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Abstract

Introduction: South Africa faces disproportionately high rates of sexually transmitted diseases (STDs), especially in low-income
communities. Understanding how demographic, socioeconomic, and knowledge-based factors influence sexual behaviour is
critical for targeted public health interventions. Therefore, this study examined the relationships between socioeconomic status
(SES), education, ethnicity, marital status, STD awareness, and sexual behaviour among women aged 15 — 49 in low-income
South African communities. Methods and Materials: We conducted a cross-sectional study utilizing data from the South
Africa Demographic and Health Survey 2016 (SADHS 2016). Key variables included sexual behaviour (safe versus risky),
SES, education, place of residence, ethnicity, marital status, and awareness of STDs. Bivariate and multivariable analyses were
used to assess associations between sexual behaviour and the aforementioned variables. Results: Among 8,513 respondents,
22.3% (95% CI: 21.1-23.5) engaged in risky sexual behaviour. Higher SES was associated with increased odds of risky
behaviour, as were White, Coloured, and Indian/Asian ethnicities compared to Black Africans. Conversely, higher education
levels, being married or cohabiting, and STD awareness (having heard of AIDS) significantly reduced risky sexual behaviour.
Urban residence had no significant effect. These findings highlight the influence of socioeconomic and educational factors on
sexual health outcomes. Conclusion: Sexual behaviour may be influenced by a number of factors, and behavioural patterns
vary across groups. Public health strategies and intersectional approaches to sexual health should be considered to enhance
education and STD awareness to reduce risky behaviours and improve sexual health outcomes in different population groups.
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Introduction factor that is associated with unsafe sexual practices, with
younger females (15-24 years) more likely to engage in
unprotected sex with multiple partners [6], this heightened
vulnerability is due to a lack of awareness, societal influences,
and limited access to sexual and reproductive health services
[7]. Socioeconomic factors, including poverty, low education

Sub—Saharan Africa (SSA) experiences a substantial share
of the worldwide sexually transmitted infection (STI)
cases, accounting for approximately 40% of the global total
[1-2]. Approximately 19 million new STI cases are reported

annually in the region, around 50% of infections oceur in  joyels and unemployment, are strongly linked to a rise in the
individuals aged 15 — 24 [3]. As of 2020, approximately 1y ofHTV infection [8]. Of the two million adolescents living
7.7 .mllhon people in South Africa were living with HIY‘ with HIV/AIDS globally, 82% reside in sub-Saharan Africa,
While STIs and HIV affect both sexes, young women in .4 each day, 460 adolescent girls become infected with

Sub-Saharan Africa face significantly higher biological, iy in eastern and southern Africa. South Africa, with the
social, and economic risks [4]. Moreover, gender differences

in HIV risk behaviours in South Africa have been linked
to socioeconomic status, intimate partner violence, and
psychosocial factors [5]. It is hereby essential to understand
the factors influencing young women's sexual behaviour Around 14 million young people die each year from sexual and

to create effective human immunodeficiency virus (HIV)  reproductive health problems, despite the known benefits of
prevention measures. safe sex practices [8, 11]. Adolescents' sexual risk behaviours

may be shaped by their social and economic conditions,

world's highest HIV prevalence (13.5%, affecting 7.7 million
people), also faces high rates of early adolescent pregnancies,
which further increases the risk of HIV transmission [9-10].

The literature indicates that age is a significant demographic
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including intimate partner violence, caregiver support, and
access to basic needs [12]. The relationship between income
or wealth and HIV risk remains complex and requires further
investigation. Some studies suggest that socioeconomic
stressors might push individuals of lower socioeconomic
status (SES) towards riskier sexual behaviours, such as
engaging in transactional sex. However, more evidence is
needed to understand better how socioeconomic indicators
impact People Living with HIV (PLWHIV) in South Africa,
especially when accounting for behavioural and demographic
factors [13-14].

The DREAMS initiative by President’s Emergency Plan
for AIDS Relief (PEPFAR), launched in 2015, uses 12
evidence-based interventions to tackle social and economic
factors and improve HIV prevention in young women in sub-
Saharan Africa [15]. Despite these efforts, high rates of STDs
persist in South Africa's low-income communities, reflecting
systemic challenges such as poverty, limited healthcare
access, and inadequate sexual health education. This research
aims to investigate how demographic factors, socioeconomic
status (SES), and sexually transmitted diseases (STD)
knowledge influence sexual behaviour among females aged
15 to 49 in these communities. Understanding these factors
is key to developing interventions that address root causes
and support informed sexual health decisions. By focusing
on the demographic disparities and socioeconomic inequities,
this research has the potential to inform policy and practice,
strengthen health systems, and reduce health disparities in
South Africa and beyond.

