—which were coded as “no”. 

Consumed alcohol on latest occasion of sexual intercourse (Study IV)
This variable was coded as “yes” or “no”.

Mental health variables

Mental health (Studies III and IV)
The Hopkins Symptom Check List (HSCL-25) was used to assess mental health. 
This instrument consists of 15 items assessing symptoms of depression, and 10 
items assessing symptoms of anxiety during the past week [62]. In addition, 10 
items from the Symptom Checklist-90 (SCL-90) were included, i.e., the psychoti-
cism sub-scale, which assesses symptoms of psychoticism during the past week [63]. 
Each item was graded from (1) “not at all” to (4) “extremely”. The SCL-90 is a self-
reporting five-point scale developed for the assessment of the psychiatric symptoms. 
To attain a homogenous classification, we rated the 10 psychoticism items in the 
same way as anxiety and depression items, i.e., on a scale of 1 to 4. The HSCL-25 
and the SCL-90 instruments had been previously validated and employed in differ-
ent cultural contexts in Africa [63-66].

Mean total mental health scores, as well as scores for depression, anxiety, and psy-
choticism, were calculated based on the student’s total score for each of the meas-
ures, then divided by the number of items the student answered. We dichotomized 
the scores into “high” (i.e., poorer mental health) and “low” (i.e., better mental 
health), based on the calculation of a median-split between the total scores for each 
measure. We also calculated prevalence of probable depression using a total score 
“cut off ” point of 31, as indicated by Bolton and Kinyanda [67, 68]. 

Social capital variables

Trust in others (Studies II and IV)
Trust in others was measured on the basis of answers to four questions commonly 
used in epidemiological studies [15]: “Most people would take advantage of you if 
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they had an opportunity”, “Most people try to be fair”, “You can trust most people”, 
and “You cannot be careful enough when dealing with other people”. The response 
alternatives were “I do not agree at all”, “I do not agree”, “I agree”, or “I agree com-
pletely”. They were accordingly assigned values from 1 to 4 (the scoring of the first 
and last items were reversed), yielding a maximum total score of 16. Based on the 
median score, the variable was dichotomized into “high trust” (above the median) 
or “low trust” (below the median).

Bridging trust (Study II)
Bridging trust was measured by five response alternatives: “I only trust persons with 
the same background as my own”, “I trust persons with the same background as my 
own rather more than others”, “I trust persons with the same background as my 
own a bit more than others”, “I trust persons with the same background as myself 
equally as much as others”, and “I trust persons with the same background as myself 
less than others”. The variable was then dichotomized with the first three alterna-
tives being coded as “non-dominant bridging trust” and the last two as “dominant 
bridging trust”. 

Social participation (Study II)
Social participation was classified on the basis of participation in 12 different so-
cial activities in recent months, a measure introduced by Statistics Sweden in the 
1970s that has since been scientifically validated [69]. Based on the median, the to-
tal scores of those who answered “yes” (maximum total score 12) were dichotomized 
into “high” (above the median) and “low” (below the median). 

Sexual coercion variables

Experience of sexual coercion (Study IV)
The measure of sexual coercion was based on the response ”yes” to any of the ques-
tions; ”You have been forced to show your sexual organ” “Someone has forced you 
to let them touch your sexual organ”, “Someone has forced you to let them suck or 
lick your sexual organ”, “Someone has forced you to let them show you their own 
sexual organ”, “You have been forced to watch someone masturbate”,  “You have 
been forced to masturbate someone”, “You have been forced to take part in oral 
sex or to lick someone’s sexual organ”, “You have been forced to take part in sexual 
intercourse with the penis in the vagina or someone has inserted an object into your 
vagina”, “You have been forced to pose for a sex photo or sex film”. In the absence of 
any affirmative answer to the mentioned questions and an affirmative answer to the 
question “You have not been forced into any of these” the individual was classified as 
unexposed to sexual coercion. 
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Dependent variables

Sexual behavior variables

Previously had sex (Studies I–IV)
Having previously had sexual intercourse was defined as “yes” or “no”, based on 
responses to the question: “Have you ever had sexual intercourse?” 

Age at sexual debut (Studies I and IV)
Age at sexual debut was dichotomized so that having sexual intercourse for the first 
time before age 19 was coded as “low”, and at or above age 19 as “high”.

Number of lifetime sexual partners (Studies I, II and IV)
Number of lifetime sexual partners was categorized by responses to the question: 
“How many sexual partners have you had altogether?” so that ≥ 3 was coded as 
“high”, and < 3 as “low”. 

Number of sexual partners in last twelve months (Study III)
Number of sexual partners was ascertained by the response to “How many sexual 
partners have you had during the last twelve months?” The variable was dichoto-
mized so that ≥ 2 was coded as “high” and < 1 as “low”. 

Condom use with new partner (Studies I and II)
The question “How often do you use a condom with a new sexual partner?” had 
four alternatives: “always”, “often”, “sometimes”, or “never”. This was then dichoto-
mized with the first alternative as “always” and the remaining three as “not always”.

Condom use on latest occasion of sexual intercourse (Studies III and IV)
Condom use on latest occasion of sexual intercourse was determined by asking “Did 
you use any method for avoiding sexually transmitted diseases on your latest occa-
sion of sexual intercourse?” The variable was then dichotomized, so that the re-
sponses “no” and “yes, other” were coded as “inconsistent”, and “yes, condom” was 
coded as “consistent”.

Statistical methods
Sample size was given since we assessed all the students at the university, but a for-
mal check revealed that in most analyses a 75% increase of risk could be ascertained 
at 80% probability. This did not exclude the risk of not being able to detect some 
true effects of moderate size.

The statistical analyses were done with SPSS Version 16.0. Logistic regressions were 
performed to calculate the crude odds ratios (OR) and 95% confidence intervals 
(CI) for having previously had sex (Studies I–IV), the effect on age at sexual debut 
(Studies I and IV), number of lifetime sexual partners (Studies I, II, and IV), num-
ber of sexual partners in last 12 months (Study III), condom use with new partner 
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(Studies I–II) and consistent condom use (Studies III-IV). Differences between men 
and women regarding prevalence of the variables used were calculated by means 
of Chi-square values upon which the p-values shown in Table 1 were based. Only 
cases where information was available on all variables in a particular instance were 
analyzed.

Multivariate logistic regression was used to investigate the association between role 
of religion, religious affiliation, and sexual behavior (Study I): social capital and 
sexual behavior (Study II): mental health and sexual behavior (Study III): and expe-
rience of sexual coercion and sexual behavior (Study IV). 

The effect of these variables on sexual behavioral factors was adjusted for age and 
area of origin (Study I), age, gender, area of origin, and role of religion (Study II), 
age, gender, area of origin, and frequent heavy episodic drinking (Study III), and 
age, gender, educational level of household, role of religion, and trust in others 
(Study IV). OR and 95% CI were used as measures of association. The analyses in 
Studies I and III were performed separately for males and females. Significance level 
was accepted at p < 0.05, two-tailed. 

An additional analytical step was taken to disclose effect modification between the 
variables chosen (Studies II and IV), and calculated by means of dummy variables, 
as proposed by Rothman [70], according to whom a synergistic effect is present 
when a dependent variable has a greater impact on an outcome in the presence or 
absence of a third variable (i.e., the association becomes “more than additive”).

Results
A total of 980 students responded to our questionnaire, representing 80% of all 
registered undergraduate students at MUST (n = 1220). Thirty-five percent of the 
respondents were female (n = 347) and 65% were male (n = 633).

Table 1 shows the distribution of socio-demographic factors, self-rated health, social 
capital, use of alcohol, and experience of sexual coercion, as well as the outcome 
variables: having previously had sexual intercourse, age at sexual debut, number of 
sexual partners (in the last twelve months and lifetime partners), consistent condom 
use, and use of a condom on latest occasion of sexual intercourse. About one-third 
of the students were above 23 years of age, with female students being somewhat 
younger than males. Among the male students, 50.6% came from rural areas; the 
corresponding percentage among females was 31.0%. 

A large majority of the total student population (74.5%) came from families in 
which the head of household had achieved a high educational level (secondary 
school or above). Fifty-three point eight percent of the males and 59.8% of the 
females reported that religion played a major role in their family of origin. Low 
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trust in others was reported by a similar proportion of females than males (39.2% 
and 40.2%, respectively). A larger proportion of females than males reported low 
social participation (55.3% and 47.6%, respectively). About half of the students 
reported non-dominant bridging trust, with the proportions similar among males 
and females. Almost one-third, 31.1% (33.1 % of the female participants and 29.9 
% of the males), reported that they had experienced sexual coercion at some point 
in their lives.

Significantly more males than females reported having previously had sexual inter-
course (62.9% vs. 51.3%, respectively). About half of the students had made their 
sexual debut by the age of 18. A survival analysis was performed to estimate the 
mean age of sexual debut, which was 17.9 years (95% CI 17.5–18.2) in the sample 
(data not shown). In the group of those who indicated that they had previously had 
sex, 45.9% of the males and 23.1% of the females reported having had three or 
more partners. A smaller proportion of males (31.5%) than females (37.8%) stated 
that they do not always use a condom with a new partner. 

