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Abstract 
 

 

Feminization of the HIV/AIDS epidemic in sub-Saharan Africa is an important public 
health concern. Therefore, it is crucial that we understand the various risk factors that 
shape unsafe sexual behaviours among young people in Uganda. The overall aim of 
this thesis was to gain a deeper understanding of the various factors that have an 
association with risky sexual behaviours among Ugandan university students, focusing 
on a gender perspective. This knowledge can contribute to effective policy formulation 
and implementation of programs. In 2010, 1,954 students at Mbarara University of 
Science and Technology in southwestern Uganda participated in a cross-sectional 
study in which a self-administered questionnaire was used to assess socio-demographic 
factors, alcohol consumption, mental health, experience of sexual coercion, condom 
use, contraceptive use, and other sexual behaviours. Logistic regression was used as the 
tool and effect modification analysis was conducted for some of the associations. The 
data used in our studies was stratified by sex. Study I found that there was an 
association between non-use of contraception and socio-demographic factors, 
relationship status, and alcohol consumption. The socio-demographic determinants 
that affected this association were different for males and females. Early sexual debut 
was found to modify the effect of this association. Study II concluded that there was 
an association between alcohol consumption and the experience of sexual coercion 
among Ugandan university students. Frequent consumption of alcohol on the 
occasion of sexual intercourse and poor mental health were found to have a synergistic 
effect with recent experience of sexual coercion. Study III demonstrated an association 
between self-reported poor academic performance and inconsistent condom use with a 
new sex partner. Females who were poor academic performers were found to be at a 
higher risk of inconsistent condom use compared to their male counterparts. Study IV 
showed that there is an association between low condom efficacy and inconsistent 
condom use with a new sex partner. Gender differences were observed: females with 
low condom efficacy were at a higher risk of inconsistent condom use in comparison 
to males. Our studies concluded that the key factors that contribute towards risky 
sexual behaviours among Ugandan university students were socio-demographic 
factors, relationship status, alcohol consumption, academic performance, and condom 
efficacy. Unequal gender power relations in this region further aggravates the sexual 
risk behaviours. Therefore, we need to create a policy action environment (not merely 
policies) in which sexual and reproductive health rights is addressed by raising 
awareness among males and females. In universities this could be achieved through 
skill building programs such as sex education, peer counseling, and partner 
communication, with a special focus on women by providing them skills for 
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negotiating condom and contraceptive use. These programs need to address the socio-
cultural and gender perspectives in addition to focusing on safe sex and sexual rights. 

Key words: Uganda, university students, sexual behaviour, mental health, sexual 
coercion, condom use, contraceptive use, alcohol use, condom efficacy 
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Class, race, sexuality, gender and all other categories by which we categorize and dismiss 
each other need to be excavated from the inside. 

                                                                                                       Dorothy Allison  

http://www.brainyquote.com/quotes/quotes/d/dorothyall398752.html
http://www.brainyquote.com/quotes/quotes/d/dorothyall398752.html
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Introduction 
 

Today, we have a larger population of young people of ages 10 to 24 than ever before 
in history: an estimated 1.8 billion representing a quarter of the world’s population 
[1]. Nearly 90% of them live in low-or middle-income countries [2]. Structural 
determinants such as national wealth, income inequality, access to education, and 
gender inequality constitute the social determinants of health and cause much of the 
health inequity within and between countries [3-5]. Social determinants affect the 
health of young people who are crucial for the economic development of nations [4]. 
There has been a lot of international discussion about the demographic dividend and 
the power of young people’s contribution to global development [6]. However, the 
demographic transition has not been realized in low-and middle-income countries, 
which is why we need to invest in young people’s health and their well-being [7]. 

 

In spite of the commitments made in the program for action of the 1994 International 
Conference on Population and Development (ICPD), sexual and reproductive health 
needs of young people still remain poorly understood and inadequately served [8]. 
This neglect has far-reaching consequences for the lives of this population, which is 
evident from the global burden of disease. In 2004, 2.6 million deaths occurred in 1.8 
billion young people ages 10 to 24 years, out of which 97% of the deaths occurred in 
low and middle-income countries [9]. Some of the prominent causes of this were 
HIV/AIDS and tuberculosis, which contributed to 11% of the deaths; another 15% of 
the mortality occurred due to maternal conditions [9]. 

 

The bio-social gap between the early onset of puberty and the increasing age of 
marriage has widened in most low-to middle-income countries [10, 11]. This increases 
window for pre-marital sexual activity, which has stigma attached to it in Asia and 
Africa, their young age further exposes them to the risk of unwanted pregnancies, 
unsafe abortions, and sexually-transmitted infections (STIs) [12-15]. 

 

Young people ages 15 to 24 comprise more than twenty percent of the sub-Saharan 
African population [16]. There is a wide range of empirical evidence that has 
highlighted the prevalence of risky sexual behaviours among this population, such as 
early sexual debut, having multiple sex partners, and non-use of condoms and 
contraception [11, 17-19]. These risky sexual behaviours have been the prime driver of 
the HIV epidemic in sub-Saharan Africa [20, 21].  
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Feminization of the HIV/AIDS epidemic has also been a prominent phenomenon in 
sub-Saharan Africa [22]. Young people between the ages of 15 to 24 are particularly 
affected with 75% of all HIV infections occurring in women in this region [23], where 
the epidemic has been exacerbated due to existing socio-cultural factors, gender 
inequalities in particular [24]. But today understanding of how the HIV pandemic 
moves and develops should be understood in a broader perspective addressing gender, 
health system challenges, education, poverty, sexual and reproductive health needs of 
young people, and that of all individuals irrespective of their sexual orientation [25]. 

 

Gender health inequality  

Gender inequality is prominent on the global agenda for social change, as evident in 
the United Nations Third Millennium Development Goal (MDG 3), that addresses 
‘gender equality and empowering women’ [26]. According to the report on the social 
determinants of health, reducing the health gap in a generation is possible only if we 
address the existing gender inequalities, and women’s empowerment is the key to 
achieving fair distribution of health [5]. This report further states that gender 
inequalities are pervasive in all societies but the magnitude varies in different contexts, 
something which influences women’s health in terms of discriminatory feeding 
patterns, violence against women, lack of decision-making power, and limited 
possibilities of improving one’s health. Therefore, gender equity must stand for 
absence of bias at various levels in a society within households, societal norms 
regarding male and female sexuality, reproduction and rights, health systems, policies, 
and research [27, 28]. 

 

Theoretical framework of gender 

Gender is a concept used as a social and cultural construct, as opposed to the 
biological distinction between the sexes [25]. Gender and sexuality have been 
explained in the literature by various feminist theorists. According to Connell, the 
theory of gender and power (social structural theory) is based on sexual inequality and 
gender power imbalance [29]. According to this theory, there are three major social 
structures that characterize gendered relations: the sexual division of labor, the sexual 
division of power, and the structure of cathexis explained as the social norms and 
affective attachments regarding how men and women relate to each other in a society 
[29]. The extended versions of this theory propose that these structures exist at societal 
and institutional levels through social mechanisms [30]. Such mechanisms produce 
gender-based inequalities and disparities, which create power imbalances.  
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Traditional gender roles are based on the unequal distribution of power between men 
and women, which further aggravates these gender inequalities [30]. It can be argued 
that these traditional gender role-based attitudes reflect individual endorsement and 
internalization of giving social norms, more power to men than women, and women 
to risky sexual situations [31]. Also, men who internalize such social norms may feel 
the pressure to behave in a stereotypical masculine manner that may include having 
multiple and casual sexual partners, and women may leave the important sexual 
decisions to men [31]. Power relations around sex, reproduction, and the complex 
intersections of gender profoundly affect women’s health-seeking behaviour and health 
outcomes [27]. These gender power imbalances in sub-Saharan Africa have been 
identified as one of the major reasons for unwanted pregnancies, STIs, and 
feminization of the epidemic HIV/AIDS.  

 
Therefore, there is a crucial need to understand gender and sexuality closely, not only 
with a narrow focus on addressing sexual reproductive health outcomes regarding 
pregnancies and diseases, although that is certainly crucial in this era of HIV/AIDS. 
But we also need to widen our understanding about the sexual and reproductive health 
needs of young people, by using different analytical frameworks to weigh the various 
factors that shape their behaviour. It is imperative that we move towards a society with 
more balanced gender relations that are equally fair to men and women. Hence, there 
is a need to approach sexuality in more positive terms, emphasizing on pleasure, desire 
intimacy, and respecting the sexual rights of each individual and being sensitive 
towards all sexual orientations. 