Methods and Materials

2.1 Dependent Variable

This study used sexual behaviour as an outcome variable
generated using Multiple Correspondence Analysis (MCA).
Risky sexual behaviours comprised actions that increased
the likelihood of adverse health outcomes such as STIs
and unplanned pregnancies. Specifically, this included
unprotected sex (vaginal, oral, or anal), having multiple
sexual partners, early sexual debut, engaging in sex with
high-risk partners (e.g., those who inject drugs, those with
other multiple sexual partners), and alcohol/substance use
during sexual encounters. To achieve this, a set of categorical
variables related to sexual behaviour were identified as
input variables for MCA. These variables captured different
aspects of sexual behaviour, including condom use, number
of sexual partners, history of transactional sex, and history
of sexually transmitted infections (STIs). By applying
MCA, the multi-dimensional data were reduced into a
single composite score that represents an individual's sexual
behaviour pattern. Principal coordinates were assigned to
each response category. Through this process, individual
observation was positioned along a continuum from safe to
risky sexual behaviour based on their MCA scores. To create
a binary variable, the MCA scores were split into two equal
quantiles (median split approach).
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The binary outcome variable was coded as 0 = safe sexual
behaviour and 1= risky sexual behaviour. Additional file 1
showed the list of variables used to generate sexual behaviour
variable.

2.2 Independent Variables

The explanatory variables included were socioeconomic
status (high SES and low SES), highest education level (no
education, primary, secondary and higher education), locality
type (urban and rural), ethnicity (Black/African, White,
Coloured and Indian/Asian), marital status (never in union,
married/living with partner and widow/divorced/separated,
ever heard of STI (no and yes), and Ever heard of AIDS (no
and yes). In the South African context, the term Coloured
refers to a distinct, officially recognized population group of
mixed ancestry, with its own cultural, linguistic, and historical
identity. This classification stems from apartheid-era racial
categorization and differs significantly from its usage in
other contexts, such as the United States. Socioeconomic
status is a composite variable representing different levels
of socioeconomic standing. It was constructed using MCA,
following the same approach as the dependent variable.
Additional file 2 showed the list of variables used to generate
the socio-economic status.

2.3 Statistical Analysis

The statistical analyses were carried out using STATA 18
(Standard Edition). Survey weights were used in all statistical
analyses. Descriptive statistics were employed to summarise
sample characteristics. Two distinct models were used.
Model I: Univariate analyses were performed to explore the
relationship between sexual behaviour and each independent
variable. Variables determined statistically significant were
included in multivariable logistic regression models to
identify characteristics risky sexual behaviour. Model II was
fitted using a backward stepwise logistic regression, with
variables retained based on a p-value exclusion threshold
of 0.2. The strength, direction, and level of statistical
significance were established using adjusted odds ratios
(aOR), 95% confidence intervals (CI), and p-values < 0.05.
A coefficient plot was also utilised to show the estimates
from the two models. The stepwise regression approach was
chosen to simplify the model by eliminating non-significant
variables. Although stepwise regression may raise concerns
about overfitting, the sample size was adequate in this study.

2.4 Ethical Clearance

No formal ethical approval was sought for this study, as the
study utilised open-source data available from Statistics
South Africa (Stats SA) via the following link: https://
dhsprogram.com/methodology/survey/survey-display-390.
cfm. The dataset includes a range of characteristics, from
sociodemographic, maternal and child health, as well as
knowledge of HIV/AIDS and HIV transmission collected
from a nationally representative sample. The data is publicly
available for research purposes and has been anonymized to
protect the privacy and confidentiality of the respondents.
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The use of this data complies with the terms and conditions
set by Statistics South Africa (Stats SA), which allows for
its use in academic and policy research. The researchers
acknowledge Stats SA for providing access to this valuable
data [17].

Results

The sample consisted of n = 8,513 participants. Over half
of the sample were from high SES (54.0%), 77.1% had
completed secondary school, over two thirds (67.3%) lived in
urban areas and 86.8% were Black/African. Moreover, most
of the participants were never married (58.6%), and over
90% had ever heard of an STI (96.5%) and AIDS (95.6%).
Of 8,513 participants, 22.3% (95% CI: 21.1-23.5) engaged
in risky sexual behaviour. A higher prevalence of risky sexual
behaviour was observed among participants from high SES,
those with primary education, rural residents, the Coloured
ethnic group, those who never married, and those who never
had an STT or AIDS.

