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Abstract

This research seeks to contribute to the knowledge base used when
designing health promotion or disease prevention programs that promote
safe sex practices among sexually active women. A total of 240 females
who are sexually active (15 to 49 years of age) were randomly selected. A
composite measure of psychosocial attributes of safe sex behaviour
namely the perceived susceptibility, the perceived severity; the perceived
benefits and the perceived self-efficacy of condom use were used to gather
the required data. Decision making index, perceived barriers of safe sex
behaviour were also used to collect data. Interviews and Focus Group
Discussions (FDG) were also used to strengthen the quantitative data.
Descriptive statistics, factor analysis, Univariate Analysis of Variance (UNI-
NOVA) and Linear Regression were employed to analyze the datasets.
Mass media, especially imparting HIV/AIDS education through TV spots,
reality shows and drama have been found to be the most important source
of knowledge about condom use. The factor analysis produced personal
and sociocultural barriers of safe sex behaviour. The result reveals that the
respondents relatively perceived personal attributes as potential barriers of
condom use more than the sociocultural attributes. Marital status had
statistically significant main effects on safe sex behaviour, where those
who are married were less likely to use safer sex practice than their single
counterparts. Decision making power, perceived severity and perceived
benefits of condom use predicted the protective condom use among
women. The results of the study provided an insight on how respondents’
safe sex behaviour are affected by contextual and psychosocial variables
with recommendations for developing individual and/or community based
sexually transmitted disease preventive programs accordingly. These
would further enable sexually active women to make an informed decision
about unprotected sex and promoting oneself for positive image of condom
use.
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Background and Justifications

According to the WHO report (2004), AIDS is the utmost leading
cause of death of people in Africa and ranks fourth amongst the
deadliest diseases globally. The report published in 2008 by the
Ministry of Health of Ethiopia also indicates that approximately
1,345,970 people were living with HIV. The distribution of HIV
infection rates by age groups and sex can indicate the transmission
levels in sexually active population and thus guide prevention
programs (Kloos, Damen and Lindtjorn, 2007). In particular, women
are more likely to become infected and more often adversely
affected by HIV/AIDS than men for many reasons: biological,
sociocultural, and economic are few to mention. Women are also
over-represented among the HIV/AIDS infected people and the gap
between women and men is increasing (Wach and Reeves, 2000).
Beyond abstinence and faithfulness, condom use is currently the
only practical solution to reduce the risk of HIV infection. Yet, current
condom use in the adult population is low and does not exceed 5
percent (UNAIDS, 2003; WHO, 2003; UNAIDS, 2004).

In this regard females and married women are at greater risk than
the other segments of the society. The most important reasons for
higher HIV infection rates of women in Sub Saharan Africa among
others include higher susceptibility of women to sexually transmitted
diseases (Murray and Lopez, 1998; UNAIDS, 2000); low status of
women associated with lack of decision making power and access to
financial resources; prejudiced expectations of men and submissive
behaviour of women with regard to the social tolerance of high-risk
sexual behaviour of men. In such a context, low self-efficacy beliefs
of women are developed so that they may more often engage in
unsafe sex practices than they would like to (Maharaj and Cleland,
2004). Some studies show that these reasons also apply to Ethiopia
(Beyene et al., 1997).
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Most society socializes girls in a way to prepare them for a
subordinate position to their future husbands and to other men in
their environment. Although women do not want to engage in unsafe
sex, it could be interpreted by men as a marital offence - giving way
to domestic and sexual violence (Chuulo, 2001; Macmillan, 2002).
Thus, the husband-wife bond is often under great pressure of male
supremacy and such social arrangements are not really conducive to
the advancement of women and their negotiation position regarding
safe sex practice.

Prior researches reported by Alemu (2001) and Kloos and Damen
(2000) indicated that -culturally sanctioned gender roles that
circumscribe women’s sexual rights in marriage render them
vulnerable to HIV infection. This would take the author of this paper
to keep on arguing that in Ethiopian culture there is little or no
communication over sexual and related matters. Where there is such
a big gap of social regularities of the power balance of men and
women, females are, to a greater extent, economically dependent on
men. It is unlikely that there will be a practice of safer sex that comes
through communication. Such a situation is an indicator to the role
that contextual and psychosocial factors play in safe sex practices in
Sub Saharan Africa in general and Ethiopia in particular. Moreover, it
seems reasonable to expect that effects of these factors will vary
according to a person’s perception and sociocultural factors.

Previous research works reported by Conner and Armitage (1998)
and Denison (2003) focus on the role of contextual determinants
whereby demographic and socio-economic factors attribute as
correlates of condom use, downplaying psychosocial factors. They
can be more appealing to health policy makers because, compared
to psychosocial attributes, they often are more visible so that they
could be used for the profiling of target groups for HIV/AIDS
programs. Therefore, it becomes important to include contextual
factors in the analyses of sexual behaviour in Eastern settings
(Airhihenbuwa, 1995; Bruijn, 1999). Few studies systematically
examine these psychosocial and contextual attributes in conjunction
(e.g., Groenewold et al., 2005). Previous research work reported by
Adih and Alexander (1999) identified psychosocial attributes as
important determinants of condom use. These include perceived
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susceptibility and severity, perceived benefits and perceived self-
efficacy to use condom. This paper takes up those attributes and
related factors.