Table 1. Prevalence of socio-demographic factors, social capital, alcohol use, self-rated health and 
sexual behavior among university students in Uganda 
 
             

          All 
          
             Male 

         
             Female 

    
   x2 

  n    %       n     %        n     %     p 
 

Sex        
  Male 633 64.6      
  Female 347 35.4      
Age        
  Younger      
   ≤ 23 

628 65.6 378 60.6 250 75.1 0.000 

  Older        
   > 23 

329 34.4 246 39.4 83 24.9  

  Missing (23)  (9)  (14)   
Area of origin        
  Rural 424 43.7 318 50.6 106 31.0 0.000 
  Urban/ peri-urban 546 56.3 310 49.4 236 69.0  
  Missing (10)  (5)  (5)   
Educational level of 
head of household 

       

  ≤ Primary  235 25.5 186 31.0 49 15.2 0.000 
  >Primary school 688 74.5 414 69.0 274 84.8  

  Missing (57)  (33)  (24)   
Importance of 
religion 

       

  Major role 542 55.9 337 53.8 205 59.8 0.079 
  Minor role 427 44.1 289 46.2 138 40.2  
  Missing (11)  (7)  (4)   
Religious affiliation        
  Protestant 415 42.8 273 43.5 142 41.4 0.439 
  Catholic 379 39.1 248 39.6 131 38.2  
  Moslem 86 8.9 56 8.9 30 8.7  
  Pentecostal 45 4.6 24 3.8 21 6.1  
  Seventh Day 
  Adventist 

 
22 

 
2.3 

 
15 

 
2.4 

 
7 

 
2.0 

 

  Orthodox 8 0.8 4 0.6 4 1.2  
  Other 15 1.5 7 1.1 8 2.3  
  Missing (10)  (6)  (4)   
Trust in Others        
  Low 360 39.8 126 39.2 234 40.2 0.777 
  High 544 60.2 196 60.8 348 59.8  
  Missing (76)  (25)  (51)   
Social participation        
  High 487 49.7 155 44.7 332 52.4 0.023 
  Low 493 50.3 192 55.3 301 47.6  
  Missing (0)  (51)  (25)   
Bridging trust        
  Dominant 426 52 156 50.6 270 46.7 0.260 
  Non-dominant 461 48 152 49.4 309 53.3  
  Missing (93)  (54)  (39)   
Frequent Heavy 
Episodic Drinking1 

       

  Yes  144 16.6 32 32.7 112 41.3  0.001 
  No 225 83.4 66 67.3 159 58.7  
  Missing (34)  (24)  (10)   
Consumed alcohol 
on latest occasion of 
sexual intercourse1 
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  Missing (10)  (6)  (4)   
Trust in Others        
  Low 360 39.8 126 39.2 234 40.2 0.777 
  High 544 60.2 196 60.8 348 59.8  
  Missing (76)  (25)  (51)   
Social participation        
  High 487 49.7 155 44.7 332 52.4 0.023 
  Low 493 50.3 192 55.3 301 47.6  
  Missing (0)  (51)  (25)   
Bridging trust        
  Dominant 426 52 156 50.6 270 46.7 0.260 
  Non-dominant 461 48 152 49.4 309 53.3  
  Missing (93)  (54)  (39)   
Frequent Heavy 
Episodic Drinking1 

       

  Yes  144 16.6 32 32.7 112 41.3  0.001 
  No 225 83.4 66 67.3 159 58.7  
  Missing (34)  (24)  (10)   
Consumed alcohol 
on latest occasion of 
sexual intercourse1 

       

  Yes 122 23.9 83 23.2 39 25.5 0.651 
  No 388 76.1 274 76.8 114 74.5  
  Missing (22)       
Experience of sexual 
coercion 

       

  Yes 246 31.1 153 29.9 93 33.1 0.378 
  No 546 68.9 358 70.1 188 66.9  
  Missing (188)       
Self-rated health        
  Good 730 85.1 476 85.9 254 83.6 0.368 
  Less good 128 14.9 78 14.1 50 16.4  
  Missing (122)  (79)  (43)   
Previously had sex        
  Yes  532 59.0 376 62.9 156 51.3 0.001 
  No 370 41.0 222 37.1 148 48.7  
  Missing (78)  (35)  (43)   
Age at sexual debut1        
  ≤ 18 = low 262 51.2 199 55.0 63 42.0 0.009 
  > 18 = high 250 48.8 163 45.0 87 58.0  
Number of lifetime 
sexual partners2 

       

  1–2 = low 293 61.0 180 54.1 113 76.9 0.000 
   ≥ 3 = high 187 39.0 153 45.9 34 23.1  
 Missing (52)  (43)  (9)   
Number of sexual 
partners in last 12 
months2 

       

      1 = low 284 64.4 105 75.0 179 59.5 0.002 
   ≥ 2 = high 157 35.6 35 25.0 122 40.5  
Condom use with a 
new partner2 

       

  Always 324 66.7 235 68.5 89 62.2 0.205 
  Not always 162 33.3 108 31.5 54 37.8  
  Missing (46)  (33)  (13)   
Used a condom on 
latest occasion of 
sexual intercourse2 

       

  Consistent 424 82.7 306 85.2 118 76.6 0.022 
  Inconsistent 89 17.3 53 14.8 36 23.4  
  Missing (19)  (17)  (2)   
 

1Only analyzed among individuals who drank alcohol 
2 Only analyzed among individuals who had had sexual intercourse 
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Study I
The aim of this study was to investigate the relationship between socio-demograph-
ic and religious factors and their impact on sexual behavior.

Based on the findings of the associations between socio-demographic factors and 
sexual behavior, two variables (role of religion and religious affiliation) were chosen 
as the main determinants of sexual behaviors for further investigation. We adjusted 
for potential confounding due to age and rural origin by employing multivariate 
logistic regression. 

Table 2a-b presents the adjusted OR with 95% CI for associations between the de-
terminants mentioned and religious affiliation vis-à-vis the dependent variables (i.e., 
the sexual behaviors studied) stratified by sex. Two models were used: the first one 
adjusted for age, and the second for age and area of origin. Among male students, 
a larger proportion in the group stating that religion did not play a major role in 
their family had an increased risk of early sexual debut (OR 1.5, 95% CI 1.01–2.4); 
female students in the same group had a greater risk of having had a high number of 
lifetime sexual partners (OR 2.8, 95% CI 1.2  –6.5) after adjusting for age and rural 
origin. Protestant religious affiliation was negatively associated with having previ-
ously had sexual intercourse among female students (OR 0.5, 95% CI 0.3–0.9), 
compared with Catholic female students; Protestant male students had a statistically 
lower risk for having had a high number of lifetime sexual partners (OR 0.6, 95% 
CI 0.4  –0.99), even after adjusting for age and rural origin.  
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Table 2a. Association (OR95 % CI) between role of religion and sexual behavior 
 
   
Sexual behavior factor Model 1  Model 2 

(adjusted for age) (adjusted for age and area of origin) 
 Female (n=304) Male (n=598) Female (n=299) Male (n=593) 
Previously had sex      
  Minor role of religion  1.0 (0.6–1.7) 1.4 (0.98–2.0) 1.0 (0.6–1.6) 1.4 (0.98–2.0) 
  Older  2.2 (1.3–3.8) 1.4 (0.98–1.9) 2.3 (1.3–4.0) 1.9 (1.3–2.7) 
  Rural   1.1 (0.6–1.8) 1.4 (0.99–2.0) 
     
 Low age of sexual debut     
  Minor role of religion  1.7 (0.9–3.3) 1.5 (0.99–2.3) 1.7 (0.9–3.4) 1.5 (1.01–2.4) 
  Older 0.9 (0.4–1.8) 0.6 (0.4–0.9) 0.9 (0.4–1.8) 0.6 (0.4–0.9) 
  Rural   0.6 (0.3–1.2) 1.0 (0.6–1.5) 
     
High number of lifetime  
sexual partners 

    

  Minor of religion  2.8 (1.2–6.4) 1.3 (0.8–2.0) 2.8 (1.2–6.5) 1.3 (0.9–2.1) 
  Older  2.3 (0.97–5.3) 1.1 (0.7–1.8) 2.3 (0.97–5.3) 1.1 (0.7–1.8) 
  Rural   0.7 (0.3–1.8) 0.9 (0.6–1.3) 
     
Did not always use condom with 
new partner 

    

  Minor role of religion  0.9 (0.5–1.9) 1.0 (0.7–1.6) 0.9 (0.5–1.8) 1.1 (0.7–1.7) 
  Older 1.0 (0.5–2.0) 1.1 (0.7–1.7) 1.0 (0.5–2.0) 1.0 (0.7–1.6) 
  Rural   1.1 (0.5–2.3) 1.1 (0.7–1.8) 
 
Table 2b. Association (OR 95% CI) between religious affiliation and sexual behavior 
 
   
Sexual behavior factor Model 1  Model 2 

(adjusted for age) (adjusted for age and area of origin) 
 Female Male Female Male 
Previously had sex     
  Protestant  0.5 (0.3–0.9) 1.2 (0.8–1.8) 0.5 (0.3–0.9) 1.2 (0.8–1.7) 
  Older  2.5 (0.3–0.9) 2.2 (1.5–3.3) 2.5 (1.3–4.8) 2.1 (1.4–3.2) 
  Rural   1.2 (0.7–2.2) 1.5 (1.01–2.2) 
     
Low age of sexual debut     
  Protestant 0.7 (0.3–1.5) 0.9 (0.6–1.5) 0.8 (0.4–1.8) 0.9 (0.6–1.5) 
  Older 0.5 (0.2–1.2) 0.6 (0.4–0.97) 0.5 (0.2–1.2) 0.6 (0.4–0.97) 
  Rural   0.5 (0.2–1.1) 1.0 (0.6–1.5) 
     
High number of lifetime 
sexual partners 

    

  Protestant 2.0 (0.8–5.0) 0.6 (0.4–0.97) 2.1 (0.9–5.4) 0.6 (0.4–0.99) 
  Older  1.6 (0.6–4.1) 0.9 (0.6–1.5) 1.6 (0.6–4.2) 1.0 (0.6–1.6) 
  Rural   0.7 (0.3–2.1) 0.8 (0.5–1.3) 
     
Did not always use condom with 
new partner 

    

  Protestant  0.6 (0.3–1.3) 1.1 (0.7–1.8) 0.6 (0.3–1.4) 1.1 (0.7–1.8) 
  Older 0.7 (0.3–1.7) 1.0 (0.6–1.6) 0.7 (0.3–1.7) 1.0 (0.6–1.6) 
  Rural   0.7 (0.3–1.7) 1.4 (0.9–2.4) 
 

This study found a statistically significant correlation between two sets of factors: 
importance of religion and religious denomination in relation to sexual debut and 
number of lifetime sexual partners. Gender tended to modify the effect of role of 
religion.
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Study II
The aim of this study was to explore the association between social capital and risky 
sexual behavior, with special reference to religious influence.