Table 1. Sample Characteristics

Variables Sample Risky P value
n % 95% CI

Total 8513 22.3 21.1-23.5

Socioeconomic status

High SES 4304 234 21.9-25.0 0.036*

Low SES 3931 21.1 19.4-22.8

Highest educational level

No education 190 21.5 15.0-29.7 0.001*

Primary 862 24.7 20.8-29.1

Secondary 6581 229 21.6-243

Higher 880 16.4 13.8-19.5

Type of place of residence

Urban 4804 21.6 20.2-23.1 0.080

Rural 3709 237 21.9-25.7

Ethnicity

Black/African 7358 213 20.1-22.6 0.005*

White 214 22.8 16.5-30.7

Coloured 848 29.8 26.6-33.3

Indian/Asian 88 352 19.4-55.1

Marital Status

Never in union 5134 32.6 30.9-34.4 <0.001*

Married/Living with partner 2840 38 3.0-4.8

Widow/Divorced/Separated 539 32.2 27.5-37.2

Ever heard of STI

No 267 333 27.8-39.4 <0.001*

Yes 8246 219 20.7-23.1

Ever heard of AIDS

No 332 329 27.7-38.6 <0.001*

Yes 8181 21.8 20.6-23.0

* Indicate significance at 95%

3.1 Bivariate Analysis

The bivariate analysis results evaluating sexual behaviour
against each independent variables were added as additional
files. Further, additional file 3 showed a bivariate association
between sexual behaviour and each independent variable.
The following section focuses solely on coefficient plots for
significant variables included in the Multivariable model.

3.2 Multivariable Analysis

In the first model (Model I), the odds of risky sexual be-
haviour were significantly higher among those from high
SES compared to low [Adjusted odds ratio (aOR) = 1.28
(95% CI: 1.15-1.44), p = <0.001], and also significantly
higher among Whites [aOR=2.60 (95% CI: 1.74-3.88), p =
<0.001], Coloured people [aOR=1.78 (95% CI: 1.49-2.14),

Q

Figure 1. Coefficient Plot of Factors Associated with Risky Sexual
Behaviour
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p = <0.001] and Indian/Asians [aOR=4.57 (95% CI: 2.65—
7.89), p=<0.001] than Black Africans. However, the odds of
risky sexual behaviour were significantly lower among those
with higher education compared to those without formal ed-
ucation [aOR = 0.43 (95% CI: 0.28-0.67), p = 0 <0.001].
The odds of risky sexual behaviour were also significantly
lower those who were married or living with a partner com-
pared to those who were never in union [aOR = 0.07 (95%
CI: 0.05-0.08), p = <0.001]. In the second model (Model 1),
the odds of risky sexual behaviour were significantly high-
er among those from high SES compared to low [aOR =
1.28 (95% CI: 1.10-1.48), p = 0.001], and also significantly
higher among Whites [aOR = 2.82 (95% CI: 1.78-4.45), p =
<0.001], Coloured people [aOR = 2.33 (95% CI: 1.78-2.80),
p = <0.001] and Indian/Asians [aOR=4.57 (95% CI: 4.91—
8.29), p=<0.001] than Black Africans. However, the odds of
risky sexual behaviour were significantly lower among those
with secondary education [aOR = 0.72 (95% CI: 0.59-0.89),
p =0.003] and higher education [aOR = 0.50 (95% CI: 0.36—
0.70), p=<0.001] compared to no those without formal edu-
cation. The odds of risky sexual behaviour were also signifi-
cantly lower those who had heard of AIDS before compared
to those who had never [aOR = 0.54 (95% CI: 0.39-0.74), p
=<0.001].

Discussion

This study investigated the associations of demographic
factors, socioeconomic status, and STD/HIV knowledge with
sexual behaviour among females aged 15 to 49 in low-income
communities in South Africa. Understanding the factors
influencing young women's sexual behaviour is crucial for
designing effective prevention strategies. Our study revealed
that although females who engage in safe sexual behaviours
form a larger proportion, a significant number still engage
in risky sexual behaviours. Overall, this study found that
individuals with high socio-economic status, White people,
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Coloured people, and Indians were significantly associated
with engaging in risky sexual behaviours. Conversely,
individuals with secondary or higher education, those who
are married or cohabiting, and those aware of AIDS were
less likely to engage in risky behaviors.

This study found a significant association between high SES
and risky sexual behaviours. This aligns with a previous
study which identified a positive association between high
SES and engagement in risky sexual behaviours [18, 19],
suggesting that these individuals may be likely to participate
in risky behaviours due to access to resources, and different
social norms or expectations compared to individuals with
lower SES who may be less exposed socially. On the other
hand, low SES individuals face barriers to safe practices
due to financial constraints and limited access to prevention
resources. A study in Durban, South Africa, confirmed that
poverty and unemployment hinder access to HIV prevention
[20]. Overall, both high and low SES present distinct sexual
health challenges, necessitating tailored interventions. A
meta-analysis in sub-Saharan Africa found that 75% of
sexually active male youths engaged in high-risk sex with
girls usually within the same age brackets as themselves
[21]. Uchidi et al. linked multiple sexual partnerships to
factors like young age, urban residence, higher education,
media exposure, and working away from home. These
findings highlight the need for targeted interventions. [22].
The finding that higher socioeconomic status (SES) was
associated with increased risky sexual behaviours, while
higher educational attainment appeared protective, highlights
a complex dynamic. It is possible that girls from higher SES
households may experience greater exposure to socially
permissive environments where risky behaviour is more
normalized and increased access to unsupervised leisure
or peer group influence, which could facilitate engagement
in risk behaviours. In contrast, higher education may be
associated with improved knowledge, empowerment, and
access to sexual and reproductive health resources, fostering
more informed and protective decision-making.