 

Uganda 

Uganda is one of the 49 poorest countries in the world, and its population growth is 
3.3% which is one of the highest in the world [32]. According to the Uganda Bureau 
of Statistics, the estimated population in 2012 was 34.1 million. [33]. Uganda has a 
young population, nearly half of which is below the age of 15, and another 20% are 
between 15 and 25 [34]. With the introduction of universal primary and secondary 
education, there is an increasing number of students going to schools and universities 
[35]. The national prevalence of HIV is 7.3% [36]. Its prevalence for those ages 15 to 
24 differs for males (2.1%) and females (4.9%) [36]. Furthermore, there is a higher 
prevalence of HIV in females (7.1%) than males (2.8%) between the ages of 20 to 24. 
Amid the high HIV prevalence there is a high frequency of risky sexual behaviours, 
with glaring differences between males and females in this region, as described below.  
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Table 1. Prevalence of risky sexual behaviours on the basis of sex in the age group 15 
to 24 years over the last 12 months 
 
Indicators Males 

(%) 
Females 
(%) 

Age at first sex below 15 years among 20-24 years 1 12.8 16.1 
More than one sexual partner 1 8.9 2.1 
Cumulative prevalence of concurrent partners 4.8 1.1 
Physically forced to have sex against will 2 2.1 5.8 
Reported STI related symptom  9.1 15.8 
Condom use at last sex among never married1 62.7 53.6 
Contraceptive use in sexually active unmarried women age 15-19 
years (any modern method) 1 

n.a. 35.3 

Married by the age of 15-19 years 2 0.2 3.5 
Experience of teenage pregnancy 1 n.a. 24 
1Uganda Demographic and Health Survey 2011 2 Ugandan Aids Indicator Survey 2011 

 
According to the table given above a greater percentage of females have had an early 
sexual debut. This may be due to the large number of girls entering into early 
marriage, which puts them at a higher risk for unwanted pregnancies and STIs. A 
higher percentage of males reported having had multiple sexual and concurrent 
partners, which could be a risk factor for spreading HIV, especially considering that 
the prevalence of condom use on last occasion of sex is low. It is evident from the 
statistics above that there is a prevalence of risky sexual behaviours among the general 
population, with striking gender differences. Therefore, there is a need for 
interventions that consider gender issues which will help us in improving the 
reproductive health indicators of the country.   

 

Policy environment and health system challenges  

There are favorable youth policies that do exist in Uganda, including the National 
Youth Policy [37], sexual and reproductive health policy, sexual and reproductive 
health minimum package, national adolescent health policy [38], and a gender policy 
[39]. Despite these well-meaning policies, meeting the sexual and reproductive health 
needs of young people continues to be a challenge. Uganda’s health sector strategic 
plan for 2010 to 2015 includes procurement and distribution of contraception for all 
males and females, with a special focus on adolescents [40]. By contrast, there is 
evidence from a prior study conducted in Uganda that young people face refusal or 
restrictions when they demand contraceptives from providers [41]. It was found that 
nearly one-third of the providers said that they will not provide contraceptives to 
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individuals who are younger than 18, unmarried, still in school, or are without 
children, although the policy guidelines of Uganda have no such requirements. 
Therefore, resistance from providers due to individual and cultural biases demonstrates 
an unwillingness to prioritize young people’s unmet need of contraceptives. The 
existing gap between sexual and reproductive health policy and the availability of 
contraception restricts actual contraceptive use. 

 

Factors for risky sexual behaviours among Ugandan university students 

The wide range of factors that can lead to risky sexual behaviour among young people 
include socio-demographic ones like area of origin, educational level of head of the 
household, and religion. Gender differences have been observed regarding this 
association in a sub-Saharan African setting [42, 43]. According to a survey conducted 
among students from six Ugandan universities, there is a high prevalence of risky 
sexual behaviours in this population: 51% used a condom during their last sexual 
intercourse (higher than the national average), 9% currently use contraception other 
than male contraceptives, 24% have had more than one sexual partner in the last 12 
months, 79% have had a non-regular partner, and 10% had an STI-related symptom 
[44]. The study further reported that 6% of all sexually active girls ages 15 to 19, and 
13% ages of those 20 to 24 have at some time been pregnant, and 4.2% have had an 
induced abortion. Unwanted pregnancies are an important public health concern as 
they can have long-term psychosocial and economic implications, which in turn can 
also lead to students dropping out of university. 

 
There is evidence from prior research conducted among adolescents in Uganda, 
Malawi, Ghana, and Burkina Faso that a large number of unintended pregnancies 
result from lack of awareness of contraceptive methods, their source of availability, and 
from an array of social and structural inequalities that compromise sexual decision 
making [45]. Some of the prominent factors that lead to a risk of unintended 
pregnancies are multiple concurrent relationships, cross-generational sex, transactional 
sex, and sexual violence [46, 47], all of which are prevalent in Ugandan universities 
[44].  
 
Alcohol consumption is widely known to be one of the risk factors that may lead to 
risky sexual behaviours and the threat of sexual coercion [48-52]. There is evidence 
from a previous study conducted among university students in the US showing that, 
despite being a high income country, nearly 50% of all cases of sexual coercion there 
involves the use of alcohol or other drugs by the victim or the perpetrator [50]. 
Alcohol consumption in Ugandan universities is considered to contribute to cases of 
sexual coercion, including rape, both on and off campus [53].  
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In the Ugandan context, alcohol consumption may be a part of the control 
mechanism that is used to obtain sex without the consent of the other person [54]. 
Sexual coercion may not allow the victim to negotiate safer sex, thus leading to risky 
sexual behaviours. There are various theories that have been discussed in relation to 
alcohol and sex such as alcohol disinhibition [55]. Another is alcohol myopia theory, 
[56] which is explained as the restriction of cognitive capacity where the person 
focuses on the salient situational cues of sexual initiation and ignores the peripheral 
ones. This suggests that alcohol consumption in an initiate situation, when the arousal 
is high it may limit a person’s ability to identify potential dangers, including the risk 
of STI, unwanted pregnancy, or sexual coercion. 
 
Another potential risk factor that may lead to risky sexual practices among this 
population may be academic performance. University students undergo great deal of 
psychological pressure. As a result they may resort to coping mechanisms like risky 
sexual behaviours, alcohol consumption, and drug use to release their stress [57-59]. 
There is evidence from studies conducted on adolescents in the US that show that 
students with a low grade point average (GPA) have a higher likelihood of teenage 
pregnancy than those with a high GPA who tend to postpone their pregnancies until 
their 20s [60]. Another study conducted among high school students found a low 
GPA associated with a high number of sexual partners and lower condom use [61]. It 
could also be argued that poor academic performance may lead to risky sexual 
behaviour because, due to the psychological stress such individuals may not be able to 
do a good risk assessment of interpersonal situations [61]. This may also be due to 
reduced motivation to pursue one’s academic career and therefore more time spent on 
social activities.    
          
Low condom efficacy is known to be another potential risk factor that could lead to 
non-use of condoms. There are various studies in sub-Saharan Africa that have 
documented this association [62, 63], but the gender differences in this regard have 
not been well investigated. There are certain individual and social factors (peer norms) 
that can affect this association among young people. Perceived self-efficacy is one of 
the individual determinants that can influence condom use. This concept is derived 
from social cognitive theory and is one of the components that could potentially lead 
to health-related behavioural change [64]. Perceived self-efficacy has been described as 
the confidence in one’s ability to demonstrate motivation and capability to achieve a 
given goal [65]. Condom efficacy is therefore one’s ability to successfully use a 
condom during sexual intercourse [66]. However, it requires risk reduction strategies 
and self-regulation skills to transform condom efficacy into behaviour, which in 
difficult circumstances can be a challenge for young university students [67].  
 
In the Ugandan context, where gendered cultural norms and inequitable power 
relations prevail, women have less control in a sexual relationship [11]. Interpersonal 
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communication along with behavioural skills between partners is an integral part of a 
relationship that determines behaviour [68, 69]. There is evidence from prior research 
that demonstrates having a positive attitude towards condoms and a greater confidence 
in one’s ability to use them consistently in various circumstances corresponds to higher 
levels of condom use [70, 71].  

