
The University of Dodoma

University of Dodoma Institutional Repository http://repository.udom.ac.tz

Social Sciences Master Dissertations

2012

Socio-economic determinants of risky

sexual behaviours among adolescent

students in Kinondoni municipality, Tanzania.

Alex, Michael

The University of Dodoma

Alex, M. (2012). Socio-economic determinants of risky sexual behaviours among adolescent

students in Kinondoni municipality, Tanzania. Dodoma: The University of Dodoma

http://hdl.handle.net/20.500.12661/1274

Downloaded from UDOM Institutional Repository at The University of Dodoma, an open access institutional repository.



 

 

SOCIO-ECONOMIC DETERMINANTS OF RISKY SEXUAL 

BEHAVIOURS AMONG ADOLESCENT STUDENTS IN 

KINONDONI MUNICIPALITY, TANZANIA 

 

 

 

 

 

 

 

 

 

 

 

By 

Michael Alex 

 

 

 

 

 

 

 

 

 

 

A Dissertation Submitted in Partial Fulfilment of the Requirements for Award of the 

Degree of Masters of Arts in Demography of the University of Dodoma  

 

 

 

 

 

 

 

University of Dodoma  

October, 2012 



i 

 

CERTIFICATION 

The undersigned certifies that he has read and hereby recommends for acceptance by 

the University of Dodoma, the dissertation entitled Social-economic Determinants 

of Risky Sexual Behaviour among Adolescent Students in Kinondoni Municipality, 

Tanzania in Partial Fulfillment of the Requirements for the Degree of Master of Arts 

in Demography of the University of Dodoma. 

 

 

…………………….………………….…………………… 

Dr. Albino J.M.Tenge 

(Supervisor) 

 

Date ………………………… 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



ii 

 

DECLARATION  

AND  

COPYRIGTH 

I Michael Alex, declare that this dissertation is my own original work and that it has 

not been submitted and will not be presented before to any other university for 

similar or any degree award. 

 

 

Signature…………………………........... 

 

 

 

No part of this work may be produced, stored in any retrial system or transmitted in 

any form or by any means without prior written permission of the author or 

University of Dodoma.  

 

 

 

 

 

 

 

 

 

 



iii 

 

ACKNOWLEDGEMENT 

First and foremost, I would like to thank the Lord Jesus Christ for giving me the 

favour and strength to accomplish this study.  

 

Secondly, I would like to express my abundant and sincere gratitude to my 

supervisor, Dr. Albino J.M. Tenge, who patiently provided helpful and positive 

comments and criticisms throughout this study, I feel privileged and proud to have 

had the opportunity to work under him. Your humanity and professional guidance 

will always be in my heart. God bless you abundantly. 

 

Thirdly, I would like to thank all students from Msisiri B, Kisopwa, Kambangwa and 

Mbompo schools for their willingness to participate in this study and their openness 

in giving information. Also I would like to thank the following people; Mwanahamisi 

Amiri, Lucy N. Gurthu,  Neema Maghembe, Ashozi Maro, Mbimbi A and Aidan 

Haule of Kinondoni Municipal Council for logistical support  during data collection. 

 

Lastly but not least, my sincere gratitude goes to my brother Mr. Godfrey Kwingwa 

Mabonye and my uncle Professor Madundo Mtambo for their cordial help in various 

stages of my education.  

 

 

 

 

  



iv 

 

DEDICATION 

I dedicate this study to my beloved wife Theresia Francis whose patience, 

encouragement, care, prayers, and interest during my studies and this work gave me 

strength and sustained my hope and faith that helped me to complete both my master 

degree and this dissertation. For ever and always I will love you. 

 

And to my mother Victoria Michael Lutabo and my late father Alex Michael Lutabo 

for taking me to school, even when I did not know its importance. 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  



v 

 

ABSTRACT 

Adolescents’ sexual behaviour among students is an issue of concern due to its 

reproductive health risks and academic development such as school performance. 

Socio-economic factors that influence this risky sexual behavior have not adequately 

analyzed. The aim of this study was to identify the socio-economic determinants of 

risky sexual behaviours among adolescent students and assess the extent of 

involvement in the risky sexual behaviours. A cross-sectional design using self 

administered questionnaire was used to collect data from 159 adolescent students 

from four schools in Kinondoni Municipality, Tanzania. The sample was stratified by 

sex then systematic sampled. Data was analyzed using SPSS 16 computer 

programme. Cross tabulation and Chi-square were used to determine the association 

between socio-economic characteristics and the risky sexual behaviours. Findings 

showed that 30% of adolescent students were involving in risky sexual behaviours 

and 11.4% of them were in high risk. The main socio-economic determinants of risky 

behaviours were; income poverty (p=0.033), age (p=0.000), education level 

(p=0.000), religion (p=0.033) and internet use (p=0.048). It is recommended that; 

efforts should be made to reduce poverty and improve quality of sexual and 

reproductive health services to all adolescents of all sex. Specifically; policy 

emphasizing sexual and reproductive health education before adolescents become 

sex active must be established, sexual and reproductive health services should be 

provided in user friendly ways, students should be assured hostels, food security, 

transport, contraceptives and sensitized to abstain from sexual intercourse. Similar 

study could be done in other areas with different socio-economic settings. 
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CHAPTER ONE 

INTRODUCTION 

1.1 Background Information to the Research Problem 

Adolescents are broadly defined, as the young population aged 10-19 years 

(Ngalinda, 2001), characterised by incomplete brain development (Newby and 

Snyder, 2009) and high risk behaviour for early and unwanted sexual activity, forced 

marriage and early pregnancies (Ngalinda, 2001). During this time; many teens are 

trying to learn a new world of complex decision to make choices quickly or 

impulsively without a lot of critical thought (Reyna, 2006).  There are a multitude of 

decisions made during this time including education, friends, dating, and sex, but 

some of these decisions can affect teens for the rest of their life (Newby and Snyder, 

2009). These decisions can also be influenced by a variety of factors including 

parents, peers, siblings, sports and extracurricular activities (Newby and Snyder, 

2009). 

 

The adolescents are tempted more and more to experiment with sexual activities 

resulting in risky sexual behaviours. World Health Organisation (WHO), 2000 

defines a risky sexual behaviour as one that increases the likelihood of adverse 

sexual and reproductive health consequences such as unwanted pregnancies, unsafe 

abortion, Human Immunodeficiency Virus (AIDS/Acquired Immune Deficiency 

Syndrome (HIV) and Sexual Transmitted Infections (STIs). This includes sexual 

activity under the influence of alcohol, sexual intercourse with drug users, 

unprotected sexual intercourse, commercial sex and unprotected sex with a same sex 

partner (WHO, 2000). 
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There are more than one billion adolescent worldwide (UNFPA, 2003), 70% of 

whom live in developing nations (UNFPA, 2008). They are growing up in 

circumstances quite different from those of their parents, with greater access to 

formal education, increasing need for such technological skills as computer and 

internet literacy, different job opportunities, more exposure to new ideas through 

media, telecommunications and other avenues (UNFPA, 2008). 

 

The environment in which young people are making decisions related to sexual and 

reproductive health is also rapidly evolving (Hindin, 2009). Rates of sexual initiation 

during young adulthood are rising or remaining unchanged in many developing 

countries (Ali and Cleland 2005; Gupta and Mahy, 2003). In many countries, high 

HIV prevalence adds to the risks associated with early sexual activity (Pettifor, 2004; 

Dixon-Mueller, 2009). For example, many countries in Sub-Saharan Africa, AIDS is 

a generalized epidemic (Hindin, 2009). Young people are disproportionately 

affected, accounting for almost two-thirds of the people living with HIV in the region 

(Hindin, 2009). Moreover, the prevalence of HIV among adolescents is higher in 

Sub-Saharan Africa than in other parts of the world (UNAIDS, 2004). 

 

Most men and women become sexually active during adolescence (Glasier et al., 

2006).  Evidence from the Demographic and Health Surveys and the AIDS Indicators 

Surveys studies in sub-Saharan Africa (Khan and Mishra , 2008) show that median 

age at first sex among 20 –24year-old women ranges from a low of 16 years in Chad, 

Mali and Mozambique to a high of 19.6 in Senegal. Overall, the median age in the 

rest of Sub-Saharan Africa is about 18.5 years (Hindin, 2009). Among young men of 

the same age-group in Sub-Saharan Africa, the median age at first sex ranges from a 
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low of 16.9 in Mozambique to a high of 19.6 in Ghana (Hindin, 2009). Other studies 

show even younger median ages of first sex in some countries in Sub-Saharan Africa 

(Kayembe, 2008; Tenkorang and Maticka-Tyndale, 2008). In some settings, young 

men have sex before reaching physical maturity; doing so is often related to engaging 

in high-risk or harmful behaviours (Dixon-Mueller, 2008).  

  

The pattern of age at sexual debut in Sub-Saharan Africa generally contrasts with 

that in other parts of the developing world, in Latin America and the Caribbean; half 

of young women are between 18 and 19 years at first sex (Hindin, 2009), but in 

Bolivia, Guyana and the Dominican Republic men were younger than women at first 

sex (Khan and Mishra, 2008). In some settings where premarital sex is taboo, sexual 

activity may be distracting or provoking negative responses from teachers adversely 

affecting school performance and leading to dropout (Biddlecom et al., 2008).  

Adolescent pregnancy and birth may result into school dropout or expulsion, since 

the school policy in many developing countries is unfriendly to pregnant adolescents 

(Lloyd and Mensch, 2008). Thus teenage sexual activity whether or not it leads to 

pregnancy or birth may have a negative impact on young women's future educational 

attainment through school dropout (Hindin at al., 2009). Marriage may also lead to 

school dropout, even if the young woman does not become pregnant (Grant and 

Hallman, 2008).   

 

Various efforts have been done to control exposure of adolescents toward the risky 

sexual behaviour. In Tanzania, the Government has established a range of policies 

related to control of risky sexual behaviour among adolescents. Examples; National 

Health policy has appreciated youth-friendly services to improve access to 
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reproductive health information and services (URT), 2003: 11). However, the policy 

does not show what specific information and services are conveyed to youth and at 

what age categories of youths. National policy on HIV/AIDS 2001 has also cherished 

prevention of HIV/AIDS and STIs to the adolescent. HIV/AIDS information should 

be introduced early enough so as to protect the children who are not yet sexually 

active before they are exposed to sexual practices so as to equip them with 

knowledge and skills to protect themselves and others from HIV transmission (URT, 

2001: 17-18). However; the policy stressed much on HIV/AIDS rather than 

comprehensive sexual and reproductive health. National youth development policy 

recognises efforts to curb risky sexual behaviour among adolescent. Youth has many 

health problems, such problems include increase in sexual transmitted disease and 

child bearing at early age (URT, 1996). However, this policy considers youth (aged 

12-25years) of all age categories are homogenous.  

 

There are number of institutions dealing with sexual and reproductive health, some 

are Tanzania Commission for HIV/AIDS (TACAIDS), Family Health International 

(FHI), Family Planning Association (UMATI) and Population Services International 

(PSI). However, they deal with general population at large with limited specific 

strategies to deal with adolescents. Interventions for improving adolescent sexual and 

reproductive health need to be more specific in order to make them more effective.  