Table 3a-b presents the adjusted OR with 95% CI for associations between trust 
in others and bridging trust, on the one hand, and the dependent variables, on the 
other. These variables were chosen as determinants of sexual behavior based on the 
findings of the associations between socio-demographic factors and social capital in 
relation to sexual behavior. Three models were used, with the confounding factors 
introduced stepwise, beginning with age and gender, then area of origin, and finally 
role of religion. 

The association persisted between the variables low trust in others and did not al-
ways use condom with new partner, even after adjusting for age, gender, area of ori-
gin, and role of religion. Moreover, the association between non-dominant bridging 
trust and high number of lifetime sexual partners also persisted after adjusting for 
age, gender, rural origin, and role of religion.
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associations between socio-demographic factors and social capital in relation to sexual 
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The association persisted between the variables low trust in others and did not always use 
condom with new partner, even after adjusting for age, gender, area of origin, and role of 
religion. Moreover, the association between non-dominant bridging trust and high 
number of lifetime sexual partners also persisted after adjusting for age, gender, rural 
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Table 3a. Association (Odds Ratios, 95% Confidence Intervals) between trust in others and sexual 
behavior in a sample of Ugandan university students. Results of multivariate logistic regression analyses. 
 
Sexual behavior factor 

 
Model 1  

 
Model 2 

 
Model 3 

(adjusted for age 
and gender) 

(adjusted for age, 
gender, and area of 
origin) 

(adjusted for age, gender, 
area of origin, and role of 
religion) 

Previously had sex    
  Low trust in others 1.0 (0.7–1.3) 1.0 (0.7–1.3) 1.0 (0.7–1.3) 
  Rural   1.2 (0.9–1.6)  1.2 (0.9–1.7) 
  Minor role of religion   1.3 (0.95–1.7) 
High number of lifetime 
sexual partners 

   

  Low trust in others 1.0 (0.7–1.5) 1.0 (0.7–1.5) 1.0 (0.6–1.5) 
  Rural   0.8 (0.5–1.1)  0.8 (0.5–1.2) 
  Minor role of religion   1.8 (1.2–2.7) 
Did not always use 
condom with new partner 

   

  Low trust in others 1.6 (1.1–2.4) 1.6 (1.1–2.4) 1.6 (1.1–2.4) 
  Rural   1.2 (0.8–1.8)  1.2 (0.8–1.8) 
  Minor role of religion    1.0 (0.6–1.5) 

27 
 

 
 
Table 3 b. Association (Odds Ratios, 95% Confidence Intervals) between bridging trust and sexual 
behavior in a sample of Ugandan university students. Results of multivariate logistic regression analyses. 
 
Sexual behavior factor 

 
Model 1  

 
Model 2 

 
Model 3 

(adjusted for age 
and gender) 

(adjusted for age, 
gender, and area of 
origin) 

(adjusted for age, 
gender, area of 
origin, and role of 
religion) 

Previously had sex    
  Non-dominant bridging trust 1.1 (0.9–1.5) 1.1 (0.9–1.5) 1.1 (0.8–1.5) 
  Rural   1.6 (0.9–1.7)  1.2 (0.9–1.7) 
  Minor role of religion    1.2 (0.9–1.7) 
High number of lifetime sexual 
partners 

   

 Non-dominant bridging trust 1.8 (1.2–2.6) 1.8 (1.2–2.6) 1.8 (1.2–2.7) 
  Rural   0.8 (0.5–1.2)  0.8 (0.5–1.2) 
  Minor role of religion    1.6 (1.1–2.4) 
Did not always use condom 
with new partner 

   

 Non-dominant bridging trust 1.0 (0.7–1.5) 1.0 (0.7–1.4) 1.0 (0.7–1.4) 
  Rural   1.4 (0.9–2.1)  1.4 (0.9–2.1)  
  Minor role of religion    1.0 (0.7–1.5) 
 
 
 
To further explore the pattern of association between factors of social capital and sexual 
behavior, we analyzed the possible effect modification between gender and “trust in 
others” plus “bridging trust” in relation to the outcome variables “previously had sex” 
and “number of sexual partners” (Table 4). 
 
We found that trust in others had opposite effects among men and women. Men who 
reported low trust in others tended to have a 50% greater likelihood of having previously 
had sex (OR 1.5, 95% CI 0.98–2.2), while women reporting low trust in others had a 40% 
lower probability of previously having had sex, a statistically significant finding (OR 0.6, 
95% CI 0.3–0.9). A similar difference in the impact of low trust in others was 
demonstrated regarding number of sexual partners. Furthermore, men with non-dominant 
bridging trust had a comparatively greater risk of having had a high number of sexual 
partners than women with social capital of this type. 
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To further explore the pattern of association between factors of social capital and 
sexual behavior, we analyzed the possible effect modification between gender and 
“trust in others” plus “bridging trust” in relation to the outcome variables “previ-
ously had sex” and “number of sexual partners” (Table 4).

We found that trust in others had opposite effects among men and women. Men 
who reported low trust in others tended to have a 50% greater likelihood of having 
previously had sex (OR 1.5, 95% CI 0.98–2.2), while women reporting low trust 
in others had a 40% lower probability of previously having had sex, a statistically 
significant finding (OR 0.6, 95% CI 0.3–0.9). A similar difference in the impact 
of low trust in others was demonstrated regarding number of sexual partners. Fur-
thermore, men with non-dominant bridging trust had a comparatively greater risk 
of having had a high number of sexual partners than women with social capital of 
this type.
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Table 4. Analysis of effect modification between trust in others/bridging trust and sex regarding 
“previously had sex” and “high number of lifetime sexual partners” in a sample of Ugandan university 
students (n = 980), presented as adjusted Odds Ratios, 95% Confidence Intervals (CI) 
________________________________________________________________________ 
 

Sex and Trust in others Previously had sex  
 
  All 

   n (%) Odds Ratios (CI) 
Sex/Trust in others   
 Female/High trust   173 (21) 1 (ref) 
 Male/High trust   330 (39) 1.1 (0.8–1.6) 
 Female/Low trust   111 (13) 0.6 (0.3–0.9) 
 Male/Low trust   223 (27) 1.5 (0.98–2.2) 
 (Missing) (143)   

   Total   980  
 
Sex and Trust in others/Bridging trust 

 
High number of lifetime sexual partners  
 
All 

 n (%) Odds Ratios (CI) 
Sex/Trust in others   
 Female/High trust   93 (22) 1 (ref) 
 Male/High trust 179 (40) 2.4 (1.4–4.2) 
 Female/Low trust   45 (10) 0.8 (0.3–1.8) 
 Male/Low trust 125 (28) 2.7 (1.5–4.9) 
 (Missing) (90)   
   Total  532  
 
 
Sex/Bridging trust 

  

 Female/Dominant bridging trust   67 (15) 1 (ref) 
 Male/Dominant bridging trust 143 (32) 2.7 (1.3–5.3) 
   Female/Non-dominant bridging trust   69 (15) 1.5 (0.7–3.3) 
 Male/ Non-dominant bridging trust 168 (38) 4.7 (2.4–9.2) 
 (Missing) (85)  
 Total 532   

                         

 a Adjusted for age 

 
 
 
Table 5a-b shows a synergistic effect between religion “played a minor role” and “low 
trust in others” in their bearing on “previously had sex”, but only among males. The same 
was true for the effect of “religion played a minor role” and “non-dominant bridging 
trust” on “high number of sexual partners”, but this time only among females. Women 
indicating non-dominant bridging trust and “religion played a minor role” were more 
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Table 5a-b shows a synergistic effect between religion “played a minor role” and “low 
trust in others” in their bearing on “previously had sex”, but only among males. The 
same was true for the effect of “religion played a minor role” and “non-dominant 
bridging trust” on “high number of sexual partners”, but this time only among 
females. Women indicating non-dominant bridging trust and “religion played a mi-
nor role” were more likely to have had a high number of sexual partners than could 
be expected from the increased risk previously demonstrated for these factors.

29 
 

likely to have had a high number of sexual partners than could be expected from the 
increased risk previously demonstrated for these factors. 
 