 
‘Intention to use a condom’ is another predictor that can affect condom use [72, 73]. 
According to planned behaviour theory [74] and its extended versions [75], any 
behaviour is more likely to occur if there is a strong intention to carry it out, in the 
absence of environmental barriers. Uganda has inequitable gender power relations: 
women possess less control so just having the intention to use a condom might not 
translate into behaviour [11].  
 
Along with individual factors many social factors affect condom use. Evidence from 
previous studies conducted in the US among university students, demonstrates that 
peer norms towards alcohol consumption, romantic relationships, and sexual 
behaviours can put pressure on young people, affecting their sexual decisions [76-78]. 
Young people who feel this is normative behaviour among their peers might engage in 
having multiple sexual partners, using condoms inconsistently, and consuming alcohol 
in conjunction with having sex [78]. This is further supported by studies of 
adolescents in Ethiopia, Cambodia, and Laos, where peer influences have been shown 
to affect risky sexual practices [79, 80]. 

Therefore, it is important that we take into account these risk factors in addressing the 
socio-cultural factors particularly gender inequalities in Uganda, which will help in 
reducing the negative reproductive health outcomes such as unintended pregnancies, 
STIs and abortions, including feminization of the HIV epidemic in this region.  

 

Conceptual Framework : The social-ecological model  

The model presented in Figure 1 is an adaptation of Bronfenbrenner’s ecological 
model [81], previously used to understand factors for risky sexual behaviour among 
young people [82]. It depicts four levels that correspond to our analysis. These factors 
interact with one another on the individual, relationship, community and societal 
levels. The first level, the individual, includes psychological characteristics and various 
high risk behaviours that affect health. The second level, relationships, comprises an 
individual’s proximal relations such as family, intimate partners, and peers, which 
among vulnerable young people can influence a person’s behaviour positively or 
negatively. The third level is community, encompassing a person’s social capital in 
which he/she develops social networks in various settings like a university, workplace, 
and neighbourhood. The outermost layer covers the broad societal factors including 
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religion, politics, policies, social norms, gender norms, and media, all of which have a 
potent effect on young people’s sexual behaviours. Gender norms seem to be pervasive 
across all levels. The multiplicity of these factors shape young people’s sexual 
behaviours. 

 
The sexual behaviour of young people has largely been viewed as an individual level 
phenomenon [82]. Consequently, many intervention efforts have been made to 
understand factors that influence sexual decision making, but they have not addressed 
the pervasive contextual influences like gender and social norms which directly or 
indirectly affect individual behaviours [82]. Therefore, individual level interventions 
over longer periods of time or in the presence of these countervailing forces might not 
change into behaviour. Therefore, it is crucial to understand sexual risk behaviours of 
young people in a broader perspective. 

 
A conceptual framework that addresses the complexity of factors that affect risky 
sexual behaviours, including sexual coercion, among Ugandan university students in 
our thesis is given below. 
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Gender norms Area of origin Peers Age 
Religion 
Socio-economic 
status 

Social capital  Relationships 
(sexual partners) 

Sex 
Condom efficacy 
Alcohol use 
Mental health 
Academic performance 
Intention to use a condom 
Pleasure of using a condom 
Early sexual debut 

 
 
Figure 1. An adaptation of the social-ecological model: individual, relationship, 
community, and society (Bronfenbrenner 1977) 
 

Society 
Community 

Relationships 
Individual 
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Previous studies have described risk factors for unsafe sexual behaviour among young 
people in Uganda, but gender differences in a university population have not been 
very well investigated. Moreover, to the best of our knowledge there is no previous 
research on issues like academic performance and how this affects risky sexual 
behaviour in a university population in this region. This thesis examines socio-
demographic factors, alcohol consumption, academic performance, and condom 
efficacy and analyzes how they are associated with risky sexual behaviours, including 
the risk of sexual coercion, from a gender perspective. Understanding these dynamics 
will enable culturally sensitive recommendations to be made regarding strategies that 
can meet the sexual and reproductive health needs of young people.  



 24 

 

Aims 
 

General Aim 

The overall aim of this thesis was to gain a deeper understanding of the various factors 
that have an association with risky sexual behaviours among Ugandan university 
students, focusing on a gender perspective. This knowledge can contribute to effective 
policy formulation and implementation of programs.  

Specific Aims 

1. To determine the relationship between non-use of contraception and socio-
demographic factors, alcohol consumption, and types of partner(s) among 
Ugandan university students (Study I) 

2.  To study the association between alcohol consumption and the experience of 
sexual coercion among Ugandan university students (Study II) 

3. To investigate the association between self-reported academic performance 
and risky sexual behaviours, and whether gender affects this relationship 
among Ugandan university students (Study III) 

4. To investigate whether gender differences regarding individual and social 
factors determine the association between condom efficacy and inconsistent 
condom use with a new sex partner among Ugandan university students 
(Study IV) 
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Material and Methods 
 

 

The four studies in this thesis are based on data collected through a self-administered 
questionnaire distributed among all the undergraduate students at Mbarara university 
of Science and Technology (MUST) in 2010. 

 

Study design and setting  

The study adopted a cross-sectional study design. The survey was conducted at 
(MUST), the second largest university in Uganda, a public institution that was 
founded in 1989. It is located in the centre of Mbarara, approximately 350 kms to 
the southwest of the capital city, Kampala. In 2010, the number of universities in 
Uganda expanded, resulting in 29 new institutions of higher learning. Many more 
students are now being enrolled in universities than in the past. Those receiving 
government scholarships remain in campus during their course of study, while others 
live on campus during their first and second years and then move on to privately run 
hostels.  

 

Our target population consisted of undergraduate students from the university’s four 
faculties: Science, Medicine, Computer Science, and Development Studies. The total 
sample was comprised of 2706 individuals, of whom 1954 participated in the study 
(72% of all registered undergraduates). The respondents included 1087 males 
(55.6%) and 867 females (44.4%). Ethics approval for the project was granted by the 
Institutional Review Committee at MUST. 

 

Data collection and analysis 

The data was collected by means of an 11 page self-administered questionnaire with 
132 questions based on socio-demographic factors, academic progress, social capital, 
mental health, sexual behaviour, alcohol consumption, and other lifestyle variables. 
The questionnaire was developed on the basis of a pilot study conducted among 
young people at the university which was in turn based on prior focused group 
discussions among students. The approximate time used for filling in the 
questionnaire was 45 minutes. The language used in this survey was English. The 
same questionnaire has also been used in previous studies of university students in this 
setting [19, 83, 84].  
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The entire undergraduate student body at MUST was invited to take part in the 
survey. Prior to the questionnaire distribution, a consent form was circulated 
describing the purpose of the study, and students were asked to sign if they agreed to 
participate. The research team informed the students that participation in the survey 
was voluntary and anonymity would be assured. The contact details of the project’s 
principal investigator and the research assistant were provided in case students had 
any personal questions. The signed consent forms and completed questionnaires were 
deposited by each student in a sealed box. 
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Measures 

 
Background variables 

 
Sex was classified into male or female (Studies I to IV). 

 
Age was a continuous variable that was dichotomized into ≤ 22 (‘younger’) and > 22 
(‘older’) using mode as the cutoff point in Study I and median in Study II (which 
used the entire sample). In Studies III and IV we used 23 as the cut-off point, since 
only students who had sexually debuted were analyzed.   

 
Area of growing up was dichotomized into rural or urban, the latter combining peri-
urban and small towns (Studies I to IV).  

 
Educational level of head of the household during childhood was categorized as ‘did not 
complete primary school’ and ‘completed primary school’, which were coded as ≤ 
Primary education and > Primary education (Studies I to IV).  

 
Religious affiliation during childhood was categorized as Catholic, Protestant, Moslem, 
Pentecostal, Seventh-Day Adventist, Orthodox, and Other. The variable was then 
trichotomized as Catholic, Protestant, and Other since the first two were the major 
religions in our study sample and the remaining denominations were too small to be 
analyzed separately (Study I). 

 
The role of religion in family life while growing up was dichotomized into major 
(‘religion played a big role or was relatively important’) and minor (‘religion was not 
so important or was not important at all’) (Studies I to IV). 

 
‘Number of boyfriends/girlfriends you have had’ was dichotomized into 0–1 and ≥ 2 
partners while ‘Boyfriend/girlfriend at the moment’ was categorized as ‘Yes’ or ‘No’, 
as in the questionnaire, and referred in the study as ‘currently in a relationship’ (Study 
I). 