Therefore, this research examines to what extent psychosocial
attributes (perceived severity, perceived susceptibility, perceived
benefit, perceived self-efficacy) and contextual factors (demographic
and socio-economic characteristics) affect safe sex behaviour
(condom use) of women in South Eastern Zone of Tigray, and what
the implications are of the findings for HIV/AIDS intervention
programs.

Statement of the Problem

Given the AIDS pandemic across Africa, researchers are trying to
understand the social context in which people are likely to take
precautions to protect themselves against HIV infection. Safe sex is
defined as the process by which sexual partners and sexually active
persons try to diminish the possibility of the transmission of the virus.
Safe sex behaviour lacks a set of reliable and easily measurable
standards because it has a more complex set of determinants.
Abstinence, faithfulness and condom use are often ways to avoid or
reduce the risk of HIV infection. Condom use directly links current
safe-sex behaviour to a long-term outcome (UNAIDS, 2001; Bertrand
and Escudero, 2002). In the present research, the focus is on the
condom use component of protective/safe sex behaviour.

With regard to the determinants of sexual behaviour, the theory of
planned behaviour is more exemplified (Ajzen, 1991; Ajzen and
Fishbein, 2004). The theory argues behaviour depends on what a
person's beliefs are about a particular behaviour (e.g. condom use).
Such beliefs affect the attitude towards the behaviour and the
intention to perform the behaviour. In the formation of intentions, the
behaviour of important others are also taken into account. In later
versions of the theory, the notion of perceived behavioural control
was included, inspired by the notion of self-efficacy from social
cognitive theory (Bandura, 1997). According to this theory, human
behaviour is the product of the dynamic interplay of cognitive,
behavioural and environmental influences called reciprocal
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determinism whereby self-efficacy is considered the core
determinant of behaviour. In tandem with this, psychosocial factors
(e.g. self efficacy, perceived severity and susceptibility, attitudes to
condom use) that might influence women’s sexual behaviour have
received little attention (Morrill et al., 1996).

The self-efficacy construct was integrated in later versions of Health
Belief Model (Rosenstock et al., 1994). Applied to the context of safe
sex behaviour, a person will use condom if he/she: (1) perceives that
HIV infection has serious consequences for one's health (perceived
severity); (2) perceives to be at risk of infection (perceived
susceptibility); (3) concludes, after considering the pro's ( perceived
benefits) and con's (perceived barriers) of condom use; and (4)
perceives to be capable of successfully using condoms now and in
the future (perceived self-efficacy). A study reported by Yadeta et al.
(2011) indicated that those who lacked self-efficacy in condom use
were about three times more likely to have unprotected sex than
those who had good (high) self-efficacy. However, there is little
research that gives complete insight on psychosocial attributes of
safe sex among women in our context.

Condom use can prevent infection with HIV and other sexually
transmitted disease, with which practitioners have designed
interdisciplinary efforts, oriented by behavioural prediction models, to
persuade people to use condom consistently. For example, the
health belief model (Rosenstock et al., 1994) posits that increasing
perceptions of vulnerability to HIV infection should increase
precautionary behaviour. Yet previous researchers found that
chronic perceived vulnerability to HIV infection in members of high
risk groups (e.g., women) is insufficient to motivate protective actions
(Albarracin et al., 2001). On the other hand, previous research
reported by Yadeta et al. (2011) found that those who had low self-
efficacy to use condoms were more likely to have unprotected sex.
The limited support for the perceived-risk of condom use suggests a
need for further research particularly on the determinants of
psychosocial factors (or attributes) about safer sex behaviour among
women.
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The other striking issue is the decision making power of women in
sexual matters and safer sexual practices. Gender, as social and
cultural attribute, contributes to peoples’ mental schemes and
influence their decisions and behaviour including sexual behaviour.
Gender varies by culture, making it a fundamental dimension of
social stratification (Bertand and Escudero, 2002). This makes it
difficult to clearly measure its effect. The role of gender can partially
be captured by the decision-making power of women in health and
their resilience against sexual violence between spouses or partners
(Blanc, 2001). Women who have more decision making power in
family matters and reject forms of violence against women are the
ones most likely to practice safe sex. Previous research work
reported by Yadeta et al. (2011) found that those who had little
discussion about safe sex were more likely to have unprotected sex.
However, there is little comprehensive research how decision
making index would have the predictive value of the perceived
benefits and self-efficacy of condom use on female population. This
takes up this concern in that how decision making index of women
would affect the protective use of condom in our own contexts.

Taken together, many programs and interventions were designed
without considering psychosocial attributes that maintain safe sex
behaviour among partners, particularly women who are over-
represented among the poor and among the HIV/AIDS infected
people (Wach and Reeves, 2000). Yet, several researches stress the
importance of contextual variables (demographic and socioeconomic
measures), downplaying the psychosocial forces, in order to facilitate
the development of intervention programs. The contextual attributes
(compared to psychosocial measures) are often more visible and
they could be used by policy makers and social practitioners for the
profiling of target groups for HIV/AIDS intervention programs. The
current research addresses these concerns by considering
psychosocial and contextual attributes simultaneously that can be
used, on balance, for the development of contextually and socio-
culturally appropriate interventions and sexually transmitted disease
preventive programs.