 

Despite these efforts to improve sexual and reproductive health among adolescents, 

problems associated with risky sexual behaviour are still soaring, including; STIs, 

HIV/AIDS, unwanted pregnancy and unsafe abortion (Morhason-Bello, 2008 in 

Olukoya and Ferguson (2002); Feyisetan and Pebley (1989); Kemp and Obunge 
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(1995). In Tanzania, about 5.4% of women aged between 15-19 years are mothers or 

pregnant, the infant mortality per 1,000 births is 51 and under-five mortality per 

1,000 births is 81 (NBS & ICF Macro, 2010). The 2007-08 Tanzania HIV and 

Malaria Indicator Survey (THMIS) show that, 5.7% of Tanzanians aged 15-49 years 

are HIV-positive (TACAIDS, 2008) and prevalence rate among young people aged 

15-24 years is 2.8% (UNICEF, 2010). Likewise; 7.4% and 5.0% of women and men 

respectively reported having STIs (NBS & ICF Macro, 2011). Previous research 

findings from all regions of Tanzania, show that average dropout rate is 3.7% for 

primary schools, whereby 3,370 students which is equivalent to 4.6% of victims 

dropped school due pregnant (URT, 2009). While in secondary schools, dropouts 

caused by pregnancies increased from 10.3 % in 2008, to 20.4% in 2009 (URT, 

2009). The socio-economic determinants of those risky sexual behaviours are not 

well known. Hence, this research is an effort to find out determinants of risky sexual 

behaviours so as to develop empirical information that will help in formulation of 

tailor made and user-friendly intervention to adolescent students. 

 

1.2 Statement of the Research Problem 

Adolescence risky sexual behaviour results into unwanted teenage pregnancy, 

sexually transmitted infections and HIV/AIDS. It is estimated that, 40% of never-

married young women and 48% of never-married young men are in risky sex (NBS 

& ICF Macro, 2011: 237). There has been no significant reduction on risky sex rate 

from years 2004 to 2011 as the rate recorded in the 2011 TDHS is similar to that 

recorded in the 2004-05 TDHS and the 2007-08 THMIS (NBS & ICF Macro, 2011: 

237). Previous research findings from different regions in Tanzania on women aged 

18-24 years show that, about 58.0% of women aged 15-19 years had sexual 
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intercourse before 18 years of age, while on men aged 18-24 years shows that 49.8% 

of them aged 15-19 years had sexual intercourse before age of 18 years, moreover 

23% of women aged 15-19 years have started childbearing (NBS & ICF Macro, 

2011). Previous research findings from in all regions of Tanzania also show that 

among women aged 15-24 years, 3.9% of women aged 15-19 years, had more than 

one partner within the past 12 months, while on men aged 18-24 years shows that 

11.3% of them aged 15-19 years have multiple partners within the past 12 months 

(NBS & ICF Macro, 2011:238). Sexual activity among young, show that 34% of 

never-married women and 37% of never married men had sex within the past 12 

months and only half of these women and men 49% and 54% respectively reported 

using a condom during their last sexual intercourse (NBS & ICF Macro, 2011:237). 

Also, 7.4% and 5.0% of women and men respectively reported having STIs/genital 

discharge/sore or ulcer.  

 

Regardless of the methods used in collecting this information, the message is clear 

that majority of never-married adolescents are in risky sexual behaviour. However, 

factors underlying such risky scenario particularly in urban areas are not well 

researched and documented. Studies within Africa including Nigeria have 

demonstrated increasing rate of premarital sex and decline in age of sexual debut 

among adolescents contrary to African moral and cultural values (Morhason-Bello at 

al., 2008 in Okonofua, 2000; Adegbenga, 2002; Okpani and Okpani, 2000). The 

reasons for above observations has been advanced to include; high poverty level, 

adoption of western norm of sexual liberty, gradual erosion of traditional 

norms/values, lack of parental control, mass media, urbanisation and tourism 

(Morhason-Bello et al., 2008). However, socio-economic determinants of risky 
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sexual behaviours are dynamic and controversial, they change with time, location, 

age group, marital status and sex due changes in social and economic development. 

This dynamic nature of the factors necessitates a study to find specific factors for the 

scenario in Kinondoni Municipality. Hence, this study intended to determine socio-

economic factors that determine risky sexual behaviour among adolescent students in 

primary and secondary schools located in Kinondoni Municipality, Tanzania.  

 

1.3. Research Objectives  

1.3.1 General Objective  

The general objective of study was to investigate socio-economic determinants of 

risky sexual behaviour among adolescent students.  

 

1.3.2 Specific Objectives  

Specifically, the study intended to: 

1. Examine the characteristics of adolescent students involving in the risky 

sexual behaviour in the study area. 

2. Establish the extent of involvement in the risky sexual behaviour among 

adolescent students in the study area. 

3. Examine socio-economic factors associated with the prevalence of risky 

sexual behaviour among adolescent students in the study area. 

 

1.4 Research Questions 

The main research questions to be answered by this study were: 

1. What are the characteristics of adolescent students involved in the risky 

sexual behaviour in the study area? 
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2. What is the extent of involvement in the risky sexual behavior among 

adolescent students in the study area? 

3. What are the socio-economic factors associated with the prevalence of risky 

sexual behavior among adolescent students in study area? 

 

1.5 Significance of the Study 

The study will provides information that improves understanding on socio-economic 

factors that determine risky sexual behaviour among adolescent students and 

cementing knowledge on forces and their magnitudes that compromise sexual and 

reproductive health. The obtained results will be useful in developing tailor-made 

prevention programs for adolescent students by organizations that deal with sexual 

and reproductive health in reducing; STIs, HIV/AIDS and unwanted pregnancies like 

FHI, UMATI, TACAIDS, National Institute for Medical Research (NIMR), Ifakara 

Health Institute (IHI), Ministry for Health and Social Welfare (MoHSW) and 

National Aids Control Program (NACP). The study is in line with the National 

Population Policy on reproductive health that is to promote and expand quality 

reproductive health services for adolescent, men and women (URT,2006) and 

Millennium Development Goals number six which aim at combating HIV/AIDS, 

malaria and other diseases. Also the study will contributes to dissertation work as 

partial fulfillment of the requirement for award of the degree of Masters of Arts in 

Demography of the University of Dodoma (UDOM). 

 

1.6. The Conceptual Framework  

The conceptual model, which guided this study, is based on the supposition that, 

risky sexual behaviour is determined by interplay of several socio-economic factors. 
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These factors have been grouped into three categories. Category one is the personal 

factors; age, sex, education level and birth position. These are generally background 

variables of adolescent Student. Category two is the resource factors; family income, 

food security, economic activities and assets owned by students and their 

parents/guardians. And category three is institutional factors; peer group, media, 

sexual services availability, rules regulation and sexuality training 

 

1.6.1 Personal Factors 

Personal factors such as age, sex, and religion can influence risky sexual behaviour 

to adolescent students. Most adolescents are at age of sex maturity, sex 

experimentation is part and parcel of their way of life. This situation may influence 

their participation in risky sex even before they are married. For adolescents, risky 

sex is expected to increase with an increase of age, because as the age increase the 

frequency of sex experimentation is also increased. Male adolescent are more likely 

to engage in risky sex than their female counterparts. This is due to fact that, girls 

fear to get pregnant while they are still students and cared with parents. Under 

African norms context, boys are given more freedom from parents than girls and are 

the ones expected to seduce girls for sex. Religion may influence risky sex behaviour 

since most of them prohibit premarital sex. Adolescent that is obedient to religion is 

less likely to involve in risk sex and vice versa. 

 

1.6.2 Resource Factors 

Adolescents from household poor in resources (manifested by low income, poor 

asserts owned, food insecurity, and informal sector as economic activity) are more 

likely to engage in risky sex than those coming from household rich in resources. 
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This is due to fact that, poor households are not able to keep decent life to their 

family members, making some adolescents exchange sex for money. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: Conceptual framework on socio-economic determinants of risky 

sexual behaviours among adolescent students. 

 

1.6.3 Institutional Factors 

Peer group may influence risky sex since some adolescent spend more time with 

their peer and learn good and bad things from them. Media may influence risky sex 

behaviour since in urban areas some adolescent are good stakeholders of unguided 

tabloid news paper, internet network, TV programs and FM radios. Programs from 

these media are shaping adolescents’ ways of life. Availability of user friend sexual 
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Adolescent sexual 

behaviour 

-Age at sex debut 

-Number of partners 

-STIs 

- Contraceptive use 

-Unsafe abortion 

Institutional factors  

-Peer group 

-Parents/guardians 

-Teachers 

-Media 

- Sexual services availability 

-Rules and regulations 

- Sexuality training at school 

 

 

 

 

 Risky sexual 

behaviour: 

- HIV  

- STIs 

- Dropout  

-Unwanted pregnant 

- Abortion 

-Class performance 

 

 

 

 

Non- risky sexual 

behaviours: 

- HIV  

- STIs 

- Dropout  

-Unwanted pregnant 

- Abortion 

-Class performance 
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services may influence risky sex behaviour to adolescent student, since they are 

expected to provide sexuality education, contraceptives and cancelling to youths. 

 

According to the conceptual framework if more adolescents are involving in risky 

sexual behaviour, the rates of; HIV/AIDS, STIs, school dropout, abortion, unwanted 

pregnancy and poor class performance will be high and hence compromise sexual, 

reproductive health and wellbeing of youths. While if less adolescents are not 

involving in risky sex behaviour, the vice versa is true. 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 Overview 

This section divided into two main parts, which are theoretical and critical reviews. 

To begin with; current theories of sexual behaviour will be explored. In critical 

review; the discussion will dwell on the main concepts of this study, which are 

adolescence and risky sexual behaviour, and where possible specifically addresses 

the effects of risky sexual behaviour on unmarried-urbanites adolescent of both sex. 

The aspects to be covered are adolescence, adolescents’ sexuality, adolescent sexual 

behaviour and finally risky sexual behaviour. 

 

2.2 Theoretical Literature Review 

2.2.1 Theories on Sexual Behaviour 

The reason why people have sexual intercourse, and the meanings ascribed to this 

behaviour are diverse, and fluid within individuals and relationships. To comprehend 

the sexual behaviour of adolescent boys/girls, an understanding of the different 

models of sexual behaviour and the various intrinsic and extrinsic factors that impact 

on it need to be examined (UNESCO/UNAIDS, 2000 in Menda,2006). The most 

common theories on adolescents’ sexual behaviour are hereunder below. 

 

2.2.2 Psychological Models of Behaviour 

This model suggests that adolescent’s act based on their knowledge of a particular 

problem, and of a potential behavioural “solution” to the identified problem. 

Behavioural intention is seen as a product of the adolescent’s attitude towards the 

behaviour, perceived subjective norms, and self efficacy in performing a particular 
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behaviour. In the presence of these predictors of sexual behaviour, behavioural 

intention is highly predictive of actual behaviour if the adolescent has the necessary 

skills to perform the behaviour, and in the absence of any environmental constraints 

(Hargreaves, 2002). 

 

2.2.3 Social Theories 

These theories highlight the ways in which communities adopt behaviours, taking the 

emphasis away from solely individual determinants of behaviour. These theories 

point to the fact that the peer group one identifies with has a significant impact on 

one’s sexual behaviour. Diffusion of innovation theory and social influence theory 

describe the fact that adolescents are likely to adopt new behaviours if they see 

people around them adopting them, in particular parents, opinion leaders and friends. 

The social network theory points specifically to the fact that by definition, sexual 

relationships involve more than one person, pointing to another layer of factors, 

including gender and power that can affect adolescents’ sexual behaviours 

(Hargreaves, 2002 in Menda, 2006). 