 
‘Length of the current relationship’ was dichotomized into ≤ 1 year or > 1 year. (Study 
I). 
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Type of partner was a dummy variable combining, ‘number of boyfriend/girlfriends 
you have had’ and ‘number of lifetime sexual partners’.  It was then categorized as 
‘irregular partners’, ‘regular partners’ and ‘mixed partners’ (Study I). 

 
The definition of irregular partners was used for individuals who reported having had 
no girlfriends/boyfriends and one or more sexual partners or individuals reporting 
two or more sexual partners in excess of the number of girlfriends/boyfriends they 
reported. 

 
The definition of regular partners was based on an individual reporting having had 
one girlfriend/boyfriend and one sexual partner, or who had more 
girlfriends/boyfriends than sexual partners. 

 
The definition of mixed partners was based on an individual reporting having had 
two or more sexual partners and an equal number of girlfriends/boyfriends, or one 
more sexual partner than girlfriends/boyfriends.  

 
Age at sexual debut was dichotomized into ≥ 16 years and < 16 years. (Studies I and 
III). 

 
‘Number of sexual partners in the past 12 months’ was determined by the response to 
the question: ‘How many sexual partners have you had in the past 12 months?’ The 
variable was dichotomized into 0 to 1 or ≥ 2 partners (Studies I, III and IV) 

 
Alcohol consumption variables 
 
Alcohol consumption in the past 12 months was assessed by asking ‘How often have you 
consumed alcohol in the last 12 months?’ There were five alternative responses: four 
times per week or more, two to three times per week, three to four times per month, 
once a month or less, or never. The variable was then dichotomized into ‘risk’ for the 
first three alternatives and ‘no risk’ for the last two (Study I). This was a dichotomous 
variable, used only as a confounder in this study and not our main exposure. The 
variable was then trichotomized into ‘abstainers’ (never), ‘infrequent users’ (three to 
four times per month, once a month or less) and ‘frequent users’ (four times per week 
or more often; two to three times per week) (Study II). Since it was the main exposure 
of our study, we trichotomized this variable. Therefore, it did not affect the outcome 
for a better estimation of results. 
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Consumption of alcohol on your latest occasion of sexual intercourse was categorized as 
‘Yes’ and ‘No’, as in the questionnaire (Studies I and II). 

 
Alcohol consumption on the occasion of sexual intercourse had the following response 
alternatives: always, or almost always, more often than on half of the occasions; about 
half of the occasions; more seldom than on a quarter of the occasions; almost never; 
or never. The first three options were coded as ‘frequent consumers of alcohol on the 
occasion of sexual intercourse’ and the last two as ‘infrequent users of alcohol on the 
occasion of sexual intercourse’ (Studies II, III and IV). 

 
Heavy episodic drinking (HED) was based on the question “How often do you drink 
six glasses or more on the same occasion?” The following alternative answers could be 
selected: daily or almost daily; every week; every month; more seldom than once a 
month; or never. The variable was then trichotomized into ‘abstainers’ (never), 
‘frequent HED’ (daily or almost daily; every week; every month) and ‘infrequent 
HED’ (more seldom than once a month; never). We used alcohol consumption over 
the past 12 months as the main exposure instead of HED, as the trends were quite 
similar (Study II). 

 
Mental health  

 
The Hopkins Symptom Check List (HSCL-25) was used to assess the mental health 
status of participants in the survey. This scale consists of 15 items analysing 
symptoms of depression and 10 items assessing symptoms of anxiety during the week 
prior to the survey [85]. An additional, 10 items from the Symptom Checklist-90 
(SCL 90) were included to measure symptoms of psychoticism during the past week 
prior to the survey. Each item was graded on a four point Likert scale [86]. Both 
instruments mentioned have been validated and applied in different African cultural 
contexts [52, 87, 88].  

 
The total mean mental health scores as well as the mean scores of depression, anxiety 
and psychoticism were calculated from each student’s total score for each measure. 
Scores were divided by the number of items for all the responses and dichotomized 
into ‘high score’ and ‘low score’, based on the median spilt between the total scores 
for each measure. These variables are referred to in the manuscript as ‘poor mental 
health’ and ‘good mental health’, respectively (Studies II and III). 
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Sexual coercion 

 
Experience of sexual coercion was measured by means of a validated instrument that 
had been used in previous studies of sexual behaviour [89, 90] Experience of sexual 
coercion was based on responses to the following statements: ‘You have been forced to 
show your sexual organ’, ‘Someone forced you to let them touch your sexual organ’, 
‘Someone forced you to let them suck or lick your sexual organ’, ‘Someone forced you 
to let them show you their 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’, or ‘You have been forced to pose for a sex photo or sex film’. 
If the respondent answered affirmatively to any of these alternatives, they were 
classified as being exposed to sexual coercion and coded as ‘Yes’, otherwise they were 
coded as ‘No’ (Study II). 

 
Early experience of sexual coercion was assessed by combining the variables ‘Age at first 
time of sexual coercion’ and ‘Current experience of sexual coercion’. We coded all 
those who reported being coerced before age 18 but were not currently being exposed 
to coercion as ‘early experience of sexual coercion’ (Study II). 

 
Academic achievement variables 

 
Academic performance was based on the question ‘How well are your studies going?’ A 
response could be chosen from the following: ‘My studies are going well’; ‘My studies 
are going reasonably well’; ‘My studies are not going as well as I wish’. The variable 
was then dichotomized so that the first two options were coded as ‘good academic 
performance’ and the last as ‘poor academic performance’ (Study III). 

 
Academic year was determined by the question: ‘In what year of your studies are you 
currently?’ The variable was dichotomized into ‘1st year’ and ‘> 1st year’ for those in 
years 2 to 5 (Study III). 

 
Social capital variables 
 
Trust in others was measured on the basis of answers to questions that are widely used 
in empirical studies [91]: ‘Most people would take advantage of you if they had an 
opportunity;’ ‘Most people try to be fair’; ‘You can trust most people’;  and ‘You 
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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 completely’. They 
were assigned values from 1 to 4, with a maximum total score of 16. On the basis of 
the median score, the variable was categorized into ‘high’ (above the median) and 
‘low’ (below the median) (Study III). 

 
Social participation was defined on the basis of 12 different social activities in which 
students may have participated over the previous few months. A validated measure 
used for this had previously been employed in Sweden [92]. The variable was 
dichotomized on the median value: the total scores of those who answered ‘yes’ 
(maximum total score 12) were coded into ‘high’ (above the median) and ‘low’ 
(below the median) (Study III). 
 
Condom efficacy was assessed by combining two statements: ‘I am satisfied with my 
ability to use a condom correctly’ and ‘I believe I can persuade a new sex partner to 
use a condom’. The respondents who indicated ‘Yes’ to both statements were coded as 
‘high efficacy’ and other responses were categorized as ‘low efficacy’ (Study IV). 

 
Pleasure of using a condom was based on the question ‘How would you compare the 
degree of pleasure in using a condom during intercourse with not using one’? The 
responses ‘no difference’ and ‘more pleasure with a condom’ were coded as: ‘same or 
more pleasure’; ‘less pleasure’ remained coded as ‘less pleasure’ (Study IV).   

 
Intention to use a condom was based on the statement ‘I intend to use a condom 
whenever I have intercourse with a new sex partner’. Those who responded positively 
were coded as ‘Yes’ and others were classified as ‘No’ (Study IV).   

 

Peer norms 
 

Peers use a condom with a new sex partner was based on the statement ‘My friends at 
the university always use a condom with a new partner’. The response alternatives 
were ‘Yes’ or ‘No’ (Study IV). 

 
Peers having difficulty demanding condom use was based on the statement ‘My friends 
at the university have difficulty demanding condom use with a new partner’. The 
response alternatives were ‘Yes’ or ‘No’ (Study IV). 
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Dependent variables 
 
Prevention of unwanted pregnancy was assessed through responses to the question: 
‘Did you use any method for avoiding pregnancy on your latest occasion of sexual 
intercourse?’ There were four alternative answers: no; yes, a condom; yes, a 
contraceptive pill; or yes, another method. The variable was then dichotomized so 
that all of the ‘Yes’ answers were considered as ‘Yes’ (Study I). 

 
Recent experience of sexual coercion was based on the response to two questions: ‘How 
old were you when the coercive experience happened for the first time’ and ‘Is it still 
going on?’ We classified all those who reported that their first experience of sexual 
coercion happened at age 18 or above, or below 18 years but is still going on, as 
exposed to a recent experience of sexual coercion (Study II). 