Our study further found that individuals with secondary
or higher education levels are less likely to engage in
risky sexual behaviour compared to those with lower or
no higher education. These findings are consistent with
existing literature [23]. Studies have examined the impact of
secondary and higher education on risky sexual behaviours,
including early sexual debut, having multiple partners, and
inconsistent condom use. Studies show that adolescents with
secondary education tend to delay sexual debut, have fewer
partners, and use condoms more consistently than those with
only primary or limited education [24-30]. Schools may
be thought to provide structured environments with sexual
education programs, which further reinforce safe practices.
Rather than the number of sexual partners alone, it is possible
that the nature of those relationships, including condom use,
equality in decision-making, and mutual consent, plays a

Research Article

more critical role in determining sexual health risk for young
girls. For instance, an individual with multiple partners who
consistently uses protection may face less risk than someone
in a monogamous relationship with a partner engaging in
unprotected sex with others. The results also showed that
married or cohabiting individuals generally appeared to be
less likely to engage in risky sexual behaviours compared
to those who had never been in a union. A recent study also
supported this, indicating that factors such as longer-term
relationships and stable partnerships contribute to lower
engagement in risky sexual activities. However, inconsistent
condom use remains a concern among married and cohabiting
individuals [31-33].

Our study found that those who had heard of AIDS were
significantly less likely to engage in risky behaviours
compared to those who had not. This finding aligns with
multiple studies conducted in South Africa, which confirm
that HIV knowledge is associated with increased condom
use and safer sexual practices [31, 34 — 36]. These emphasize
the critical role of awareness and knowledge in influencing
sexual behaviour. Lastly, our analysis also showed that
living in rural areas was a significant factor. Individuals
living in rural areas were slightly more likely to engage
in risky behaviors due to limited access to sexual health
services, sex education, STI awareness, and prevention
resources. Cultural and social norms in rural areas may
also discourage contraceptive use while promoting early
marriage. Economic disparities contribute to transactional
sex and multiple partnerships for financial support [37 —39].
Another study conducted by Eaton and colleagues in South
Africa highlighted the significant influence of both proximal
(interpersonal relationships and physical/organizational
environments) and distal (cultural and structural) contexts
on sexual behaviour. Economic deprivation was identified
as a pervasive factor contributing to risky sexual practices.
Social norms that perpetuate women's subordination within
sexual relationships were found to exacerbate unsafe sexual
behaviours [40].

Research highlights that socioeconomic and community
factors strongly influence sexual behaviour in low-income
settings. Poverty, inadequate healthcare services, and weak
social cohesion increase engagement in risky behaviours. A
systematic review found that negative peer influences and
gender power imbalances exacerbate unsafe sexual practices
[40 — 42]. Neighbourhood-level studies further emphasize
the role of peer attitudes and economic hardship in shaping
young women’s sexual behaviours. Comparisons with other
African countries reveal similar patterns, reinforcing the
need for comprehensive sexual education, family-based
health programs, and economic empowerment initiatives to
promote safer sexual practices [43].

These findings highlight the urgent need for targeted
interventions, including comprehensive sexual education,
community-and family-based health programs, and
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economic empowerment initiatives, to promote safer sexual
practices among women in low-income communities within
South Africa and sub-Saharan Africa in general.

Our study has some limitations. We used an outcome
variable derived from a composite of self-reported indicators
of sexual behaviour, such as history of STIs and condom use
during the most recent sexual encounter. Relying on self-
reported data introduces the potential for recall bias, where
participants may inaccurately remember or report their
behaviours due to social desirability bias or memory lapses.
This limitation could affect the accuracy and reliability of the
findings, as participants may underreport risky behaviours or
overstate adherence to safe practices. Additionally, the cross-
sectional design of the study limits causal inference regarding
the relationships observed between demographic factors,
socioeconomic status, STD/HIV knowledge, and sexual
behaviours. The inability to establish temporal sequences
prevents definitive conclusions about causality, highlighting
the need for longitudinal studies to better understand the
dynamics influencing sexual behaviour in low-income South
African communities over time. While the study included a
large sample size of over 8,000 participants, the variability in
the data may have contributed to wider confidence intervals
for some estimates, with certain intervals exceeding a range
of 3 in the final models. This suggests that there may be
substantial uncertainty around these specific estimates,
which could be due to heterogeneity in the population or
the variability in certain factors. However, the large sample
size ensures that the results are generally robust, and the
wider confidence intervals should be interpreted as reflecting
inherent data variability rather than limitations in sample
size. Lastly, while the role of partner violence in shaping
sexual behaviour is well-documented, particularly in contexts
where power imbalances limit women’s sexual autonomy,
our dataset did not include sufficient responses to questions
that are directly related to intimate partner violence. This is
a limitation, and future research should incorporate GBV-
related measures to better understand how structural and
interpersonal violence intersect with sexual risk, especially
among adolescent girls and young women. Furthermore, as
SES was measured using a self-reported composite index,
it may not accurately reflect income or economic stability,
which could limit the precision of interpretations drawn from
SES-related patterns in sexual behaviour.