 

2.2.4 Structural and Environmental Theories 

According to these theories, individual and social factors may explain some patterns, 

but cannot explain all the variations in behaviour. Public policy and community level 

factors that affect the environment in which adolescents make decisions about sexual 

behaviour can be more or less supportive of certain types of behaviour they exhibit. 

Socio-economic factors within the society have also been identified as having an 

important bearing on facilitating certain types of protective or risk-related behaviours 

among adolescents. They may affect the opportunity for, timing of and patterns of 
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behaviours, such as sexual, social, health seeking, or recreational behaviours that can 

impact on the risk of HIV infection, STIs and unintended pregnancy (Macphail, 2000 

in Hargreaves, 2002). The combination of these theories explains the human sexual 

behaviour and helps understand the why and how of the adolescent boys and girls’ 

sexual behaviour. 

 

2.3 Critical Literature Review 

2.3.1 The Concept of Adolescence 

Adolescence, which is a transitional period between childhood and adulthood, begins 

with biological changes associated with puberty and proceeds through a process of 

psychosocial changes, influenced by cultural factors, which, to a large extent, 

determine the identity and sexuality of the adolescent (WHO, 2000 ). 

 

To define their identity, adolescents select characteristics from many people, ranging 

from peers to influential people, through a process which is full of contradictions. 

During this period, adolescents spend less time with their parents and more with their 

friends; they are more interested in the opposite sex and develop the desire for sexual 

activity (Menda, 2006). This advent of sexuality, which is characterized by 

uncertainty, conflict and struggle over appropriate avenues of expressions and the 

need to manage it, is a major feature of the adolescent experience (WHO, 2000). 

 

Some African societies have very early marriages and little or no education for 

performing adult roles, hence the period of transition from adolescence to adulthood 

is either non-existent or very short (Villarreal, 1998). Most African societies have a 

structured initiation process during which the child transitions into an adult. During 



15 

 

these initiation ceremonies, sexuality and socio-culturally accepTable sexual 

behaviour is explained to the initiated (Lemba, 1996 in Kapungwe, 2003). 

 

The initiation of the girl usually starts when her breasts become enlarged and it is 

usually conducted by the grandmother or an elderly female family member. In most 

rural-based African societies, when the girl experiences her first menses, she reports 

it to her mother or an elderly female family member. The girl is then traditionally 

secluded for a specific period which varies from tribe to tribe. During this period she 

is not only instructed on the mechanics of sexual intercourse and accepTable sexual 

behaviour, but also on how to raise a family and how to behave towards her elders 

(Smith, 1962, in Kapungwe, 2003). 

 

 These initiation ceremonies, especially in the rural areas, serve as an entry point for 

adolescent girls into the world of sexuality (Menda, 2006). Unfortunately; this 

practice is very limited in urban areas like Kinondoni Municipal hence peer groups 

and mass media take the role. 

 

2.3.2 Adolescents’ Sexuality 

Sexuality, which can influence thoughts, feelings, interactions and actions among 

beings, and motivate people to find love, contact, warmth and intimacy, is expressed 

in many different ways and is closely linked to the environment one finds oneself in. 

(Rwenge, 2000 in Menda, 2006).  An understanding of the concepts sex and gender 

and sexuality is essential for addressing issues of sexual behaviour.  Sex refers to the 

sum of biological characteristics that define the spectrum of humans as females and 

males while gender is the sum of cultural values, attitudes, roles, practices and 
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characteristics based on sex. Sexuality refers to a core dimension of being human 

which includes sex, gender, sexual and gender identity, sexual orientation, eroticism, 

emotional attachment/love, and reproduction. It is experienced or expressed in 

thoughts, fantasies, desires, beliefs, attitudes, values, activities, practices, roles, and 

relationships. Sexuality is a result of the interplay of biological, psychological, socio-

economic, cultural, ethical and religious/spiritual factors (Hilary, 2002). 

 

Gender is instrumental in defining human sexuality for both women and men and 

gender relations are an essential component of the socio-cultural fabric of a society. 

From the earliest age, socio-cultural norms dictate that boys and girls adopt specific 

ideals of masculinity and femininity, which will later have an impact on their sexual 

behaviour, their respective sexual responsibilities, their sexual education, and ability 

to access information about sex and on their ability to access resources, including 

sexual health care (Hilary, 2002). In this context, adolescents’ sexuality will be 

defined by whom they have sex with, in what ways, why, under what circumstances, 

and with what outcomes (Gupta, 2000; Gupta, 2000b in Menda, 2006).   

 

Practices, partners, pleasure, social and economic pressure, pain, power relations and 

procreation constitute the main components of sexuality, whose expression and 

experience are determined by the power underlying them. While adolescent boys’ 

sexual activity, considered as natural, appears to be driven by the desire to 

experience unprotected penetrative sexual intercourse in order to prove their 

manhood and to be like other men , adolescent girls on their side have sex to express 

or prove love, to strengthen relationships, and have a marriage partner (Priscilla, 

2002). Because the man’s pleasure is at the center, girls are taught during traditional 
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initiation ceremonies ways in which they can please their men and provide them with 

more pleasurable sex. 

 

These motives, be it for male or female adolescents, are dictated by the norms 

prevailing in the adolescents’ circles. All would want to do what others do so as to 

feel a sense of belonging to their circle of friends (Pettifor, 2004; Priscilla, 2002). 

This sexual pressure is mostly expressed as forced/coerced sex from a male partner, 

or from peers, particularly for the first sexual intercourse (Luke, 2003; Priscilla, 

2002). The degree of expression of the pressure depends on the partner’s power in 

the sexual relationship. This is a relative ability of one partner to act independently, 

to dominate decision making, to engage in behaviour against a partner’s wishes, or to 

control a partner’s actions (Pulerwitz, 2000 cited by Blanc, 2001). 

 

2.3.3 Gender Based Power Relation and Sexuality 

The understanding of individual sexual behaviour, male or female, necessitates an 

understanding of gender and sexuality as constructed by the complex interplay of 

social, cultural, and economic forces that determine the distribution of power, which 

determines how all the components of sexuality are expressed, experienced and 

whose pleasure and needs is given priority and when, how, and with whom sex takes 

place (Gupta, 2000). The imbalance in power in the boy-girl relationships, which are 

gender/power relations, coupled with socio-cultural and economic factors, frequently 

curtail the women’s sexual autonomy, expand males’ sexual freedom, and thereby 

increase women’s/girls’ and men’s risk and vulnerability to STIs/HIV (Gupta, 2000). 

In the socio-cultural African context, women/girls are expected to be passive in 

sexual interaction and observe silence on issues pertaining to sex. This has made it 
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difficult for them to be informed about risk reduction or, even when informed, makes 

it difficult for them to be proactive in negotiating safer sex (Gupta, 2000). For girls 

who have to keep their virginity, especially in societies where there is a bride price, 

their risk of infection is even high because on the one hand, virginity restricts their 

ability to ask for information about sex, out of fear that they will be thought to be 

sexually active (Gupta, 2000) and on the other hand the innocence and passivity 

associated with virginity makes them easy prey for older men, who may pursue or 

coerce them into sex, or they may practice anal sex that preserves their virginity, 

while putting them at increased risk of infection (Blanc, 2001). 

 

Among those who are sexually active, some engage in other practices such as the use 

of vaginal drying agents, to satisfy a culture which puts much emphasis on male 

pleasure in sexual interactions (Blanc, 2001). The women’s economic dependence on 

men reinforces their vulnerability to STI/HIV infection, by increasing the likelihood 

that they will exchange sex for money or favours, and by lowering the likelihood of 

them succeeding in negotiating protection and/or leaving a relationship that they 

perceive to be risky (Blanc, 2001; Dijk, 2002; Gupta, 2000; Martlin and Spence, 

2001; Sokoni, 1998; Walsh, 2001). The worsening economic opportunities in recent 

decades have made adolescents’ guardians less able to care for them (Rwenge, 2000) 

and have transformed the adolescents’ sexuality into a valuable resource that can be 

exchanged for money, gifts, and other assistance (Luke, 2003). 

 

As opposed to women, whose vulnerability derives from a lower power, men’s 

vulnerability to HIV infection is caused by their greater power, mainly explained by 

the prevailing sexual script of male sexuality, which is often defined as natural, 
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impulsive and initiatory, and expected to be more active and in control. This puts 

young men, at risk of infection because they are prevented from seeking information 

or admitting their lack of knowledge about sex or protection, and coerces them into 

experimenting with sex, at a young age, in unsafe ways and with multiple partners, to 

prove their manhood (Dijk, 2002; UNAIDS, 1999). 

 

2.3.4 Risky Sexual Behaviour 

Risk taking behaviour is part and parcel of adolescence, and experimentation is part 

of their way of exploring reality. WHO defines a risky sexual behaviour as one that 

increases the likelihood of adverse sexual and reproductive health consequences such 

as unwanted pregnancies, unsafe abortion, HIV/AIDS and STIs and includes sexual 

activity under the influence of substances, sexual intercourse with drug users, 

unprotected sexual intercourse, commercial sex and unprotected sex with a same sex 

partner (WHO, 2000). 

 

Among the factors predisposing adolescents to risky practices, studies have 

highlighted the role of deprivation at an early age, emotional closeness seeking 

through sexual activity and even actively seeking parenthood (Edgardh, 2000). In 

Sub-Saharan Africa, urbanization, with its attendant social and cultural disrupts, has 

been identified as the main cause of risky practices among urban young men 

(Ndubani and Hojer, 2001). On the other hand, adolescents’ own self-efficacy, youth 

friendly services and a supportive environment have been identified as underlying 

protective factors (Mehra, 2002). 
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When started at an early age, risky sexual behaviour tends to cover several domains, 

and may, together with health hazards such as smoking and drug experimentation, 

adversely affect the health of adolescents (Edgardh, 2000). The prevalence of risky 

sexual behaviour amongst adolescents is being fuelled by the Western media which 

promotes a message of liberation, self-development, and marginality from traditional 

ways of life. Unfortunately, these messages implicitly or explicitly encourage sexual 

freedom without putting much weight on responsibility for sexual behaviour 

(Chirinos, 2000; Indralal De Silva, 1998; Priscilla, 2002). 

 

2.3.5 Knowledge Gap 

Studies on adolescent risky sexual behaviour have focused mainly on HIV/AIDS 

prevention rather than comprehensive sexual and reproductive health (Menda, 2006; 

Fawole et al., 1999; Buseh, 2004; Machel, 2001). Literature on adolescent sexuality 

is dominated by survey approaches, mostly based on the KAP - model (Knowledge, 

Attitudes and Practices) on sexual behaviour  (Oladepo & Brieger , 2000; Adeokun 

et al., 2009) which only count sexual acts, without taking the factors behind the    

set-up (Menda, 2006). Knowledge acquired through the KAP-model studies has 

paved the way to a more recent approach of sexuality, which is considered as a result 

of the interplay of biological, psychological, socio - economic, cultural, ethical and 

religious/spiritual factors (Hilary, 2002). In short, most studies on adolescent risky 

sexual behaviour have not been considering the socio-economic determinants of 

risky sexual behaviour among adolescent students, to date there is limited empirical 

evidence on the same issue. Hence, this study is an effort to fill that information gap. 
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CHAPTER THREE 

RESEARCH METHODOLOGY 

3.1 Study Area 

3.1.1 Selection of the Study Area 

The study was conducted in Kinondoni Municipality in Dar es Salaam, Tanzania. 

