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ABSTRACT 

Introduction: Despite the increase in HIV/AIDS communication efforts targeting young 

South Africans and reported increase in HIV awareness, no study has looked at the 

perceived source of reliable HIV information among adolescents. This study examined 

the association between adolescents’ perceived source of reliable HIV information and 

sexual abstinence and other behaviours. 

Method: This was a self-administered questionnaire survey involving a representative 

sample of 8th graders, from 21 randomly selected public schools in Limpopo province 

(n=2119), during 2005. The information collected included the socio-demographic 

characteristics of the respondents, their sexual behaviours, as well as other high-risk 

behaviours such as alcohol use. Data analysis included descriptive statistics, chi-square 

tests and multiple regression analysis. 

Results: The mean age of the respondents was 14.6yrs. Of the respondents, 77.2% 

reported sexual abstinence. Of those that reported having had sex, 48.1% reported 

condom use during their last sexual encounter. Individual source of HIV/AIDS 

information was reported among 66.1% of adolescents, while mass media was reported 

among 37.1% of adolescents. Individual sources included significant others such as 

teacher/classroom (31.8%) and parents/other family members (15.5%) on one hand and 

friends (6.9%) on the other. Mass media sources included large/electronic media such as 

TV/radio (32.1%) on one hand and small/print media - clinic pamphlets (11.8) – on the 

other. Compared to other reported sources, those who reported pamphlets, as their 

source of reliable HIV information were significantly less likely to report sexual 

abstinence. After controlling for potential confounders, compared with those who did not 

live with neither of the parents, those that reported living with both parents were 

significantly more likely to report sexual abstinence (OR = 1.48; 95% CI =1.02–2.14), 

and among those who had initiated sex, condom use was more likely (OR = 1.56; 95% 

CI = 1.01-2.39). Compared to reporting significant others, adolescents who reported 

clinic pamphlets as the source of reliable HIV information were significantly less likely to 

report sexual abstinence (OR = 0.53; 95% CI = 0.36-0.79). Binge drinkers were less 

likely to have reported sexual abstinence (36.6% vs 82.6%, p<0.01). However, binge 

drinking did not significantly influence reporting of any source of HIV information as the 

most reliable; neither did this influence condom use.  

Conclusions: These data suggest an urgent need for clinic pamphlets to strengthen 

abstinence messages for adolescents, and to promote stable families, where parents 

play a central role in their children’s development. Furthermore, prevention of alcohol 

misuse should form part of adolescents’ sexual behaviour intervention programmes 

Key words: HIV information, sexual abstinence, condom use, adolescents, alcohol use 
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CHAPTER 1: BACKGROUND  
 
 
1.1 Introduction 
 

The area of study is sexual behaviours and HIV/AIDS among adolescents among 

adolescents in Limpopo province. In introducing this area of research, this 

chapter describes the state of the HIV/AIDS epidemic, from the global picture to 

the South African context. In addition, this chapter highlights how the HIV/AIDS 

epidemic affects adolescents of South Africa; and finally, how the Government of 

South Africa is responding to this HIV impediment. 

 

1.2 HIV/AIDS globally 
 

In just over 25 years, Acquired Immunodeficiency Syndrome (AIDS) has claimed 

more than 25 million lives worldwide, with another 39.5 million people currently 

living with Human Immunodeficiency Virus (HIV) [1]. Although the Joint United 

Nations AIDS Programme (UNAIDS)’s report on the global AIDS epidemic 

indicates an overall decline in the HIV incidence rates in all regions of the world 

[1], Sub-Saharan African (SSA) countries are still faced with unprecedented 

epidemics [2], with an over 60% share of the worldwide infections. Of the 4.3 

million global new HIV infections, 2.8 million were reported from SSA. In 

countries where HIV prevalence rates have levelled off and/or declined 

significantly, credit is given to behaviour change and prevention programmes [3], 

although a steady increase in prevalence rates have recently been reported in 

Uganda [4] despite the country’s well-documented success in reducing 

prevalence levels.  

 

With the exception of Kenya and Zimbabwe, SSA countries continue to witness 

an increase in both HIV prevalence and incidence. Southern African countries 

remain the worst affected, with HIV prevalence rates above 20% in some 

countries, i.e. Botswana, Lesotho, Namibia, with Swaziland leading at 33% [1]. 
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1.3 The South African HIV/AIDS epidemic 
 

With over 5.5 million people estimated to be living with the virus, South Africa 

continues to have one of the worst HIV/AIDS epidemics [1,5]. This number 

makes up approximately a quarter of the estimated total number of people living 

with HIV and AIDS in the SSA region, currently estimated at more than 23 million 

[1]. The second National Household HIV Prevalence, HIV Incidence, Behaviour 

and Communication Survey conducted in South Africa by the Human Sciences 

Research Council (HSRC) found that the country had an adult HIV prevalence 

rate of 16.2% in 2005 [6], while 30.2% of women attending antenatal clinics 

tested positive for HIV [5]. There is no sign of a decline in this prevalence rate, 

while some of South Africa’s neighbours, such as Botswana, Zimbabwe and 

Lesotho are beginning to stabilise [1]. The 2005 HSRC study also revealed 2.7% 

new HIV cases nation wide in 2005 [6]. 

 

HIV/AIDS in South Africa affects different groups differently. Poverty has been 

reported to fuel the spread of HIV among vulnerable populations [7]. Black 

Africans make up 77% of South Africa’s total population [8] and the majority of 

South African people faced with poverty are black Africans living in rural parts of 

the country [7].  Among the nine provinces of South Africa, the Limpopo province 

has the highest proportion of black Africans and the lowest schooling rate [8,9]. 

HIV prevalence in the adult population of the Limpopo province is currently 

estimated at 11.0%, compared to the national adult HIV prevalence of 16.2% [6]. 

This province thus presents a great opportunity for prevention efforts. 

 

1.4 Adolescence in South Africa 
 

Adolescents are young people in the developmental stage of life between 

childhood and adulthood. They are formally defined by the World Health 

Organization (WHO) according to age, as persons between the ages of 10 and 

19 years [10]. This stage comes with tremendous opportunities and changes. It is 

a period where young people learn and experience new things, which increase 

their vulnerability [11]. South African adolescents face the same opportunities, 

and go through the same adaptation to the changes occurring in their 

developmental stages, as any other adolescent in any part of the world.  
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With HIV prevalence and incidence rates on the rise (from a prevalence of 11.5% 

in 2002 to 16.2% in 2005), young South Africans, particularly adolescents grow 

up in the midst of the HIV/AIDS epidemic [6].  

 

Several behaviours that have been associated with the adolescent stage, 

including attitudes and perceptions about such behaviours have been reported to 

increase their vulnerability to HIV infection [12,13]. Such behaviours include 

alcohol abuse, early age of first sexual encounter, sexual experiences and the 

ability to negotiate the use of condoms at sexual contact [6,14].  

 

1.4.1 Adolescents’ behaviours and HIV infection 
 

Sexual activity and other risky behaviours among adolescents are common 

among South African adolescents [14]. Although such behaviours among 

adolescents in many countries are mostly experimental [12,15], there have been 

reports of coerced as well as transactional sex among adolescents, the latter 

occurring usually with between adolescent girls and older men [16].  

 

Sexual and reproductive health specialists emphasize that the greatest threat to 

an adolescent’s development is the lack of sexual and reproductive health 

information, including information on HIV/AIDS [16,17] and, where such 

information is available, the misinterpretation of such information becomes the 

challenge [18]. In an attempt to bridge the information and knowledge gap, 

several initiatives on HIV prevention have been put in place worldwide to ensure 

that young people are aware of the consequences of risky behaviours.  
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1.5 HIV prevention strategies today 
 

Being labelled as the “mainstay of global HIV response”, HIV prevention has 

gained momentum in the global stage, including at the political level [19]. With 

young people at the centre of the epidemic, prevention strategies worldwide have 

put emphasis on targeting the youth with prevention messages [10]. These 

strategies aim at addressing behaviours among young people to enable them to 

make informed behavioural choices that will reduce their vulnerability to HIV 

transmission. Priority has been given to HIV prevention programmes that address 

the knowledge gap, improve young people’s attitudes about HIV and perceptions 

so that they adopt safe sexual behaviours.  

 

Safer sexual behaviours include a decision to delay sexual activity (abstinence), 

the use of condoms during sexual intercourse, having only one sexual 

relationship at a time as well as refraining from substance abuse, particularly 

alcohol [12,20]. 

 

In South Africa, strategies and programmes that have been put in place to 

prevent HIV transmission among young people include Khomanani, an initiative 

of the Government of South Africa to provide information on HIV prevention and 

care [21]; loveLife, a youth programme with a parent line to encourage parent-

child discussion about sex and HIV/AIDS [22]; as well as radio/television dramas 

that have become popular among young people in the last few years [23]. In 

addition, the Government has introduced life skills programmes at schools to 

increase coverage of HIV/AIDS education among young people [24]. 

 

There has been a substantial increase in funding from both the Government and 

the donor community for the implementation of the above-mentioned strategies 

[24,25]. The country’s new National HIV/AIDS Strategic Plan for 2007 – 2011 

(NSP) is estimated to cost about R2 billion [26], and both the Government and 

the donor community will be contributing funds towards its implementation. 
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CHAPTER 2: LITERATURE REVIEW 

 

2.1 Introduction 

 

Despite the increased efforts in HIV prevention worldwide (including in South 

Africa) both programmatic and financially, HIV prevalence rates remain high, with 

HIV infection rates appearing to be on the increase, particularly in Sub-Saharan 

Africa [1,4,6]. This chapter describes what other studies and reports have found 

with regard to sexual behaviours of adolescents, their perceived sources of 

reliable HIV information, and other factors reported to increase the vulnerability of 

young people to HIV/AIDS. Gaps are identified and formulated in the form of a 

problem statement and research questions, and the study objectives are 

specified. 

