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Abstract

Youth accounted for approximately 50% of new HIV infections across the globe. Lack of condom
use is associated with the HIV/STI risks. SSA have majority of the youth with multiple partners
during the previous 12 months. Though since 2000, condom use has increased by 10%. A cross
sectional study was conducted during the month of August 2011 to February 2012. Various
statistical packages were used such as chi square and multivariate analysis. There was
significant relationship between gender and condom use at the Universities P <0.001 in both
male and female. Multivariate analysis showed that gender was a significant control variable
when explaining the variability of condom use younger age group only. To help students make
informed sexual decisions various partners must be involved to broaden their clinical and
educational efforts. It is essential that youth receive HIV education on condoms accessibility and
clean needles and have access to health services. University students are the basis of the future
and represent the hope for an HIV/AIDS free generation. Condom use barriers and challenges
among the youth need to be emphasized. Supportive environment to ensure youth can access HIV
services. Mobilizing the institution of learning to become a vehicle for a HIV prevention.
Mainstreaming HIV/STI prevention and care into other sectors. Youth can be reached through
clubs, religious groups, sports, workplaces and the media. Opening dialogue on sensitive issues,
adults and young people need to work together on the issues of sexuality, sexual health education
and gender roles. Youth should involve in the campaigns to fight HIV and substance abuse.
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Introduction
The expectation to attend higher education is influenced by a complex set of factors, including
family, peers and schools. As educational opportunities expand in less-developed countries, the
expectation of the youth to attend Universities is important because educational aspirations have
been linked to educational attainment. Access to Universities’ education is particularly important
in less-developed countries where resources are scarce. As educational opportunities expand in
developing countries, it is important to understand the forces that influence youth’s education and
to understand how these forces interlink at the Universities. Youth are the foundation of a society,
their energy; inventiveness, character and orientation define the pace of development of a nation.
Globally, youth 15-24 years accounted for 45% of new HIV infections [1]. Research has
documented the fact that substance use and not using condoms are the most important indicators
associated with the risk of becoming infected with STI both among the youth [2,3].
Researchers have found both a high prevalence of STI in addition to early onset of sexual activity
without protection [4] and youth underestimated their risks of acquiring HIV. Many youth
experimented with alcohol and abused other substances. This behavior compromised their
judgment and increased their chances of engaging in risky sex .The limited published data on
HIV/STI risky behaviors among University students in Africa and indeed in much of Kenya, has
resulted in youth being sidelined by HIV prevention efforts, most of which are directed at high
school and out of school youth who are considered to be at high risk of HIV infection.
Challenge of growing up in a society where opportunity has been eroded by widespread
institutional collapse and Ministry of higher education has limited data on substance abuse,
HIV/STI among the youth in Kenyan Universities from which recommendations can be
developed. Data from the study suggests practical interventions and strategies towards reducing
HIV/STI among the youth in Kenyan Universities.
Sexual risky related behaviors
Based on data from 2005-2009, 47% of men and 32% of women aged 15-24 years in SSA
reported to have sex with multiple partners during the previous 12 months claimed to had used
condoms at their last intercourse. Since 2000, condom use has increased by 10% among young
women in 11 of 22 countries based and among young men in 11 of 17 countries based on trend
data [3].Women play a more proactive role in sex negotiations [5] found that better sexual

communication predicted condom use self-efficacy in a sample of women. Research has revealed
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that communication about condom use, especially with first partners, was a significant predictor
of condom use [6]. In the present study, boys had greater condom use self-efficacy than girls.
Frequency of intercourse has been found to be positively associated with condom use self-
efficacy [7] and relationship duration has been negatively associated with condom use self-
efficacy [8]. In addition, the association between age and condom use self-efficacy may be
moderated by sexual experience, which increases with age [7].
Where condoms were generally available, limited distribution systems had made access
problematic [9]. The few government outlets available tended to be widely dispersed and private
sector sources were frequently limited to urban areas, resulting in uneven availability throughout
countries. There has been no donor-government-private sector coordination or streamlining of
condom supply and distribution systems, resulting in a system breakdown. Many youth face
difficulties obtaining condoms because of the cost and limited accessibility. Condoms have not
been made sufficiently available in places of young people such as Universities. Negative beliefs
about condoms are significantly associated with less frequent condom use in various populations.
Reducing negative condom beliefs may help towards reducing sexual risk and identifying
significant correlates would inform us about what can be done to better promote condom use
[10]. Men may be the ones to actually experience physical discomfort and have more negative
condom beliefs than women. Studies on gender differences in condom use have shown that
women have greater condom use self-efficacy than men [11] although a few studies have found
no gender differences [12] and a few have found that men have greater condom use self-efficacy
[13,14] although men have behavioral control over condom use, self-efficacy in women may
reflect the ability to communicate about safe sex behaviors and convince their partners to use a
condom [15].
Research has revealed that a female’s perception of condom use self-efficacy may rely more on
her ability to effectively and convincingly communicate the desire to use a condom. Another
study has suggested that communication about condom use, especially with first partners, was a
significant predictor of condom use [6].
Frequency of sexual intercourse has been found to be positively associated with condom use self-
efficacy [7] and relationship duration has been negatively associated with condom use self-
efficacy [8]. In addition, the association between age and condom use self-efficacy may be