The area was selected because is the most densely populated Municipality in Dar es 

Salaam, with estimated population of 1,658,891 people in 2012 (MED, 2009) hence 

being in high risky sexual behaviours than rural areas (TACAIDS, et al., 2008).  The 

area is also relatively high modernised (MED, 2009) that traditional social controls 

of adolescent sexual behaviour are less effective (Adeokun, 1990) due to 

modernization process (Ngalinda, 2001). 

 

3.1.2 Description of the Study Area 

Kinondoni Municipality is the one of the three Municipalities in Dar-es-Salaam 

Region; the others are Ilala and Temeke Municipals. The Municipality is situated 468 

kilometers east (100°) of the approximate centre of Tanzania and 14 kilometers 

North-West (293°) of the capital Dar es Salaam. It lies with a latitude of -6.75 (6° 45' 

0 S) and a longitude of 39.17 (39° 10' 0 E). It borders Indian Ocean on the North-

East part, Ilala on the Southern part, Bagamoyo Municipality on the Northern part, 

Kibaha Municipality on the Western area, and Kisarawe Municipality on the South-

West part. The Municipality covers a total area of 531 square Kilometers. According 

to the National population and housing census of 2002, Kinondoni Municipality has 

total population of 1,088,867 of which 549,929 (50.50%) are males and 538,938 

(49.50%) are females. It is the most populous Municipality in the Tanzania, with 

annual average population growth (1988-2002) of 4.3%. Administratively, 
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Kinondoni Municipality has four Divisions namely Kawe, Kibamba, Magomeni and 

Kinondoni. It has a total number of 34 wards and 171 Streets. Only 5% of residents 

are employed by Government and about 95% of residents are self employed 

including those employed in small-scale entrepreneurship and crop and livestock 

production. According to the Kinondoni Municipality Profile of 2010, The 

Municipality has 227 primary schools and 136 registered secondary (DED, 2009). 

 

Figure 2: Location of the study areas in Kinondoni Municipality. 
Source: A Cartographic Unit of University of Dar es Salaam, 2012. 
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3.2 Research Design  

A cross- sectional research design was used in this study. The cross-sectional 

research design  was considered favourable because it allows data to be collected at a 

single point in one time without repeating from the representative population, and it 

also allow comparisons of variables (Bailey, 1998; Babbie, 1990; Bernard, 1994).  

 

3.3 Sampling Design  

3.3.1 Target Population  

Population is  a group of individuals, objects or item from which samples are taken 

for measurement and have at least one thing in common (Donald et al., 2006). The 

targeted population for this study was adolescent students aged 12 to 19 years old.  

 

3.3.2 Sampling Unit  

This is also called unit of analysis and defined as the basic unit whose properties are 

chosen for analysis. The unit of analysis in this study was an individual adolescent 

student aged 12-19 years old. 

 

3.3.3 Sampling Frame 

The sampling frame refers to the list of all units of population from which a sample 

can be selected (Sridhar, 2008). The sampling frame for this study was list of all 

adolescent students who were in standard five to seven from Kisopwa and Msisiri B 

primary schools and from form one to four from Mbompo and Kambangwa 

secondary schools. The list was obtained from heads of selected schools using 

attendance registers. List of key informant was obtained from the office of; 

Municipal Medical Officer where key informant was an in-charge of sexual and 



24 

 

reproductive health matters, Municipal Education Officer for primary schools where 

the key informants were class-masters of selected primary schools, Municipal 

Education Officer for secondary schools where the key informants were class-

mistress and one parent from each school to represent other parents. The list was 

obtained from school head that used register of school board members. 

 

3.3.4 Sampling Procedure 

Kothari (1990) as cited by Thomas (2011) defined Sample as a small part selected 

from the large unity or entity for study. It is a replica of a bigger part (population) 

from which it was drawn. The following sampling procedures were used for this 

study; 

 

3.3.4.1 Purposively Sampling 

Purposive sampling is the deliberate selections of particular units of the universe for 

constituting a sample (Kothari, 2004). Purposively sampling approach was used to 

select four schools, two primary schools; one with the lowest and another with 

highest dropout rates.  Likewise, two secondary schools; one with the lowest and the 

other with highest dropout rates were selected. Selected schools with their dropout 

rates were; Kisopwa (15.4%) and Msisiri B (2.1%) primary schools and Kambangwa 

(1.2%) and Mbompo secondary schools (30.3%)  Purposively sampling was used 

also to select key informants who were class masters/mistress for selected schools, 

in-charge of sexual and reproductive health. Class masters/mistress were selected 

because they are very close to students since they supervise and coordinate school 

matters for students including academics and their wellbeing. Class master/mistress 

who was more experienced than others was selected to represent their colleagues. In-
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charge of sexual and reproductive health was selected because is the one that collect 

and keep all data on sexual and reproductive health, also is responsible for 

coordinating all sexual and reproductive health services at Municipality level.  

 

3.3.4.2 Random Sampling 

Random sampling is the way of selecting subjects in which every element in the 

population has equal chance of being selected (Sekarani, 2003 in Thomas, 2011). 

This study employed random sampling for selecting representative parents and 

adolescent students for the study. Random number table technique was used to select 

parent from each selected school. The list of adolescent students was stratified by sex 

groups so that every sex group was equally represented. Systematic sampling 

technique from random start point selected by lottery method (Kothari, 2004: 61) 

was used to engage strata of adolescent students in each selected classes. Similar 

technique was used to select the number of adolescent students in each class to 

responds to questions. 

 

3.3.5 Sample Size Determination 

Sample size determination is the act of choosing the number of observations to be 

included in a sample. The sample size is an important feature of any empirical study 

in which the goal is to make inferences about a population from a sample (Bartlett, 

2001). 

In addition to the purpose of the study and population size, three criteria were used to 

determine the appropriate sample size: the level of precision (sampling error), the 

level of confidence or risk, and the degree of variability in the attributes being 

measured (Miaoulis and Michener, 1976).  The sample size for this study was 

http://en.wikipedia.org/wiki/Statistical_sample
http://en.wikipedia.org/wiki/Statistical_inference
http://en.wikipedia.org/wiki/Statistical_population
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estimated based on equation  proposed by Naing et al., (2006) as indicated in 

equation 1; 

n =    (Z
2
)*(P)*(1-P)/ e

2
 ……………………………………………………….. (1)   

  

Whereby:
 

n = sample size when population size is large than 10,000 people 

Z = standard normal deviation, set at 1.96, corresponding to 95% confidence 

interval 

e = degree of accuracy  

p = proportion in targeted population estimated to have a desired attribute,    

if not known, the formula allows to use 50% 

The estimated proportion of the population of adolescent student in Kinondoni 

Municipality in risky sexual behavior was not known, and hence 50% was used. The 

error to be tolerated (sampling error) was +8% at 92% confidence interval, therefore, 

sample size was: 

n = (Z
2
)*(P)*(1-P)/ e

2 

n = (1.96
2
 x 0.5 x 0.5)/0.08

2  
 

n = 150 students 

About 94.30% of the desired respondents was assumed to respond, to compensate for 

non-response students, sample size was adjusted to 159 respondents = 150/0.943. 

The sample size also included nine key informants; four class masters/mistress one 

from each selected school, in-charge of sexual and reproductive health and four 

parents one from each selected schools. The eventual sample size was therefore 168 

respondents (159+9). 
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In order to get population sample within each school, Proportional to Size 

(Khawaja,2005) abbreviated as (PS) was employed after obtaining the list of all 

eligible schools from the Municipality Education Officers for primary and secondary 

schools. Therefore the total number of desired students in each selected school were 

537, 1241, 97 and 383 for Mbompo secondary schools, Kambangwa secondary 

school, Kisopwa primary school and Msisiri B primary school respectively, making 

the total number of 2,258 desired students for all selected schools.  To get number of 

respondents from each school, the proportionate sampling approach (Khawaja, 2005) 

was applied. The eventual sample size distribution is indicated in Table 1 and 

Table2. 

Table 1: Sample Size and Sex Distribution by School 

Name of school Female Male Total 

Mbompo secondary school 19 19 38 

Kambangwa secondary school 44 43 87 

Kisopwa primary school 4 3 7 

Msisiri B primary school 14 13 27 

Total 81 78 159 
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Table 2: Sample Size and Sex Distribution by Class 

Name of school Female Male Sample size 

Mbompo secondary school    

Form    

I 7 6 13 

II 4 4 8 

III 4 4 8 

IV 5 4 9 

Total 20 18 38 

    

Kambangwa secondary school    

Form    

I 12 12 24 

II 12 12 24 

III 12 12 24 

IV 8 7 15 

Total 44 43 87 

    

Kisopwa primary school    

Standard    

V 2 1 3 

VI 2 1 3 

VII 1 0 1 

Total 5 2 7 

    

Msisiri B primary school    

Standard    

V 7 7 14 

VI 5 4 9 

VII 2 2 4 

Total 14 13 27 
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3.4 Data Collection Methods 

3.4.1 Primary Data  

Semi-structured and self administered questionnaire (see Appendix 1) for 

adolescent’s males and female aged between 12 to 19 years old was used as tool in 

primary data collection after verbal consent from the respondent, parents of 

respondents and authorities. Self administered questionnaire was selected due to fact 

that it is more cost effective to administer than personal (face-to-face) interviews, 

relatively easy to administer, reduce the possibility of interviewer bias, perceived to 

be less intrusive than telephone or face-to-face surveys and hence, respondents were 

more readily to respond truthfully to sensitive questions and more convenient since 

many respondents completed them at a time and place that was perceived by 

themselves as  convenient for them particularly for sensitive studies like adolescent 

sexuality (Eiselen, et al.,2005; Jenkins and Dillman, 1995; Sudman et al., 1965; 

Kothari, 2004). 

 

 Prior to the administration of the questionnaire, a pilot study was conducted at 

Makongo primary school and Londa secondary school situated in Makongo Ward in 

Kinondoni Municipality. A total of 20 adolescent students 10; from standard five to 

seven in primary school and another 10 from form one to four in secondary schools 

answered the questionnaires. The pilot study allowed pre-testing of questionnaire and 

identifying a major shortfall in the way questions were formulated. 

 

Checklists of questions (Appendices 2 to 4) were used to collect information from 

key informants. In-charge of sexual and reproductive health provided information on 

pregnancy, HIV/AIDS and STIs to adolescent. Class masters/mistresses provided 
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information on pregnancy, drop-out and sexuality education and rules and 

regulations dealing with sexual matters to adolescent student. Parents provided 

information on the causes of risky sexual behaviour and its measures to control the 

scourge. 

 

3.4.2 Types of Data Collected for each Objective 

The following types of data were collected for each objective; 

Objective 1: To examine the characteristics of adolescent students in the risky 

sexual behaviour in the study area. The data on demographic characteristics were; 

age, sex, years of schooling, religion, place of  residence, household and family size, 

birth position, parent status (education, occupation, and marital status) and relation of 

respondent to household head. Data on economic characteristics were; main 

economic activity of household head, food security, assets owned by household head 

and adolescent student and ability to meet school and other basic needs. Data on 

awareness of risky sexual behaviour were; source of information, knowledge on 

causes and protection of risky sexual behaviour, sexual related services, attitude 

towards sex and contraceptives use. 