 
 
 
 
 

Table 5a. Analysis of effect modification between trust in others/bridging trust and role of religion regarding 
“previously had sex” in a sample of Ugandan university students (n = 980), presented as adjusted Odds Ratios with 
95% Confidence Intervals (CI) 
_____________________________________________________________________________________________ 
 

Role of religion and  
Trust in others/Bridging trust 

  Previously had sex  
 
  All Female Male 

   n (%) Odds Ratios  
(95% CI) a 
 

  n (%) Odds Ratios  
 (95% CI) a 
 

n (%) Odds Ratios  
 (95% CI)a 
 

Role of religion/ Trust in others       
 Major role/High trust   280 (34) 1 (ref)  107 (38) 1 (ref)  173 (31) 1 (ref) 
 Minor role/High trust   219 (26) 1.1 (0.7–1.5)    65 (23) 0.8 (0.5–1.6)  154 (28) 1.2 (0.8–1.8) 
 Major role/Low trust   176 (21) 1.3 (0.6–1.2)    62 (22) 0.5 (0.2–0.9)  114 (21) 1.1 (0.7–1.8) 
 Minor role/Low trust   156 (19) 1.3 (0.9–1.9)    48 (17) 0.6 (0.3–1.2)  108 (20) 1.9 (1.1–3.2) 
 (Missing)  (149)   (65)    (84)  
Total    980   347    633   

 

a Adjusted for age 
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Table 5b. Analysis of effect modification between trust in others and bridging trust and role of religion regarding 
“high number of lifetime sexual partners” in a sample of Ugandan university students (n = 980), presented as adjusted 
Odds Ratios with 95% Confidence Intervals (CI) 
_____________________________________________________________________________________________ 

 
Role of religion and  
Trust in others/Bridging trust 

High number of lifetime sexual partners 
 
All   Female Male 

 n (%) Odds Ratios 
(95% CI) a 
 

   n (%) Odds Ratios 
 (95% CI) a 
 

n (%)  Odds Ratios 
 (95% CI) a 
 

Role of religion/ Trust in others       
 Major role/High trust 150 (34) 1 (ref)    60 (44) 1 (ref)    90 (30) 1 (ref) 
 Minor role/High trust 120 (27) 1.7 (1.1–2.9)    33 (24) 2.0 (0.8–5.2)    87 (29) 1.5 (0.8–2.7) 
 Major role/Low trust   83 (19) 1.1 (0.6–1.9)    23 (17) 0.4 (0.01–1.9)    60 (20) 1.1 (0.6–2.2) 
 Minor role/Low trust   86 (20) 1.8 (1.1–3.2)    21 (15) 2.0 (0.7–6.0)    65 (21) 1.5 (0.8–2.9) 
 (Missing) (93)   (19)    (74)   
Total  532   156   376  
 
 
Role of religion/Bridging trust 

      

 Major role/Dominant 111 (25)  1 (ref)    39 (29) 1 (ref)    72 (23) 1 (ref) 
 Minor role/Dominant   97 (22) 1.8 (1.0–3.3)    27 (20) 1.3 (0.4–4.4)    70 (23) 1.9 (0.96–3.8) 
 Major role/Non-dominant 129 (29) 1.8 (1.1–3.2)    45 (33) 1.0 (0.3–3.0)    84 (27) 2.3 (1.2–4.6) 
 Minor role/ Non-dominant 107 (24) 2.9 (1.6–5.0)    24 (18) 3.3 (1.03–10.3)    83 (27) 2.6 (1.3–4.9) 
 (Missing) (88)    (21)     (67)   
Total  532    156    376  

 

a Adjusted for age 
 
 

Our findings show that social capital factors are significantly associated with sexually 
risky behaviors among university students in southwestern Uganda. However, some of 
the social capital factors are differently associated with the sexual behavior among male 
and female students.  

 
 
Study III 
 
The aim of this study was to investigate the relationship between poor mental health and 
risky sexual behavior. 
 
 
Table 6 presents the adjusted OR with 95% CI for associations between total scores of 
mental health, depression, anxiety, and psychoticism, and the dependent sexual behavior 
variables (adjusted for the confounding factors of age, area of origin, and frequent heavy 
episodic drinking). In the fully-adjusted model, a statistically significant association 
persisted among males between all mental health factors and a high number of sexual 
partners. 
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Our findings show that social capital factors are significantly associated with sexually 
risky behaviors among university students in southwestern Uganda. However, some 
of the social capital factors are differently associated with the sexual behavior among 
male and female students. 

Study III
The aim of this study was to investigate the relationship between poor mental health 
and risky sexual behavior.

Table 6 presents the adjusted OR with 95% CI for associations between total scores 
of mental health, depression, anxiety, and psychoticism, and the dependent sexual 
behavior variables (adjusted for the confounding factors of age, area of origin, and 
frequent heavy episodic drinking). In the fully-adjusted model, a statistically signifi-
cant association persisted among males between all mental health factors and a high 
number of sexual partners.

The significant association between high number of sexual partners and depres-
sion among females, and condom use and anxiety among males persisted. No rela-
tionships were found between inconsistent condom use and mental health factors 
among females. 
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The significant association between high number of sexual partners and depression 
among females, and condom use and anxiety among males persisted. No relationships 
were found between inconsistent condom use and mental health factors among females.  
 
 
 
 
 
 
 
 

Table 6. Association (OR 95 % CI) between mental health and sexual behavior in a sample of Uganda university 
students. (All covariates are adjusted for each other.) 

 
Sexual behavior factor 

 
Previously had sex 

 
High number of sexual partners  

 
Inconsistent condom use 

     
 Female Male Female Male Female  Male 
   

 
    

 
    

 
  
 

Poor mental health  1.6 (0.9–2.6) 1.4 (0.98–2.1) 2.4 (0.96–5.8) 2.3 (1.3–3.8) 1.3 (0.6−2.8) 1.2 (0.7−2.2) 
  Old 2.2 (1.2–4.0) 1.9 (1.3–2.8) 1.0 (0.4–2.6) 1.2 (0.7–2.0) 2.3 (1.01−5.0) 1.4 (0.7−2.5) 
  Rural 1.1 (0.6–2.0) 1.5 (1.1–2.2) 0.6 (0.2–1.8) 1.0 (0.6–1.7) 0.9 (0.4−2.2) 0.9 (0.5−1.7) 
  Frequent heavy  
  episodic drinking  

3.5 (1.2–10.0) 2.9 (1.7–4.9) 4.7 (1.5–15.2) 2.2 (1.2–3.8) 1.1 (0.4−3.1) 0.6 (0.3−1.2) 

       
Depression 1.4 (0.9-2.4) 1.3 (0.9-1.9) 3.3 (1.3-8.6) 2.0 (1.2-3.3) 1.1 (0.5−2.5) 1.6 (0.9−3.0) 
  Old 2.2 (1.2-3.9) 1.9 (1.3-2.8) 1.0 (0.4-2.7) 1.1 (0.6-1.8) 2.3(1.03−5.1) 1.4 (0.7−2.5) 
  Rural 1.1 (0.6-1.9) 1.5 (1.1-2.2) 0.6 (0.2-1.8) 1.1 (0.6-1.8) 0.9 (0.4−2.2) 0.9 (0.5−1.7) 
  Frequent heavy  
  episodic drinking  

3.4 (1.2-9.7) 2.9 (1.7-5.0) 3.4 (1.1-10.9) 2.1 (1.2-3.7) 1.2 (0.4−3.4) 0.5 (0.3−1.1) 

       
Anxiety 1.2 (0.7–2.0) 1.1 (0.8–1.6) 1.1 (0.4–2.7) 1.9 (1.1–3.3) 2.1 (0.9−4.7) 1.9 (1.1−3.6) 
  Old 2.2 (1.2–4.0) 1.8 (1.2–2.7) 0.7 (0.2–1.9) 1.2 (0.7–2.1) 2.7 (1.2−6.2) 1.4 (0.8−2.6) 
  Rural 1.0 (0.6–1.9) 1.6 (1.1–2.3) 0.4 (0.1–1.3) 1.0 (0.6–1.7) 1.0 (0.4−2.4) 0.9 (0.5−1.6) 
  Frequent heavy  
  episodic drinking  

3.6 (1.3–10.3) 3.0 (1.7–5.1) 5.5 (1.7–18.3) 2.2 (1.2–3.9) 1.1 (0.4−3.2) 0.6 (0.3−1.2) 

       
Psychoticism 1.4 (0.8–2.4) 1.2 (0.9–1.8) 1.3 (0.5–3.2) 1.8 (1.1–3.0) 1.4 (0.6−3.2) 1.0 (0.5−1.8) 
  Old 2.3 (1.2–4.1) 1.8 (1.2–2.7) 0.8 (0.3–2.3) 1.1 (0.7–1.9) 2.6 (1.1−5.9) 1.3 (0.7−2.5) 
  Rural 1.1 (0.6–1.9) 1.6 (1.1–2.3) 0.4 (0.1–1.3) 1.1 (0.6–1.8) 0.9 (0.4−2.3) 0.9 (0.5−1.7) 
  Frequent heavy   
  episodic drinking  

3.5 (1.2–9.8) 2.9 (1.7–5.0) 5.2 (1.6–17.0) 2.2 (1.2–3.9) 1.1 (0.4−3.1) 0.6 (0.3−1.2) 
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The results of this study show a statistically significant relationship between poor 
mental health and risky sexual behavior among university students in southwestern 
Uganda.

Study IV
The aim of this study was to investigate the effect that the experience of sexual coer-
cion has on sexual behavior. In addition, it sought to determine whether individual, 
cultural, or social resources can protect individuals from this impact.