moderated by sexual experience, which increases with age [7].
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It was revealed that where condoms were available, limited distribution systems made them
inaccessible [9]. There has been no donor-government-private sector coordination or streamlining
of condom supply and distribution systems, in Kenya resulting in a system breakdown and
wasted resources. University students face limited condoms accessibility due to cost considering
they have not been made sufficiently available at the institutions. In this study, some of the
constructs such as knowledge, self-efficacy and norms were drawn from major theories of
behavioral change (information-motivation-behavior skills model).
The theory of reasoned action have been shown to predict HIV risk reduction [16,17]. Based on
data from 2005-2009, 47% of men and 32% of women aged 15-24 years in SSA reported to have
had used condoms with multiple partners during sex the previous 12 months. Since 2000,
condom use has increased by 10% among young women in 11 of 22 countries and among young
men in 11 of 17 countries based on trend data [3].
Gender differences have shown that women have greater condom use self-efficacy than men
[18,11] although a few studies have found no gender differences [12]. Women play a more
proactive role in sex negotiations [19] found that better sexual communication predicted condom
use self-efficacy in a sample of women.
Frequency of intercourse has been found to be positively associated with condom use self-
efficacy [7] and relationship duration has been negatively associated with condom use [8]. In
addition, the association between age and condom use may be moderated by sexual experience,
which increases with age [7]. Studies have found that negative beliefs about condoms are
significantly associated with less frequent condom use in various populations [20,10]. Reducing
negative condom beliefs may help towards reducing sexual risk and identifying significant
correlates would inform about what can be done to better promote condom use.
Men may be the ones to actually experience physical discomfort such as erection problems and
loss of sensation [21] men may have more negative condom beliefs than women and differential

correlates of negative condom beliefs could be found between men and women.
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Materials and Methods

The Study Area
The study was conducted among students in main and constituent campuses of Kenyan
Universities namely Egerton, Maseno, Kenyatta, Jomo Kenyatta University of Agriculture and
Technology, Moi University, Mt Kenya University, Kimathi and Narok Constituent College
Universities.

Study Design
A cross-sectional descriptive study design was used where data was collected at one point time.

Study population
All the students were selected from Kenyan Universities.

Sampling
Sample Size Determination
The required sample size was calculated using the formula of estimating a single population
proportion for a cross-sectional survey.
n=[Za/22 p (1-p)/d2]
Where, n is the required minimum sample size,
Z0/2 is a standard score corresponding to 95% ClI, and is thus equal to 1.96,
p is the proportion of substance abuse, since information in Kenyan Universities was not
available, 50%(0.5) was assumed to get the possible maximum sample size,
d is the margin of error and was taken to be 5% (0.05).
Due to multistage nature of the study a design effect 2.76 was considered and non-response rate
assumed to be 10%.
n =[1.962 x 0.5(0.5)/0.052] x 2.76 + n (10%) =1167

Accordingly, the final sample size was 1167 subjects.

Inclusion criteria
All the students in the selected Uuniversities in Kenya aged 18 -25 years.
All the students in their 4" year in the Universities.
Informed consent.

Communication in English or Kiswahili.
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Exclusion criteria

Refusal to give informed consent.
First, Second, Third Years and post graduate students
Below 18 or above 24 years.
Sampling method
A list of all Kenyan Universities was obtained from the Commission of Higher Education in
Kenya. Stratification of Universities and constituent Colleges was from the seven public mother
Universities which have resident student population, Constituent College university or Private.
Randomization was done from each of the stratum into two categories (urban or rural). Using the
above criteria six universities namely; Maseno, Kenyatta, Jomo Kenyatta University of
Agriculture and Technology, Moi, Mt Kenya University, Kimathi and Narok Constituent College
universities were randomized. Probability proportional to size sampling (PPS) was used.
Sampling was based on PPS to the enrolment size on the Universities in Kenya by noting the total
population.  Selection for each University was done using PPS strategy to pro-portionately
allocate 1167 questionnaires. Systematic random sampling was used to administer questionnaires
to the subjects.
Ethical considerations
Restricted access to the information collected and coding of questionnaires was observed. The
researcher linked up with the University’s administration to be granted permission to collect data.
Approval was sought from KEMRI SSC, NRC for Scientific and Ethical issues respectively. That
formed the basis for a clearance to the Universities by the Ministry of High Education and
Technology. Informed consent was obtained and signed by subjects. Absolute confidentiality was
not guaranteed as records could be reviewed by Study Investigator or Ethics Committee at
KEMRI. University’s administration conveyed and sensitized the students through memorandums
and posters about the study. Subjects were requested to avail for an interview at a place that one
felt comfortable. Interviews were in private, code identification and personal information from
the interview were not released without written permission from the subjects as abuse of some
substances is illegal. Consent forms and questionnaires were kept under key and lock to ensure
high level of confidentiality and privacy.
Subject’s participation was voluntary and could refuse to participate or withdraw. However the

results were for formulating policies for improvement of quality of education among students in
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Kenyan Universities. There was no cost to subjects for participating in this study. Dissemination
of results was in form of power point presentation that was done in all selected Universities.