 

2.2 HIV prevalence among South African adolescents 

 

South Africa has a generalised epidemic, and adolescents are more vulnerable 

as a result of the transition stage of their development and the need to adapt to 

the biological, physical and structural changes in their lives [11]. Children and 

adolescents constitute over 50% of South Africa’s total population [8]. With the 

exception of the 2002 South African Youth Risk Behaviour Survey (YRBS) [27], 

and the 2005 HRSC survey, many studies and surveys that report HIV and 

related behaviours among early adolescents cluster them into two main age 

groups, namely 0 – 14 years and 15 – 24 years [1,2,6]. The HSRC report of 2005 

reported that 10.3% of South African youth were HIV positive. Of these, 7.4% 

were found in Limpopo province [6]. While HIV prevalence among the age group 

10-14 years was 1.7%, there was a notable sharp increase to 5.9% in the age 

group 15-24 years. Four out of eleven recent HIV infections in the children’s age 

group 2  - 14 years were in the age bracket 10 –14 years [6]. While HIV cases at 

a very young age may be due to mother to child transmission (MTCT), new 

infections in the age group 10 – 14 may rule out MTCT and leave sexual and 

other routes of HIV transmission [6]. Figure 1, extracted from the 2005 HSRC 

survey, shows the HIV prevalence rates in South Africa by age group and 

gender.  
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    Figure 1: HIV prevalence among South Africans, by age 

  Source: HSRC, South African National Household Survey, 2005 

 

From Figure 1 above, it can be seen that there is no gender variation in HIV 

transmission among adolescents below 15 years. However, there is a marked 

difference among the adolescents in the age group 15 – 19, where girls are more 

vulnerable to HIV infections than boys. Similar findings were reported from the 1st 

South African Youth Risk Behavioural Survey (YRBS) conducted by Reddy et al, 

in 2002 [27].  

 

2.3 Behaviours and HIV/AIDS among adolescents 

 

The gender variation in HIV prevalence among the 15 – 19 year age group 

(Figure 1) is reported to result primarily from female adolescents in the age group 

15 – 19 having sex with older men [14,15]. While several behaviours have been 

linked to increased susceptibility to HIV infection in any given population 

[12,13,14,15], this study focuses on a selected few of those behaviours as 

determinants of vulnerability among young adolescents. While such behaviours 

are not the only predisposing factors to HIV transmission, it is important to note 

that there are other factors that have been reported in the relevant literature as 

contributing to the increased vulnerability to HIV transmission among 

adolescents. Such factors include recreational alcohol use among adolescents 

[12,13]. 
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2.3.1 Sexual behaviours and HIV/AIDS 
 

The sexual behaviours of primary interest in this study are sexual abstinence, the 

number of sexual partners, condom use, as well as how condom use is 

negotiated in a sexual relationship.   

 

2.3.1.1 Sexual abstinence 

Globally, there are reports documenting a further decrease in the age of first 

sexual encounter, with a reported drop to about 13 years and below in some 

countries [28,29,30], although sexual debut is still at very low levels in the age 

group below 14 years [29,31].  

 

South Africa is experiencing a similar trend with regard to sexual debut. 

According to the YRBS, almost 22% of young people had sex at the age of 13 

and below. Among grade 8 learners, 32.6% reported having had sex [27]. 

Furthermore, of those surveyed, 23% reported having engaged in binge drinking, 

and 13.8% reporting to have used alcohol or drugs before sex. Figure 1 shows a 

sharp increase in HIV prevalence between the age groups 10-14 years to 15-19 

years [6], implying a sharp increase in sexual activity between the two age 

groups.  

 

Promoting Sexual abstinence has over the years become the primary response 

to both unwanted pregnancies and prevention of STIs, including HIV among 

adolescents [27,31,32]. A comparative study conducted in Brazil among 

secondary school students and university students reported an earlier sexual 

debut among the secondary school students [28].  

 

A study in South Africa found that adolescents were primarily concerned about 

pregnancy than HIV infection and that condom use was more for preventing 

pregnancy than HIV transmission [33]. Manzini [34], reported similar findings 

among adolescents in KwaZulu Natal. The South African situation is not unique. 

In the United States of America (USA), despite its position and policies on 

abstinence-only programmes for adolescents, studies have shown that American 

adolescents do engage in sexual activity at an early age, compared to other parts 

of the world [35].  
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This early age of sexual activity among adolescents occurs, despite the wide 

availability of HIV/AIDS information. The American Youth Risk Behaviour Survey 

of 2005 reported that 27% of African American boys had their sexual debut at 13 

years and younger [35]. In the United Kingdom (UK), adolescents are also 

engaging in sexual activity at an early age [36]. 

 

2.3.1.2 Sexual practices 

Safer sex is a practice at an individual level or in a sexual relationship that 

reduces the chances of becoming infected with STIs, including HIV. Sexual 

relationships vary among individuals, but it has been reported that although 

relationships among adolescents occur generally within the same age group, 

there is a significant proportion of adolescents who engage in partnerships with 

older men and women [16,36,37]. There have also been reports that age-mixingi, 

particularly young girls having older partners, is a risk factor for HIV infection 

[14,15].  

 

Mercer et al, [36], reported that individuals who had older sexual partners were 

less likely to use condoms, with increased risk of STI transmission, including 

transmission of HIV [36]. Perceived gender roles in decision making with regard 

to negotiating safer sex increase young girls’ vulnerability to HIV infection [38]. 

Several studies have reported that young girls engage in sexual relationships 

purely for economic reasons [14,15,16,36,37].  

 

In Zimbabwe [15], and other parts of the African continent [36], young girls are 

encouraged to find sexual partners who would provide the financial means for 

them to survive. These transactional sexual relations leave women with little 

power to discuss and negotiate safer sex practices and/or control the use of 

violence [36,37,38]. In the above scenarios, whether to use a condom or not 

during a sexual intercourse is often left to the male partner to decide.  

 

 

 

 
                                                 
i Age-mixing refers to a young adolescent girl having a sexual relationship with an older man, or a young 
adolescent boy with an older woman. Usually the age difference is five or more years. 
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The South African Government and its partners have ensured that condoms are 

available at strategic points such as clinics, public toilets, school etc; including 

socially marketed condoms. As a result, condoms in South Africa are widely 

accessible [21]. However, the use of such condoms depends largely on the 

perceived risk and the attitude towards condom use at an individual level [39,40]. 

 

2.3.2 Alcohol misuse 
 

The lifetime use of substances, especially alcohol, has been linked to increased 

vulnerability to HIV infection, resulting from inconsistent condom use as well as 

multiple sexual partners [12,13,41,42]. In South Africa, there has been an 

observed increase in the use of drugs and alcohol in high schools, particularly in 

metropolitan cities [41], which has sometimes been associated with peer 

pressure [42,43]. However, access and the use of such substances have been 

reported to be low and often non-existent in semi-urban and rural areas 

respectively [41].  

 

With limited information on HIV/AIDS [16,17], misinterpretation, the sense of 

wanting to be seen to be “cool” and the tendency to experiment and prove 

adulthood, adolescents remain vulnerable to HIV infections. 

 

2.4 Other factors influencing vulnerability to HIV infection  

 

Although an individual’s behaviour determines the vulnerability of that individual 

to HIV infection, there are other factors at the social and environmental levels that 

have also been associated with increased vulnerability to HIV infection. These 

factors often play a silent but detrimental role in the lives of young people who 

are often faced with the challenge of making the right choice and risk missing out 

on experimenting with life if they do so. This sub-section will focus on social and 

demographic factors, parental role in guiding the young adolescent, and the 

influence from friends and peers.  
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2.4.1 Social and demographic factors 
 

According to the social learning theory [44], there is a strong relationship between 

the person, the person’s behaviour and the environment. These are also linked to 

the person’s perception regarding his or her ability to successfully carry out a 

course of action, in this context behaviour [45]. Furthermore, it has been reported 

that the health needs of individuals within different age groups are influenced by 

several factors, including the household environment and the neighbourhood 

where an individual was born and raised [46]. Another study has established that 

religion, spirituality and culture are important issues for adolescents [47]. These 

have consequently influenced the behaviours among adolescents, depending on 

what they associate such norms and traditions with. As indicated, poverty and 

other social factors have been reported to increase vulnerability to HIV and AIDS 

in many populations, including South Africa [7,46]. 

 

Cultural and gender norms that impose different standards on males and females 

have reportedly shaped the sexual attitudes and behaviors of adolescents [48].  

In South Africa, there are cultural practices that have been held close to some 

traditions, such as virginity testing (where information about sex would be given 

to young girls) [49] in a form of a rite of passage. These cultural practices have 

been associated with certain behaviours and have been associated with delay in 

sexual initiation. 

 

2.4.2 The role of parents and families 
 

In many parts of the world, a stable family has been associated with better 

upbringing of children [50,51,52,53]. A study conducted among South African 

adolescents found that being an orphan was associated with increased riskier 

sexual behaviours than those of adolescents whose parents were still alive [51]. 

Primary caregivers were also found to influence sexual behaviours of early 

adolescents [52].  
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This body of evidence has led to HIV/AIDS communication strategies focusing on 

encouraging parents to speak to their children about sex, relationships, 

HIV/AIDS, the risk factors to HIV transmission as well as how to prevent infection 

[50,53]. In an effort to guide South African parents in communicating with their 

children, there are campaigns with dedicated parent hotlines, where parents call 

in are given all the information on how to communicate with the young child about 

sexuality, particularly sex and HIV/AIDS [54]. 

 

Fasula and Miller [55], articulated the important role of parents, particularly the 

mother, in communicating HIV/AIDS and sex education to their adolescents, 

which has led to 43% of American adolescents delaying the onset of sexual 

activity despite peer pressure. Le et al, [54] reported that parent discipline was 

significantly associated with safer sexual behaviour among adolescents [54]. 

Research indicates that ineffective parenting is associated with exploration 

among young people resulting in risky sexual behaviours [56]. As family 

represents values, trust and a sense of belonging, the role of parents and other 

family members in educating young people about sex and HIV/AIDS is now 

widely acknowledged [32,46,53,55,56].  