Table 7 shows the result of the multivariable logistic regression analyses, performed 
in order to account for possible confounding regarding the association between the 
main exposure in this study, experience of sexual coercion, and sexual behaviors. 
The same potential confounders were used for all four outcomes (sexual behaviors) 
studied and they were introduced in the same order in two groups, to facilitate the 
comparisons of the impact of the different factors.

The association between experience of sexual coercion and sexual debut remained 
significant when adjusting for the basic socio-demographic variables (age, gender, 
and educational level of head of household) and role of religion and trust in others 
(OR 1.5, CI: 1.1-2.3). 

The association between experience of sexual coercion and early sexual debut and 
having many sexual partners remained statistically significant after the introduction 
of the three socio-demographic variables and role of religion and trust in others 
(OR 2.4, 95% CI: 1.6 –3.7 and OR 1.9, 95% CI: 1.2-3.0). However, when mental 
health score and alcohol consumption pattern were introduced (data not shown), 
the association was weakened with 30%, which in this case most likely represents a 
considerable risk of over-adjustment.  
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The results of this study show a statistically significant relationship between poor mental 
health and risky sexual behavior among university students in southwestern Uganda. 
 
 
Study IV 
 
The aim of this study was to investigate the effect that the experience of sexual coercion 
has on sexual behavior. In addition, it sought to determine whether individual, cultural, or 
social resources can protect individuals from this impact. 
 
 
Table 7 shows the result of the multivariable logistic regression analyses, performed in 
order to account for possible confounding regarding the association between the main 
exposure in this study, experience of sexual coercion, and sexual behaviors. The same 
potential confounders were used for all four outcomes (sexual behaviors) studied and 
they were introduced in the same order in two groups, to facilitate the comparisons of the 
impact of the different factors. 
 
The association between experience of sexual coercion and sexual debut remained 
significant when adjusting for the basic socio-demographic variables (age, gender, and 
educational level of head of household) and role of religion and trust in others (OR 1.5, 
CI: 1.1-2.3). When introducing mental health score into the model, the association 
persisted.  
 
The association between experience of sexual coercion and early sexual debut and having 
many sexual partners remained statistically significant after the introduction of the three 
socio-demographic variables and role of religion and trust in others (OR 2.4, 95% CI: 1.6 
–3.7 and OR 1.9, 95% CI: 1.2-3.0). However, when mental health score and alcohol 
consumption pattern were introduced (data not shown), the association was weakened 
with 30%, which in this case most likely represents a considerable risk of over-
adjustment.   
 
Table 7. The association between (Odds Ratios, 95% Confidence Intervals) experience of 
sexual coercion and previously had sex, low age of sexual debut, high number of lifetime 
sexual partners, and inconsistent condom use in a sample of Ugandan university students. 
Results of multivariate logistic regression analyses.  
 
   
Sexual behavior Model 1  Model 2 

(adjusted for age, 
gender, and educational 
level of head of 
household) 

(adjusted for age, gender, 
educational level of head of 
household, role of religion and 
trust in others) 

Previously had sex   
Experience of sexual coercion 1.7 (1.2–2.4) 1.6 (1.1–2.3) 
Minor role of religion  1.3 (0.9–1.8) 
Low trust in others  0.9 (0.6–1.2) 
 
Low age of sexual debut   
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Experience of sexual coercion 2.5 (1.6–3.9) 2.4 (1.5–3.7) 
Minor role of religion  1.4 (0.9–2.2) 
Low trust in others  1.4 (0.9–2.1) 
 
High number of lifetime sexual 
partners 

  

Experience of sexual coercion 1.9 (1.2–3.0) 1.9 (1.2–3.0) 
Minor role of religion  1.7 (1.1–2.7) 
Low trust in others  1.0 (0.6–1.6) 
 
Inconsistent condom use   
Experience of sexual coercion 1.0 (0.6–1.7) 0.9 (0.5–1.5) 
Minor role of religion  0.9 (0.5–1.6) 
Low trust in others  2.0 (1.1–3.4) 
 
 
 
 
We also investigated the effect modification by gender regarding the impact of 
experience of sexual coercion on all the sexual behaviors studied. In summary, the effect 
of experiencing sexual coercion was not modified by gender for any of the behaviors 
(data not shown). 
 
In Table 8 we present the results of analyses of interaction between experience of sexual 
coercion and three selected exposure variables: mental health score, role of religion, and 
trust in others regarding the risk of having had many sexual partners.  We chose to 
present those separately for the two genders. 
 
When factored in, the mental health score showed a clear tendency of modifying the 
effect of experience of sexual coercion, so that sexual coercion was only associated with 
a higher number of sexual partners when the mental health score was high (i.e., among 
those with poorer mental health). This pattern was strongest among the male students. 
 
The role of religion also seemed to modify the effect of experience of sexual coercion, so 
that the latter was only associated with a higher number of sexual partners among those 
who had grown up in families where religion did not play a major role, a pattern that was 
similar among males and females. 
 
Trust in others tended to modify the effect of experience of sexual coercion in females, so 
that an increased risk of many sexual partners only was observed among those with a low 
trust in others. Such a pattern was not found among male students. 
 
 
 
 
 
 
 

We also investigated the effect modification by gender regarding the impact of expe-
rience of sexual coercion on all the sexual behaviors studied. In summary, the effect 
of experiencing sexual coercion was not modified by gender for any of the behaviors 
(data not shown).

In Table 8 we present the results of analyses of interaction between experience of 
sexual coercion and three selected exposure variables: mental health score, role of 
religion, and trust in others regarding the risk of having had many sexual partners.  
We chose to present those separately for the two genders.

When factored in, the mental health score showed a clear tendency of modifying 
the effect of experience of sexual coercion, so that sexual coercion was only associ-
ated with a higher number of sexual partners when the mental health score was low 
(i.e., among those with poorer mental health). This pattern was strongest among 
the male students.

The role of religion also seemed to modify the effect of experience of sexual coer-
cion, so that the latter was only associated with a higher number of sexual partners 
among those who had grown up in families where religion did not play a major role, 
a pattern that was similar among males and females.

Trust in others tended to modify the effect of experience of sexual coercion in fe-
males, so that an increased risk of many sexual partners only was observed among 
those with a low trust in others. Such a pattern was not found among male students.
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The results of this study showed that the experience of sexual coercion was asso-
ciated with riskier sexual behavior, among both male and female students in our 
sample. The association with early sexual debut and having had many sexual part-
ners seemed particularly robust, and remained statistically significant, even when 
controlled for potential socio-demographic confounders.

 
Table 8. Analysis of effect modification between mental health, role of religion, and trust in others, on the one hand, and 

sexual coercion on the other, regarding high number of sexual partners in a sample of Ugandan university students (n = 

532), presented as adjusted Odds Ratios with 95% Confidence Intervals (CI). 

   
   
High number of sexual partners                Female                  Male 
    n (%) Odds Ratios 

(95% CI)a 
  n (%) Odds Ratios 

(95% CI)a 
Mental health score/Experience of sexual 
coercion 

    

  High mental health score/No coercion   46 (37.7)  1 (ref) 101 (36.9) 1 (ref) 
  High mental health score/Coercion   14 (11.5) 0.7 (0.1–3.9)   27   (9.9) 1.1 (0.4–2.5) 
  Low mental health score/No coercion   29 (23.8) 0.8 (0.2–2.8)   81 (29.6) 1.1 (0.6–1.9) 
  Low mental health score/Coercion   33 (27.0) 1.7 (0.9–5.9)   65 (23.7) 2.6 (1.4–5.0) 
  (Missing) (34)  (102)  
  Total 156  376  
     
Role of religion/Experience of sexual coercion     
  Major role of religion/No coercion   47 (37.9) 1 (ref) 102 (36.6) 1 (ref) 
  Major role of religion/Coercion   29 (23.4) 1.1 (0.3–4.2)   46 (16.5) 1.4 (0.7–2.8) 
  Minor role of religion/No coercion   30 (24.2) 2.1 (0.6–7.2)   84 (30.1) 1.1 (0.6–2.0) 
  Minor role of religion/Coercion   18 (14.5) 4.8 (1.3–17.7)   47 (16.8) 2.9 (1.4–6.0) 
  (Missing) (32)  (97)  
  Total 156  376  
     
Trust in others/Experience of sexual coercion     
  High trust in others/No coercion   53 (45.7) 1 (ref) 112 (43.8) 1 (ref) 
  High trust in others/Coercion   29 (25.0) 0.7 (0.2–2.5)   41 (16.0)  2.0 (0.96–4.1) 
  Low trust in others/No coercion   17 (14.7) 0.4 (0.1–2.0)   55 (21.5) 0.9 (0.5–1.7) 
  Low trust in others/Coercion   17 (14.7) 1.8 (0.5–6.4)   48 (18.8) 2.4 (1.2–4.7) 
  (Missing) (40)  (120)  
  Total 156  376  
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Discussion
The results of this study show a statistically significant correlation between religious 
factors, social capital, poor mental health, experience of sexual coercion, and sexual 
behavior. However, some of the factors were differently associated with sexual be-
havior among male and female students, and some of the variables cited seem to 
modify one another’s effect.

The results in this thesis must be interpreted in relation to its target group and set-
ting, which consisted of university students in a certain age group, and should not 
be generalized for all youth and young adults in Uganda. Moreover, the majority 
of those in the target group have most likely been brought up in a more protected 
environment than their peers outside the university. 