 

Objective 2:  To establish the extents of involvement in the risky sexual behaviour 

among adolescent students. Data collected on risky sexual behaviour were; number 

of sex partners, type of sex partner, age at sex debut, alcohol use, abortion practices, 

STIs, contraceptive use and frequency of doing sex. 
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Objective 3: To examine socio-economic factors associated with the prevalence of 

risky sexual behaviour among adolescent students. Data from objective 1 and 2 

synthesized and used for this objective. 

 

3.4.3 Secondary Data  

Secondary data were collected though review of various relevant documents such as 

journals, census reports, Demographic and Health Surveys and books. The 

documents were obtained from libraries and internet (Kothari, 2004). 

 

3.5 Data Processing and Analysis 

The data was verified, compiled coded and summarised before carrying out statistical 

analysis based on objectives stated. Statistical Package for Social Scientists (SPSS) 

Version 16 (SPSS Inc, 2006; Field, 2005; Lavesque, 2007) was employed as tool for 

data coding and analysis. The descriptive statics such as frequencies, mean and 

percentage were used to analyse characteristics of respondents.  Index scale was used 

to analyse; extent of involvement in the risky sexual behaviours, income group of 

parents and awareness of risky sexual behaviours (Kothari, 2004). Cross tabulation 

was used to compare responses within and between respondent schools. Chi-square 

was used to analyse associations between socio-economic characteristics and extent 

of risky sexual behaviours (Kothari, 2004; SPSS Inc, 2006). 

 

Frequency and percentage was used to analyze prevalence of all identified variables. 

Chi-square was used to analyze association of some socio-demographic variables 

like; age, sex, parent status, and income group of parents with extent of involvement 

in risky sexual behaviours at 95% confidence interval. In order to meet criteria for 
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Chi-square analysis, income group of parents were transformed from three to two 

categories, class of study were transformed from seven to two categories and extent 

of involvement into risky sexual behaviours were transformed from three to two 

categories.  

 

The Index scale was used to rate; income group of parents, level of awareness of 

risky sexual behaviours and extent of involvement in the risky sexual behaviours.  

Index scale for extent of involvement into risky sexual behaviours was calculated as 

follows; high risky was between 5 to 6 yes responses; medium risky was between 3 

to 4 yes responses and low risky was  between 1to 2 or less yes responses. A similar 

technique was used to calculate income group of parents and level of awareness of 

risky sexual behaviours.  

 

The used methods for analysis are summarised in the Table 3. 

 Table 3: Summary of Data Analysis  

No            Objective  Analysis method 

1 To examine the characteristics of 

adolescent students in the risky sexual 

behaviour. 

 

 Descriptive analysis such as 

frequencies, mean and percentage 

(Kothari, 2004). 

2 To establish the extent of involvement in 

the risky sexual behaviour among 

adolescent students. 

 

 Index scale and descriptive 

analysis such as frequencies and 

percentage, (Kothari, 2004; 

Bernard, 1994). 

3 To examine the socio-economic factors 

associated with the prevalence of risky 

sexual behaviour among adolescent 

students. 

 Cross tabulations and Chi-square 

(Kothari, 2004; SPSS Inc, 2006). 
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3.6 Ethical Considerations 

The permission to conduct this research was obtained from relevant authorities. 

These included; Director of Graduate Studies from the Dodoma University, 

endorsement from Municipal Director of Kinondoni Municipal Council, informed 

consent of participants in the study from the head of each selected schools and 

approval from parents of respondents. Eligible respondents for the study were 

informed individually the objective of the study and requested to participate 

voluntarily. Participants were given an option to answer only the questions they felt 

comfortable with. They allowed to withdrawn from the study at any time without 

influencing others. Each participant was assured that all the information was 

confidential and would be used for this research only. Self-administered 

questionnaire was used to guarantee the respect of privacy.  

 

3.7 Data Quality Control 

3.7.1 Validity 

Validity determines whether the research truly measures that was intended to 

measure or how truthful the research results are. Researchers generally determine 

validity by asking a series of questions, and will often look for the answers in the 

research of others (Cameron et al., 2007; Golafshani, 2003). To heighten the 

likelihood that adolescent students filling in the questionnaire gave true answers, 

some aspects were considered. Anonymity; respondents never wrote their names or 

any mark to identify particular person on the questionnaire, and the questionnaire 

was self-administered. Discretion; apart from the students, psychologist and the 

researcher, there were no other people in the classroom. The students were requested 

to sit on desks chairs far enough apart, such that they did not see each other’s 
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answers. Translation from English to Swahili questionnaire; the questions were 

translated from English to Swahili that majority of adolescent students do 

understand. Large sample size and random sampling; the sample size was 

sufficiently large (n=159) and random sampling prevented selection bias of 

respondents. Use of psychologist; since the study was sensitive and collected some 

personal information’s, expert for building confidence to participants in responding 

to questions was hired. 

 

3.7.2 Reliability 

Golafshani, 2003 in Joppe (2000) defines reliability as the extent to which results are 

consistent over time and an accurate representation of the total population under 

study is referred to as reliability and if the results of a study can be reproduced under 

a similar methodology, then the research instrument is considered to be reliable. The 

questionnaires was pre-tested at Makongo primary school and Londa secondary 

school to see whether the answers were in logical agreement with related questions 

or not  and changes was made to delete any ambiguities. 
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CHAPTER FOUR  

DISCUSSION OF THE RESULTS 

4.1 Overview 

This chapter presents and discusses on the socio-economic determinants of risky 

sexual behaviour among adolescent students in Kinondoni Municipality in Dar-es-

Salaam region Tanzania. It presents the socio-demographic characteristics of 

respondent, awareness of risky sexual behaviour, involvement in the risky sexual 

behaviour, type of sex and place for last sex, reasons for prevalence of STIs, 

pregnancy and abortion, actions for protection against STIs, pregnancy and abortion, 

sexual related services. Finally; measures minimise risky sexual behaviours among 

adolescent students are presented. 

 

4.2 Demographic Characteristics of Respondents 

The results on demographic characteristics based on sex, age, religion, class of study, 

street of residence, household size and parent status are presented in Tables 4. The 

results indicate the following: 

 

4.2.1 Sex 

Results in Table 4 reveal that about half (50.9%) of respondents were males while 

another half (49.1%) were female. The sex is almost balanced because of sampling 

procedures that stratified sex group into two categories of males and female in equal 

presentation. This implies that reliable data was produced from good presentation of 

both sex groups. 
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Table 4: Demographic characteristics of Respondent  

Variable Description Respondents by school (%) 

  KSS 

(n=87) 

MSS 

(n=38) 

MPS 

(n=27) 

KPS 

(n=7) 

Total 

(n=159) 

Sex  Male 49.4 50.0 48.1 42.9 50.9 

Female 50.6 50.0 51.9 57.1 49.1 

       

Age (years) 10-15 41.9 35.1 96.3 85.7 51.6 

 16-20 58.1 64.9 3.7 14.3 48.4 

       

Religion Muslims 50.0 54.1 66.7 71.4 54.8 

 Christians 50.0 45.9 33.3 28.6 45.2 

       

Class  Std V - - 51.9 42.9 10.8 

 Std VI - - 33.3 42.9 7.6 

 Std VII - - 14.8 14.3 3.2 

 Form I 27.6 35.1 - - 23.4 

 Form II 27.6 21.6 - - 20.3 

 Form III 27.6 21.6 - - 20.3 

 Form IV 17.2 24.3 - - 15.2 

       

Residence area High population 

density 

62.8 56.8 96.3 28.6 65.6 

 Low population 

density  

37.2 43.2 3.7 71.4 34.4 

       

Parent status Biological 68.6 59.5 77.8 57.1 67.5 

 Non-biological 31.4 40.5 22.2 42.9 32.5 

       

Household mean 

size 

5 28.7 24.3 37.0 57.1 30.4 

5+ 71.3 75.7 63.0 42.9 69.6 

Key: KSS=Kambangwa secondary school. MSS=Mbompo secondary school. 

MPS=Msisiri B primary school. KPS=Kisopwa primary school. 

 

 

4.2.2 Age 

Results in Table 4 indicate that about half (51.6%) of respondents were in age group 

of 10-15 years and another half (48.4) belonged to age group of 16-20 years. 
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Majority (58.1-64.9%) of adolescent students aged 16-20 years were found in 

primary schools compared very few (3.7-14.3%) secondary schools. This can be 

associated with the fact that age increases with increases with education level.  

Schools with high dropout rates had relative more older adolescent students (14.3-

64.9%) compared with those with low dropout rates (3.7-58.1%).  This may imply 

that sexual practices increase with an increase in age thus putting older adolescent 

students in more risky sexual behaviours compared to their young colleagues. 

Further the results show that there were relative more adolescent students aged 16-20 

years in Kisopwa primary school (14.3%) compared to Msisiri B primary school 

(3.7%). Discussion with key informants indicated that students from Kisopwa 

primary school were enrolled with an average age of more than seven years in 

standard one. This may imply that youths who are enrolled in standard one with an 

age above seven years old are more likely to become full mature while in primary 

school thus more  desire in experimenting sex intercourse that may put them more 

prone to risky sexual behaviours. 

 

4.2.3 Religion 

Results in Table 4 reveal that about half (54.8%) of respondents were Muslims and 

another half (45.2%) were Christians. However; few proportion of Christians were 

found in primary schools at a rate of 33.3% and 28.6% for Msisiri B and Mbompo 

respectively. This could be due to fact that the study area was in coasting zone of 

Tanzania where majority of dwellers are Muslims. As education level increases ratio 

of Muslims to Christian is almost balanced, this could be due to dropout at primary 

school and more mix of students from different religions at secondary school level. 

Thomas (2011) found that different religion faiths are likely to influence the uses of 
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contraceptives and hence risky sexual behaviours as some denomination do not allow 

family planning using modern contraceptives.  

 

4.2.4 Class of Study 

Results in Table 4 show that majority (78.4%) of respondents were in secondary 

school at the ratio of 23.4%, 20.3%, 20.3, %, 15.2% for forms one, two, three and 

four respectively. This is because most of adolescent students are in secondary 

schools compared to primary schools. The results also show that as class of study 

increases for both primary and secondary schools number of students decreased. 

Discussion with key informants indicated that dropout rate is still problems in 

schools due engaging in petty trade and risky sexual behaviours like pregnancy.   

 

4.2.5 Street of Residence 

Results in Table 4 reveal that majority of respondents (65.6%) reside in high 

population density areas, while few (34.4%) were in low population area. This means 

that majority of adolescent students in Kinondoni Municipality are coming from 

unplanned settlement characterized with urban poverty thus more prone to risky 

sexual behaviours. This may imply that improving quality of life to this group may 

reduce dropout rates and reduce risky sexual behaviours. Results also reveal that 

schools located in relative highly populated areas had more students coming from 

highly populated areas (62.8-96.3%) compared with schools found in relative less 

populated areas (28.6-56.8%). This could be due to sampling procedures that 

accommodated respondents basing on their proportional to size. 
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4.2.6 Household Mean Size 

Households refers to composition of all people who living in the same house and 

eating from the same pot. Household can compose number of family members, 

relatives and housemaids. The results in Table 4 show that majority (69.6%) of 

respondents were from households with average of more than five members. Few 

(30.4%) were from households with average of five members. Possible explanation 

could be that extended families are common in African culture. Rural-urban 

migration is also reasons for this observation, as households in Kinondoni 

Municipality accommodate some members from up-country that coming in Dar-es-

Salaam for various services like schools and hospitals since the region has relative 

more advanced services than any region in the country. NBS and ICF Macro (2011) 

found that in Tanzania the average household size is 5.0 persons.  