 

2.4.3 Peer influence on risky behaviours 
 

Lately, HIV prevention strategies have adopted the peer-to-peer education 

approach aimed at improving the general behaviours among the targeted groups. 

Among young people, if peer-to-peer education is not guided, it can yield 

negative outcomes [53]. In a systematic review of several studies on the 

predictors of adolescent sexual behaviour, Buhi and Goodson [57] revealed that 

there is a body of research that reported an association between the perception 

of an adolescent’s friend’s attitude towards the idea of adolescents having sex 

with the adolescent’s intentions to have sexual intercourse.  
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2.5 HIV/AIDS communication 

 

Health communication is a key strategy to inform public about health concerns 

and to maintain important health issues on the public agenda [58]. Such 

communication is implemented in several ways, mainly through mass- and multi-

media, to disseminate useful health information to the public in order to increase 

awareness on aspects of individual and collective health [58,59].  

 

From the definition of health communication above, HIV/AIDS communication 

may therefore be defined as any communication activity involving HIV/AIDS and 

other related content. While the practice of health communication and HIV/AIDS 

communication has contributed to health promotion and disease prevention in 

several areas [58], the vulnerability of young people, including adolescents, to 

HIV infection is increased partly because they have limited access to information 

on sexual and reproductive health [11], low levels of HIV knowledge, high poverty 

levels [7] linked to low literacy levels, and lack of the life skills necessary to 

negotiate safer sex, especially among young girls [60,61]. Where there is access, 

there remain challenges with translation of this information to practice [18,60].  

 

According to the Persuasion Communication Matrix, there are several stages in 

the theory of behaviours change, namely: exposure to the message, attention to 

the message, comprehension of the arguments and conclusions, acceptance of 

the arguments, retention of the content resulting from information integration and 

attitude change [62]. All these stages are essential for a behaviour change 

communication strategy to be translated into behaviour change among 

adolescents, at an individual level. 

 

As already indicated, there are many HIV/AIDS communication strategies aimed 

at transferring knowledge and information to youth in South Africa. These 

initiatives employ various sources to relay HIV and related information to young 

people. Although communication specialists refers to an information source as 

the originator of the message to be communicated [59], in this report; the term 

sources of HIV information refers to the medium of communication.  
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The focus of this sub-section of the report will be on individual (also referred to as 

personal, and comprising of significant others and friends) and mass media 

communication [59].  

2.5.1 Individual sources of HIV information 
 

Individual sources of HIV information include information obtained from significant 

others (that is a family member, a teacher or an intimate partner); a friend, a 

community leader or from a group workshop [59]. For the purpose of this study, 

individual sources will be further subdivided into two, namely: the non-peer 

source, which is information, sourced from significant others; and the peer source 

that is often from friends. Information obtained from individual sources is reported 

to be very effective in comparison to information from mass media [59,63,64]. 

The above medium however, reaches a small proportion of the audience, as 

small numbers of people are required for effectiveness [59,63]. As a 

consequence, although proven to be effective, individual sources of HIV 

information have usually been reported as costly and difficult to sustain [63]. 

 

Although they have been reported to be effective, individual sources are not as 

popular as mass media. While individual sources have been reported as popular 

in Brazil among secondary school students [28], mass media remains the most 

popular with regard to exposure in South Africa [6]. Women having older partners 

reported that their partners were their main source of HIV information [15], 

supporting further the significance of significant others as sources of HIV 

information. In South Africa, the approach to HIV information sharing among 

young people is through youth consultative workshops and peer education 

programmes [23,24]. 

 

The group workshop approach became prominent in South Africa when the 

Government introduced the life skills programmes in public schools, where 

general information relating to one’s being is given to young people in a 

classroom [24]. A life skills facilitator is allocated to teach life skills to all learners 

at schools. HIV and AIDS information forms an important component of the 

curriculum and the programme has recently been rolled out to cover primary 

school level as well [24].  
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There has been a call to provide HIV information to learners very early at school 

as even at the primary school level, they engage in sexual activity. South Africa 

has recently begun life skills education in primary schools [65]. 

 

2.5.2 Mass media 
 

Mass media is a term used to denote a section of the media specifically 

envisioned and designed to reach a very large audience, such as the population 

of a country. It refers to the use of television, radio, pamphlets, newspapers, 

magazines, as well as the internet, to convey a message to the audience [59,66]. 

With mass media communication, the intention is to reach a wider audience. 

Even when the audience has been segmented, this approach has the potential of 

reaching people outside the intended audience [67].  

 

Some studies evaluating mass media as a source of HIV information reported 

that adolescents who have had more exposure to sexual content in the mass 

media tended to perceive this medium as to be supporting teen sexual behaviour 

and had more intentions of engaging in sexual intercourse [66,68].  

 

As indicated, the communication of HIV information in South Africa has been 

widely through the mass media [23]. Mass media communication ranges from the 

use of audio and audio-visual channels, such as radio (national and community 

radio stations) and television (TV), outdoor media, such as billboards; to the use 

of print media, such as newspapers, magazines and pamphlets. 
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Figure 2: A pamphlet from loveLife  

Source: http://www.lovelife.org.za/youth/index.html 

 

The extract above is from a pamphlet downloaded from the loveLife website is 

usually distributed through the clinics and youth centres by the groundbreakers 

[69]. GroundBREAKERS are young people who volunteer to provide HIV 

information to their peers in the community and encourage them to participate in 

the activities of the youth centres [70]. 
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Figure 3: A pamphlet from Government’s Khomanani programme  

 

This pamphlet reproduced as Figure 3 above is one of a series of pamphlets that 

the Government of South Africa has produced for mass distribution [21]. The 

Government pamphlets are distributed through clinics and on major campaign 

days i.e. World AIDS Day (WAD).  
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The Johns Hopkins Health and Education in South Africa (JHHESA), in 

partnership with Khomanani, Soul City, the Centre for AIDS Development, 

Research and Evaluation (CADRE), has conducted the first national HIV 

communication survey in South Africa [63]. Table 1 indicates the access levels of 

the HIV information from the different media channels in South Africa, expressed 

in percentages of the total sample of 7006 of individuals between the ages of 15 

and 65 years [71]. 

 

Table 1: Exposure to HIV information from mass media 

 
Medium 

Age group 
15 – 24 25 - 49 50+ 

National Radio 84.3 84.9 79.9 

Television 80.9 77.3 74.6 

Community Radio 46.3 42.9 37.4 

News paper 39.1 45.8 37.4 

Magazine 28.0 25.8 22.7 

Internet 7.3 5.9 5.1 

Source: 1st National HIV Communication Survey, 2006 [71] 

 

Regardless of the sub-type of mass media, evaluations of major youth campaigns 

have shown that often, young people mis-interpreted the messages or they did 

not identify with the theories behind the messages [18,66].   

 

2.6 Youth friendly services 
 

Young people visit health facilities for a variety of services, including family 

planning. In order to ensure that young people get efficient and non-judgmental 

services from facilities, there is a worldwide move towards making health 

services friendlier to youth [10]. In South Africa, a partnership between loveLife 

and the Department of Health is implementing the National Adolescent Friendly 

Clinic Initiative (NAFCI) in over 300 Government clinics [21,70].  
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The initiative provides technical assistance and training among nursing staff to 

help improve services at the health facility level, for young people. A key 

component of the NAFCI is peer outreach consisting of activities to encourage 

young people to take advantage of the improved clinic services [70].  

 

On the above programme, young loveLife volunteers called groundBREAKERS, 

who are based at the clinics and are able to relate HIV and AIDS messages to 

their peers, carry out community outreach activities [70]. The groundbreakers 

also distribute condoms and pamphlets to young people. 

 

2.7 The impact of the HIV prevention strategies 
 

Despite all the initiatives in South Africa, from both Government and civil society, 

UNAIDS indicated in its global HIV/AIDS epidemic report that data available from 

Sub-Saharan African countries, South Africa included, showed that most 

countries have missed the target of ensuring that 90% of young people received 

critical prevention interventions, including the development of the life skills 

needed to reduce vulnerability to HIV infection [1].  

 

The HSRC survey reported in 2005 that there is over-reliance of communication 

strategies on mass media, and Table 1 above supports this conclusion [6,23], 

while mass media has been shown to be ineffective in reducing HIV transmission. 

As reported, mass media reaches everyone at different levels [71] and has not 

managed to influence behaviour change among adolescents [1]. The above 

report is supported by other evaluation studies [23,71] of specific youth HIV 

prevention programmes, such as loveLife, Khomanani and Soul City – the three 

major communication campaigns targeting young people in South Africa. These 

campaigns have been linked to increased knowledge, which however did not 

translate into reduced HIV transmission [58,71].  

 

The 2005 HRSC reported that one fifth (18.7%) of adolescents aged 12 – 14 

years did not understand how HIV was transmitted sexually [6]. Several studies 

conducted among young adolescents found that age at sexual initiation was 

influenced by several social factors including demographic characteristics and 

risk taking behaviours, which varied by gender [46,58,].  
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Another study conducted among injecting drug users (IDUs) in Atlanta, Georgia, 

reported an association between sources of information and HIV knowledge [72]. 

In the study above, exposure to small media and inter-personal information were 

positively associated with increased HIV testing among men.  

 

2.8 Study Problem 
 
 
As indicated in the previous sections, there are many HIV/AIDS communication 

strategies in South Africa aimed at influencing the behaviours of young people. 

These programmes or initiatives are funded in billions of Rands [25]. Some of the 

communication initiatives include efforts to encourage parents to engage in 

sexual health discussions with their young children. The majority of such 

programmes rely on mass media communication of HIV information [23]. 

 

Despite the above, HIV prevalence rates among South African youth has not 

significantly decreased [1,6]. While prevention efforts have been scaled up, new 

HIV infections among youth appears to be on the increase [1]. This finding is 

supported by the HSRC survey on HIV prevalence, incidence, behaviour and 

communication of 2005, which also reported a lower age of sexual debut among 

young South Africans, and increased new HIV cases [6]. Risky sexual behaviours 

resulting from substance abuse is exacerbated by a reported increase in the use 

of substances such as drugs and alcohol among young people in schools [41]. .  