Data collection
University’s administration granted permission to collect data from consenting students.
Questionnaires were anonymous and distributed publicly to the participants. Subjects were
requested to avail for an interview at a place that they felt comfortable. The main issues such as
reproductive health, substance abuse and HIV/STI risky behaviors were addressed. Focused
Group Discussion (Appendix 11) for the youth and Key Informants Interview (Appendix 111)
were performed addressing issues of substance abuse and HIV/STI sexual risky behaviors. Semi-
Structured Questionnaires (SSQ) (Appendix 1) were developed and pre-tested in one University
but were not included in the analysis of results. After pre-testing the necessary modifications
were made in the questionnaires which were administered after prior consent of the subjects.
Three research assistant were trained on how to administer the questionnaire.
Data entry, cleaning, analysis and Management

Data entry using unique identifiers were done in duplicate for validation (double entry) and cross-
checked for entry error and range checks. Data Analysis was done using SPSS version 12.0 for
windows. Qualitative data typed into MS Word exported to NVivo version for coding and
analysis based on themes (thematic analysis) and described. Descriptive statistics was obtained
for different quantitative variables. Frequencies and percentages were used to present categorical
variables. Descriptive statistics including mean, standard deviation, frequency distribution and
proportions were done for different groups i.e. sex behavioural practices, age and level of

education. Categorical variables were compared using Chi square test.
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Results

Table 1. Associations between gender, sexual behaviors and condom use (N=1167)

Male vs. female®

Sexual behaviors/condom use® Adjusted OR (95% ClI) \ p-Value
Sexual orientation
Heterosexual 1.00
Homosexual 0.27 (0.07-1.06) 0.060
Bisexual 0.60 (0.21-1.75) 0.352
Age of first sexual activity

<18 years 1.00
>18 years 0.72 (0.40-1.30) 0.275
Methods to prevent STIs
No method used 1.00
Condom 5.10 (2.14-12.16) 0.0002**
Number of sexual partners during lifetime
One 1.00
Two or three 0.93 (0.48-1.78) 0.820
Four or more 1.75 (0.77-3.97) 0.181
Have sex during past 12 months
No 1.00
Yes 0.56 (0.28-1.13) 0.103
Number of sex partners during past 12 months
One 1.00
Two or more 1.16 (0.55-2.45) 0.702
Yes 1.70 (0.35-8.40) 0.513

®Multiple logistic regression with adjustment for demographic variables ( age, sex) was used to
determine the associations between gender, sexual behaviors and condom use.

®Independent variable was gender.

‘Dependent variables were sexual behaviors and condom use.

Methods to prevent STIs (0 for no method used and 1 for condom), number of sexual partners
during lifetime (0 for one, 1 for two or three, and 2 for four or more), have sex during past 12
months (0 for no and 1 for yes), number of sex partners during past 12 months (0 for one and 1

for two or more)

**n<0.01.
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Discussion
There was significant relationship between gender condom use at the Universities P=0.0002.
These results are consistent with [22] most sexuality studies have focused on vaginal intercourse.
A study found that 66% continued to engage in either sex-related or drug-related risky sexual
behavior even after they were aware of being HIV status and 42% admitted to having engaged in
both types of risk behavior [17].
Conclusions
The study provided a more comprehensive understanding of youth sexual risky behaviors.
Students perceived condom use beneficial, more prevalent and more acceptable for prevention of
HIVISTI. To help students make informed sexual decisions, parents, health care professionals
and other educators must broaden their clinical and educational efforts to include and counseling
and education about condom use. Sociocultural factors make youth vulnerable and programming
for youth ought to reflect this reality. It is essential that youth receive HIV education on condoms
accessibility and clean needles and have access to health services. Therefore, all young people
need information on the risks of sexual transmission and means of protection, even if the region
is not currently experiencing a sexually driven epidemic. University students are the basis of the
future and represent the hope for an HIV/AIDS free generation.
Recommendations
Creating a supportive environment by implementing polices that ensure youth can access HIV
and reproductive health education and services i.e VCT. Youth act more responsibly and develop
self-esteem when offered good role models, affirming relationships and safe environments.
Mobilizing the institution of learning to become a vehicle for a comprehensive prevention and
care program for youth in Universities. Mainstreaming HIV/STI prevention and care into other
sectors. Youth can be reached through clubs, religious groups, sports, workplaces and the media.
Opening dialogue on sensitive issues, adults and young people need to work together on the
issues of sexuality, sexual health education and gender roles. Mobilization of the youth, people
and communities should be involved in the campaigns to fight HIV and substance abuse. Youth
are increasingly being recognized as a key resource for changing the course of the HIV epidemic.
Their understanding of life is developed both with and among their peers. Friends shape young

people’s understanding of social relationships and the acquisition of negotiation. It is critical that
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there be monitoring and evaluation of interventions in order to assist key partners, leaders,

administrators and policy makers in formulating decisions.
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