Therefore, the present research has five objectives: (1) to identify
women’s sources of knowledge about HIV/AIDS protective effects of
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condom use; (2) to examine the perceived barriers of safe sex
behaviour; (3) to identify the relative potential perceived barriers of
protective safe sex behaviour of women; (4) to examine to what
extent demographic attributes (age, income level, education, marital
status, occupation) affect safe sex behaviour of women; and (5) to
test whether there exists relationships between psychosocial factors
(perceptions of threat, perceived benefits, perceived self-efficacy)
and safe sex behaviour.

Research Methods

Research Design

The study comprised a combination of qualitative and quantitative
research approaches with triangulation of data collection methods
within the theoretical and conceptual framework of the research. The
qualitative inquiry focused on relatively small samples selected
purposefully. In this regard, it is important to uncover and describe
women’s views and opinions in-depth about safer sex behaviour in
context. On the other hand, quantitative methods used statistical
techniques so that predictive generalization can be inferred.

Sampling and Sampling Technique

The population of the study was females, who are sexually active (15
to 49 years of age), of the South Eastern Zone of Tigray. The target
population was exclusively urban areas of the Zone. According to the
administrative structure of the region, Kebele, which consists of at
least 500 families/households, is the smallest administrative unit.
Station (Ketena), which constitutes of blocks, is the smallest
administrative unit within Kebele. To select respondent samples, the
research population was divided by four local districts namely Seherti
Samre, Hintalo Wajirat, Enderta and Dega Tembel (Hagereselam).
Hagereselam was randomly selected. Then after, the selected local
district was classified by two Kebeles and five stations (Ketenas).
Eventually, representative samples were randomly drawn from each
station. In total, 240 samples, 48 from each Ketena were included for
sample respondents so that comparative analyses can be made. A
multi-stage random sampling is preferred because the researcher
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believes that the exclusion of local districts and stations would not
affect the results of the study.

The samples were of different backgrounds. Respondents with age
categories between 15-29 years were 182 (75.5%), and those
respondents between 30-39 years were 17 (19.5%). The remaining
12 (5%) of the total were between 40 and 49 years old. With regard
to marital status, 69 (28.5%) were married and 129 (53.5%) were
single while the remaining 41 (17%) were 'others'. In terms of
education level, 20 (8.3%) didn’t attend school at all, 12 (5%) of the
participants attended grades 1- 4, 31 (12.9%) grades 5-8, 87 (36.1%)
grades 9-12, 26 (10.8%) had certificate, and the remaining 64
(26.6%) had diploma and above. The income level of the participants
shows that 87(37.5%) were low income, 83 (28.6%) were middle
income whereas 69 (28.6%) were from high income category. In
terms of occupational level, 37 (15.4%) were employed, 65 (27%)
were self-employed, 28 (11.6) were house-wives, and 109 (45.2%)
were unemployed. With regard to the composition of religion, 212
(88%) were orthodox, 18 (7.5%) were Muslims and 3 (1.2) were
Protestants, while the remaining 6 (2.5%) of the total reported as
‘others'.

Data Collection Instruments

Safe Sex Behaviour. Information on safe sex behaviour (condom
use) was obtained from a question on whether or not the
respondents used condom in the last sexual engagement during the
12 months period before the time they were asked to respond.
Further, the extent to which the respondents used protective sex
practice was measured through structured questionnaire (how often
the respondents used condom) on a scale ranging from one to three,
1(sometimes), 2(frequently), and 3 (always).

Sources of Knowledge about HIV/AIDS: Knowledge about HIV/AIDS
and where to get condoms, if wanted, were assessed with lists of
potential sources. Respondents were asked to put the lists of
sources in rank order (the first rank constitutes the prime source of
knowledge and the last rank constitutes the least source of
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knowledge about HIV/AIDS), but for some respondents it gave the
chance to list additional information about the specified issue.

Perceived Barriers of Condom Use: As there are no previously
validated instruments for assessing the perceived barriers of safe
sex behaviour, the components used to measure women’s perceived
barriers of condom use were developed by the present researcher.
Since one of the major objectives of the research project is to identify
the perceived barriers of women to access safe sex practice, the
researcher first elicited pool of items from the target population and
developed these pools of items in to a structured questionnaire so
that respondents rated the items with a five point Likert scale ranging
from 1(strongly disagree) to 5 (strongly agree).There was a
moderate reliability with Cronbach Alpha, a = 0.79.

Decision Making Index: The perceived capability of women to
successfully negotiate condom use with a husband or partner were
structured in a Likert scale, and the respondents were asked to rate
each item with a five point scale ranging from 1(strongly disagree),
2(disagree), 3(neutral), 4(agree), to 5(strongly agree), with a
reliability of Cronbach Alpha, a = 0.76.