4.1 Implications and Policy Recommendations
Implications: The persistence of risky sexual behaviours
among females in low-income communities underscores
the need for targeted education and intervention programs.
Tailoring educational efforts to the socio-economic and
cultural realities of these communities is essential for
influencing behaviour change and reducing risk. The
association between high socio-economic status (SES) and
risky sexual behaviours highlights the diverse influences on
sexual health. Public health strategies should acknowledge

Q

SES-driven disparities, ensuring that individuals with high
SES receive appropriate education rather than assuming they
already possess adequate knowledge. For those with lower
SES, interventions must tackle barriers such as poverty and
limited healthcare access to facilitate safer sexual practices.
Interventions should not focus solely on Black/African
individuals but consider the distinct needs of other racial
groups. Cultural sensitivity is key, ensuring interventions
align with diverse beliefs and norms. Addressing healthcare
access disparities across racial groups is crucial for improving
health outcomes and mitigating risk.

The protective effect of secondary or higher education
against risky behaviours reinforces the importance of
improving educational access in low-income communities.
Public health policies should prioritize comprehensive
sexual education in schools, equipping individuals with
the knowledge and skills to make informed sexual health
decisions. The lower likelihood of risky sexual behaviours
among married or cohabiting individuals suggests that
promoting stable relationships could be a viable public
health strategy. Programs fostering relationship stability
and mutual responsibility may reduce high-risk practices.
Conversely, interventions for single individuals should
emphasize safe sex education and access to healthcare
services. Ensuring condom accessibility and promoting
proper usage awareness in social settings can enhance safe
sex practices. Policies advocating for condom availability in
public and private spaces, alongside community engagement
initiatives, can create supportive environments for safer
behaviors. The study’s finding that AIDS awareness reduces
risky behaviors underscores the importance of public health
campaigns and community outreach. Efforts should focus on
accurate, widespread information dissemination, particularly
in high-risk and low-income communities. Community
health workers can play a vital role in delivering culturally
appropriate education and facilitating healthcare access.
Regular monitoring and evaluation will ensure interventions
remain effective and responsive.

Recommendations: Effective interventions must address the
interplay of demographics, SES, and STD/HIV knowledge
among females aged 15 to 49 in low-income South African
communities. Strategies should include school-based
comprehensive sex education, community-driven initiatives
led by peer educators and local leaders, and healthcare-
centred programs ensuring accessible counselling and
resources in clinics and hospitals. Programs should be
stratified by SES, addressing healthcare access, education,
and financial constraints that shape sexual behaviours.
Given South Africa’s history of racial health disparities,
interventions should be ethically designed to prevent stigma
while engaging communities in equitable implementation.
Addressing gender norms is crucial, requiring empowerment
programs that strengthen women'’s negotiation skills for safer
sex, promote gender equality, and engage men in challenging
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harmful stereotypes. Economic dependence and limited
legal protections must also be addressed through supportive
policies that enhance female autonomy and safety.

Conclusion

This study provides insights into the complex relationships
between demographic factors, socioeconomic status,
and STD/HIV knowledge and their impact on the sexual
behaviour of females aged 15 to 49 in low-income South
African communities. The findings highlight the importance
of targeted educational interventions aimed at increasing
awareness of HIV/AIDS and other STDs, promoting safe
sexual practices, and addressing cultural and socioeconomic
barriers that influence sexual behaviours differently across
racial groups. Despite limitations such as reliance on self-
reported data and the cross-sectional study design, the
results highlight critical areas for public health intervention.
Moving forward, longitudinal research and comprehensive,
culturally sensitive programs are essential to sustainably
reduce risky sexual behaviours and improve sexual health
outcomes in these vulnerable populations. By addressing
these challenges systematically, stakeholders can develop
more effective strategies that empower individuals to make
informed decisions about their sexual health and well-being.