 

In an effort to reverse the above situation, the South African Government has, 

with its partners, developed a new HIV/AIDS strategy [26]. The current NSP 2007 

– 2011, requires an estimated R2 billion to implement, has a strong focus on 

young people, and one of its objectives is to reduce HIV infections by 50% over 

five years [26]. With such a huge investment in youth and HIV/AIDS programmes, 

and prevention largely dependent on communicating HIV/AIDS information, it 

becomes important to understand youths’ perception of the source from which 

they have obtained their most reliable HIV information and to explore how, if at 

all, these information sources influence their sexual behaviours and determine 

the association of these sexual behaviours with alcohol misuse.  
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Underpinned by the communication-persuasion theory [62], the study 

hypothesises that the various channels reported as sources of reliable HIV 

information would influence the decision-making processes among adolescents 

differently, thus there would be significant differences in effects of these decisions 

on sexual behaviours. 

 

2.9 Significance of the study 

 

As indicated, there is an increase in funding allocation for HIV/AIDS 

communication programmes, in SSA, and particularly in South Africa. There 

appears to be an increase in new HIV infection rates among young people, 

despite the reported increase in exposure to HIV information from various 

sources that resulted in increased knowledge, which should have resulted in 

behaviour change among young people. Adolescents have access to hundreds of 

NAFCI clinics in the country that provide HIV information, condoms and other 

friendly reproductive health services.  

 

However, of the over 300 clinics that form part of the NAFCI programme, only five 

are in the Limpopo province [70], compared to a provincial average of 33. The 

distribution of these NAFCI clinics within Limpopo province is also not 

proportional, as four out of the five are in the Mopani district [70], one of the five 

main districts of the province. Therefore, accessibility of such youth friendly 

services is very limited in most parts of Limpopo province.   

 

In addition, of the nine provinces in South Africa, Limpopo province learners were 

the least likely to have reported having ever received HIV/AIDS education in 

school, with a provincial average of 60.7% compared to a national average of 

72.3% [6,27]. Furthermore, of those who reported ever having a sexually 

transmitted infection (STI), the Limpopo province learners were also least likely to 

have reported having received treatment for a STI – 31.9% compared to a 

national average of 63.6% [27]. Up to 10% of all new HIV infections reported in 

the HSRC survey in 2005 occurred in the Limpopo province [6].  
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The findings from the current study could therefore provide valuable information 

for the development of appropriate policy and programmatic response for young 

people in the Limpopo province. 

 

2.10 Research questions 

 

The study was designed to answer the following research questions: 

 

� Is there an association between adolescents’ perceived source of their 

most reliable source of HIV information and their sexual behaviour (sexual 

abstinence and/or condom use)? 

� Do adolescents who misuse alcohol (high-risk individuals) rely on HIV 

information sources that are different from that of non mis-users? 

 

2.11 Aim and objectives 

 

The aim of this study is to inform the development and/or adoption of evidence-

based communication strategies on HIV among adolescents. 

 

The specific objectives of this study, therefore, are: 

 

� To determine the association between the perceived source of the most 

reliable HIV/AIDS information and sexual behaviours among adolescents; 

and 

� To determine the relationship between alcohol misuse and perceived 

source of the most reliable HIV/AIDS information among this population of 

adolescents. 
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CHAPTER 3: METHODOLOGY 

 

3.1 Introduction 

 

This is a cross-sectional analytical study based on secondary analysis of data 

collected as baseline to a tobacco-use prevention trial among high school 

students in the Limpopo province of South Africa.   

 

This section describes the methods used in conducting the study, as well as the 

ethical considerations for the study. 

 

3.2 Justification for the Methodology 

 

The data was collected as baseline for a tobacco-use prevention trial. The 

information collected, among other risk behaviours, included those related to 

sexual activities and HIV/AIDS information.   An analytic design was selected in 

order to test association between variables of interest, in this case the perceived 

source of reliable HIV information and sexual abstinence. 

 
 
3.3 Research Setting 

 

This secondary data analysis used data collected among high school learners in 

the Limpopo province of South Africa, during April-May 2005.  
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Figure 4: A map of Limpopo showing borders 

 Source: Limpopo province Department of Health and Welfare 

 

The province is located north of the country – bordering Botswana, Zimbabwe 

and Mozambique (Figure 4). With almost 90% of the province being rural, 

Limpopo has remained one of the under-serviced areas of the country and is 

marked with low literacy levels [8]. 
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3.4 Study Population and sampling 

 

This study involved a representative sample of 8th graders in the Limpopo 

province. Sampling involved the use of a two stage sampling design, which 

produced a provincially representative sample of 8th-graders. The sampling frame 

included all public high schools in the 31 school districts on an existing database 

provided by the provincial DoE. On the basis of cluster sampling and expected 

intervention effect size of the prevention programme, it was determined that at 

least 20 schools would be required – ten (10) schools each for both the 

experimental and control conditions. However, in order to accommodate for a 

possible decline by school administration, it was decided to select 22 schools.  

 

The first stage of sampling comprised a random selection of 22 of the 31 school 

districts to participate. School districts were selected with a probability 

proportional to the number of schools in the district.  

 

The second stage consisted of a random selection of one school from the cluster 

of high schools within each selected school district. Although 22 schools were 

selected, only 21 schools eventually participated in the study. All the 8th-grade 

pupils in the selected schools were eligible to participate in the study. A final 

sample of 2119 pupils and their parents gave informed consent prior to 

participation and completed the questionnaire.  

 

3.5 Data collection process 

 

A structured questionnaire (attached, Appendix 1) was used for collecting the 

data. After informed consent was obtained form parents and students, 

participants completed a self-administered questionnaire during class time. 

Survey questionnaires were distributed, followed by a thorough explanation of the 

instructions to aid the pupils in completing the survey, emphasising confidentiality 

to promote honest responding. Teachers were not present during the surveys. 

The survey questionnaires were administered in the language predominantly 

spoken by the pupils being surveyed; otherwise they were administered in 

English. The survey took approximately 50 minutes to complete.  



 

 25

3.6 Measures 

 

The main outcome measure of the study is sexual abstinence. The primary 

independent variable is the perceived source of reliable HIV information. The 

study will also examine the influence of alcohol misuse on the main outcome 

variable, and on the perceived source of reliable HIV information. Other variables 

of interest include social and demographic factors as well as the accessibility to 

condoms and its use. 

 

3.6.1 Sexual abstinence  
 

Abstinence from sexual activity is the main outcome variable of this study and 

was determined from three questions relating to having had sex.  

Question 1: Have you ever had sex (penis penetrating the vagina)? Was a 

dichotomous question requiring a Yes or No. 

Question 2: During the past 3 months, with how many people did you have sex? 

The first option for selection of “I have never had sex” was another way of 

measuring sexual abstinence. 

Question 3:  The last time you had sex, did you or your partner use a condom?  

The first option of responses was also “I have never had sex” was another way of 

measuring sexual abstinence. In cases with inconsistent responses, those who 

responded in the affirmative on two of the above three questions were 

categorised as having had sex and coded 0, and those who responded in the 

negative to two of the three questions were categorised as having abstained from 

sex and were coded 1.   

 

3.6.2 Other HIV Sexual risk behaviours 

 

For those that had initiated sex already, HIV-risk behaviours were further 

determined from a range of questions. The number of sexual partners and use of 

condom at last sexual contact was used to determine the level of risk among the 

adolescents. The adolescents’ perceptions of whether both partners were equally 

responsible or the female was more responsible for ensuring the use of a 
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condom during sexual intercourse, as opposed to a male partner, was used to 

determine the gender roles in relation to decision making where condom use is 

concerned. 

 

3.6.3 Accessibility to condoms and other pregnancy-prevention methods 
 

The variable of condom source was derived from the question “If you wanted 

them, where would you go first to get condoms and other pregnancy-prevention 

methods? Options provided were determined according to the most popular and 

strategic condom outlets in the country and learners were advised to make one 

selection.  

 

3.6.4 Perceived source of reliable HIV information  

 
The variable of perceived source of reliable information was derived from the 

question “What do you consider to be the most reliable or accurate source from 

which you have got your information about HIV/AIDS infection?” The range of 

options provided, based on the review of the literature, included; Mass media i.e. 

Television/radio [13]; pamphlets as small media; Individual sources i.e. parents, 

teachers and classroom as non-peer individual sources, friends as the peer 

individual source. Learners were instructed to select only one option.  

 

3.6.5 Alcohol misuse 

 

The question “During the past 30 days, on how many days did you have five or 

more drinks of alcohol in a row?” was used to determine binge drinking or alcohol 

misuse among adolescents. The intention was to determine whether or not those 

who engage in excessive alcohol consumption had sourced their most reliable 

HIV information from sources different from those sourced by adolescents who 

do not, in order to inform the possible need for targeted interventions.  
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3.6.6 Social and demographic factors 
 

Further analysis looked at the possible role of the family structure (living with 

both, none, or one of the parents) on sexual behaviours among the adolescents. 

In addition, participant information about their age, gender and ethnicity/race, was 

used to determine gender, age and other socio-demographic differences in the 

HIV risk behaviours of the study participants. Adolescents self-identified as one of 

the four population categories used in South Africa; namely, African black 

(indigenous African descent), coloured (mixed ancestry), Asian (mainly Indian 

descent) and white (mainly European descent) [8]. However, because of too few 

non-black participants, for the purpose of analysis the study participants were 

grouped as black or non-black Africans. 

 

3.7 Data Analysis 

 

Statistical analysis was performed using the statistical package STATA version 9, 

taking account of the cluster design employed in sampling. Bi-variate analysis 

was conducted to determine associations using chi-square tests of association. 

Multiple logistic regression models were constructed to further determine 

independent associations of variables that showed significance with sexual 

abstinence and condom use at 10% level in the bi-variate analysis. The level of 

statistical significance was set at 5%. 