Psychosocial Attributes of Safe Sex Behaviour. These attributes
were measured on four dimensions. The perceived susceptibility:
This was measured on two items that reflect the probability that
sometime soon you had sexual intercourse with someone just once
without using any protection. The probability was indexed with five
point Likert scale when 1(I am sure this would not happen), 2 (this
probably would not happen), 3 (there is about a 50-50 chance this
would happen), 4 (this would probably happen), and 5 (I am sure this
would happen). Its reliability was reported as Cronbach Alpha, a =
0.70. The perceived severity: This was measured on items that
reflect whether the problem in your locality is severe or not with four
point scale when 1(not a problem at all), 2 (somewhat a problem), 3
(it is a problem), and 4 (it is a very serious problem). Its reliability
was Cronbach Alpha, a = 0.72. The perceived benefits of condom
use: ltems that reflect the perceived benefits of safer sex were
included. Items included, for example, condom is useful to prevent
HIV/AIDS infection. Respondents were asked to rate those items
with 1(strongly disagree), 2(disagree), 3(neutral), 4(agree), and
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5(strongly agree). Its reliability was reported as Cronbach Alpha, a =
0.75. The perceived self-efficacy of condom use: In this dimension
respondents were asked to rate the items with five points Likert
Scale ranging from 1(strongly  disagree),  2(disagree),
3(neutral/undecided), 4(agree), to 5(strongly agree). Items included,
for example, | am capable of successfully using condoms now and in
the future; | am incapable of successfully evaluating condom use
when necessary. Its reliability was Cronbach Alpha, a = 0.73. The
negative items in each sub-scales were re-coded so that positive
scores would imply higher concern about safer sex practice, i.e. the
higher the scores on each item would imply the higher agreement on
the perceived problem or condom use. Interviews and focus group
discussions were also used to supplement and strengthen the
quantitative data. Semi-structured interview guideline was used.

Data Analysis

The data sets were analyzed and interpreted through various
statistics. Factor Analysis (FA) was used to examine the perceived
barriers of condom use attributes for safe sex practice among
women. Mean scores, standard deviations and paired t-tests were
employed to examine the relative potential causes/perceived factors
of safe sex behaviour. Univariate Analysis of Variance (UNIANOVA)
was employed to see the main and interaction effects of
demographic variables to the explanation of safe sex behaviour.
Linear regression was used to examine the relationships among
psychosocial attributes (perceived susceptibility, perceived severity,
perceived benefits and self-efficacy) and the protective effects of
condom use. Qualitative data (the data sets from interview and FGD)
were also analysed through thematic analysis.

Results and Discussions

Knowledge about Condom Use

While different studies conducted in different settings report varying
results, which could be attributed to the variation in socio-cultural and
socio-economic conditions, the present research indicates that mass
media 120 (49.8%), particularly imparting HIV/AIDS education
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through television spots, reality shows and drama, and radio,
constitutes a major source of information about condom use. The
study has also shown that the majority of women have received
knowledge from their teachers and peers 52 (21.6%), especially
older friends they have in the social/interpersonal interaction. Table 1
shows the percentage share of each source of knowledge about
condom use for protective sex practice among women in their
locality.

Table 1: Sources of Knowledge about Condom Use

Source of Knowledge Frequency Percent
Mass Media 120 49.8
Teachers, family members, peers, friends 52 21.6
Text Books, newspaper, magazines, 28 11.6
leaflets

HIV/AIDS programs and training 39 16.2
Total 239 99.2
Missing System 1 0.8
Total 240 100

Source: Own Survey, 2013

The present result indicates that the awareness level about
HIV/AIDS among sexually active women has been attributed to
different sources of knowledge. The result shows evidence that there
exists a significant gap in having a proper knowledge about condom
use. This might be possibly the sexual attitude in Ethiopia is
ambivalent (neither permissive nor strict) obstructing the knowledge
about condom use. Another may be the presence of certain
misconceptions that restrict having multiple sources of knowledge
about condom use. Moreover, as can be seen from the above table,
the most promising source of knowledge about condom use such as
training and reading materials (text books, news paper, magazines,
and leaflets) were found to be the least important source of
knowledge about condom use. This would suggest the need to do a
lot in providing basic knowledge about HIV/AIDS through mass
educational events.
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Since women are more often adversely affected by HIV/AIDS than
men for different reasons, sources of knowledge about condom
should be the locus of attention for any intervention to take place.
Therefore, the key to HIV/AIDS control among women should
address health education and behavioural change communication.
Ensuring safe sex practice through training on HIV transmission,
condom utilization and dissemination of reading materials closely
related to basic sources of knowledge of condom use would also be
tailored. However, use of condom is not enough by itself unless
effective use of condom will be in effect. Thus, the author of this
paper forwards further research on consistent and effective use of
condom among female population.