Conflict of Interests: Authors declare no conflict of interests
Data availability: https://dhsprogram.com

Conceptualisation: DNE, SCC; Literature review: TOO,
DNE; Methods: DNE, SCC, FLH., MMM, TOO; Data
Analysis: SCC, SSD, FLH; Discussions: SSD, DNE, SCC,
TOO, MMM; Write-up and Review: DNE, SCC, SSD,
FLH, TOO, MMM

References

1. Morris, J. L., & Rushwan, H. (2015). Adolescent sexual and
reproductive health: The global challenges. International Journal
of Gynecology & Obstetrics, 131(S1). https://doi.org/10.1016/j.
ijg0.2015.02.006

2. Pandey, P. L., Seale, H., & Razee, H. (2019). Exploring the factors
impacting on access and acceptance of sexual and reproductive health
services provided by adolescent-friendly health services in Nepal. PLOS
ONE, 14(8), €0220855. https://doi.org/10.1371/journal.pone.0220855

3. Yakubu, I., & Salisu, W. J. (2018). Determinants of adolescent
pregnancy in sub-Saharan Africa: a systematic review. Reproductive
Health, 15(1), 15. https://doi.org/10.1186/s12978-018-0460-4

4. World Health Organization. Global HIV & AIDS estimates 2020
[Internet]. Available from: https://www.who.int/gho/hiv/epidemic
status/en/

5. Rogan, M., Hynie, M., Casale, M., Nixon, S., Flicker, S., Jobson, G.,

& Dawad, S. (2010). The effects of gender and socioeconomic status
on youth sexual-risknorms: evidence from a poor urban community in
South Africa. African Journal of AIDS Research, 9(4), 355-366. https://
doi.org/10.2989/16085906.2010.545639

6. Johnson, B., Doherty, T., Fleming, P., Marin, B., & Senturia, K. (2011).
Age and risky sexual behavior among young adults in South Africa.
AIDS and Behavior.

7. Vondo N, Mabaso M, Mehlomakulu V, Sewpaul R, Davids A, Ndlovu P,
Sekgala D, Shandu L and Moyo S (2023) Risky sexual behaviors among
orphaned youth in South Africa: findings of the 2017 population-based
household survey. Front. Child Adolesc. Psychiatry 2:1033663. https://
doi.org/10.3389/frcha.2023.1033663

Research Article

8. Malga, P. F,, Setlalentoa, B. M., Oduaran, C., & Maforah, N. (2018).
Factors Influencing HIV/AIDS and Risky Sexual Behaviour Among
Learners in South Africa. Global Journal of Health Science, 10(5), 197.
https://doi.org/10.5539/gjhs.v10nS5p197

9. Christofides, N. J., Jewkes, R. K., Dunkle, K. L., Nduna, M., Shai, N.
J., & Sterk, C. (2014). Early adolescent pregnancy increases risk of
incident HIV infection in the Eastern Cape, South Africa: a longitudinal
study. Journal of the International AIDS Society, 17(1), 18585. https://
doi.org/10.7448/1AS.17.1.18585

10.Johnson, L. F., Dorrington, R. E., & Moolla, H. (2017). HIV epidemic

drivers in South Africa: A model-based evaluation of factors accounting
for inter-provincial differences in HIV prevalence and incidence trends.
Southern African Journal of HIV Medicine, 18(1), 695. https://doi.
org/10.4102/sajhivmed.v18i1.695

.Liang, M., Simelane, S., Fortuny Fillo, G., Chalasani, S., Weny,

K., Salazar Canelos, P., Jenkins, L., Moller, A.-B., Chandra-Mouli,
V., Say, L., Michielsen, K., Engel, D. M. C., & Snow, R. (2019).
The State of Adolescent Sexual and Reproductive Health. Journal
of Adolescent Health, 65(6), S3—S15. https://doi.org/10.1016/j.
jadohealth.2019.09.015

12.Zamudio-Haas, S., Auerswald, C., Miller, L., Amboka, S., Agot,

1., Kadede, K., Otieno, B., Odhiambo, H., Odeny, D., Onyango, J.,
Bukusi, E. A., & Truong, H.-H. M. (2021). Seeking a “Sponyo”:
Insights Into Motivations and Risks Around Intergenerational
Transactional Sex Among Adolescent Boys and Girls in Kenya. The
Journal of Adolescent Health : Official Publication of the Society
for Adolescent Medicine, 68(5), 930-936. https://doi.org/10.1016/j.
jadohealth.2020.09.027

13.Booysen, F. le R., & Summerton, J. (2002). Poverty, risky sexual
behaviour, and vulnerability to HIV infection: evidence from South
Africa. Journal of Health, Population, and Nutrition, 20(4), 285-288.