 
Multiple sexual partners was ascertained by the response to the question ‘How many 
sexual partners have you had during the last 12 months?’ and was dichotomized into 
‘0 to 1’ and ≤ 2. Students who responded ≤ 2 partners were classified as having 
multiple sexual partners (Study III). 

 
Inconsistent condom use was ascertained by asking ‘How often do you use a condom 
with a new sexual partner?’ The response option ‘always’ was coded as ‘consistent 
condom use’ and the other alternatives (‘often’, ‘sometimes’, ‘never’, ‘does not apply 
to me’) were coded as ‘inconsistent condom use’ (Study III and IV). 

 

Statistical methods 

Statistical analysis was conducted using PASW (SPSS) statistical package Version 
21.0. We first measured the prevalence of the variables we used within our sample 
population. Logistic regression analysis then calculated the crude odds ratio (OR) 
with 95% confidence intervals (CI) for investigating the associations between the 
potential determinants and non-use of contraception (Study I); to investigate the 
associations between alcohol consumption patterns and recent experience of sexual 
coercion (Study II); to study the association between self-reported academic 
performance regarding multiple sexual partners and inconsistent condom use (Study 
III); and to determine the association between condom efficacy and inconsistent 
condom use with a new sexual partner (Study IV). 

 
Multivariate logistic regression was used step-wise to adjust for potential confounders 
in our studies. These were age, sexual debut, area of origin, and educational level of 
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head of household (Study I); sex, age, area of origin, educational level of head of the 
household and mental health (Study II); sex, age, area of origin, social participation, 
mental health, alcohol use on the occasion of sexual intercourse, and sexual debut 
(Study III); and age, area of origin, pleasure of using a condom, intention to use a 
condom, multiple sex partners, alcohol in relation to sexual intercourse, and peer 
norms (Study IV). The analysis in Study I was performed separately for males and 
females, whereas in Studies II, III, and IV were adjusted for sex. The significance level 
was accepted at p ˂ 0.05, two tailed. 

 
To further investigate the associations we analyzed the estimates of effect modification 
(synergy) ‘departure from additivity of effects on the chosen outcome scale’ and 
calculated the synergy index (SI) to disclose effect modification between the chosen 
variables (Studies I to IV), as proposed by Rothman and Greenland [93]. 

  
The following algorithm was used in which SI > 1 signifies a synergistic effect 
(representing a positive effect modification) and SI < 1 an antagonistic effect 
(representing a negative effect modification):   
 

                   (OR (1+1)–1) 
 

                                                        (OR (1+0) –1) + (OR (0+1) –1) 
 
where:  
OR(1+1)  = odds ratio for dummy variable exposed to both factors 
OR(1+0) = odds ratio for dummy variable exposed to one factor  
OR(0+1) = odds ratio for dummy variable exposed to other factor  
OR(0+0) = odds ratio for dummy variable unexposed to both factors  

 

Significant effect moderation between two variables indicates that when both are 
present there is an amplified effect, i.e., the combination of the two indicators has a 
stronger effect, which is higher than added effect of the variables in question. 

SI = 
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Results 
 

 

The total sample comprised 2706 individuals, of whom 1954 participated in the 
study (72% of all registered undergraduates). The respondents included 1087 males 
(55.6%) and 867 females (44.4%). 

 
Table 3 describes the socio-demographic factors, sexual behaviour variables, alcohol 
consumption, mental health, and outcome variables of risky sexual behaviours 
(contraceptive method used on latest occasion of sexual intercourse, recent experience 
of sexual coercion, inconsistent condom use, and number of sexual partners in the last 
12 months).  

 
A majority of females (63.1%) in our sample were younger than age 22. Fewer, males 
(49.6%) were under 22. Nearly 40% of the females grew up in a rural environment, 
whereas the corresponding percentage for males was 49%. A larger proportion of 
females (77.5%) came from a background in which the educational level of the head 
of household was above primary education. This was only true of 68.9% of the males. 
Sixty-three percent of those in our sample stated that religion played a major role in 
their family of origin. Nearly 31% of the males reported that they had debuted 
sexually at age 16 or before, whereas only 14.2% of the females stated the same. A 
considerable percentage of males (22.5%) and females (33.9%) reported an 
experience of sexual coercion.  

 
More females (21%) than males (17%) did not use contraception on their most 
recent experience of sexual intercourse. Inconsistent condom use with a new sex 
partner was higher in females (49.2%) than in males (37.4%). The prevalence of 
multiple sex partners over the last 12 months among males (41.3%) was almost 
double that of females (22.5%). More males (66.2%) had previously had sex 
compared to females (60%). Almost, 23% of the males said they frequently consumed 
alcohol in relation to sex; the prevalence was lower in females (17%). Frequent 
consumption of alcohol over the last 12 months was again higher in males (11%) 
than in females (6.2%). 
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Study I 

 

The aim of this study was to determine the relationship between socio-demographic 
factors, alcohol consumption, and types of partner(s) with non-use of contraception 
among Ugandan university students. 

A total of 1,179 students (60.3% of the study population) reported that they had 
debuted sexually. Of these, 199 (18.6%) had not used contraception in their last 
sexual encounter. In the bivariate analysis we found an association between who were 
not currently in a relationship and non-use of contraception. This association 
continued to be statistically significant in the multivariate analysis among both males 
and females, even after adjusting for age, sexual debut, area of growing up, and 
educational level of head of household (Table 4). The socio-demographic 
determinants of age (22 or younger), early sexual debut (16 years or younger), and 
rural background were significant for males, but not for females. To further 
investigate the association, sexual debut was analyzed as an effect modifier. A 
synergistic effect was found between those not currently in a relationship and early 
sexual debut in its bearing on non-use of contraception among males and females 
(Table 5).  
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Table 4. Association (OR, 95% CI) between socio-demographic factors, sexual behaviour, and non-use 
of contraception among Ugandan university students in 2010 

All   
         Model 1           Model 2           Model 3           Model 4 
Currently not in a 
relationship 

1.8 (1.2–2.8)           1.8 (1.2–2.7)            1.8 (1.9–2.7)      1.8 (1.2–2.7)   

≤ 22 years  1.3 (0.9–1.8) 1.3 (0.9–1.8) 1.5 (1.1–2.1) 
Early sexual debut   1.5 (1.0–2.2) 1.6 (1.1–2.3) 
Rural     2.0 (1.3–3.0) 
Low education level 
of head of  
household 

   1.3 (0.9–1.9) 

     
Males   
            Model 1            Model 2            Model 3          Model 4 
Currently not in a 
relationship 

1.8 (1.1–2.9)            1.7 (1.0–2.8)            1.7 (1.0 – 2.8)      1.7 (1.0–2.8)   

≤ 22 years  1.6 (1.0–2.6) 1.6 (1.0–2.5) 1.9 (1.2–3.1) 
Early sexual debut   1.6 (1.0–2.6) 1.7 (1.1–2.7) 
Rural     2.2 (1.3–3.8) 
Low educational 
level of head of  
household 

   1.2 (0.7–2.0) 

     
Females   
 Model 1 Model 2 Model 3 Model 4 
Currently not in a 
relationship 

2.1 (1.1–4.2)            2.1 (1.1–4.3)            2.1 (1.1 – 4.3)      2.1 (1.1–4.2)   

≤ 22 years  1.0 (0.6–1.7) 1.0 (0.6 – 1.6) 1.0 (0.6–1.8) 
Early sexual debut   1.6 (0.8–3.2) 1.6 (0.8–3.2) 
Rural     1.3 (0.8–2.2) 
Low education level 
of head of  
household 

   1.4 (0.8–2.6) 
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Study II  

 
The aim was to study the association between alcohol consumption and the 
experience of sexual coercion among Ugandan university students. 

 
Of the 1954 students, we surveyed, 27.6% reported having experienced sexual 
coercion and 16.4% stated that they had had such an experience recently. Alcohol 
consumption over the past 12 months had a significant association with recent 
experience of sexual coercion for males (OR crude 2.14, 95% CI 1.38–3.32) and 
females (OR adjusted 2.29, 95% CI 1.40–3.72). The multivariate analysis indicated 
that there was possible confounding between alcohol consumption and poor mental 
health. It was also found that females older than 23 years were at a greater risk for 
being sexually coerced (Table 6). 