 

4.2.7 Parent Status  

Parent status shows how respondent is related to the head of household, whether 

biological on non-biological parent. Biological parent include natural mother or 

father as household head, while other type of relation is considered as non-biological 

parent. Results in Table 4 show that majority (67.5%) of respondents were headed 

with their biological parents, while few (32.3%) of them were raised with their non-

biological parents. Farther more, adolescent students from schools with high dropout 

rates were more raised with non-biological parents compared with those coming 

from schools with low dropout rates. Possible explanation could be that biological 

parents invest more in terms of schools requirements, bus fair, pocket money and 

close follow-up on behaviours of their adolescent students compared to non-
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biological parents. This imply that parent status might have influence on dropout 

rates and hence involvement in the risky sexual behaviours. 

 

4.2.8 Marital Status of Household Head 

The results in Table 5 show that majority (59.5%) of respondents had monogamous 

household head. The results indicate that very few (2.5%-15.2%) were; polygamous 

(3.5%), divorced (5.1%), separated (7.6%), widow (15.2%), widower (7.0%) or 

single (2.5%). When comparing both-parents vis-à-vis single-parent parenthood, few 

(40.0%) respondents had single- parent while majority (60.0%) had both-parents. 

Since single- parents group composed of separated, divorced, widow, widower and 

singles, probably respondents from this group had poor parent care and indecent life 

quality due to poverty are vital ingredients in engaging in risky sexual behaviors.  

 

  



41 

 

Table 5: Demographic Characteristics of Parents of Respondents  

Variable Description Respondents by school (%) 

KSS 

(n=87) 

MSS 

(n=38) 

MPS 

(n=27) 

KPS 

(n=7) 

Total 

(n=159) 

Household head 

marital status 

Monogamy 55.2 59.5 74.1 57.1 59.5 

Polygamy 2.3 2.7 7.4 - 3.2 

Divorced 2.3 5.4 7.4 28.6 5.1 

Separated 8.0 8.1 3.7 14.3 7.6 

Widow 20.7 10.8 7.4 - 15.2 

Widower 8.0 10.8 - - 7.0 

Single 3.4 2.7 - - 2.5 

       

Household  

head economic 

activity 

Peasant 4.6 16.2 3.7 42.9 8.9 

Government 

employee 

27.6 10.8 18.5 - 20.9 

Private employee 24.1 13.5 14.8 - 19.0 

Commerce 12.6 8.1 14.8 - 11.4 

Petty trader 29.9 51.4 44.4 57.1 38.6 

Others 1.1 - 3.7 - 1.3 

       

Household head 

education level 

No formal education 2.3 8.1 - - 3.2 

Primary  39.1 45.9 63.0 85.7 46.8 

Secondary  34.5 24.3 22.2 14.3 29.1 

Above secondary 24.1 21.6 14.8 - 20.9 

       

Income group 

of parents 

Poor 59.8 45.9 37.0 85.7 53.8 

Medium 18.4 51.4 40.7 14.3 29.7 

Rich 21.8 2.7 22.2 - 16.5 

 

4.2.9 Main Economic Activity of Household Head 

Results on main economic activities of are summarized in Table 4. The results show 

that relative majority (38.6%) of adolescents had petty traders’ household head.  
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Very few were government employees (20.9%), private sector employees (19.0%), 

commerce (11.4%), peasant (8.9%) and others activities (1.3%). Further, results 

reveal that adolescent students from schools with high dropout rates (28.9-44.4%) 

had parents who were more engaged in the pretty trade than those with low dropout 

rates (51.4-57.1%). The implication is that since petty trade is informal economic 

activity with poor income, adolescent students from petty trader household heads 

were receiving poor basic service hence more vulnerable to engage in the risky 

sexual behaviours. 

 

4.2.10 Education of Household Head  

Results in Table 5 show that very few (3.2%) of respondents had parent with no 

formal education while almost all (96.8%) had at least primary education level. 

Possible explanation could be accessibility of all levels of educations in Dar es 

Salaam city were Kinondoni Municipal is located. This results reveal that majority of 

respondent had household head who can read and write hence able to understand 

campaigns against risky sexual behaviors and thus impart the same  knowledge to 

their adolescents (Thomas, 2011; Lupilya, 2007; Lwelamila et al, 2012). 

 

4.2.11 Income Group of Parents 

Income group of parents refers to the total value of asserts owned by household and 

money obtained from various sources.  Income group of parent is important 

parameter for accessing information and services on sexual and reproductive health 

and provision of decent life to adolescents. The results in Table 5 show that about 

half (53.8%) of respondent were coming from poor households, while few (29.7%) 

and very few (16.5%) were coming from medium and rich households respectively. 
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More youths from household with poor income group of parents were coming from 

schools with high dropout rates compared to those with low dropout rates. This 

implies that about a half of adolescent students had limited accessibility to obtain 

sexual and reproductive health services and decent life thus prone to risky sexual 

behaviours. 

 

4.3 Accessibility to Media 

4.3.1 Main Asserts owned by Respondents 

Results in Table 6 show that majority of adolescent students (58.6%) had cell 

phones, few (19.2%) had radio and very few had either TV (7.1%), farm (7.1%) or 

house (8.1%). Observation in Kisopwa primary school indicates that there was no 

respondent who owned either cell phone or radio. Ownership of cell phone, TV, and 

radio implies communication opportunities on sexual and reproductive health 

education. 

 

4.3.2 Favourite TV Program 

Results in Table 6 reveal that majority (60.1%) of adolescent students preferred to 

watch music programs while very few (17.7-22.20%) preferred to watch news and 

academic programs. Observation in Kisopwa primary school shows that there was no 

youth who preferred watching academic programs. This implies that if contents of 

music programs have some elements of provocative sexual intercourse seen, 

probably will have strong influence to risky sexual behaviours to youths and vice 

versa. Likewise; if music programs are used also to promote abstaining and use of 

modern contraceptives, risky sexual behaviours may be reduced. 
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Table 6: Accessibility to Media 

Variable Description Respondents by school (%) 

KSS 

(n=87) 

MSS 

(n=38) 

MPS 

(n=27) 

KPS 

(n=7) 

Total 

(n=159) 

Main asset owned 

by respondent 

House 10.9 - 5.3 20.0 8.1 

Farm 3.6 - 10.5 60.0 7.1 

TV 3.6 10.0 10.5 20.0 7.1 

Radio 10.9 35.0 31.6 - 19.2 

Cell phone 70.9 55.0 42.1 - 58.6 

       

Favorite TV 

program 

Academic  21.8 29.7 18.5 - 22.2 

Music 57.5 48.6 81.5 71.4 60.1 

News 20.7 21.6 - 28.6 17.7 

       

Time to watch TV Morning 3.4 - 3.7 - 2.5 

Afternoon 4.6 8.1 - - 4.4 

Evening 29.9 16.2 55.6 14.3 30.4 

Night 62.1 75.7 40.7 85.7 62.7 

       

Internet 

membership 

Social networks 79.3 91.9 85.2 85.7 83.5 

Forums 1.1 2.7 - - 1.3 

Blogs 1.1 - 11.1 - 2.5 

Websites 18.4 5.4 3.7 14.3 12.7 

      

Main use of 

internet 

Charting with 

friends 

25.0 40.0 55.0 100.0 34.3 

Charting with 

sweet 

14.7 - 10.0 - 11.4 

Watching 

movies/music  

30.9 33.3 30.0 - 30.5 

 Academic use 29.4 26.7 5.0 - 23.8 
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4.3.3 Time to Watch TV 

The results in Table 6 reveal that majority (62.7%) of adolescent students preferred 

to watch TV during night, few (30.4%) watch TV at evening and very few (2.5-

4.4%) preferred to watch TV either morning or evening. Further, results show that 

adolescent students from schools with high dropout rates (75.7-85.7%) are relatively 

more preferred watching TV during night compared with those from schools with 

low dropout rates (40.7-62.1%). Possible explanation could be that adolescent 

students spend more time before night for academic and sports activities. This 

implies that since most of programs with adult contents are shown during night, there 

is possibility that watching TV during night might influence risky sexual behaviours 

of adolescent students. 

 

4.3.3 Internet Membership 

The results in Table 6 show that almost all (83.5%) of adolescent students were 

members of social networks like face book and twitter while very few (1.3-12.7%) 

were members of forums, blogs or websites. Possible explanation could be that 

mobile phones gadget and networks providers are very accessible in the study area 

and they provide cheap or free services for visiting face book and twitter. The 

implication is that since there is no limit to visit adult contents pages, there is 

possibility that social networks may fuel involvement in the risky sexual behaviours 

among adolescent students. However; social networks can be used as venue to 

promote abstaining and modern contraceptive use to youths.  
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4.3.4 Main uses of Internet 

The results in Table 6 show that among adolescent who used internet, majority 

(76.2%) used it for non-academic activities while very few (23.8%) use it for 

academic activities. Further, results indicate that few (26.7-29.4%) adolescent 

students from secondary schools are more users of internet for academic activities 

compared to very few (0.0-5.0%) who were from primary schools. Possible 

explanation could be that adolescent students from secondary schools had more 

academic demands and more knowledge on using internet compared with their 

colleagues in primary schools. This implies that non-academic use of internet may 

expose youths to sexual provocative contents thus make them more likely to engage 

in the risky sexual behaviours. 

 

4.4 Awareness of Risky Sexual Behaviours 

4.4.1 Understanding of Risky Sexual Behaviours  

The results in Table 7 show that few (30.6-33.8%) consider risky sexual behaviors as 

doing sex intercourse while intoxicated with substance abuse like alcohol, marijuana 

and drugs and having multiple sex partners. Very few (1.3-19.7%) consider risky 

sexual behaviors as; sex debut at age below 20 years old, unsafe abortion, sex 

without contraceptive use or ever had STIs. Possible explanation could be that youths 

do not consider sexual act below 20 years old is risky sexual behaviours. Further, 

results show that about half (51.4-55.6%) of adolescent students from Mbompo 

secondary school and Msisiri B primary school considered risky sexual behaviours as 

having multiple sex partners while few (42.9%) from Kisopwa primary schools 

considered it as doing sex while intoxicated with substance abuse like alcohol or 
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dope. This implies that youths do not have proper education on sexual and 

reproductive health hence prone to risky sexual behaviours. 

 

4.4.2 Protection Measures  

The results in Table 7 show that few of adolescent students had single sex partner 

(36.3%) or abstaining from sexual act (33.8%) as an effort for protection against 

risky sexual behaviours. Very few adolescent students (1.9-19.7%) prayed to God, 

cleaned their vagina soon after sex intercourse, or used contraceptive as action 

against risky sexual behaviours. Results suggest that youth do not consider having 

single sex partner at their ages is still risky sexual behaviours. This may implies that 

youths do not know proper ways to protect themselves against risky sexual 

behaviours hence sexual education should be emphasized. 