Generally, admission to a university in Uganda is closely related to completion of a 
“good” secondary school, which reinforces the observation that the subjects of this 
study were a selected group of young people in Uganda. 

New students at a university in Uganda may be on their own for the first time. They 
are free from parental supervision and other monitoring they may have encountered 
at boarding school. For some, experiencing the university environment may be a 
threat, and for others an opportunity. Young people long to be wanted, accepted, 
and appreciated; wishing to be loved and giving love in return are existential needs, 
essential to a person’s mental well-being. In a university context this includes the 
importance of positive interaction with peers, the adoption of social norms, and the 
feeling of belonging. A college campus offers vast opportunities to test relationships 
and create networks but those options may differ or be limited, depending on an in-
dividual’s socio-economic status, self-efficacy, religion, social capital, mental health, 
and vulnerability to sexual coercion. Young people want to try new things, includ-
ing experimenting with sex, either voluntarily, or because of expectations from peers 
(especially true of males). In wanting to please, young people may have difficulty 
in refusing sexual advances, and providing sexual favors in order to be accepted. 
Students are confronted with situations like these that require judgment, negotia-
tion, and decision making, often in regard to sexual matters. Those from families 
in which religion plays a major role might have predetermined values and attitudes 
on sexuality. However, views on how to approach intimate relations may be chal-
lenged by the attitudes and behaviors they encounter in their new environment. In 
such a context, a female student with high social capital might be better equipped 
to handle sexual approaches by an older male student. Similarly, male or female 
students who have experienced sexual coercion might react differently to intimate 
sexual relations. 

In Uganda, sexual relationships are usually initiated by males. Females have a more 
passive role: they can either say yes or no to a male’s request. Moreover, it is expected 
in Uganda that males will support their girlfriends financially, pick up the bills 
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when they go out on dates, and buy them costly presents. It is considered especially 
prestigious if a female dates a male who owns a car or a house and can provide 
for her needs. This situation puts considerable pressure on young male students, 
who in most cases have modest finances and little income. On the one hand, their 
sexual desires may lead them into relationships with young women that may result 
in sexual activity. On the other, these male students are unable to cover the financial 
expenses of their sexual partners. The feeling of inadequacy created under such cir-
cumstances may affect the well-being of those males and in some cases even lead to 
depression. The situation is worsened by competition for the same young women by 
working-class men who are able to offer them financial support and a more expen-
sive lifestyle. As a result, male students typically drift from one sexual relationship 
to another, fearful of becoming deeply involved or lacking the resources to commit 
to any one partner. Thus, some female students prefer dating older, more financially 
and socially secure working-class males, a phenomenon termed “cross generational 
sex” in Uganda.  

What impact does religion and religious affiliation have on 
sexual behavior?
In our study, gender seemed to modify the effect of role of religion. If religion played 
a major role in a student’s family, we found an association with previously having 
had sex among males, but not among females. Gender also seemed to modify the 
effect of religious affiliation. Protestant affiliation among males was associated with 
a higher risk for previously having had sex, but the opposite was shown among Prot-
estant female students. In fact, Protestant male students showed a lower probability 
of having had many lifetime sexual partners in comparison to Catholic males, while 
the opposite was true of Protestant female students. 

Previous research mainly conducted in settings outside Africa has agreed with our 
findings, concluding that religious engagement is a protective factor for risky sexual 
behavior [71-76]. Earlier studies have mostly examined the impact of religious affili-
ation upon sexual behavior in general. Kendler (1997) performed such a study in the 
US in which she categorized religion in four dimensions: personal devotion (a sense 
of personal connection to a god), personal conservatism (rigid or literal adherence to 
the creed of a religious denomination), institutional conservatism (fundamentalist 
traits in a religious denomination), and participation in a religious community [77]. 
Later research by Miller and Gur examined the associations between the above-
mentioned four religious dimensions and sexual behavior [73]. The results indicated 
that certain aspects of religion (personal devotion, institutional conservatism, and 
frequent participation) were self-identified with sexual behavior, specifically, a lower 
number of sexual partners in the previous year. Young women characterized by per-
sonal conservatism, however, tended to have a higher number of sexual partners. No 
association with any of the four religious dimensions was found with regard to the 
practice of abstinence. 
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The Protestant Church is one of the largest religious institutions in the western 
region of Uganda in which Mbarara University is located. This denomination main-
tains a strong political and social influence on many aspects of public and private 
life in the country. 

The Ugandan president’s wife, Janet Museveni, who is a born-again Christian, re-
ceived funds from the US for Ugandan Youth Forum, a conservative Protestant 
religious group that promotes abstinence-only to students and young people [78]. 
Due to the influence of this denomination, religion in Uganda has increasingly 
become an exclusive “club” in which members follow strict Christian indoctrina-
tion. For example, upon entering the university, students at Makerere University in 
Kampala are invited to join both a Christian Union and a “care group” (a spiritual 
mentorship team within the same church). They are given cards to sign in which 
they pledge themselves to “abstinence until marriage” and are encouraged to attend 
“virginity rallies” [28]. 

At MUST, networks of conservative Protestant students stage similar networking 
activities to attract new members during the first few days of each semester. Students 
who join these groups are obliged to follow certain rules of conduct. Engaging in a 
sexual relationship, for example, is unacceptable. A network of “care groups” moni-
tors the individuals’ behaviors and outcomes of sexual intimacy, like pregnancy may 
be publicly reprimanded. 

The Protestant group at MUST corresponds closely with Kindler’s category of “par-
ticipation in a religious community”. Institutional conservatism may also be im-
plied because of the nature of the Protestant Church in Uganda. 

Our study, like the one by Miller and Gur, concluded that Protestant female stu-
dents did not differ from other female students regarding condom use. However, 
according to our informants, most sexual relationships involving a Protestant female 
student in Uganda take place in secrecy. Moreover, the cultural context may have a 
major bearing on the role of religion and sexual behavior. The fear of pregnancy and 
the resulting exposure of one’s clandestine behavior may be the primary reason for 
a Protestant female students in Uganda who is involved in a sexual relationship to 
use condoms. The revelation of her sexual activity would most likely subject her to 
condemnation by both her family and her coreligionists. 

The finding that there is a lower risk of Protestant female students having had sexual 
intercourse in Uganda may be a result of the way Protestant girls are raised in that 
country. They are subjected to a relatively closed system of institutional choices, 
receive less exposure to the outside world, and are thus less likely to engage in early 
sexual behavior. Previous research has described Protestantism as a cultural phe-
nomenon as well as a religious subculture that serves to insulate an individual from 
secularizing influences [79, 80]. Thus, in our study we found an association between 
abstinence, on the one hand, and the importance of religion and religious affiliation, 
on the other. 
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A recent study showed that Protestants, Pentecostals, and Catholic male youths were 
more likely to practice abstinence than Muslim men [81] The social settings for ac-
ceptable relationships are very complex. Church members in Uganda are expected 
to seek marriage partners within the same religious affiliation, and even then church 
leaders need to give their sanction before a marital union is concluded. Prior to 
marriage, abstinence continues to be the church’s dominant expectation. Since pre-
marital sex is associated with immorality and a lack of religious commitment, it may 
be extremely difficult for a young person to obtain condoms from family mem-
bers or friends. Moreover, since condoms are only sold over-the-counter in shops or 
pharmacies in Uganda, and so purchasing them cannot be carried out in secret, a 
religious young man buying a condom in the marketplace stigmatizes himself. The 
result is that young people who engage in secret relationships frequently end up 
having unprotected sex. 

In the church’s view, premarital sex concerns it personally. A parishioner who be-
comes pregnant out of wedlock is said to disgrace the church. Thus, the injunction 
to practice abstinence is not debatable, even for those who plan to marry in the very 
near future. 

Thus the impact of religion and religious affiliation is very strong in Ugandan soci-
ety, and appears to exert considerable influence on the sexual conduct of young men 
and women. Nevertheless, the interaction between such factors as social capital, 
social norms, and the influence of peers also play a role in making the nexus between 
religion and sexual behavior a complex one. This was illustrated by a report in which 
students from a Ugandan university described themselves as being in the middle 
of an emerging clash of sexual ideologies (8). The aforementioned study indicated 
that not even a fundamentalist religious commitment could rule out sexual activity 
among young people and found that 11 out of 20 students who belonged to the 
Pentecostal Church had been involved in sexual relationships. Whether the control 
mechanism of religion generates behavior modification through apprehension or 
through conviction is unclear. 

Fear of consequences may play a significant role in causing religious affiliation to 
have a more conservative effect on females than males. The power of decision mak-
ing in sexual relationships appears to be strongly influenced by a gender imbal-
ance, which in turn is rooted in social culture and property relations. As Uganda is 
predominately a masculine society in which men also control matters of sex [26], 
women are less empowered to make independent decisions in this regard. The gen-
der roles in sexual relationships are supported by religious and social mores. Women, 
therefore, often receive the opprobrium for “inappropriate sexual behavior” despite 
the fact that they may have been coerced into sexual activities by importunate males. 
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The role of social capital in regard to sexual behavior
Until recently, there has been little empirical evidence regarding the associations between 
sexual behavior (in terms of the ABC factors) versus trust in others and bridging trust. In 
our study, inconsistent condom use among males was significantly associated with low 
trust in others. This differs from a cross-sectional study carried out among youth in the 
US, where no associations were found between condom use and social capital [23], as 
measured by Putnam’s Social Capital Index [24]. That study showed a significant posi-
tive association among males between low level of social capital, on the one hand, and 
having had many sexual partners, on the other. This agrees in part with our findings, 
although we could discover no such association among females. The lack of agreement 
between the studies may perhaps be explained by differences in the operationalizing 
social capital. However, it is also possible that the answer lies in contextual differences 
between the settings. 