 
The association between alcohol consumption on the occasion of sexual intercourse 
and recent experiences of sexual coercion showed considerable gender differences. 
Females had a higher risk (OR crude 5.65, 95% CI 2.24–14.22) compared to males 
(OR crude 2.53, 95% CI 1.27–5.05). This association remained significant even after 
adjusting for confounders (OR adjusted 1.79, 95% CI 1.05–.04) (Table 7). 

To further investigate the association between alcohol consumption and recent 
experience of sexual coercion, we sought to determine whether mental health was an 
effect modifier and found that frequent alcohol use on the occasion of sexual 
intercourse in combination of poor mental health had a synergistic effect on recent 
experience of sexual coercion (Table 8). 
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Conclusion 

From our findings we conclude that there was an association between alcohol 
consumption and a recent experience of sexual coercion. Frequent consumption of 
alcohol on the occasion of sexual intercourse and poor mental health were found to 
have a synergistic effect on recent experience of sexual coercion in our sample. 

 

Study III 

 

The aim of was to investigate the association between self-reported academic 
performance and risky sexual behaviours, and determine whether gender affects this 
relationship among Ugandan university students.  

 
A total of 1,179 (60.3%) students reported having debuted sexually. Of these, 440 
(42.2%) used condoms inconsistently with new sexual partners, and 344 (33.6%) had 
had multiple sexual partners. Table 9 shows an association between self-reported poor 
academic performance and inconsistent condom use, which was found to be 
significant in the fully-adjusted model (Model 7, OR adjusted 1.76, 95% CI 1.19–
2.62). By contrast, the association between poor academic performance and multiple 
sexual partners was significant in the unadjusted model (Model 1). However, when 
adjusted for poor mental health, consuming alcohol on the latest occasion of sexual 
intercourse, and early sexual debut, the association became insignificant (OR adjusted 
1.20, 95% CI .79–1.82) (Table 10).  

 
To further investigate the association we used gender as an effect modifier. The 
analysis showed that the association between poor academic performance and 
inconsistent condom use was, modified by gender, resulting in an association that was 
stronger among females (Table 11). However, gender did not seem to modify the 
association between poor academic performance and having multiple sexual partners. 
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Study IV  

 

The aim was to investigate whether gender differences in individual and social factors 
determine the association between condom efficacy and inconsistent condom use 
with a new sex partner, among Ugandan university students. 

A total of 1,179 (60.3%) students reported having debuted sexually. Of these, 231 
(37.4%) males and 209 (49.2%) females reported inconsistent condom use with a 
new sex partner. Table 12 presents the association between condom efficacy and 
inconsistent condom use (adjusted for the confounding factors of sex, age, rural 
origin, friends who always use a condom with a new partner, friends who have 
difficulty demanding a condom, less pleasure using a condom, multiple sex partners, 
and alcohol consumption in conjunction with sexual intercourse). In the fully-
adjusted model, a statistically significant association persisted between low condom 
efficacy and inconsistent condom use (OR adjusted 3.94, 95% CI 2.20–7.05).  

 
In Table 13, we tested gender as an effect modifier regarding the association between 
condom efficacy and inconsistent condom use. The result confirmed the possible 
synergistic effect of gender, i.e., female gender aggravated the impact of low condom 
efficacy on inconsistent condom use. 
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Discussion 
 
 
The results of this thesis indicated various factors that can determine risky sexual 
behaviours. Inequitable gender power relations play a crucial role in this area, even 
among an educated Ugandan university population.  
 
Our findings showed an association between socio-demographic factors, relationship 
status, alcohol consumption, academic performance, condom efficacy, and risky 
sexual behaviours, including sexual coercion, among those in our sample. However, 
there were considerable gender differences observed and some of the factors modified 
the effect of these associations. The socio-ecological model we used as a conceptual 
framework pointed to a number of individual, relationship, community, and societal 
factors that affect young people’s sexual behaviours. On an individual level, a person’s 
age, sex, mental health, condom efficacy, academic performance, alcohol 
consumption patterns, intention to use a condom, early sexual debut, and taking less 
pleasure in using a condom played a vital role in their behaviour. Proximal 
relationships with peers and sexual partners have a crucial influence on young people, 
and may affect their sexual decisions. As young university students, they might not 
have a good risk assessment of certain situations. On a community level, area of origin 
and social capital can contribute to their experiences, and may affect their behaviours. 
Societal factors such as religion, socio-economic status, and gender norms play a vital 
role in behaviours. Combined with existing gender inequalities these can also affect 
the sexual behaviours of young people. Gender norms are a societal construct but 
their impact cuts across all levels of society. 
 
Gender norms have been explained by Connell’s theory of gender and power. It 
describes social structures such as the sexual division of labor, sexual division of power 
and the structure of cathexis (social norms and affective attachments by which men 
and women relate to each other in a society) as based on sexual inequality and a 
gender power imbalance between males and females [29]. Connell describes these 
structures on the institutional and societal level. An institutional level has 
discrepancies such as stereotypical or degrading pictures of women in the media, 
access to health care, and men controlling the family income [30]. The presence of 
these disparities, together with other social mechanisms, creates gender inequalities. 
 
On a societal level social norms are maintained through mechanisms which limit men 
and women in the expression of their sexuality [30]. Social norms enforce strict 
gender roles and stereotypical beliefs that a women’s sexuality is for procreation only. 
They restrain a woman for example, from having multiple sexual partners, which is an 
accepted norm for men. Women who must live under such norms such as having 
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older partners, living in a family environment that is not supportive of HIV 
prevention, mistrusting the medical system, and forbidden access to contraception, 
are at increased risk of poor reproductive health outcomes [30]. 
 
Since Uganda has a young population, one must understand the effect these issues of 
gender and sexuality have on behaviour. Due to rapid globalization and mass media 
awareness, young people today have different exposures. University students in 
particular are suddenly exposed to a liberal environment and are away from parental 
control. Also, as they are in a phase where they are more prone to taking risks and 
exploring their sexuality, it may put them at risk of unwanted pregnancies and 
sexually transmitted diseases (STIs). Therefore, it is crucial that their concerns are 
addressed through appropriate channels.  
 
University students have internalised gender norms, as is evident from a study 
conducted among Ugandan university students that revealed 32.5% of the males and 
30%, of the females thought force is justified for obtaining sex in a relationship [44]. 
Moreover, 37% of the males thought that force is justified when you have spent 
money on your partner, and 28.8%, females were of a similar opinion. Gender power 
relations seem to play an integral role in a Ugandan society, and this may lead to 
poorer reproductive health outcomes for women.  
 
There is a need to provide university students with sex education that addresses 
gender and sexuality. This may be a way forward towards having equal gender 
relations between males and females. We sought to determine the potential risk 
factors associated with certain sexual behaviours in this population, and especially the 
role gender plays in shaping its sexual behaviours.  
 
In Study I, we found that the determinants for non-use of contraception differed 
between men and women. Students who were not in a relationship had a higher risk 
of not using contraception. Students, who were not in a steady relationship, were 
engaging in unplanned sexual activity. The non-use of contraceptive at that time 
could be due to lack of communication between partners or the non-availability of 
contraception. There is evidence from previous research that higher levels of intimacy 
and partner communication increases the probability of condom and contraceptive 
use [94].  
 
Our findings for ‘type of partner’ and ‘length of relationship’ did not show any 
association with non-use of contraception. This was in contrast to previous literature 
which showed that individuals in steady relationships have a higher prevalence of 
contraceptive use due to better communication between partners [95-97].  
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In our study, females were found to be at higher risk for non-use of contraception 
when not in a relationship, as compared to males. A possible explanation might be 
that the socio-cultural factors and gender norms in Uganda, where men are the 
decisions makers (even regarding contraceptive use) which places women in a 
vulnerable position for negotiating safe sex [11]. We did not have information 
regarding the age of partners, but there is evidence from previous research in Uganda 
that there is a prevalence of transactional and cross-generational sex (i.e a considerably 
older man with whom women are in a sexual relationship for money or material 
goods, also known as ‘sugar daddies’) [90, 98]. These relationships create inequalities 
and power imbalances that may lead to sexual coercion and non-use of contraception. 
Such issues should be addressed when planning interventions.  
 