The qualitative analysis from interview was centred on the sources of
condom use to the question “Where did you hear about condom
use?” The interviewees identified multiple sources of information that
fell into the following categories: television/radio,
friends/family/neighbours, newspapers/magazines, posters/public
campaigns, health clinics/ health workers, spouse/partner or a
combination of these sources. This implies that sexually active
women are making efforts to protect themselves against the risk of
HIV through condom use. The source from which participants
learned about AIDS is also significantly implying condom use. In the
discussion, the author further understood that those women who had
heard of condom use through word of mouth only (i.e., friends, family
or neighbours) had lower perception of using condoms. These
sources might not emphasize taking precautionary measures to
prevent transmission of HIV. In addition, these social networks may
emphasize procreation, thus discouraging use of condoms. This
suggests that programs that aim at promoting condom use should
include condom use demonstrations as a way of promoting correct
use in fighting against the deadly virus.

Perceived Barriers of Safe Sex Behaviour (Condom Use)

More alarming is the perceived barriers of condom usage reported

by sexually active women. To select the best perceived barriers of

condom use, principal axis factoring/principal component analysis

with an Eigen cut off value 0.1 and Varimax rotation was used. The
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factor analysis reduced the nineteen items measuring the perceived
factors of safe sex practice into two principal components,
accounting for 33.47 percent of the overall variance. The first
component accounted for 19.6 percent of the variance, and the
second component accounted for 13.87 percent. Given N = 200 (fair
in terms of sample representativeness) factor loadings of greater
than 0.4 met Bordens' and Abbott's (1988) statistically significant
criterion. Therefore, in this study items having factor loadings of 0.41
and above are statistically significant. A list of items and factor
loadings for each factor along with variance explained are presented
in Table 2.

The first component, labelled ‘personal attributes', consisted of
eleven items, all dealing with the perception and experiences of the
individual by forces operating due to psychic deficiencies. The
second component, ‘sociocultural attributes,” was composed of five
items related primarily to the cultural values mainly operating by
dynamic contextual forces. The quantitative data were also
supplemented by qualitative data. The open ended questionnaire
also revealed that most notably, talking and buying condom are
embarrassing, personal values associated with using condom and
sex-related issues constitute a taboo for discussion comprise the
most significant barriers to safe sex behaviour of women in their
locality. It was also observed that sexual relationships tended to be
secretive with limited condom usage.
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Table 2: Factor Analysis of Perceived Barriers of Safe Sex Behaviour

. . Component

Perceived Barriers of Condom Use 1 2
Talking about condoms is embarrassing -.026 .839*
Buying condoms is embarrassing .010 .860*
The lack of privacy in stores (condom sales shops) 122 .584*
The social stigma associated with condom use .367 437
Sex-related issues constitute a taboo for discussion 191 .619*
Women are hindered from actively seeking counselling 412 .163
regarding sexual behaviour
Widespread ignorance about the disease (deadly virus) 591 217
Lack of formal education related to sexual behaviour 447 .020
Prevalence of poverty (low socioeconomic status ) in my A47* 131
locality
Limited involvement in community activities related to .562* .038
HIV/AIDS programs
Heavy domestic work load prevents me from getting .596* -.080
information about HIV/AIDS
Mobility requires permission from males .205 .188
Religious practices (beliefs ) associated with condom use .365 .033
Inequality in natural laws between male and female 496" 126
Previous negative experiences related to sexual .592* 181
behaviour
Personal values associated with using condom .602* .228
Legislation of country doesn’t give privilege to women 372 -.084
Lack of commitment among partners 557" .168
Communication problems related to safe sex practice .557* .263
among the partner
Total Variance Explained (33.47%) 19.6% 13.8%

Loading Factors* > 0.40; Extraction Method: Principal Component Analysis; Rotation

Method: Varimax with Kaiser Normalization
Source: Own Survey, 2013

To assess the relative importance of each perceived barriers, the researcher
computed scale scores for each component (by summing up the item scores
for each scale and dividing by the total number of items in the factor), and
compared the mean scores for each component using paired t-tests. Mean
scores, standard deviations and paired t-tests for the two main factors
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derived from the perceived barriers of protective condom use measures are
reported in Table 3.

The higher the mean score the higher the agreement that the component is a
barrier for safe sex behaviour. The result shows the respondents perceived
the personal attributes of barriers of protective condom use more than the
sociocultural attributes. The findings of the present research support the
theory of planned behaviour (Ajzen and Fishbein, 2004) which argues that,
to understand behaviour, we need to know what a person's beliefs are about
a particular behaviour (e.g. condom use). Such beliefs affect the attitude
towards the behaviour and the intention to perform the behaviour. However,
the mean score of sociocultural components of perceived barriers of
condom use is still higher than the midpoint score where minimum mean
score is 1 and maximum mean score is 5. This takes up the author for the
consideration of sociocultural elements as important determinants of
condom use. In this regard, in the formation of intentions, the behaviour of
important others are also taken into account inspired by the notion of self-
efficacy from social cognitive theory (Bandura, 1997).