 

Table 7: Awareness of Risky Sexual Behaviours 

Variable Description Respondents by school (%) 

  KSS 

(n=87) 

MSS 

(n=38) 

MPS 

(n=27) 

KPS 

(n=7) 

Total 

(n=159) 

Understanding 

of risky 

Sexual 

behaviours 

 

 

Sex  below 20 years 16.3 32.4 18.5 - 19.7 

Multiple sex partner 15.1 51.4 55.6 14.3 30.6 

SISA 50.0 10.8 11.1 42.9 33.8 

Ever had STIs 2.3 - - - 1.3 

Sex without condom 9.3 2.7 3.7 14.3 7.0 

Unsafe abortion 7.0 2.7 11.1 28.6 7.6 

       

Protection 

measure 

against risky 

sexual 

behaviours 

 

Single partner 38.4 32.4 44.4 - 36.3 

Using  condom  7.0 5.4 18.5 - 8.3 

Abstaining  34.9 35.1 29.6 28.6 33.8 

Cleaning  vagina  2.3 - 3.7 - 1.9 

Praying to God  17.4 27.0 3.7 71.4 19.7 

Key: SISA=Sex while intoxicated with substance abuse like alcohol or dope 
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4.4.3 Level of Awareness of Risky Sexual Behaviours 

The results in Figure 2 reveal that very few of adolescent students (6.0%) had good 

knowledge of risky sexual behaviours. Between levels of schools, adolescent 

students from secondary schools had at least six times more good level of knowledge 

of risky sexual behaviours compared to their colleagues from primary school. The 

main observation from Figure 2 is that levels of awareness increases with increase of 

education levels. Possible reason could that adolescent students in secondary schools 

had more chances for training of sexuality education both in primary and secondary 

schools compared with their colleagues in primary schools that had exposure in 

primary school only. Adolescent students in secondary schools were more aged 

compared with those in primary schools thus increases the chance of learning 

sexuality education though life experience. Discussion with key informants indicated 

that sexuality education is normally taught in standard six and form three for primary 

and secondary schools respectively. This may imply that there is association between 

frequency of training and level of awareness on risky sexual behaviours. Therefore, 

sexuality education should be emphasised since primary schools.  
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Figure 3: Percentage distribution of respondent by name of school showing level 

of awareness of risky sexual behaviours 
 

 

4.5 Contraceptives Awareness and Uses 

4.4.1 Knowing Contraceptives 

The results in Table 8 indicate that majority of adolescent students (70.3%) in four 

schools know at least one type of contraceptives at proportion of Kambangwa 

(81.6%), Mbompo (51.4), Msisiri B (63.0) and Kisopwa (70.3%). Few of them 

(29.7%) do not know any type of contraceptives. Majority (63.0-81.6%) of 

adolescent students from schools with low dropout rates had more knowledge on 

contraceptives compared with about half (51.4-57.1%) for adolescent students from 

schools with high dropout rates. This may imply that knowledge on contraceptives 

can reduce dropout rates associated with involvement in the risky sexual behaviours. 
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4.4.2 Type of Contraceptives Known 

Results in Table 8 reveal that few respondents (26.6-32.1%) were aware of male 

condoms and tablets. Very few (15.6-2.8%) were aware of female condoms, 

injections, norplant and other methods. This can be explained by high promotion of 

male condoms uses through FM radios, tabloid newspapers and TV channels 

whereby youths are potential clients. Further, results reveal that about half (50.0%) 

of respondents from Kisopwa primary school were aware of injections and tablets, 

this could be due to youths preferred contraceptives which are not easily visible like 

condoms. Generally the results indicate limited knowledge on various types of 

modern contraceptives thus prone to risky sexual behaviours. 
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Table 8: Contraceptive Awareness and Uses 

Variable Description Respondents by school (%) 

  KSS 

(n=87) 

MSS 

(n=38) 

MPS 

(n=27) 

KPS 

(n=7) 

Total 

(n=159) 

Knowing 

contraceptive  

Yes 81.6 51.4 63.0 57.1 70.3 

No 18.4 48.6 37.0 42.9 29.7 

       

Type of  

Contraceptives 

Known 

Female condoms 17.4 15.8 11.8 - 15.6 

Male condoms 30.4 31.6 47.1 - 32.1 

Injections 10.1 31.6 11.8 50.0 15.6 

Tablets 26.1 21.1 29.4 50.0 26.6 

Norplant 11.6 - - - 7.3 

Others 4.3 - - - 2.8 

       

Contraceptive 

used within 12 

months  

Injections 16.7 12.5 - - 14.7 

Female condoms 12.5 - - - 8.8 

Male condoms 50.0 50.0 100.0 - 50.0 

Injection 16.7 12.5 - - 14.7 

Tablets 4.2 12.5 - 100.0 8.8 

Norplant 8.3 - - - 5.9 

Intra-uterine devices 4.2 12.5 - - 5.9 

Others 4.2 12.5 - - 5.9 

       

Reasons for 

not using 

contraceptives 

Inaccessible 8.1 8.0 14.3 - 8.8 

Influence 29.0 16.0 14.3 40.0 23.9 

Side effects 46.8 48.0 42.9 20.0 45.1 

Religion 16.1 28.0 28.6 40.0 22.1 
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4.4.3 Contraceptive Used within 12 Months 

The results in Table 8 show that about half (50.0%) of sexual active adolescent 

students used male condoms. Very few (5.9-14.7%) used injections (14.7), female 

condoms (8.8%), implanon (14.7%), norplant (7.3%), inter-uterine devices (5.9%), 

tablets (8.8%) or other types (5.9%). The observation can be due to high promotion 

of male condoms through various media where youths are potential customers and 

the multiple use of it for protection against unintended pregnancies, STIs and 

HIV/AIDS (Thomas, 2011). This may imply that youths have limited accessibility to 

sexual and reproductive services thus prone to risky sexual behaviours. 

 

4.4.4 Reasons for not Using Contraceptives  

The results in Table 8 show that relative majority (45.1%) of adolescent students 

mentioned side effects associated with contraceptive use as the main reason for not 

using contraceptives. Very few (8.8-23.9%) adolescent students mentioned 

inaccessibility (8.8%), influence from parents or sex partner (23.9%) or religion 

believes (22.1%). This can be explained by dominant myth in study area that modern 

contraceptives cause serious side effects including cancers, enlargement of breasts, 

watery vagina and severe bleeding. This may imply that youths do not get right 

information on sexual and reproductive health hence prone to risky sexual 

behaviours. The results also reveal that more adolescent students in secondary 

schools (46.8-48.0%) were not using contraceptives due to fear of side effects 

compared with their colleagues in primary schools (20.0-42.9%). This may implies 

that low education of contraceptive use is a problem even to the youths with 

education level above primary school. Therefore, information on contraceptives 

should be provided to youths by well trained personnel.  
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4.5 Involvement in the Risky Sexual Behaviours 

4.5.1 Economic Activity of Current Sex Partner 

The results in Table 9 show that majority of adolescent students (59.7%) reported 

that they had sex partner who were students. Very few had drivers or conductors of 

daladala (commuter buses) or bodaboda (20.9%), teachers (13.4%) or petty traders 

(6.0%). Probably males and females adolescents spend most of time together, due to 

their desire to experiment sex and poor information on sexuality; they tend to have 

sexual relationship. This may imply that adolescent students are prone to risky sexual 

behaviours, since this delicate group has no sufficient knowledge and skills on safe 

sex. Menda (2006) found that almost all schoolgirls in Zambia (86%) seem to prefer 

having sex with their fellow youths for their first sexual intercourse. The results also 

show that more adolescent students from primary schools (71.4-100%) had student 

as sex partner compared with those in secondary schools (52.4-66.7%). The reason 

could be the low age and less physical maturity of youths in primary schools make 

youths less attractive to other groups compared with those in secondary schools.  

Further, results show that more students from secondary schools (14.3-20.0%) 

mentioned teachers as their sex partners compared to their fellows in primary schools 

(0.0%). Possible reason could be that students in secondary schools are more mature 

and smart compared with those in primary schools thus become more attractive to 

teachers. Discussion with key informants reveals that some teachers particularly 

those recruited without training lack professional ethics thus increases the chance of 

risky sexual behaviours to students. 
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Table 9: Involvement in the Risky Sexual Behaviours 

Variable Description Respondents by school (%) 

KSS 

(n=87) 

MSS 

(n=38) 

MPS 

(n=27) 

KPS 

(n=7) 

Total 

(n=159) 

Sex partner’s 

economic 

activity 

Student 52.4 66.7 71.4 100.0 59.7 

Driver  26.2 6.7 28.6 - 20.9 

Teacher 14.3 20.0 - - 13.4 

Petty trader 7.1 6.7 - - 6.0 

       

Ever had sex Yes 31.0 29.7 25.9 28.6 29.7 

No 69.0 70.3 74.1 71.4 70.3 

       

Age at sex 

debut  

 

11-12 12.1 6.7 71.4 33.3 19.0 

13-14 12.1 - - 33.3 8.6 

15-16 54.5 73.3 28.6 33.3 55.2 

17-18 21.2 20.0 - - 17.2 

       

Reason for 

first sex  

 

Desire to experiment 36.7 50.0 28.6 50.0 39.2 

Need of money 13.3 8.3 42.9 50.0 17.6 

Peer influence 50.0 25.0 14.3 - 37.3 

Transport 

problems 

- 16.7 14.3 - 5.9 

 

4.5.2 Ever Had Sex 

Results in Table 9 show that majority of respondent (70.3%) never ever had sex 

intercourse while few (29.7%) ever had sex. This can be explained by the fact that, 

targeted population for this study was adolescent students aged 12-19 years old; they 

are in-school and not married. This may implies that about few (30%)  adolescent 

students are involving in risky sexual behaviors since any sexual practice before fully 

physical and mental maturity is considered to be high-risky or harmful behaviour 
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(Dixon-Mueller, 2008). Study conducted by Menda (2006) in Zambia found that few 

(36%) of cases for schoolgirls had a boyfriend. Likewise; Morhason-Bello (2008) in 

his study in Ibadan, South-West Nigeria for in-school adolescent, found that few 

(28.3%) admitted to previous sexual exposure. Results are very close to this study. 

 

4.5.3 Age at Sex Debut 

The results in Table 9 show that about half of adolescent students (55.2%) amongst 

those who had ever had sex, had their first act of sexual intercourse between the ages 

of 15 to 16 years old. Very few had sex act at ages 11-12 years (19.0), 17-18 years           

(17.2%) or 13-14 years (8.6%). Amongst those who had engaged in sexual 

intercourse median ages at sexual debut was 16 years. This may be because of 

puberty and much freedom which are new experience to youths. Since 19.0% some 

adolescent students started their first sexual between 11-12 years, sexual and 

reproductive health education should be introduced in standard five as majority of 

this age group belong to that class.  

 

Related research from surveys studies in sub-Saharan Africa (Khan and Mishra, 

2008) show that median age at first sex among 20 –24year-old women ranges from a 

low of 16 years or younger in Chad, Mali and Mozambique. Menda (2006) also 

found that, in Zambia median age among school girls who had sex was 16 years old. 

TDHS, 2010 and TDHS, 2004-5 show that, proportion of women (11%) aged 15-19 

years have had first sexual intercourse by age 15 ( NBS and ICF Micro , 2010). 