14.1e R Booysen, F. (2004). HIV/AIDS, poverty and risky sexual
behaviour in South Africa. African Journal of AIDS Research : AJAR,
3(1), 57-67. https://doi.org/10.2989/16085900409490319

15.Saul, J., Bachman, G., Allen, S., Toiv, N. F., Cooney, C., & Beamon, T.
(2018). The DREAMS core package of interventions:A comprehensive
approach to preventing HIV among adolescent girls and young women.
PLOS ONE, 13(12), €0208167. https://doi.org/10.1371/journal.
pone.0208167

16.National Department of Health (NDoH), Statistics South Africa
(Stats SA), South African Medical Research Council (SAMRC), &
ICF. (2018). South Africa Demographic and Health Survey 2016:

Key findings. Pretoria, South Africa, and Rockville, Maryland, USA:
NDoH, Stats SA, SAMRC, and ICF.

17. Tripathy, J. P. (2013). Secondary Data Analysis: Ethical Issues and
Challenges. Iranian Journal of Public Health, 42(12), 1478-1479.

18.Ali, M. M., Merdad, L., & Bellizzi, S. (2021). Socioeconomic
variations in risky sexual behavior among adolescents in 14 sub-
Saharan Africa countries who report ever having had sex. International
Journal for Equity in Health, 20(1), 11. https://doi.org/10.1186/512939-
020-01352-8

19.0dimegwu, C. O., & Ugwu, N. H. (2022). A multilevel mixed effect
analysis of neighbourhood and individual level determinants of risky
sexual behaviour among young people in South Africa. Reproductive
Health, 19(1), 119. https://doi.org/10.1186/s12978-022-01407-9

20.Haffejee, F., Ducray, J., Basdav, J., & Kell, C. (2023). Factors
influencing the adoption of HIV prevention measures in low socio-
economic communities of inner-city Durban, South Africa. SAHARA
J : Journal of Social Aspects of HIV/AIDS Research Alliance, 20(1),
2185806. https://doi.org/10.1080/17290376.2023.2185806

21.Berhan Y, Berhan A. A Meta-Analysis of Risky Sexual Behaviour
among Male Youth in Developing Countries. AIDS Res Treat.
2015;2015:580961. doi: 10.1155/2015/580961

22.Uchudi J, Magadi M, Mostazir M. A multilevel analysis of the
determinants of high-risk sexual behaviour in sub-Saharan Africa. J
Biosoc Sci. 2012 May;44(3):289-311. doi: https://doi.org/10.1017/
S0021932011000654 Epub 2011 Nov 9. PMID: 22067066.

23.Niland, R., Flinn, C., & Nearchou, F. (2024). Assessing the role of
school-based sex education in sexual health behaviours: a systematic
review. Cogent Psychology, 11(1). https://doi.org/10.1080/23311908.2
024.2309752

1

j—

Volume XIV | Issue 1| 2025 MJGH | 41



Research Article

24.Rashid, S., & Mwale, M. (2016). The Effects of Sex Education
on the Risky Sexual Behaviour of School Going Adolescents.
Psychology and Developing Societies, 28(1), 126—-138. https://doi.
org/10.1177/0971333615622910

25.Bae, S.-H., Jeong, J., & Yang, Y. (2022). Socially Disadvantaged

Community Structures and Conditions Negatively Influence Risky
Sexual Behavior in Adolescents and Young Adults: A Systematic
Review. International Journal of Public Health, 67. https://doi.
org/10.3389/ijph.2022.1604488

26.Pettifor, A. E., Levandowski, B. A., MacPhail, C., Padian, N. S.,

Cohen, M. S., & Rees, H. V. (2008). Keep them in school: the
importance of education as a protective factor against HIV infection
among young South African women. International Journal of
Epidemiology, 37(6), 1266—1273. https://doi.org/10.1093/ije/dyn131
27.HSRC. (2023). New HIV Survey Highlights Progress and Ongoing
Disparities in South Africa’s HIV Epidemic - HSRC. https://hsrc.ac.za/
press-releases/hsc/new-hiv-survey-highlights-progress-and-ongoing-
disparities-in-south-africas-hiv-epidemic/
28.Chandra-Mouli, V., Lane, C., & Wong, S. (2015). What Does Not Work
in Adolescent Sexual and Reproductive Health: A Review of Evidence
on Interventions Commonly Accepted as Best Practices. Global
Health, Science and Practice, 3(3), 333-340. https://doi.org/10.9745/
GHSP-D-15-00126

29.Zuma, K., Simbayi, L., Zungu, N., Moyo, S., Marinda, E., Jooste, S.,
North, A., Nadol, P., Aynalem, G., Igumbor, E., Dietrich, C., Sigida,
S., Chibi, B., Makola, L., Kondlo, L., Porter, S., Ramlagan, S., &
On Behalf Of The Sabssm V Study Group Contributors. (2022). The
HIV Epidemic in South Africa: Key Findings from 2017 National
Population-Based Survey. International Journal of Environmental
Research and Public Health, 19(13). https://doi.org/10.3390/
ijerph19138125

30.Santelli, J. S., Grilo, S. A., Choo, T.-H., Diaz, G., Walsh, K., Wall,
M., Hirsch, J. S., Wilson, P. A., Gilbert, L., Khan, S., & Mellins, C.
A. (2018). Does sex education before college protect students from
sexual assault in college? PLOS ONE, 13(11), €0205951. https://doi.
org/10.1371/journal.pone.02059513 1.