 

3.8 Ethical considerations 
 

Only those whose parents and they themselves provided written consent were 

eligible to participate in this study. The study protocol received ethical clearance 

from the research ethics committee in July 2005, reference number 22/2005 

(copy attached as Appendix 2).  

 

Although codes were given to each learner for the purpose of follow up, this was 

only available for exclusive use by the researchers. Confidentiality was assured, 

not even teachers had access to this information. The current study used dataset 

without personal identifiers, thus researcher could not identify the learners. 
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CHAPTER 4: RESULTS 
  

4.1 Introduction 
 

This study sought to determine the association between the perceived source of 

reliable HIV information and sexual abstinence, while controlling for potential 

confounders, such as the socio-demographic characteristics of the study 

participants. This study used a series of multiple logistic regression models to test 

the independent influence of the various reported sources of reliable HIV 

information on sexual behaviour. This chapter presents the findings of the results 

of the study. 

 

 4.2 Social and demographic characteristics of the sample 

 

Table 2:Socio-demographic and behavioural characteristics of the sample 
Variable N % 

House Type                 Formal structure 

Informal structure 

1781 

290 

86.0 

14.0 

Living setup                       Both parents 

Only one parent 

1371 

703 

66.1 

33.9 

Gender                                           Male 

Female 

1029 

1041 

49.7 

50.3 

Stage of adolescence                 12-14 years 

15 – 19 years 

1152 

915 

55.7 

44.3 

Ethnicity                                        Black 

Non black 

1847 

218 

89.4 

10.6 

Alcohol misuse               Binge Drinking 

Non binge-drinkers 

232 

1845 

11.2 

88.8 

 
There were almost equal numbers of male and female participants. There were 

also a similar proportion of participants in the early-adolescent stage as there 

were in late-adolescent stage (Table 2). Binge drinking was reported by 11.2% of 

the respondents. The respondents were mostly black Africans (89.4%), living with 

both parents (66.1%) in formal housing structures (86.0%).  

 



 

 29

 4.3 Sources of HIV/AIDS information perceived to be most reliable 
 

Of the consenting students, 2035 responded to the question on the source of 

HIV/AIDS information perceived most reliable, selecting only one of the sources 

listed. Figure 1, indicates the distribution of the reported sources of reliable HIV 

information. 

 

33%

32%

16%

12%

7%

TV/radio Teacher/Classroom Parent/family Clinic Pamphlets Peers
 

Figure 5: Sources perceived to be most reliable for HIV information 

  

The most frequently reported source of reliable information on HIV/AIDS was 

TV/radio (32.1%), followed closely by information from the teachers and/or the 

classroom (31.8%). The different sources of HIV information were further 

categorised into two main types: individual information and mass media sources. 

Together, individual sources of HIV information were more commonly reported as 

the source of reliable HIV information among the adolescents (66.1%). 
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4.4 Association between socio- demographic characteristics and perceived 
source of reliable HIV information 

 

Reported sources of reliable HIV information were not significantly associated to 

the socio-demographic characteristics of the participating adolescents. 

 

Table 3: Socio-demographic characteristics of the sample and reported sources of 

reliable information 

 

 

Variable 

Individual source Mass Media 

Non-peer 

n = 1028 

Peers 

n = 140 

Large 

n = 680 

Small 

n = 246 

 

% 

 

% 

 

% 

 

% 

House type     

Formal house 49.0 6.8 32.6 11.6 

Informal house 49.8 6.4 30.3 13.5 

P value 0.81 0.87 0.53 0.39 

Family Structure     

No parents 47.1 6.7 32.8 13.4 

One parent 48.2 7.0 34.1 10.7 

Both parents 51.7 6.5 29.9 11.9 

P value 0.70 0.93 0.37 0.44 

Gender      

Male  47.3 7.7 34.0 11.0 

Female 51.0 5.7 30.6 12.7 

P value 0.23 0.08 0.32 0.19 

Stage of adolescence     

12 – 14 yrs 51.0 6.4 31.9 11.1 

15 -19 yrs 46.7 7.7 32.9 12.8 

P value 0.58 0.46 0.80 0.32 

Ethnicity     

Black 61.7 6.9 23.0 8.3 

Non-black 47.5 6.6 33.5 12.4 

P value 0.09 0.94 0.37 0.64 

Alcohol use     

Bingeing 50.0 6.4 32.4 11.7 

Not bingeing 45.1 9.3 33.3 12.2 

P value 0.53 0.44 0.79 0.75 

Total 47.3 6.7 32.4 11.9 
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However, male respondents tended to report peers and black Africans tended to 

report non-peers significant others as their most reliable source of HIV 

information when compared to females and non-blacks respectively.  

 

4.5 Association of alcohol misuse with sources of reliable HIV information 

 

An analysis was carried out to determine an association between binge drinking 

among the adolescents and the reported sources of reliable HIV information. As 

indicated earlier, bingeing was defined as taking five or more glasses/cans of 

alcohol at one occasion.  

 

Table 4: Association of binge drinking with reported sources of reliable HIV information 

Sources of HIV information 

N = 2094 

% 

 Class/ 

teacher/family 

vs 

Others 

 

Peers 

vs 

Others 

 

TV/radio 

vs 

Others 

Clinic 

Pamphlets 

vs 

Others 

Binge 

Drinking 

 

43.9                       47.8 9.3              6.4 33.3             32.4 12.2                   11.7 

P value 0.24 0.45 0.79 0.76 

Total 47.3 6.7 32.5 11.8 

 

From Table 4, it can be seen that those that engaged in binge drinking tended to 

be more likely to report peers as the perceived source of reliable HIV information 

in comparison to other sources; however, this finding was not significant 

(P>0.05). Binge drinking was not significantly associated with what was reported 

as the source of the most reliable HIV information. 

 
4.6 Sexual abstinence among the respondents 

 

Of the 2083 respondents that responded to the questions related to having sex, 

77.2% (1613) claimed to have abstained from sex, and 22.8% (470) reported to 

have initiated sex. 
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4.7 Association of Socio-demographic characteristics and sexual 
behaviours 

 

Table 5: Association of social, demographic characteristics and sexual behaviours 

 
 
 

Variable 

 

Abstinence 

(n=2119) 

 

Condom use 

(n=470) 

 

More than 

one 

partner 

(n=470) 

Both 

partners or 

the female is 

responsible 

for condom 

use (n=2119) 

% % % % 

House type     

Formal house 78.8 46.0 77.3 70.5 

Informal house 69.3 56.2 78.7 60.1 

P value 0.02 0.19 0.36 0.04 

Family Structure     

No parents 71.2 43.8 75.3 66.7 

One parent 78.0 48.3 82.0 70.1 

Both parents 81.8 53.1 74.2 69.5 

P value 0.01 0.27 0.21 0.37 

Gender      

Male  67.5 44.6 76.7 62.7 

Female 87.4 58.0 80.2 75.4 

P value <0.01 0.04 0.12 <0.01 

Stage of adolescence     

12 – 14 yr 88.1 43.0 74.5 74.2 

15 -19 yr 63.9 50.0 78.8 62.7 

P value <0.01 0.15 0.59 <0.01 

Ethnicity     

Black 76.6 44.1 88.2 67.3 

Non-black 84.4 48.0 76.9 83.7 

P value 0.34 0.77 0.28 <0.01 

Alcohol use     

Bingeing 36.6 48.6 75.4 50.4 

Not bingeing 82.6 46.9 81.6 71.5 

P value <0.01 0.79 0.26 <0.01 

Total 77.2 48.1 77.4 69.0 
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This study also explored the association between the socio-demographic status 

of the adolescents, their sexual behaviours, including sexual abstinence, the use 

of condoms during the most recent sexual encounter, number of sexual partners 

in the three months preceding the survey, as well as the perception of whose 

responsibility it is to ensure that a condom was used at sexual encounters. 

 

This study demonstrated that socio-demographic characteristics was significantly 

associated with higher rates of abstinence from sex, as well as the perception of 

gender role in ensuring safe sex. Significantly higher rates of abstinence were 

associated with living with both parents, being in the early stage of adolescence, 

not binge drinking, being of higher socio-economic status and being female. 

Females were not also only more likely to report stronger female role in 

determining safe sex, but they were also significantly more likely to report 

condom use at the last sexual encounter when compared to their male 

counterparts (P=0.04). Other factors that significantly influenced gender equality 

or greater female role in deciding safe sexual practice included being in the early 

stage of adolescence, non-bingeing, higher socio-economic status and being 

non-black African.   

 

4.8 Association of reliable sources of HIV information and sexual 

behaviours 

 

An association between source of reliable HIV information and sexual abstinence 

was explored. This was to determine whether the source perceived among 

adolescents as most reliable had an influence on whether or not adolescents 

would abstain from sex, on the use of condoms, the number of sexual partners as 

well as the perceived gender role of ensuring condom use during sexual 

intercourse.  The findings are presented in Table 6 below.  
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Table 6: Distribution of reported source of reliable HIV information by sexual behaviours 

 

 

 

Variable 

Abstinence 

(n=2119) 

Condom 

use  

(n=470) 

> 1 

partner 

(n=470) 

Both/female partner 

is responsible for 

condom use (n=2119) 

% % % % 

Individual source 

(non peer) 

    

Class/teacher/Family 79.7 48.7 75.4 71.9 

Other 75.2 47.6 79.0 66.3 

P value 0.01 0.81 0.60 0.01 

Individual source (peer)     

Peers 71.4 35.0 80.0 67.4 

Other 77.7 49.3 77.2 69.1 

P value 0.09 0.08 0.59 0.68 

Mass media     

TV/radio 77.6 48.0 77.3 65.8 

Other 77.2 48.1 77.5 70.5 

P value 0.81 0.98 0.70 0.03 

Mass media     

Clinic pamphlets 68.9 51.3 80.3 67.5 

Other 78.5 47.5 76.9 69.2 

P value <0.01 0.54 0.58 0.59 

Total 77.2 48.1 77.4 69.0 

 

Table 6 outlines the results of a comparison of the prevalence of sexual 

behaviours among adolescents when HIV/AIDS information received from a 

specific source was perceived most reliable as compared to sources other than 

the one specified. Significantly higher rates of abstinence and perceived gender 

equality or stronger female role in deciding safe sex were associated with 

reporting that HIV/AIDS information received from class rooms/teacher or family 

members as being the most reliable, in comparison to the rates for those who 

relied on other sources. Perceived gender equality or stronger role for female in 

deciding safe sex was lower among those reporting TV/radio as their most 

reliable source of HIV information, as compared to other sources.  
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Abstinence rates were significantly lower among those who reported clinic 

pamphlets as their most reliable source of HIV information, when compared to 

other reported sources of reliable information.  Adolescents who reported peers 

as their most reliable source of HIV information tended to be less likely to have 

abstained from sex and be those who had had sex, tended not to have used 

condom during their last sexual encounter, albeit the latter not statistically 

significant.  