The high rate of fertility rate (6.2) and teenage pregnancies (24%) [99] suggests that 
many sexually active young people in Uganda are not prepared to protect themselves 
from pregnancy. They may be unaware of how or where to obtain contraceptives. 
They may also lack knowledge about STIs due to barriers in accessing health care 
services [100]. This is supported by the results of Study I, where early sexual debut 
was found to have an independent association with non-use of contraception. 
Previous research in China and Uganda on young people shows that those who 
experience sex early in life are less likely to use contraception compared to those who 
begin at a later stage [101, 102]. Sex education at an early stage may be of prime 
importance, in Uganda, considering that nearly 12% of the males and 13% of the 
females there have sexually debuted by 15 years of age [99]. Early sex education might 
help combat unwanted pregnancies, STIs, and unsafe abortions later in life.  
 
Alcohol consumption was found to be a risk factor for unsafe sexual behaviours in 
Studies I, III and IV (including sexual coercion as found in Study II). In a university 
environment where students socialize at bars and parties, excessive alcohol 
consumption may lead to risky sex or sexual coercion. As previous research on sexual 
coercion, has shown, it might be difficult to disentangle the direct effect of the 
alcohol consumed by the victim, from the effect of the setting or environment, in 
which perpetrators were also present [103].  
 
Our specific findings regarding alcohol in relation to sex and its association with 
recent experience of sexual coercion could be due to various mechanisms. On a 
psychological and behavioural level, alcohol may decrease the risk perception and the 
ability to communicate assertively, making an individual more vulnerable to sexual 
coercion [50, 103, 104]. There are various theories about alcohol and risky sex, such 
as alcohol disinhibition [105] and alcohol myopia theory [56] suggesting a person 
might not be able to identify the potential dangers, including the risk of being 
sexually coerced. 
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We found some gender differences regarding this association, females who consumed 
alcohol were found to be at a higher risk of being sexually coerced compared to their 
male counterparts. The reason for this may be the gender norms prevalent in Uganda, 
where consuming alcohol by males is considered masculine, while alcohol 
consumption among females is perceived as a signal that they are available for sex 
[106]. These stereotypes become exacerbated by the gender inequalities in Ugandan 
society. 
 
Little is known about self-reported poor academic performance as being a factor for 
risky sexual behaviours. Academic performance put a great deal of psychological 
pressure on young university students. Perhaps risky sexual behaviours are affected by 
poor academic performance. We did find an association between poor academic 
performance and inconsistent condom use in agreement with previous study 
conducted among undergraduate students in China among undergraduate students 
that found poor academic performance to be a risk factor for inconsistent condom use 
and having multiple sex partners [107].  
 
Our association of poor academic performance with inconsistent condom use 
corroborates prior studies, although they were conducted in high income countries. 
In the (US) on adolescents with a high GPA score were prone to risky sexual 
behaviours, early pregnancies and substance abuse [108-110]. We feel these findings 
are even more appropriate in a university population, as students undergo 
considerable stress and may not be able to apply cognitive skills such as risk 
assessment to sexual behaviours, one result of which might be inconsistent condom 
use. 
 
We did not find an association between poor academic performance and having 
multiple sexual partners. A possible explanation could be that poor mental health and 
alcohol consumption were acting as mediating factors. It may be that, due poor 
academic performance, students become depressed or visa-versa, and to compensate 
for their low self-esteem they might engage in risky sexual practices, alcohol, and 
substance abuse. There is prior research conducted in Uganda and South Africa which 
shows that these factors have a strong association with multiple sexual partners [111, 
112]. 
 
Regarding the effect of gender, our findings were different for men and women, 
particularly for inconsistent condom use. Poor academic performance was found to be 
a higher risk factor for women than men. A possible reason for this could be that 
women lack self-esteem and feel that their value as a future partner or spouse has been 
lowered. As a result they are unable to negotiate condom use compared to females 
who are doing well academically, which strengthens their self-confidence and makes 
them feel more empowered to negotiate safe sex. 
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Condom efficacy is also another crucial factor that is known to increase in condom 
use among young people. Based on our findings there was an association between low 
condom efficacy and inconsistent condom use. The effect was considerably higher 
among women than men. There is evidence from previous research conducted in 
Tanzania, that shows that gender differences regarding predictors of condom use in 
relation to condom efficacy [113]. This could be due to the gender power relations in 
this region, as similar findings were found in previous studies conducted in South 
Africa, Botswana, and Angola [114, 115]. An explanation for this could be that 
condom use is equated with lack of trust by men, leading to fear of rejection by some 
women, who feel intimidated. The result may be non-use on condoms.  
 
Among other individual factors ‘less pleasure when using a condom’ was associated 
with non-use of condoms, agreeing with evidence from a meta-analysis study where 
the prevalence of non-use was higher among males than females [116]. Contrary to 
previous research our findings regarding ‘intention to use a condom’ did not show 
any association with inconsistent condom use. This can be explained by the theory of 
planned behaviour, which shows that behavioural intentions are determined by 
attitudes, subjective norms, and perceived behavioural control. These may lead to 
substantial variation in actual behaviour, in different situations [74, 75]. Therefore, 
just having the intention to use a condom might not translate to behaviour in 
Uganda, where the traditional socio-cultural norms of non-condom use are so 
pervasive. Amid the feminization of the HIV epidemic in this region it is important 
to focus on improving condom efficacy to improve reproductive health indicators.  
 

Strengths and limitations 

One of the limitations of our study was that only 10% of all Ugandan young people 
attend tertiary education. Therefore, our findings might not be generalizable to the 
national population of Uganda. However, we do feel that our results may reflect the 
situation of other Ugandan university students. According to our calculations the 
statistical power of the studies was adequate for the main analysis, but was somewhat 
small for the effect modification analysis. As a result, no test of statistical significance 
was done on that analysis. We feel that we may have lost some information due to 
dicotomization of the variables. To reduce the response bias in our study, anonymity 
of the respondents was maintained, which may have increased truthful reporting and 
in turn, might have given more accurate results. Another potential limitation was that 
our questionnaire did not have information on the drinking patterns of sex partners 
or for the perpetrators of sexual coercion. We also lacked data to access the types of 
contraceptive methods used at first sexual intercourse or lifetime use, which could 
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have given us a better representation of the consistency of contraceptive prevalence in 
our sample.  

One of the strengths of our study was examining the drinking patterns of the victims 
of sexual coercion and the effect these had on sexual coercion, whereas most previous 
research has investigated the opposite causal direction. We speculate that sexual 
coercion might be higher among non-responders, who may underreport in a survey, 
because of stigma attached to sexual coercion that may make them apprehensive in 
disclosing such details. Another limitation of our study was our assessment of condom 
efficacy. Since it was limited to two questions, it is possible that more information 
could have resulted in greater disclosure on the efficacy of the participants. 

 

Methodological considerations 

Study design 
Our studies adopted a cross-sectional design, due to which we were unable to judge 
the causal direction for some of the associations analyzed in our studies. In studies I-
IV it is more plausible that relationship status, alcohol consumption, poor academic 
performance, and condom efficacy might have led to risky sexual behaviour than visa-
versa, since one needs to have a partner either to use or not use a contraceptive (Study 
I). In Study III, alcohol consumption might have led to sexual coercion. This can be 
supported by the mechanisms as discussed above on alcohol myopia [56] and alcohol 
disinhibition theory [55]. In Study IV, condom efficacy may have been necessary to 
determine the use or non-use of a condom.  

 

Selection and recall bias 
Our survey was directed towards all students at MUST. The response rate of 72% 
may leave some room for a selection bias. However, the reasons for non-participation 
do not appear to be linked to the exposure or the outcome, but were mainly due to 
logistical circumstances and could therefore be considered random. The internal 
missing data was represented as it was either stated in the dataset or could be random, 
possibly leading to some selection bias in an unknown direction. However, the 
probability of that drastically affecting our results is unlikely. The information for 
some of the sexual behaviour variables in our studies was retrospective, which may 
have led to a recall bias. Some of our findings may, therefore, have been 
underestimated due to the issue of social desirability. 
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Misclassification 
Misclassification is one of the most common measurement errors in epidemiological 
research. It occurs when the exposure or the disease is wrongly classified, i.e, when an 
exposed individual is classified as unexposed or visa-versa [117]. Non-differential 
misclassification refers to errors in the classification of the exposure that are unrelated 
to the outcome or visa-versa. As a result, misclassification influences the effect towards 
the null, which leads to an underestimation of the effect. On the other hand, 
differential misclassification of the exposure occurs if the classification of exposure is 
influenced by outcome status (i.e as a case or a non-case). The outcome in all our 
studies was risky sexual behaviours. As these are sensitive issues, we feel the prevalence 
of these behaviours might have been underreported due to the social desirability. 
Therefore, if this were the case of non-differential misclassification, it would have 
biased our findings towards the null.  