.Mokgatle, M. M., Madiba, S., & Cele, L. (2021). A Comparative
Analysis of Risky Sexual Behaviors, Self-Reported Sexually
Transmitted Infections, Knowledge of Symptoms and Partner
Notification Practices among Male and Female University Students
in Pretoria, South Africa. International Journal of Environmental
Research and Public Health, 18(11), 5660. https://doi.org/10.3390/
ijerph18115660

32.0suafor, G. N., & Ayiga, N. (2016). Risky Sexual Behaviour Among

Married and Cohabiting Women and its Implication for Sexually
Transmitted Infections in Mahikeng, South Africa. Sexuality &
Culture, 20(4), 805—823. https://doi.org/10.1007/s12119-016-9360-3
33.Tolmay, J., Knight, L., Muvhango, L., Polzer-Ngwato, T., Stockl,
H., & Ranganathan, M. (2022). Women’s Economic Contribution,
Relationship Status and Risky Sexual Behaviours: A Cross-Sectional
Analysis from a Microfinance-Plus Programme in Rural South Africa.
AIDS and Behavior, 26(7), 2349-2362. https://doi.org/10.1007/
$10461-021-03566-5
34.Hlongwa, M., Peltzer, K., & Hlongwana, K. (2020). Risky sexual
behaviours among women of reproductive age in a high HIV burdened
township in KwaZulu-Natal, South Africa. BMC Infectious Diseases,
20(1), 563. https://doi.org/10.1186/s12879-020-05302

35.Lindberg, L. D., Maddow-Zimet, 1., & Boonstra, H. (2016). Changes
in Adolescents’ Receipt of Sex Education, 2006-2013. The Journal
of Adolescent Health : Official Publication of the Society for
Adolescent Medicine, 58(6), 621-627. https://doi.org/10.1016/].
jadohealth.2016.02.004

36.Stanger-Hall, K. F., & Hall, D. W. (2011). Abstinence-Only Education

and Teen Pregnancy Rates: Why We Need Comprehensive Sex
Education in the U.S. PLoS ONE, 6(10), €24658. https://doi.
org/10.1371/journal.pone.0024658

37.Dubbink, J. H., van der Eem, L., McIntyre, J. A., Mbambazela, N.,

Jobson, G. A., Ouburg, S., Morre, S. A., Struthers, H. E., & Peters,
R. P. H. (2016). Sexual behaviour of women in rural South Africa:
a descriptive study. BMC Public Health, 16(1), 557. https://doi.
org/10.1186/s12889-016-3207-6

3

—_

MJGH | 42

38.Nmadu, A. G., Mohamed, S., & Usman, N. O. (2020). Barriers to
adolescents’ access and utilisation of reproductive health services in a
community in north-western Nigeria: A qualitative exploratory study
in primary care. African Journal of Primary Health Care & Family
Medicine, 12(1). https://doi.org/10.4102/phcfm.v12i1.2307

39.Maughan-Brown, B., Evans, M., & George, G. (2016). Sexual
Behaviour of Men and Women within Age-Disparate Partnerships in
South Africa: Implications for Young Women’s HIV Risk. PLOS ONE,
11(8), €0159162. https://doi.org/10.1371/journal.pone.0159162

40.Eaton L, Flisher AJ, Aare LE. Unsafe sexual behaviour in South
African youth. Soc Sci Med. 2003 Jan;56(1):149-65. doi: 10.1016/
$0277-9536(02)00017-5. PMID: 12435558.

41.Bae SH, Jeong J, Yang Y. Socially Disadvantaged Community
Structures and Conditions Negatively Influence Risky Sexual Behavior
in Adolescents and Young Adults: A Systematic Review. Int J Public
Health. 2022 Nov 7;67:1604488. doi: https://doi.org/10.3389/
ijph.2022.1604488

42.Yang, Y., Jeong, J., & Bae, S.-H. (2023). A systematic review of social
processes and mechanisms in the community that influence risky
sexual behaviour among adolescents and young adults. Nursing Open,
10, 5868—5886. https://doi.org/10.1002/n0p2.1870

43.Burgard, S. A., & Lee-Rife, S. M. (2009). Community Characteristics,
Sexual Initiation, and Condom Use among Young Black South
Africans&#x2217; Journal of Health and Social Behavior, 50(3), 293-
309. https://doi.org/10.1177/002214650905000304

© Evelyn Rogan

McGill Journal of Global Health




McGill Journal of Global Health

Volume XIV | Issue 1| 2025

Mount Royal, Quebec, Canada © Evelyn Rogan