 

4.9 Association of perceived source of reliable HIV information with access 

to condoms or other pregnancy-preventive methods   

 

The intention was to determine whether or not there was an association between 

the adolescents’ reported source of reliable source of HIV information and their 

access to condoms and other pregnancy-preventive methods. Table 7 shows the 

results. 

 

Table 7: Distribution of the reported potential sources for condoms and other pregnancy 

prevention methods by source of reliable HIV information 

 

 

Information Source 

 

Where to get condoms and other pregnancy prevention methods 

N = 2079 

% 

 

Clinic 

 

School 

 

Peers 

 

Store 

Family 

Member 

 

Vendor 

Never 

Thought 
 

Difficult 

 

Individual 

sources 

Class/teacher/ 

family 

 

26.1 

 

7.2 

 

11.2 

 

10.1 

 

22.0 

 

7.5 

 

11.6 

 

2.2 

 

Peers 

 

43.5 

 

17.4 

 

15.9 

 

5.8 

 

7.3 

 

4.4 

 

4.4 

 

0.7 

 

Mass 

media 

 

TV/radio 

 

34.8 

 

8.2 

 

12.8 

 

5.5 

 

11.6 

 

5.7 

 

13.8 

 

3.6 

 

Clinic 

Pamphlets 

 

 

49.0 

 

 

6.1 

 

 

6.9 

 

 

9.7 

 

 

9.3 

 

 

3.6 

 

 

11.3 

 

 

2.4 

P value 0.05 0.01 0.28 0.16 0.01 0.34 0.32 0.23 

Total 32.8 8.0 11.5 8.3 16.2 6.3 11.8 2.6 

 

Adolescents who reported clinic pamphlets as the source of their most reliable 

HIV information were mostly likely to report that they could access condoms and 

other pregnancy prevention methods from a clinic if they needed one (P=0.05).  
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Those who reported peers as their reliable source of HIV information were 

significantly more likely to report being able to access condoms from the school 

(P=0.01). Adolescents who reported class, teacher and family as the most 

reliable source of HIV information were also significantly mostly likely to report 

being able to access condoms and other pregnancy prevention methods from the 

family member if they needed one (P=0.01).  

 

4.10 Multivariate analysis 
 
Those variables that showed significant influence on sexual abstinence, sources 

of reliable HIV information and condom use in bi-variate analyses were included 

in the logistic models. Tables 8 and 9, presents the results of the models.  

 

Table 8: Logistic regression model of determinants of sexual abstinence 

                      Goodness of fit (X2) = 0.11         Nagelkerke R2  (0.15)                  N = 1939                                      

Variable Odds Ratio (95% CI) P-value 

Family structure Living with no parents 1  

 Living with one parent 1.32 (0.99  – 1.76) 0.05 

 Living with both parents 1.48 (1.02 – 2.14) 0.04 

Gender Male 1  

 Female 2.32 (1.49 – 3.62) <0.01 

Stage of adolescence 12 – 14 years (young) 1  

 15 – 19 years (older) 0.35 (0.25 – 0.48) <0.01 

Source of reliable HIV 

information 

 

Class/teacher/family 

 

1 

 

 Peers 0.90 (0.35 – 2.33) 0.824 

 TV/radio 1.06 (0.76 – 1.46) 0.734 

 Clinic pamphlets 0.53 (0.36 – 0.79) <0.01 

Accessibility to condoms Difficult to access condoms 1  

 Never thought of condoms 3.58 (1.45 – 8.82) 0.01 

 From family 2.86 (1.03 – 7.87) 0.04 

 From Peers 0.84 (0.32 – 2.21) 0.714 

 From School 1.60 (0.63 – 4.10) 0.308 

 From Store 1.82 (0.61 – 5.43) 0.270 

 From Clinic 1.83 (0.68 – 4.94) 0.217 

 From Vendor 1.81 (0.64 – 5.16) 0.249 

Alcohol misuse No past month bingeing 1  

 Past month bingeing 0.16 (0.09 – 0.29) <0.01 

Gender roles (perception of 

responsibility for condom use) 

 

A male responsibility 

 

1 

 

 Both partners/female are 

responsible 

2.12 (1.56 – 2.87) <0.01 
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Compared to adolescents who reported living with neither of the parents, table 8 

above shows that those that reported living both parents were significantly more 

likely to report sexual abstinence [OR=1.48; 95% CI=1.02 –2.14].  Compared to 

those that reported no past month binge drinking, adolescents that reported past 

month binge drinking were less likely to report sexual abstinence [OR=0.16; 95% 

CI=0.09-0.29].  

 

Those that reported that they could access condoms and other pregnancy 

prevention methods from family if they needed them, were more likely to have 

abstained from sex, and so were those that reported they had never thought 

about condoms and/or other preventive methods [OR = 2.86; 95% CI=1.03-7.87 

and OR=3.58; 95% CI=1.45-8.82 respectively], when compared to those who 

reported it was difficult getting these preventive methods. In comparison to those 

that reported the significant other (Class/teacher/family), as the source of their 

most reliable HIV/AIDS information, adolescents who reported clinic pamphlets 

were lee likely to report sexual abstinence [OR=0.53; 95% CI=0.36-0.79].  

 

Table 9 below shows that unlike the insignificant association demonstrated in the 

bi-variate analysis, living with both parents increased the likelihood of reporting 

condom use among adolescents by 56% (P=0.04), compared to living with 

neither of the parents. Compared to males, female were significantly more likely 

to use a condom during a sexual encounter (p=0.04). However, sources of 

reliable HIV information and ease of access to preventive methods did not show 

any significant association with condom use after controlling for potential 

confounders.  

 

Table 9: Logistic regression model of determinants of condom use 

                      Goodness of fit (X2) = 0.02                                                                             N = 458                                     

Variable Odds Ratio (95% CI) P-value 

Family structure Living with no parents 1  

 Living with one parent 1.22 (0.69 – 2.16) 0.475 

 Living with both parents 1.56 (1.01 – 2.39) 0.04 

Stage of adolescence 12 – 14 years (young) 1  

 15 – 19 years (older) 1.47 (1.01 – 2.13) 0.04 

Gender Male 1  

 Female 1.69 (1.02 – 2.80) 0.04 
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CHAPTER 5: DISCUSSION  

 

5.1 Introduction 
 

In this section of the report, the focus will be on the variables that were found to 

be significantly associated with sexual abstinence and condom use during the 

multivariate analysis. In addition, those variables that showed significant 

association with any other variable in bi-variate analysis, which may have lost 

significance in multiple logistic regressions, will be highlighted.  

 

5.2 Sexual abstinence among adolescents in Limpopo 
 

This study found that 77.2% of the adolescents sampled had abstained from 

sexual activity. About 22.8% of studied adolescents aged between 12 and 19 

years in Limpopo reported having initiated sex. The abstinence rate found in this 

study was comparable to the USA and UK studies that report sexual abstinence 

rates ranging between 72 and 80% among adolescents [31,35,36]. The level of 

sexual activity among Limpopo adolescents is however lower (22.8%) compared 

to the findings of the South African YRBS (2002) where an average of 32.6% of 

learners in grade 8 reported having had sex [27], and by implication 67.4% 

abstinence. This suggests that government efforts directed at safer sex may be 

paying off in this province. 

 

5.3 Socio-demographic factors associated with sexual behaviours 
 

With regard to social and demographic factors, living with one or both of the 

parents was associated with increased reporting of sexual abstinence. This factor 

was also associated with increased equality in gender roles regarding the use of 

condoms during sexual intercourse, although there was no significant difference 

with regard to the number of sexual partners. The presence of a parent in the 

home was still significantly associated with sexual abstinence when potential 

confounding factors were controlled. This finding supports findings from a study 

conducted in South Africa where adolescent orphans were more likely to engage 

in sexual activity at an early age as a means to survive financially [53].   
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It is conceivable that orphan adolescents may be more likely to experience 

economic hardship than those with both parents, where both or one of them is in 

employment. Orphaned adolescents may thus be more likely to engage in 

transactional sex for economic reasons. Findings of this study are also consistent 

with findings by Fasula and Miller [33], Le et al. [51] and Schneider et al. [52], 

where the authors reported that the presence of parents in the home is 

associated with young people delaying sexual debut. However, a contrasting 

finding by Sayles et al. [73] reported that females that reported speaking to 

someone else except parents about HIV/AIDS were more likely to have high 

efficacy for condom use. This difference may have resulted from the difference in 

measurement where, compared to the study referred to above, this study this not 

investigate efficacy for condom use, but rather condom use behaviour.  

 

Given that culture can play a role in the importance ascribed to parental roles, the 

differences in findings may also be explained by cultural differences in the study 

environment in which this study was conducted compared to that by Sayles et al. 

[73].   

 

In an American study, authors reported that living with one parent was associated 

with adolescents engaging in sexual activity when adolescents living in single-

parent homes were compared with those who lived with both parents [74]. This 

supports the finding of this study where there was a noted increase in protection 

against sex when adolescents reported living with both parents, compared to 

living with only one of the parents. 