 

Confounding 
Confounding occurs when the effect of an exposure is mixed with the effect of 
another variable, possibly leading to underestimation or overestimation of the effect 
measured [118]. A variable is considered a confounder only under three conditions: it 
should have a) an association with the exposure, b) a causal association with the 
outcome, and c) not be a part of the causal pathway [119]. We adjusted for the 
confounding factors by adopting a step-wise multivariate analysis. As we adjusted for 
most of the obvious confounding factors, we feel that residual confounding would be 
of minor importance. 
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Conclusions and recommendations 
 

 

Our studies reinforce the international awareness that the key issues affecting young 
peoples’ sexual and reproductive health outcomes are largely similar, but the 
mechanisms for addressing them need to be country specific. 
 
The key factors that contribute towards risky sexual behaviours among Ugandan 
university students were socio-demographic factors, relationship status, alcohol 
consumption, academic performance, and condom efficacy. Unequal gender power 
relations between males and females played a crucial role in sexual relations, due to 
which women lacked the power to negotiate condom or contraceptive use.  
Therefore, they are at a higher risk for poor reproductive health outcomes such as 
STIs and unwanted pregnancies. Males, who are currently not the focus of programs 
in low- or middle-income countries, were also found to be at risk for unsafe sexual 
behaviours.  
 
We need to create a policy action environment (not merely policies) in which sexual 
and reproductive health rights is addressed by raising awareness among males and 
females. In universities this could be achieved through skill building programs such as 
sex education, peer counseling, and partner communication, with a special focus on 
women by teaching them skills for negotiating condom and contraceptive use.  These 
programs need to address the socio-cultural and gender perspectives in addition to 
focusing on safe sex and sexual rights. Improving access to health care services, 
fostering gender equality, encouraging safer sexual initiation will have a positive 
impact on the reduction of HIV transmission and unwanted pregnancies. Such 
empowering programs will help us achieve MDG 3 (Promote gender equity and 
empower women), MDG 5 (Improve maternal health), MDG 5b (Universal access to 
reproductive health), and MDG 6 (Combat HIV, malaria, and other diseases) on the 
country level. 
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Summary in Swedish  
 

 
Det finns idag 1,8 miljarder ungdomar i världen och de utgör ungefär 25 % av 
jordens befolkning. De flesta av dem bor i låg- och mellaninkomstländer. Trots de 
åtaganden som världssamfundet tagit på sig i samband med FN:s 
befolkningskonferens 1994 och arbetet med att uppfylla milleniemålen, har dessa 
ungdomars behov av sexuell och reproduktiv hälsa inte tillgodosetts, vilket innebär 
allvarliga konsekvenser för ungdomars sexuella och reproduktiva hälsa.  
 
Uganda är ett land med en ung befolkning – nära 50 % är under 15 år. I och med 
införandet av en allmän skolplikt studerar nu alltfler ugandier på universitetsnivå. 
Socio-kulturella normer i Uganda underbygger ojämlikheter mellan könen. Det finns 
ett tydligt samband mellan kvinnors underordning och sexuellt risktagande, där 
kvinnor inte kan driva igenom säkrare sex och utsätts således för oönskade graviditeter 
och sexuellt överförbara sjukdomar.  
 
Olika faktorer påverkar sexuellt risktagande i en universitetsmiljö. Det är även i detta 
sammanhang mycket viktigt att förstå sambanden mellan könsroller och sexualitet för 
att minska feminiseringen av HIV-epidemin i Afrika söder om Sahara. Det 
övergripande syftet med denna avhandling är att med utgångspunkt från ett 
genusperspektiv få djupare kunskap om de faktorer som påverkar sexuellt risktagande 
bland ugandiska studenter och öka kunskapsbasen för ett fortsatt framgångsrikt och 
förebyggande arbete avseende sexuellt överförbara sjukdomar inkluderande 
HIV/AIDS och oönskade graviditeter och därigenom bidra till effektivare 
policyformulering och implementering inom området. Denna kunskap är för 
närvarande begränsad då det gäller de specifika detaljerna i orsaksmekanismerna, 
vilket utgör en begränsning för möjligheterna att förebygga sexuell ohälsa i Uganda 
och liknande länder 
 
Avhandlingen består av fyra delarbeten. I det första delarbetet med titeln Non-use of 
contraception: determinants among Ugandan university students studeras hur olika 
bestämningsfaktorer i miljön och hos individerna påverkar valet att inte använda 
preventivmedel, i den undersökta studentpopulationen. Ett viktigt fynd var att 
relationsstatus var en oberoende bestämningsfaktor; att inte vara i en fast relation 
ökade risken för att inte använda preventivmedel, såväl för män som för kvinnor. 
Sociodemografiska bestämningsfaktorer för preventivmedelsanvändning skilde sig 
mellan män och kvinnor. Studiens resultat diskuteras i termer av stigma och 
kommunikativa färdigheter i sexuella kontaktsituationer. Detta delarbete är publicerat 
i tidskriften Global Health Action, 2012. 
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I det andra delarbetet Does drinking alcohol expose Ugandan university students to sexual 
coercion? A cross sectional study utvidgas analysen avseende avhandlingens övergripande 
frågeställning till att specifikt analysera sambanden mellan alkoholvanor och 
erfarenheter av att ha varit utsatt för sexuellt tvång, vilket är vanlig bland unga 
personer i Uganda, särskilt kvinnor. Ett samband kunde konstateras mellan 
alkoholkonsumtion och nyligen upplevt sexuellt tvång, vilket potentierades i närvaro 
av symptom på psykisk ohälsa. Även dessa fynd sätts in i ett genusperspektiv och 
möjligheten att förebygga sexuellt tvång och hög alkoholkonsumtion i 
universitetsmiljön diskuteras. 

 
I det tredje delarbetet med titeln Association between self-reported academic 
performance and risky sexual behavior among Ugandan university students - a cross 
sectional study analyseras hur en viktig stressfaktor i universitetsmiljön, bristande 
framgång i studierna, påverkar sexuellt risktagande och hur detta samspelar med 
andra bestämningsfaktorer för sådant beteende. Ett statistiskt signifikant samband 
mellan bristande framgång i studierna och låg kondomanvändning kunde konstateras 
för hela studerandegruppen. Detta samband var emellertid mer framträdande bland 
kvinnorna än bland männen, och olika genusrelaterade förklaringsmodeller till detta 
diskuteras. 

 
I det fjärde delarbetet med titeln Inconsistent condom use with a new sexual partner 
among Ugandan university students in a gender perspective- a cross sectional study 
fördjupas analysen av bestämningsfaktorer för kondomanvändning i den studerade 
gruppen. Syftet med studien var att ur ett genusperspektiv undersöka hur individuella 
och sociala faktorer påverkar sambandet mellan så kallad “condom efficacy” (den egna 
bedömningen hur väl man anser sig kunna föreslå och använda kondom i 
samlagssituationen) och inkonsekvent användning av kondomer. Den beteendefaktor 
som framstod tydligast för både män och kvinnor, var just “condom efficacy”. Även 
detta samband var tydligare för kvinnorna i undersökningen, jämfört med männen. 
Detta diskuteras i förhållande till hur traditionella genusrelationer påverkar effekten 
av “condom efficacy”. 

 
Slutsatsen från studierna är att de viktigaste faktorerna som bidrog till sexuella 
riskbeteenden bland ugandiska universitetsstudenter var sociodemografiska faktorer, 
civilstånd, alkoholkonsumtion, studieresultat samt kondomanvändning. Ojämlika 
maktrelationer mellan könen i regionen utgjorde också en bidragande faktor till 
sexuella riskbeteenden. Det är således viktigt att skapa en policymiljö (inte bara 
politisk) i vilken sexuell och reproduktiv hälsa och rättigheter adresseras genom att 
öka medvetenheten bland män och kvinnor. Bland universiteten kan detta uppnås 
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genom kapacitetsutvecklande program såsom sexualundervisning, kamratrådgivning 
och partnerkommunikation- med särskilt fokus på att stärka unga kvinnors inflytande 
i förhandlingssituationen kring användandet av kondom och andra preventivmedel. 
Förutom att fokusera på säker sex och sexuella rättigheter måste sådana program även 
ta itu medrådande genusnormativa och sociokulturella aspekter. 
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