Trust in others had a varying impact on the likelihood of early sexual debut in males. 
We can only speculate on the explanation for this. However, the association we found 
between low trust in others and cautious sexual behavior on the part of females might be 
accounted for by a higher level of vigilance and the fear of being exploited by males, who 
are in a stronger position because of gender-determined power relations. Conversely, for 
males, who have a higher power status than females (especially regarding sexual matters), 
no rationale for cautious sexual behavior would exist, since a more powerful gender 
position precludes the risk of being sexually exploited or even exposed to social censure. 

The absence of a gender difference in the association between bridging trust and in-
consistent condom use might be explained by the “negotiation” situation, whereby the 
decision as to whether or not to use a condom may be more dependent on such personal 
characteristics as self-efficacy than to factors related to structural gender power relations. 

Non-dominant bridging trust was linked to having had many sexual partners for both 
male and female students. The difference between general trust in others and bridging 
trust is that the latter concerns trust in individuals outside the respondent’s primary 
group, as defined by family ties, age, social status, and in some instances religious affili-
ation. Thus, non-dominant bridging trust could signify a sense of “us and them”. This 
could mean that sexual partners are chosen within the narrow circle of “us”, where trust 
is very high; or, conversely, sought among the “them” category, where behavior unac-
ceptable to one’s peer group would be less visible. 

The association between low trust in others and low risk for having had sex was espe-
cially pronounced in the case of those women who stated that religion played a major 
role in their family of origin. It differed from the pattern among male students, where 
the two cited variables acted synergistically. In observing the lack of gender parity, we 
speculate that wary sexual behavior among females may be a precaution taken in order 
not to risk sexual exploitation by the dominant gender. Thus, the theory of unequal 
gender relations may be a possible explanation of our findings. 
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Female students who declared that religion played a minor role in their family might 
have been raised in a less traditional environment where gender roles were not so 
pronounced. In combination with non-dominant bridging trust (the notion of “us 
and them”), this may have led to less conservative sexual behavior in seeking part-
ners inside and outside of one’s own primary group.

The association between low trust in others and a reduced likelihood of having had 
sex differed for those in whose families religion played a major role, but only among 
females. In the case of male students, however, having low trust in others and com-
ing from a family in which religion played a major role increased the probability of 
having had sex.

Associations between mental health and sexual behavior 
Several studies from high-income countries show a strong correlation between poor 
mental health and risky sexual behavior [29-31, 82]. As far as we can determine, 
there has been no previous research into a potential association between poor mental 
health and risky sexual behavior among young people in a low-income country in 
sub-Saharan Africa. Moreover, very few studies in sub-Saharan Africa and Uganda 
have examined mental disorders among young people and their possible correlates.

In our study, 15% of the males and 16% of the females scored high for probable 
depression (data not shown). These findings were lower than those in the cross-
sectional study carried out in 14 districts spread across Uganda, which reported 
that 29.3% of all respondents fulfilled the criteria for depression [68]. However, 
the study cited above measured “probable major depressive disorder” among re-
spondents ages 15 and above in the general population. In another study from the 
Masaka and Rakai districts in Uganda the prevalence of depression was measured at 
24.4%, based on three of the five DSM-IV criteria. The difference in target groups 
(university students versus general population) might partially explain the difference 
between the current findings and previous research. 

In the present study, high scores for depression were associated with having had sex 
and having a high number of sexual partners, both for males and females. These 
results agree with findings from a birth cohort study conducted in New Zealand 
among 21-year-old females and males, where depression and other mental health 
factors were associated with a greater likelihood of taking part in risky sexual inter-
course, i.e., have a high number of sexual partners [31].

An increased probability of risky sexual behavior in relation to poor mental health 
(including depression) among young people might be explained by different indi-
vidual and contextual factors. This is pointed out by Bennett and Bauman, who 
suggest that “risky sex on one hand may be an expression of anger” that might also 
be used to “exert some control over one’s life”. On the other hand, may also func-
tion to relieve tension or be affection-seeking behavior, and thus may represent self-
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administered treatment for depression [83]. This is corroborated among both males 
and females by the results of our study. In addition, men with high anxiety and high 
psychoticism scores also had significantly higher numbers of sexual partners during 
the last 12 months. This could be in agreement with Bennett and Bauman’s sugges-
tion that sexual activity is related to anger, which appears to be a stronger element 
among men with depression. The finding that a high anxiety score among men is 
linked to a high number of sexual partners could reflect an overlap of this symptom 
with depression or, alternatively, serve as a means of relieving tension among those 
with isolated anxiety syndrome [84, 85]. The higher risk of not using condoms on 
latest occasions of sexual intercourse among those with high anxiety scores might 
represent a lower level of negotiation or communication skills in an actual sexual 
encounter. 

In summary, mental health factors seem to play an important role in risky sexual 
behavior among a university student population in Uganda. Considering that a 
substantial proportion of that population seems to suffer from mental health issues, 
this finding should not be neglected in the broader perspective of promoting sexual 
health. Our study, therefore, indicates that improving mental health for young peo-
ple might lead to less risky sexual behavior. 

Although, as has been cited earlier, young people are singled out for special mention 
in a draft of the national mental health policy of Uganda [34], a lack of initiative 
remains with regard to investing in mental health services for this group. A need 
exists in Uganda for coordinated youth-friendly mental health services, and sexual 
and reproductive health clinics. It is essential that health workers be made aware of 
the association between poor mental health and risky sexual behavior.

Does previous experience of sexual coercion influence 
sexual behavior?
The experience of sexual coercion was higher in our study than in previous research 
conducted in Uganda [54]. However, direct comparisons are difficult to make 
because assessment methods, target groups, and time periods vary. In our study, 
33.0% of the females and 29.9% of the males had undergone significant experi-
ences of sexual coercion. To the best of our knowledge, this is the first study to assess 
the prevalence of sexual coercion in a group of young males in Uganda. It has been 
claimed that such prevalence is considerably lower among males than females in so-
cieties with substantial gender inequity [86]. Such a finding is not supported by our 
data for Uganda, a country where gender equity is conspicuously absent. 

Our results indicate that sexual coercion has a very similar impact on the risky sexual 
behaviors of female and male students, in contrast to previous studies that conclude 
the impact of sexual coercion differs between males and females [47]. However, our 
findings do corroborate those findings, that determined the experience of sexual 
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coercion is associated with early sexual debut and having many sexual partners [45, 
55, 58-60]. On the other hand, reports of an association between sexual coercion 
and inconsistent condom use as, claimed by the studies just cited, could not be 
confirmed. 

Population Attributable Risk (PAR) estimates the proportion of an outcome that 
would disappear if a specific exposure were eliminated [87]. Some authors have 
found the PAR for experience of sexual coercion with regard to certain types of 
sexual behavior to be on the order of 25% (Seto et al., 2010). The implication is 
that if sexual coercion could be abolished entirely, sexual behaviors associated with 
the experience of coercion would decrease by 25% in the target population. Using 
the estimated prevalence of experience of sexual coercion found in our study and the 
estimated increased risky sexual behavior due to this factor, we arrive at estimates 
of the PAR regarding experience of sexual coercion in our target population on the 
order of 20% to 25% for early sexual debut and having many sexual partners. In 
our view, this demonstrates that there is considerable potential for the prevention of 
STDs and HIV/AIDS in this setting, provided effective means of intervention are 
introduced.

Factors that might buffer the impact of sexual coercion on risky sexual behavior 
(particularly that of having many sexual partners) are of particular interest. Our 
analyses suggest that such protective elements exist on three levels: the individual 
(good mental health status), the immediate social context (social capital in terms 
of high trust in others), and the socio-cultural environment (high religious com-
mitment in the family of origin). Future policy formulations and implementation 
strategies might benefit by appropriating these insights.

Study Limitations
In Uganda, less than 10% of an age cohort continues on to tertiary education, and 
it is only the children of the most affluent families do so. For this reason, we believe 
it may be difficult to generalize the findings of our study to the same age cohorts 
of the country’s general youth population. Nevertheless, since affluent urban dwell-
ers seem to be very much the focus of the new religious movements, including the 
“born-again” Christians [14], university students in Uganda may well represent a 
particular strategic group in which the encounter between concepts of social capital 
and religion and the impact of these factors on sexual behavior may best be under-
stood in general terms. 

The study design was cross-sectional, leaving the causal direction open, although 
it appears more plausible that social capital and mental health would affect sexual 
behavior than vice-versa. However, sexual coercion could be of two principal types: 
coercion directed toward a young person by an older individual or an adult (i.e., 
before the victim becomes a university student), or coercion directed towards a uni-
versity student by a sexual or dating partner who is a fellow student or another adult 
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(sometimes considerably older, as in cases of trans-generational sex). Since we lacked 
information regarding the type of coercion the students in our sample experienced, 
this circumstance made determining the causal direction problematical. An addi-
tional difficulty is presented by the possibility that the outcomes “sexual debut” or 
“early sexual debut” resulting from sexual coercion may have happened before entry 
into the university. 