 

Consistent with the literature [6,27,36,60], more females reported abstinence 

than males. This finding is however also similar to the reported variance between 

boys and girls with regard to their self-reported sexual behaviours, where boys 

were more likely to over-report and girls tending to under-report [20]. 

Nevertheless, females also more often reported condom use at the last sexual 

encounter than their male counterparts.  
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It is conceivable that older adolescents would be more empowered on gender 

roles with regard to relationships compared to the younger adolescents. 

However, this study found that older adolescents were less likely to report that 

both partners were equally responsible or the female partner was responsible for 

ensuring condom use during sexual intercourse. This association of stage of 

adolescence with gender roles regarding condom use was still significant in multi-

variate analysis, and the study suggests that this association may have been a 

reflection of their experiences in current relationships rather than their limited 

knowledge. At young adolescence, learners may be empowered to negotiate 

condom use but, when they eventually initiate sex, the gender-role construction 

representing male dominance may leave them unable to protect themselves 

against unsafe sex from their dominant partners. This view is supported by other 

studies where authors reported that predominant norms that assign decision-

making power to men generally make it acceptable for men to decide whether or 

not to use a condom without negotiation, whereas women have to negotiate with 

their partners first before a condom can be used [37,73].  The age difference may 

be related to the fact that older adolescents may be more likely to be having sex 

with older partners, thus having less negotiation power for condom use, 

especially girl adolescents [37]. 

 

Consistent with previous reports of association of binge-drinking among 

adolescents with risky sexual behaviours [12,13,42], this study suggests that 

binge drinking adolescents were significantly less likely to report sexual 

abstinence compared to others. Even after controlling for potential confounding 

factors, binge drinking was still significantly associated with less abstinence 

among adolescents. However, unlike the other studies referred to above, this 

study did not show an association between binge drinking and condom use. The 

lack of association could also be a result of the difference in measurement, where 

this study asked questions on alcohol use and sex separately, while the studies 

referred to above [12,13,42] specifically inquired about alcohol use before sexual 

encounter.  
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5.4 Perceived sources of reliable HIV/AIDS information; its association with 

socio-demographic characteristics and sexual behaviours  

 

As outlined in the body of this report, sources of reliable HIV information were 

sub-divided into individual sources and mass media. At 66.1%, individual sources 

of HIV information were reported as the most reliable among adolescents, with 

mass media only reported as reliable by 33.9% of adolescents. 

 

5.4.1 Individual sources 
 

The high exposure to HIV/AIDS education from the life skills programme at 

schools, as a result of the introduction of HIV/AIDS education back in 1999 [24], 

may have contributed to the relatively high reporting of classroom/teacher as the 

most reliable source of HIV information (31.8%).  

 

Adolescents who may not have any other source of HIV information may tend to 

perceive that single source of information as the most reliable. For instance, 

because of the relatively high unemployment rate in the Limpopo province [9], 

many families in the province may not have access to TV and/or radio, thus 

adolescents would more likely rely on other sources for information. Blacks, who 

historically more often come from economically less well off families, were more 

likely than the non-blacks to report the individual sources as the most reliable 

source of HIV information. This further supports the view that lack of access to 

TV and/or radio in most black families in Limpopo may have been the reason for 

the increased reporting of individual sources as reliable among the adolescents.  

This study did not however, detect differences in source of information according 

to socio-economic status.  

 

Another reason for increased reporting of class instructors and/or teachers may 

be that these adults are able to motivate young people to process the messages 

received in the classroom. It is conceivable that since teachers tend to reside 

mostly in the same area as the learners, they may be able to make the HIV 

messages personally relevant to learners. This assumption, coupled with 

repetition of HIV/AIDS messages, may have increased the impact, thus resulting 
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in adolescents reporting teacher and classroom as the most reliable HIV 

information source. Bringing context to HIV messages has been reported to 

increase comprehension in health communication [57]. While it is acknowledged 

that other sources may be repetitive also, such sources may not be identifiable 

with the local contexts. Furthermore, in a classroom setting, learners have the 

opportunity to elaborate further and ask for clarification almost immediately, 

whereas one cannot ask for immediate clarification from mass media sources. 

The opportunity to elaborate on the message is grounded on the persuasion 

communication theory [62], which has been linked to effectiveness of the 

message. 

 

Parents and family represent values and trust [50]; therefore it is conceivable that 

HIV information from family would be reported as the most reliable among 

adolescents. However, this study found that almost 16% of adolescents reported 

parents and family members as their most reliable source of HIV/AIDS 

information. Less reporting of this source as reliable may have resulted from the 

cultural norms, where sex has been traditionally considered an adult matter, and 

therefore made communicating sex and HIV/AIDS to a child difficult for most 

parents [57]. As a consequence, fewer adolescents may have received HIV 

information from parents and could therefore not report its reliability, as they are 

less likely to have been exposed to HIV information from this source. 

Furthermore, even if they did receive information from parents and family, the 

information may have been limited, thus regarded as not reliable by the 

adolescents.    

 

HIV information received from individual sources (parents, family members and 

from the teacher in a classroom) was strongly associated with increased sexual 

abstinence among adolescents. This association suggests that one-to-one 

communication may have an effect on sexual abstinence among adolescents. 

For instance, DiIorio et al. [75] found that parent-child communication has a 

potential to shape sexual decision making during adolescence, and in particular 

on the issue of HIV/AIDS. HIV information received from these sources was also 

associated with empowerment among adolescents, where adolescents were 

more likely to believe that both partners were responsible for ensuring condom 
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use during sexual intercourse. The notable empowerment among adolescents 

indicates that not only does living with parents increase abstinence, but also 

parent-to-child communication about HIV/AIDS positively influences other 

behaviours among adolescents. This finding supports findings from studies 

conducted elsewhere [55]. 

 

The reliability of HIV information from parents and teachers did not, however 

,significantly influence the number of partners and condom use among 

adolescents. This finding could be that there are other factors that are at play 

when an adolescent is faced with a choice of whether or not to use a condom or 

to have more than one partner and that these factors go beyond simple access to 

information or its reliability. Such issues could include the age difference between 

the partners [15,16], transactional sexual activity [38], and gender roles [37]. 

Adolescents who reported this significant other as the most reliable source of HIV 

information also believed that if they needed condoms or other pregnancy- 

prevention methods, they could easily get these commodities from the family. 

This finding suggests that family members play a crucial role in advising 

adolescents about sexuality and actually providing the adolescents with comfort 

to the extent that adolescents believed that they could go to their parents for 

preventive methods should these be required. Indeed, family connectedness has 

been shown to protect against risky sexual behaviour [76].  

 

Although only about 7% of adolescents reported peers as the most reliable 

source of HIV information, male adolescents were more likely to report peers as 

the most reliable source of HIV information than females were.  As “hanging out” 

with peers may be associated with induced peer pressure to engage in certain 

behaviours among adolescents, those that reported peers as the most reliable 

source of HIV information were less likely to report abstinence compared to those 

that reported other sources. This lower level of sexual abstinence may be the 

result of perceptions that information from friends may be misguided and, 

therefore, tends to lead to exploration among young people. The finding above is 

supported by a study that reported a significant association between peer 

delinquency and risky sexual behaviours [53].  
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Peer pressure among adolescents may have influenced also the reduced 

likelihood of using condoms among those that reported peers as the most reliable 

source of HIV information. This view is supported by James et al, [60], where the 

authors reported misconceptions among peers as to the effects of a condom 

during sexual intercourse, which led to non condom use among friends.  In 

contrast, there has been an increase in expanding peer education programmes in 

all settings, as it is conceivable that the approach provides a forum to talk more 

intimately about issues of sexuality peer-to-peer. 

 

5.4.2 Mass media 
 

Although with different intentions from this study, surveys that have looked at the 

exposure to HIV information from mass media [6,71] have reported TV and radio 

as the main sources among a majority of the young respondents, 81% and 84% 

respectively [71]. This study found that only about 32% perceived this source to 

be the most reliable. Although this finding could still be a reflection of lack of 

access to TV and/or radio in many Limpopo homes, it could also be that 

adolescents do not actually trust what they see or hear from TV and radio.  

 

When sources were assessed individually, TV/radio was the highly reported 

source of reliable HIV information. The above finding may be that adolescents 

may attach reliability and value to the status of the celebrities that they see on TV 

and hear on radio, thus interpreting this perception to denote quality of the 

messages. On the other hand, this finding may reflect the true quality of current 

TV/radio messages, particularly those targeting young people, as reports have 

suggested [71,78].  

 

Clinic pamphlets were reported as the most reliable source of HIV/AIDS 

information among 11.8% of the adolescents in the sample. That Limpopo has 

been reported as having low literacy levels [8], may have contributed to the low 

reporting of clinic pamphlets and possibly misunderstanding or lack of 

comprehension. Since most of the pamphlets are distributed through the clinics, 

adolescents may associate these pamphlets with their experiences when they 

visit the clinics, where clinic staff has generally been labelled unfriendly to young 
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people seeking family planning services [75]. Although there has been an 

increase in efforts to make health services friendlier for young people [10,71], the 

low level of reported reliability may be due to historical perceptions among 

adolescents about clinic staff.  

 

As pamphlets are distributed mainly at clinics, and are more often than not 

accessed by those that visit the clinics for health care services, including family 

planning, it may be that adolescents who reported clinic pamphlets as the most 

reliable source of HIV information were less likely to report sexual abstinence 

because they may be the already sexually active group who had visited the 

clinics for family planning services. Clinic pamphlets continued to significantly 

influence sexual abstinence among adolescents, even after controlling for 

potential confounding variables. 

 

This study, however, found that those adolescents who reported clinic pamphlets 

as the most reliable source of HIV information were no less likely to report 

condom use. This study suggests that it may be that these pamphlets put more 

emphasis on condom use more than they do on abstinence. As implied earlier, it 

may also be that clinics cater for the sexually active population of adolescents 

and thus these adolescents tend to report less abstinence and condom use. 