Table 3: Means, SD and Paired t-tests for the Components of the
Perceived Barriers of Condom Use, N = 240

Perceived Mean SD Std. Error| df t
Barriers of Mean Mean
Condom Use Difference

Personal 3.31 757
Components

0.149
Socio-cultural 316 1.02 0639 | 239 2.342*

Components

P*<0.05
Source: Own Survey, 2013
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The present research reported some more important possible
perceived barriers in practicing safe sex behaviour mainly relies on
personal values associated with condom use, widespread ignorance
about the deadly virus, lack of commitment about protective condom
use, communication problem among partners and limited
involvement in sex related education among women which are
tending to affect the perceptual processes in adapting their
environment. For instance, the result reveals more on the trickles
effect as reflected on the respondents observed to have a perceptual
effect from using safe sex behaviour. The result shows that condom
use behaviour is affected more by the respondents’ personal values.
Arguably, the result also shows, on balance, that sexual behaviour,
i.e. condom use is influenced by social structures (taboo, social
stigma, embarrassing) and processes (e.g., cultural values, beliefs)
that are functional more in shaping behaviour in countries like
Ethiopia. Therefore, it becomes important to report sociocultural
factors in the discussion of safer sex behaviour in our context.

In a conservative society where sex related issues constitute a taboo
for discussion, women (who are the most important segments of the
population) are hindered from actively seeking counselling regarding
sexual behaviour. Social ostracism/exclusion and condom use
related stigma have created an attitude of negativity and shame in
the minds (mental constructs) of women who are sexually active.
This results in lack of knowledge about self-protection measures,
leading to a silent spread of the disease in the target segment of
society.

What is more, in such local community, condom use related stigma
tends to be highly linked in people’s minds to sexual behaviour which
again is regarded as promiscuous behaviour. This attitude puts
women into unnecessary hostile and embarrassing situation, they
face discrimination and neglect. Worse still, stigma leads to secrecy
and denial that tends to hinder openness about the HIV and prevents
women from seeking counselling and testing for HIV. Despite several
disease-related misconceptions have been cleared by respective
stakeholders, widespread ignorance about the deadly virus is still
prevalent among women belonging to the affluent sections of society
that calls urgent attention from governmental and nongovernmental
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organizations. Therefore, in fighting the epidemic, every effort shall
be put into breaking the long deadly silence about the perceived
perceptual and sociocultural factors simultaneously on HIV/AIDS by
all sectors at all levels. Given the predictive value of social influence
on behaviour, promoting an environment in which safe sex is the
norm appears to be a powerful means to reduce risky sexual
behaviours among women who are productive forces of the society.

The analysis from the focus group discussion generally resulted in
two categories of perceived barriers: personal and socio-
environmental barriers to condom use among women. Personal
barriers, feelings and perception of inability and incompetence in
protective use of condom, are a result of some underlying factors
namely low self-esteem, lack of behavioural skills and lack of self-
efficacy in condom use. Participants with low self-esteem have less
sexual protective behaviours. In such circumstances, a woman is
deprived of her right to choose and therefore considers herself to be
worthless. Low self-esteem is completely evident in the context of
marital sexual intercourse. Low self-efficacy and lack of behavioural
skills were also reflected in the form of lack of communication skills
in coming to an agreement making a compromise regarding condom
use and the lack of self-efficacy in using condom. Not being able to
imagine themselves as using condoms in addition to some
psychological characteristics (for example, low self-esteem), women
are all influenced and forced by the power of men’s decisions and
financial needs. One of the Focus Group Discussion participants
loudly spoke: “I don’t want to have a sexual relationship without
condom. There is nothing | can do, even if | cry, nothing changes.
He does whatever he wants-whether | like it or not.” In this study,
lack of communication skills such as inability to say 'no' and the lack
of negotiation skills regarding its use were highlighted as the main
obstacles to condom use. Perceived lack of control in condom use in
addition to lack of self-esteem were also mentioned as the other
main barriers for having sexually protective behaviour, in the sense
that sexual relations constitute a special mutual relationship and the
importance of good communication between couples has been
emphasized.
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Underlying factors contributing to the formation of sociocultural
theme (socio-environmental barrier) are concepts such as an
unsupportive environment and cultural norms. According to the
participants’ point of view, the lack of protective skills against HIV
and the use of condom, stems from the lack of education and lack of
awareness of women. With regard to cultural norms, the locus of
discussion mainly shifted to gender norms. Most participants in the
discussion pointed out that men’s freedom in a relationship, double
standards, patriarchy and the male’s overpowering strength in a
relationship, dependency of the partner in condom use, insecurity in
marital relationships and the need of financial support, have been
shown to have serious effects regarding the use of condom for
women, to a larger extent. Further, one of the participants said: “In
our own culture, men are more powerful. It is he who suggested sex
and that | should agree and say yes! Women are more submissive,
we are embarrassed that is why we are afraid of using condom”.
Participants that had more conservative traditional attitudes toward
gender roles had even more perceived barriers of condom use. Such
an attitude has a negative effect on women’s self-efficacy in
protecting themselves from risky sexual conditions. Associations
between gender norms, risk of HIV and one’s ability to use condom
are issues often documented in literature (Lofti et al., 2012). In the
present study, gender norms and traditional concepts of sexual
relationship weaken women’s negotiation skills. Furthermore,
financial and emotional dependencies, along with cultural obstacles,
limit their ability to have safe sex. Women empowerment strategies
along with financial and emotional support need to be considered in
programs promoting condom usage (Greig & Koopman, 2003; Choi
& Holroyd, 2007).