As noted, more than 80% of all students enrolled at the university where the study 
took place completed the questionnaire. The remaining 20% were off campus and 
could not be contacted. Therefore, the “true” rate of non-responders was less than 
20% (and in all probability below 5%). Although we were unable to learn precisely 
how many students were off-campus, we did know that the student body composi-
tion was 66% male and 34% female. The distribution of males and females in the 
outstanding 20% (n = 240 students) was 72% male (n = 172) and 28% female (n 
= 68). It, therefore, seems unlikely that systematic factors would have exerted any 
significant selection bias on the results. Internal missing was on the order of 5% to 
10% regarding questions concerning sexual behavior. This might, therefore, lead 
one to infer a moderate selection bias in an unknown direction, although the likeli-
hood that this would have dramatically biased the risk is low.

Although the general response rate was quite high at 80% of the full target group, 
non-response regarding the questions assessing experience of sexual coercion was 
at the level of an additional 20%. One might assume that the proportion of those 
exposed to sexual coercion was higher among non-responders than among respond-
ers, since this could be considered a stigmatizing experience that some individuals 
would be reluctant to disclose. As socially undesirable behaviors are generally as-
sumed to be underreported in surveys, it is not unlikely that “exposed cases” (i.e., 
individuals exposed to sexual coercion and subsequently engaging in sexually risky 
behaviors) are overrepresented among the non-responders. If this is the case, the as-
sociations between those phenomena are underestimated in our study.

Regarding the issue of misclassification, it might be argued that there was a risk 
for dependent misclassification, since the groups with strict moral rules, i.e., those 
in which religion played a major role, might have habitually underestimated risky 
sexual behavior due to a “social desirability” factor. In principle, this could have led 
to an exaggeration of certain associations. However, since the link between religion 
and behavior did not show a uniform pattern, we do not think misclassification 
can have had a major influence on the results. Regarding mental health, it might be 
argued that there also was a risk for dependent misclassification, since individuals 
who scored low on mental health might have systematically assessed their behavior 
differently than those scoring high in this regard. If so, it would be very difficult to 
predict the direction such a dependent misclassification may have been introduced 
(i.e., it could have led to an under- or over-estimation of risky sexual behavior.) 
However, since our findings generally agree with those of previous research, we do 
not think misclassification played a role in our results, although we cannot exclude 
confounding from sources unrepresented in this study. 
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Dependent misclassification could also be an issue in cases where individuals who 
experienced sexual coercion are more prone to report risky sexual behavior than 
those without such experience, or vice-versa. However, we cannot think of any com-
pelling arguments that would support this assumption. All of our respondents were 
guaranteed anonymity, and when the outcome of the questionnaire was discussed 
with student representatives, they were quick to state that their peers had taken this 
assurance seriously. In their opinion, the results of the questionnaires conveyed a 
realistic picture of the true circumstances.

Among possible confounders, the most obvious one was age. All final risk estimates 
were, therefore, controlled for this factor. Since rural origin was also a predictor of 
sexual behavior, that variable was included as a potential confounder in the mul-
tivariate models in study 1, II and III. Furthermore, we controlled for the most 
plausible confounders in all four studies. However, we cannot exclude confounding 
from sources unrepresented in this study.

Age was used as a dichotomous variable in the analyses. Supplementary analyses 
clearly showed that age and sexual debut/number of sexual partners were not related 
in a linear way as a simple function of chronological time (i.e., age). Rather, there 
was evidence for both a period and a cohort effect. We, therefore, found it justifiable 
to group all individuals into two age groups. We also performed all the analyses us-
ing a continuous age variable as well, but the results changed only marginally.

Concluding Discussion  
The variables selected for this study have been correlated to the ABC strategy. It may, 
however, be objected that these variables are not based on an entirely objective foundation. 
Since the concept “risky sexual behavior” is derived from the specific strategies launched in 
Uganda during the late 1980s and 1990s, they do mirror the underlying value system of 
the country at a particular point in time. This becomes obvious with regard to the variable 
that assesses prior sexual experience. 

We have attempted to show that individual factors such as mental health and the experi-
ence of sexual coercion are related to sexual risky behavior. These elements were strongly 
associated with the societal processes in Uganda at the time of our study. The mechanisms 
linking individual factors, such as the experience of sexual coercion or mental health status 
with sexual behaviors are largely determined by societal circumstances and strongly associ-
ated with current societal processes, e.g., the strictness of moral codes and the severity of 
social and psychological sanctions imposed on anyone who transgressed them. In addition, 
the prevalence of certain individual factors cited might stem from such sanctions. A good 
example may be the increasing persecution of homosexuals in Uganda.  

The role of social capital is particularly significant in this context. Social capital is often 
presented as a “generic” concept that has been assumed to have a positive function for 
individual well-being and health. Surprisingly, the issue of the effect of social capital 
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profoundly depending on the wider societal context is seldom raised. We hope to have 
convincingly shown that social capital is a powerful mechanism for mediating societal 
circumstances on the macro-level, where political and ideological messages are shaped. 
This is achieved through the reciprocal relationship between participation, the develop-
ment of shared values and trust (which have the potential of shaping emotions), self-
efficacy, and self-image. All of these, in turn, are closely related to various behaviors, 
including sexual behavior.

It is, therefore, possible that in the particular historical context we have considered social 
capital might serve as a successful vehicle for halting the HIV/AIDS epidemic in post-
conflict Uganda by increasing necessary participation, trust, and openness. In another 
setting, social capital could be a factor working in the opposite direction by becoming an 
instrument for the propagation of ideologies of strict moral conduct from a top-down 
perspective, leading to disempowering individuals, and eventually to increased fear and 
diminishing openness regarding sexual matters. This would be the inversion of the desir-
able kind of development outlined by the Nobel laureate Armatya Sen in his seminal 
work, Development as Freedom [88]. The essence of Sen’s philosophy is that individual 
freedom is a central factor for the overall development of a society. If such freedom is 
equally distributed across a population, the total amount of freedom in such a society 
will be greater than if a small group monopolizes freedom at the expense of others. This 
position resembles a human rights perspective, although the moral argument of pro-
moting such rights carries more weight than the more utilitarian approach to the equal 
distribution of freedom. Infringements on the sexual and reproductive rights of an indi-
vidual thus become not only a moral issue, but also one linked to the overall sustainable 
development of a particular society.

The political establishment and religious organizations, which are intertwined in Ugan-
da, have the potential of controlling an individual’s sexuality by the exercise of influence 
and control. Since the situation in Uganda is similar to that of other countries the results 
presented here have the potential of being interpreted in a wider context.  

Through the President’s Emergency Plan for AIDS Relief (PEPFAR), the US govern-
ment has channeled large sums of money to faith-based organizations in Uganda. This 
money has been used to disseminate “abstinence only” and “anti-condom” messages 
[89]. The US has subsequently been blamed for the shortage of condoms in Uganda. 
According to Stephen Lewis, there is no doubt that the condom crises has been ex-
acerbated by the extreme policies that the US is pursuing under PEPFAR [90]. Sam 
Okware, the senior health ministry official and architect of Uganda’s ABC model 
has stated that PEPFAR succeeded in shifting the emphasis in fighting HIV/AIDS 
to A and B [Abstinence and Being faithful] just because of the large amounts of 
money invested in these programs [28]. 
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Conclusion
The results of these studies have shown that religion, social capital, mental health, 
and sexual coercion appear to be important determinants of sexual behavior among 
Ugandan university students.  Some of these factors were found to be differently as-
sociated with sexual behavior among male and female students.

The role of religion and religious affiliation should be viewed against the back-
ground of the increasing role of conservative religious injunctions against premarital 
sex among young people, something that is evident in many countries with a high 
burden of HIV/AIDS. Such influence of religion must be taken into account in 
order to gain a deeper understanding of the forces that shape sexual behavior in 
Uganda. Further research is needed to fully comprehend the mechanisms by which 
conservative religious beliefs and the social attitudes that result from them inadvert-
ently promote risky sexual behavior.

We found social capital to be associated with less risky sexual behavior. However, 
gender and the role of religion appeared to modify the effect of social capital. As a 
result, high social capital was not always related to less risky sexual behavior in a con-
servative religious context. These findings indicate the importance of understanding 
the interplay between social capital, religious influence, and gender issues in order 
to invest resources effectively in HIV/AIDS preventive strategies in Uganda. The 
results also validate a need for further research regarding the complex relationship 
between social capital and sexual behavior, and the differing impact these factors 
may have on young males and females.

Our findings that high scores in assessing poor mental health were associated with 
risky sexual behavior among university students in Uganda indicate that previous 
conclusions on the association between sexual behavior and mental health from 
high- and middle-income countries are also valid in a low-income setting, such as in 
Uganda. This knowledge has implications for policies, HIV/AIDS preventive strate-
gies and health services.

We hope to have convincingly demonstrated that experience of sexual coercion was 
associated with risky sexual behavior among both male and female university stu-
dents in Uganda. Considering that almost one-third of all students who responded 
to our questionnaire reported having experienced sexual coercion, addressing this is-
sue would appear to be of importance in preventing risky sexual behavior and HIV/
AIDS among young people in similar settings. This has implications for policy for-
mulation and implementation regarding the rights of children, as well as university 
policies for student conduct. 

In summary, our findings may support the action of more effective programs to 
prevent the spread of STIs and HIV/AIDS. We suggest that policy makers would 
benefit from involving young people in the planning of interventions and in the for-
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mulation and implementation of youth-friendly strategies so that such policies may 
better support the needs of the target group. Young people have social, psychologi-
cal, and sexual and reproductive health-related concerns, which, if met, will succeed 
in enrolling them as clients and advocates in the global quest to improve the quality 
and the availability of universal public healthcare.  
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