These adolescents were indeed also significantly more likely to report the clinic 

as the first place they would go to get condoms, indicating the level of reliance on 

the clinics to provide both information and the condoms as and when these are 

needed. Although reporting clinic pamphlets was associated with more than one 

sexual partner, this finding was not significant. 

 

Whittingham et al. [79] have suggested that pamphlet development integrates 

cognitive-psychological writing principles. Findings of this study may suggest that 

pamphlets developed in South Africa may not integrate these principles. 

However, communication strategies in South Africa do base their message 

development on the existing behavioural theories [67], but the study findings 

highlight the need for further theoretical development of communication 

strategies for adolescents. 
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5.4.3 Accessibility to condoms, other preventive methods and sexual 
behaviours 
 

Of importance to prevention programmes is that adolescents who reported never 

thinking of a condom were found to be more likely to report sexual abstinence 

than those that reported possible difficulty in accessing condoms or reported 

possible easy access from one of the condom sources. As the question explored 

where adolescents would go first if they needed a condom and not whether or not 

they have actually accessed the condom, this may mean that adolescents who 

have not had sex should be targeted with abstinence-only messages, as condom 

messages may initiate their thinking around sex, which may lead to sexual 

initiation. On the other hand, it may prove difficult for communication interventions 

to split the messages into groups of those that have not initiated sex, and those 

that have initiated sex, as messages would more likely to reach both groups. 

 
Peers as reliable sources of HIV information was significantly associated with the 

school reported as the main source of condoms, while parents and teachers were 

also significantly associated with condom access from family. These findings 

suggest that adolescents are more likely to access condoms from the same 

source as HIV information. Accessibility to condoms and other prevention 

methods showed no significant association with other sexual behaviours.  
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5.5 Limitations of the study 
 

Like many other studies, this study has some limitations and these are explained 

below.  

 

Limpopo is 90% rural and, as such, relies on less technologically advanced 

media. Also, health-seeking behaviour among youth in Limpopo was below the 

national average, 31.9% compared to the national average of 63.6% [27]. These 

therefore mean that the study findings may not be generalisable to South African 

adolescents. However they are valid for the adolescents in the province and 

possibly other provinces of similar social environment. 

  

Pettifor et al. [20] reported that there is a weakness in self-reported sexual 

behaviour by young people, including adolescents, as they usually over-report 

number of sexual partners, particularly young men. Using an algorithm of 

questions, in cases with inconsistent responses, those who responded in the 

affirmative on two of the three questions related to sexual behaviour were 

categorised as having had sex, and those who responded in the negative to two 

of the three questions were categorised as having abstained from sex.   

 

As with any cross sectional study design, this study does not provide information 

on the order of events relating to the adolescents sexuality, thus it is not able to 

reliably establish cause and effect relationship. However, because the main 

outcome measure of interest in the current study is lifetime sexual abstinence, 

the study design is not likely to significantly influence the study outcome, as 

sexual abstinence certainly predates information acquisition.  Nonetheless, there 

is a possibility for reverse causality, that is, those who reported a certain 

information source might have been those who remained sexually inactive.    

 

Another limitation would be potential recall bias, particularly on questions 

restricting the answer to only one response option, such as the one from which 

the main outcome measure was obtained. However, to the extent that the current 

study was interested in what the adolescents (themselves) perceived as a 

reliable source of information, recall bias is not likely to influence the conclusions 

of the study.  
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As this study formed part of a larger study, only limited questions relevant to the 

construct of determinants of sexual behaviour could be included in the study in 

order not to have the questionnaire unnecessarily too long, which could make the 

adolescent respondents loose concentration and in turn affect the reliability of 

their responses.  

 

Lastly, findings of this study may not be generalisable to non-school adolescents 

as the study setting was high schools, and therefore reached only school going 

adolescents. 

 

Despite these limitations, the current study provided useful information on the 

association between adolescents’ perceived source of reliable HIV information 

and their sexual behaviour. Such information may be useful and formative when 

designing HIV and AIDS communication programmes targeting young people in 

South Africa and for the design of further studies in this field.   
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CHAPTER 6: CONCLUSIONS AND RECOMMENDATIONS 
 
 
6.1 Introduction 
 

While there is a wide availability of studies in South Africa that report on 

awareness among adolescents on HIV/AIDS issues, as well as the sources of 

such HIV information, none of these studies have gone further to establish the 

perception of the target audience on their reliability. This study sought to 

determine the perceived source of reliable HIV information and studied its 

association with sexual abstinence and other sexual and related behaviours 

among adolescents.  

 

In concluding, this section focuses on the major discussion points of the previous 

section and end with some key recommendations that are aimed at guiding the 

development of key HIV interventions targeting young people in South Africa.   

 

6.2 Conclusion   
 

This study found that there was an association between the perceived source of 

reliable HIV information and sexual behaviours, particularly sexual abstinence 

and condom use. This finding highlights the importance of the persuasion 

communication theory [62], where the ability to persuade an adolescent may be 

dependent on the source, and whether or not adolescents are provided an 

opportunity to elaborate on the message, thus resulting in behaviour change. 

Awareness may not be enough, if not followed by comprehension and 

elaboration.  

 

That a study among South African students reported 80% awareness of HIV and 

related issues from pamphlets and other mass media sources, but showed a 

discrepancy between risky sexual behaviour and increased knowledge [60], 

further supports the likelihood that young people may not internalise the 

messages or translate those messages into positive sexual behaviours.  

 



 

 50

Although TV/radio was reported as the most reliable source of information, the 

study did not find a significant association with sexual behaviours among 

adolescents, when compared to other sources other than the clinic pamphlets. 

The study’s findings suggest that parents might not be communicating HIV 

information with their adolescents, thus resulting in low reporting of this channel 

as a source of reliable HIV information.  

 

Findings from this study suggest that clinic pamphlets are not passing a strong 

message on sexual abstinence, as reporting this source of HIV information as the 

most reliable source was associated with less likelihood of sexual abstinence 

among adolescents. Clinic pamphlets were, however, found not any less effective 

than any other source in promoting the use of a condom among adolescents. 

Peer-to-peer communication was found not beneficial to the adolescents, as it 

failed to promote safer sexual behaviours.  

 

The study findings also suggest that stable families with both parents have a 

positive influence on sexual abstinence and safer sexual practices. Parents may 

be role models to their children and the marital circumstances in a family may 

affect the choices that children make when growing up.  

 

Furthermore, this study suggests that adolescents in Limpopo province may still 

need to be empowered to negotiate safer sex with their partners, especially those 

adolescents between the ages of 15 and 19.  

 

This study’s findings also suggest that the reliability of the HIV information source 

made adolescents in Limpopo feel comfortable enough to go to the same source 

to access condoms and other pregnancy prevention methods.  

 

The study findings supported other study findings that alcohol misuse increases 

the likelihood of engaging in sexual intercourse. This study did not, however, 

show any association between alcohol misuse and other risky sexual behaviours, 

such as condom use. In addition, the study findings did not show significant 

difference in perception on reliability of HIV information sources between 

adolescents who do and those that do not misuse alcohol.  
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6.3 Recommendations 
 
 
In order to inform public policy, the following recommendations for all levels of 

HIV/AIDS programming targeting young people are proposed: 

 

• Targeted HIV communication should explore further the use of parents 

and school HIV-education programmes in order to reach very young 

people with abstinence messages.  

 

• Mass communication strategies should be used to increase HIV 

awareness, but should be complemented with individual-level HIV 

communication to increase comprehension and positive behaviour 

change. Greater emphasis should be placed on strengthening TV/radio 

which could be complemented with teacher/classroom HIV/AIDS 

communication. 

 

• Substance-abuse prevention should become a critical component of HIV 

prevention programmes, particularly addressing the consequences of 

alcohol misuse, in addition to condom-use messages. 

 

• Peer-to-peer communication should be guided in order that reliable HIV 

information is passed between and among friends. Since young people 

spend most of their time with each other, peers present an opportunity to 

reach more adolescents within the target group at individual level.  

 

• There is an urgent need to make clinic pamphlets promote more  

abstinence messages for adolescents and perhaps reduce the over-

reliance on clinic pamphlets to communicate HIV/AIDS messages to 

young people.  

 

• Prevention of alcohol misuse should form part of adolescent sexual-

behaviour-intervention programmes.  
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• All potential sources of condoms and other prevention methods should 

also be designed such that they can also provide client-directed reliable 

HIV information.  

 

• HIV/AIDS programmes for adolescents should strengthen the component 

on empowering adolescents to negotiate safe sex. In order to achieve this, 

attempts should be made to build the self-esteem of adolescents and 

involve boys in particular in roles clarification in order to use their 

masculinity to benefit relations between girls and boys. 

 

• Future evaluation studies on HIV/AIDS communication should go beyond 

measuring mere levels of exposure, but should include determining the 

reliability of the source of HIV information as perceived by the users at the 

national level.  

 

• There is also a need for a longitudinal study to clarify the role of source of 

reliable HIV information on adolescent sexual behaviour. 
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GLOSSARY OF TERMS 
 
 

 

Adolescence  The WHO defines adolescence as the developmental stage of life 

between childhood and adulthood development  

 

Reliable source This refers to a single source of information from which 

adolescents perceived they had received the most reliable HIV 

information. 

 

HIV information Any information relating to HIV and AIDS, including information on 

sexuality and prevention methods 

 

Risky behaviour Any behaviour that exposes and increases vulnerability to HIV 

infection among adolescents  

 

Sexual abstinence This is defined as adolescents who have not initiated sexual 

activity 

 

Sexual behaviour Any behaviour related to sex, including sexual debut, number of 

sexual partners, types of relationships and condom use 

 

Binge drinking This refers to taking five or more glasses of alcohol at one 

occasion.  
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APPENDICES 

 
Appendix 1: Questionnaire (part related to this study) 
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THIS IS THE END OF THE QUESTIONS. WE THANK YOU VERY MUCH FOR YOUR 
TIME! 
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Appendix 2: Ethics Approval letter 
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Appendix 3: Approval to use dataset for secondary analysis 
 

 