UNI-ANOVA Results of Demographic Attributes of Safe Sexual
Behaviour (Condom Use)

The researcher carried out univariate analysis of variance (UNI-

ANOVA) to determine the degree to which demographic variables

had effects on protective safe sex practice of women. The statistical

analyses are given in Tables 4 and 5. In the first univariate analysis,

age, marital status, education level and occupation were entered

simultaneously to avoid the collinearity effects of the variables. For
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the same reason, in the second univariate analysis of variance,
expenditure, family size, income level and religion were also entered
concurrently.

Except the marital status that had statistically significant main effect
on condom use behaviour of women (F (4,153) = 3.386, P < 0.05),
none of the contextual factors was statistically associated with
condom use in univariate analysis, at confidence level of 95%
(Please see Tables 4 and 5 for further information). Mean scores and
standard deviations among the groups were computed; those
women who have got married (Mean = 1.496, SD = 0.517) are more
exposed to risky sexual behaviour than their single counterparts
(Mean = 1.676, SD = 0.471). However, statistically significant
interaction effects were found between age and marital status (F
(4,153) = 2.349, P < 0.05), educational level and occupation (F
(13,153) = 2.559, P < 0.05). Other important interaction effects were
also observed among expenditure, family size, income level and
religion.

Table 4: UNI-ANOVA Tests of Significance for Main and Interaction
Effects of Age, Marital Status, Education Level and Occupation on
Condom Use

Source SS df MS F Sig.
Corrected Model 29.609° 84 .352 1.594 .006
Intercept 78.616 1 78.616 355.616 .000
Age .930 2 465 2.103 126
Marital Status 2.994 4 .749 3.386 011*
Educational Level .806 5 .161 .729 .603
Occupation 410 3 137 .619 .604
Age * Marital Status 2.077 4 519 2.349 .050*
Educational Level * 7.354 13 .566 2.559 .003*
Occupation
Error 33.824 153 .221
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Total 611.000 238
Corrected Total 63.433 237
a. R Squared = .467 (Adjusted R Squared = .174)

Source: Own Survey, 2013

Table 5: UNI-ANOVA Tests of Significance for Main and Interaction
Effects of Expenditure, Family Size and Religion on Condom Use

Source SS df MS F Sig.
Corrected Model 16.911* 52 325 1.292 A11
Intercept 51.296 1 51.296 203.799 .000
Expenditure .521 3 74 .689 .560
Family Size .830 3 277 1.099 .351
Income Level 1.872 4 468 1.860 119
Religion .271 3 .090 .359 .783
Expenditure * Family Size 3.897 4 974 3.871 .005*
Expenditure * Family Size * 3.888 8 486 1.931 .050*
Income
Expenditure * Family Size * 2.408 2 1.204 4.784 .009*
Religion
Expenditure * Income * Religion 2.614 2 1.307 5.193 .006*
Error 46.313 184 252
Total 604.000 237
Corrected Total 63.224 236

a. R Squared = .267 (Adjusted R Squared = .060)
Source: Own Survey, 2013
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In the univariate analysis, marital status had main effects on
protective condom use. Those who are married were less likely to
use condom than those who are single. The author might possibly
attribute the relationship between married women and unprotected
safe sex to the fact that daily life of women is embedded with the
wider cultural understandings. This might also go to the explanation
that sexual relationships tend to be secretive with limited condom
usage. Their rights, obligations and the sanctions applied to them,
including those regarding their sexual behaviour, are leading them to
have unsafe sex behaviour.

Overall, the belief in male supremacy underpins most customary
laws in our society and it is the ideological basis for male domination
in both domestic and public life. This may be driven by extra
secretive sex with limited condom use. Besides, many customary
laws in our system are not conducive to gender equality in decision
making and put women in a vulnerable position, in particular when
they are married. It is important that we continue in our efforts to
create an environment in which sexually active adult women use
condom as the most effective method of preventing HIV infection.

What are interesting in this study are the interaction effects of
contextual variables on protective condom use (See Tables 4 and 5).
In the present study, the holistic approach of safe sex behaviour of
women seems to be more helpful than the parts of the socio-
demographic attributes have on protective safe sex practice. In
support of this, in his field theory, Lewin (1951) asserted field as the
totality of coexisting facts which are conceived as mutually
interdependent. Individuals are seen to behave differently
accordingly to the way in which tensions between perceptions of the
self and of the environment are worked through. The whole
psychological field within which people acted has to be viewed, in
order to understand behaviour (condom wuse). Therefore,
practitioners, policy makers and other stakeholders should focus on
coupled factors on preventing HIV infection and condom use
attributes rather than focusing on single factor or analysis of units.

Linear Regression Results of Psychosocial Attributes of Safe Sex
Behaviour
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The researcher further investigated the relationships of psychosocial
attributes (the construct of perceived susceptibility, perceived
severity, perceived benefits and perceived self-efficacy) and the
protective sex practice of women. Statistically significant correlates
of psychological constructs of safe sex behaviour are presented in
Table 6.

In this study | examined perceptual factors (or psychosocial
attributes) that may be associated with condom use or the
relationship between condom use and perceived constructs of
sexually active women. The result shows that decision making index,
perceived severity and perceived benefits are correlated with
condom use. More specifically, 59 % variance accounted for condom
use was explained by decision making index; 14.5 % of variance
explained by perceived severity and 13.7% of variance explained by
perceived benefits of condom use in that order. The results are
consistent with the findings reported by Adih and Alexander (1999)
and Meekers and Klein (2002) that there exists an association
between high levels of condom use and perceived ability to negotiate
and use condom. In a study conducted in urban Cameroon and rural
Ghana, they also found a strong positive association between
perception of personal risk of HIV and a high level of condom use.

Table 6: Linear Regression Tests of Psychosocial Attributes of Safe
Sex Behaviour

Unstandardiz |Standardize
ed d
Model Coefficients |Coefficients t Sig.
B | St | Beta
Error

(Constant) 3.031| .174 17.440 | .000
Decision Making Index on condom o064 | 005 591 12.611*| 000
use
Perceived Susceptibility to HIV/AIDS| .024 | .015 077 -1.623 | .106
Perceived Severity of HIV/AIDS .042 | .014 145 -2.944* | .004
Perceived Benefits of Condom Use | .013 | .006 133 -2.214* | .028
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Perceived Self-Efficacy of Condom
Use
Perceived Barriers of Condom Use | .000 | .002 -.006 -121 .904

a. Dependent Variable: Condom Use
Source: Own Survey, 2013

-.005| .004 -.083 -1.440 | .151

The regression analysis shows that among the five psychosocial
attributes, decision making index, perceived severity and perceived
benefits of condom use are associated with safe sex behaviour of
women. However, perceived susceptibility and perceived self-
efficacy are found to be statistically uncorrelated with condom use.
The absence of relationships between condom use and perceived
susceptibility to HIV/AIDS in the present study is contrary to previous
studies from sub-Saharan Africa (Adih and Alexander, 1999; Akwara
et al., 2003; Maswanya et al., 1999; Meekers and Klein, 2002).

The Health Belief Model proposes that an individual will take
preventive action if he or she regards him or herself as susceptible to
a condition such as HIV/AIDS, and if he/she believes that a course of
action available to him/her (i.e. condom use) would be beneficial in
reducing his or her susceptibility. Rosentock (1990) also shows that
an individual will take preventive action if he/ she believes the
anticipated barriers to take the action are outweighed by the benefits.
Although the respondents’ perceived susceptibility (the probability
whether sometime soon you had sexual intercourse with someone
just once without using any protection) did not predict the protective
use of condom among women, the author found that there is a
strong association between personal perception of severity of HIV
risk and safe sexual behaviour. The more a woman believed that
HIV/AIDS is a serious problem in her locality, and that AIDS could
affect her health, the more likely she is to believe that she should
practice safe sex behaviour.

Decision making index about condom use had also reported to be
associated with increased condom use. The more the woman
successfully negotiated with her partner, the more likely she would
use safe sex practice. However, perceived self efficacy and safe sex
practice of women was not statistically correlated. Further research
needs to investigate different contexts in which self-efficacy may
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influence behaviour. For example, based on the current data, the
following types of research question will be explored. Does the role
of self-efficacy change depending on the situation if the sexual
encounter is perceived to be risky or if the person regards him/her
self susceptible to HIV risks, does self-efficacy then impact a
person’s behaviour? Finally, the researcher found such mixed results
that provide insights for future research and implications.

Conclusions

The findings of the present study indicate that the key source of
knowledge about condom use was captured through mass media
(incorporating HIV education through TV, radio), while the least
source was found to be HIV/AIDS programs and trainings, and
reading materials in that order. The result also shows that the
respondents perceived the personal attributes of barriers of
protective condom use more than the sociocultural attributes. The
result provides some insight on how decision making index,
perceived severity and perceived benefits predicted protective sex
behaviour (condom use) of sexually active women. Finally, the
researcher concludes, the results show that psychosocial attributes
of safe sex behaviour (perceived severity, perceived susceptibility,
perceived benefits and perceived self-efficacy) and demographic
variables interact with one another to influence condom use among
women population.

Recommendations

The findings suggest that there are different sources of knowledge
about condom use in that government and nongovernmental
organizations should increase women’s awareness level on HIV
transmission and condom utilization through various channels that
would bring desired change in sexual behaviour. Respondents
perceived the personal barriers of condom use more than the
sociocultural attributes. To this effect, women peer educators should
be trained so that they will enable other sexually active age groups to
make an informed decision regarding unprotected sex and promoting
oneself for positive image of condom use with enhancing zero
tolerance for social stigma associated with it.
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The results of the study also provided an insight on the way
respondents’ safe sex behaviour is affected by contextual
(demographic and socioeconomic variables) and psychosocial
variables, with recommendations for developing individual and/or
community based appropriate interventions accordingly. Most
notably, ensuring the sources of knowledge about condom use
should be given adequate attention at all levels, and holistic health
promotion programmes focusing on working women at risk of HIV
infection (e.g. unsafe sex practices, substance abuse and violence)
should be tailored.
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