Vibeke et al., (2000) found that 57.5% of 197 teenagers with induced abortion in 

Dar-es-Salaam reported that their age at sex debut was between 16-17 years. 
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Result from this study is also consistent with that of other studies conducted on the 

African continent, showing that the age at first sexual intercourse has become lower 

almost everywhere in Africa for adolescents, ranging from 15 to 19 years (Kalunde, 

1997; Pettifor, 2004; UNAIDS, 1997). The lowering of the sexual initiation age is of 

great concern given that the risk of contracting HIV, STIs, and unintended 

pregnancies is higher amongst adolescents who have their first sexual experience 

before the age of 16.  

 

4.5.4 Reasons for First Sex 

The results in Table 9 show that relative majority of adolescent students reported that 

they had their first act of sexual intercourse because of either desire to experiment 

(39.2%) or influence by their peer age group (37.3%). Very few mentioned need of 

money (17.6%) or transport problem (5.9%). Probable reason could be that youths 

get more information on sexuality from their peer groups, these groups are less 

informed on sexual and reproductive health matters thus spread wrong information to 

their fellows. This may imply that peer age groups should be first trained and utilized 

in promoting sexual and reproductive health education. The results also show that 

about half (42.9-50.0%) of adolescent students in primary schools mentioned need of 

money as the reason for first sexual act compared to very few (8.3-13.3%) of their 

colleagues in secondary schools. Probably reason could be that parents do not 

entertain to give money to their primary schools children, thus some people use that 

as an opportunity to deceive students using money. This may imply that parents 

should provide basic needs of life to their children and train them to avoid favours 

from other people outside family members. 
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4.5.5 Frequency of Doing Sex   

The results in Table 10 show that a about half (50.9%) of sexually active adolescent 

students reported that they engaged in 5 or more episodes of sexual intercourse 

within last 12 months prior to this study, while the remaining half (49.1%) reported 

that they had between one to four events of sexual intercourse within last 12 months 

preceding this study. About half of sexual active youths in secondary schools 

(54.8%-64.3%) had more events of doing sex compared to very few (14.3-33.3%) in 

primary schools. Reason behind this observation could be that youths in secondary 

schools are older than their mates in primary schools and frequency of doing sex 

increase with age. This may implies that sexual and reproductive health education 

should put more emphasis on reducing events of sexual acts, encourages abstaining 

and promote use of contraceptives for youths. 
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Table 10: Sexual Acts Experiences 

Variable Description Respondents by school (%) 

KSS 

(n=87) 

MSS 

(n=38) 

MPS 

(n=27) 

KPS 

(n=7) 

Total 

(n=159) 

Frequency of doing 

sex  

1-4 45.2 35.7 85.7 66.7 49.1 

5-13 54.8 64.3 14.3 33.3 50.9 

       

Number of  sex 

partners  

Single  45.2 35.7 85.7 33.3 47.3 

Multiple 54.8 64.3 14.3 66.7 52.7 

       

Sex type  Vaginal 71.4 77.8 60.0 100.0 73.0 

Oral 19.0 11.1 - - 13.5 

Anal 9.5 11.1 40.0 - 13.5 

       

Place for last sex  

 

Bush 9.5 - 20.0 - 6.0 

Home 66.7 90.9 40.0 100.0 76.0 

Abandoned 

house 

4.8 - 20.0 - 4.0 

Guest house 19.0 9.1 20.0 - 14.0 

       

Extent of 

involvement in the 

risky sexual 

behaviours  

Low 51.7 48.6 96.3 85.7 60.1 

Moderate 36.8 29.7 3.7 14.3 28.5 

High 11.5 21.6 - - 11.4 

 

4.5.6 Number of Sex Partners  

Result in Table 10 indicate that about half (52.7%) of adolescent students reported 

that they had multiple sex partners in their lifetime. Likewise, about half (47.3%) of 

adolescent students have had a single lifetime sexual partner.  Majority of adolescent 

students from schools with high dropout rates (64.3-66.7%) had more multiple 

partners compared to schools with low dropout rates (14.3-54.8%). This implies that 
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number of sex partners may influence dropout rate thus risky sexual behaviours. 

Similar results were found by Vibeke et al., (2000) that majority (67.5%) of 

teenagers with induced abortion in Dar es Salaam had multiple sex partners.  

 

4.5.7 Type of Sexual Practice 

The results in Table 10 reveal that majority of sexual active adolescent students 

(73.0%) reported that they had vaginal sex while very few (13.5%) mentioned oral or 

anal sex. Further results show that among those who had anal sex, 40.0% of them 

were from Msisiri B primary school. Discussion with key informants indicated that 

homosexuality is popular in areas surrounding this school including Mwanyamala, 

Makumbusho and Kinondoni. These two sexual types (Oral and anal) have been 

associated with increased risk of HIV/ other STI transmission compare with vaginal 

sex, this may be a reflection that homosexuality is now gaining ground in our society 

contrary to the earlier believe (Morhason-Bello, 2008). Part of this observation is 

similar to those found by Morhason-Bello (2008) that 15.2% of in-school adolescents 

in Ibadan-Nigeria had anal sex.  

 

4.5.8 Place for the Last Sexual Intercourse 

Results in Table 10 show that majority (76.0%) of sexual active adolescent students 

had their last sexual encounter in their home. This may be that majority of adolescent 

students do sex with their peer who cannot afford to pay for accommodation costs in 

the hotel or guest house. Likewise, results may mean that most of the adolescent 

students do their sexual intercourse with their close friends or friends of family. This 

may imply that parents should limit freedom of their children at home and avoid 

leaving them alone for long time. Similar results were observed by Menda (2006) 
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that majority of schoolgirls (84%) in Zambia reported having had their last sexual 

encounter in their home.  

 

4.5.9 Extent of Involvement in Risky Sexual Behaviours 

The extent of involvement in the risky sexual behaviours was rated by index scale. 

Six questions portraying risky sexual behaviours were given equal scores and the 

higher the score the higher extent in risky sexual behaviours. The results in Table 10 

show that majority (60.1%) of adolescent had low involvement in risky sexual 

behaviours. Very few (11.4%) of them had high involvement in risky sexual 

behaviours. Adolescent students in secondary schools were highly involved in the 

risky sexual behaviours (11.5-21.6%) compared to those in primary schools (0.0%). 

Probably reason could be that as age increase frequency of doing sex and numbers of 

sex partners are also increases among sexual active adolescent students. This may 

imply that sexual and reproductive health services should be stressed, including 

provision of contraceptives, cancelling and promotion of abstaining from sex act 

particularly to youths in secondary schools. 

 

4.6 Sexual and Reproductive Health Services 

4.6.1 Class Ever Taught Sexual and Reproductive Health 

The results in Table 11 depict that about half (46.2%) of adolescent students reported 

that they were taught sexual and reproductive health matters in standard six. Very 

few mentioned standards five (5.8%), seven (21.2), forms one (4.8%), two (1.0%), 

three (19.2) or four (1.9%). The result was confirmed with one of the key informants 

from Msisi B primary school as follow: 
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“We normally teach sexual and reproductive health matters mostly in 

standard six, and if we fail to do in intended class then we do it in standard 

seven” (class master of standard six from Msisiri B primary school). 

Another key informant from Mbompo secondary school argued that: 

“We teach sexual and reproductive health matters in form three which is too 

late for most adolescent students. It could be better if we teach the topic 

before form three because some students get pregnant before form three, 

otherwise let divide the topics into sub-topics to be taught from form one to 

form three as we do in topics of classification”(class mistress of form three 

from Mbompo secondary school). 

This may imply that sexuality education should be introduced from standard five to 

seven in primary schools and from one to three in secondary schools by dividing the 

main topic into sub-topics so as to accommodate those that missed the teachings in 

certain class. 
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Table 11: Sexual and Reproductive Health Services 

Variable Description Respondents by school (%) 

  KSS 

(n=87) 

MSS 

(n=38) 

MPS 

(n=27) 

KPS 

(n=7) 

Total 

(n=159) 

Class ever  

taught SRH 

(n=104) 

Standard V  5.0 4.2 5.6 50.0 5.8 

Standard VI 36.7 37.5 88.9 50.0 46.2 

Standard VII 20.0 37.5 5.6 - 21.2 

Form I 8.3 - - - 4.8 

Form II 1.7 - - - 1.0 

Form III 28.3 12.5 - - 19.2 

Form IV - 8.3 - - 1.9 

       

Taught topics 

on SRH 

(n=106) 

 

Family planning 27.9 21.6 11.1 14.3 22.9 

SSC 27.9 27.0 44.4 - 29.3 

STIs and HIV 17.4 10.8 11.1 - 14.0 

Reproductive 

structures  

26.7 40.5 33.3 85.7 33.8 

       

Wanted 

topics on 

SRH (n=157) 

Avoiding pregnancy 66.3 54.1 88.9 100.0 68.8 

Avoiding STIs and 

HIV 

33.7 45.9 11.1 - 31.2 

       

Person to 

teach SRH 

(n=157) 

Mother/father 9.3 2.7 11.1 28.6 8.9 

Grandparents 4.7 - 7.4 - 3.8 

Teachers  17.4 18.9 48.1 28.6 23.6 

Peers 8.1 5.4 3.7 28.6 7.6 

Professional 60.5 73.0 29.6 14.3 56.1 

       

Key: SSR=Secondary Sex Characteristics of man 
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4.6.2 Taught Topics on Sexual and Reproductive Health  

Result in Table 11 reveals that few (29.3-33.8%) of adolescent students reported that 

they had been taught secondary sexual characteristics of human being or 

reproductive structures in animal and plants. Very few (14.0-29.3%) mentioned 

family planning or STIs and HIV/AIDS. Probably reason could be that due to limited 

number of qualified teacher on sexuality education. Results depict that large 

proportion of adolescent students do not get appropriate education on sexual and 

reproductive health thus prone to risky sexual behaviours. The results had been 

confirmed by one key informant from Kambangwa secondary school, who said: 

“We do teach reproduction and sexual related diseases particularly; 

pregnant cycle, cervical cancer and menstruation cycle. However; we teach 

them very shallow and with no any teaching aids like contraceptives and 

video which could enhance learning to students” (class mistress from 

kambangwa secondary school) 

 

4.6.3 Wanted Topics on Sexual and Reproductive Health  

Results in Table 11 depict that majority (68.8%) of adolescent students reported that 

they wanted to be taught on how to avoid pregnancy when doing sex while few 

(31.2%) wanted education of HIV/AIDS and STIs. The results had been 

supplemented by two key informants from Msisiri B primary school and Mbompo 

secondary school as follow: 

“ When I am teaching reproduction matters, majority of students particularly 

girls wants to know in detail which days are mostly likely that an adolescent 

girl can get pregnant, and how to avoid that pregnant while doing sexual 
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intercourse on the similar days”(class master from Msisiri B primary 

school). 

“Majority of students wants to know the most dangerous (fertile) days in girls 

and how will they detect those days” (class mistress from Mbompo secondary 

school). 

Probably reason could be increased rates of pregnancies in schools. This may imply 

that major concern of adolescent students is pregnancy. Therefore comprehensive 

sexual and reproductive health supported by promotion of contraceptive use should 

be emphasized to youths. 

 

 

4.6.4 Person to Teach Sexual and Reproductive Health   

Results in Table 11 show that about half of adolescent students (56.1%) preferred 

professional personnel in sexual and reproductive health to teach them in the said 

topic. Very few preferred; teachers (23.6%), parents (mother/father) (8.9%), peer 

group (7.6%) or grandparents (3.8%). Reasons for observation could be due to 

knowledge gap between what they want to know and what they are taught in school. 

In African culture sexuality education is very sensitive issue; hence students would 

like to be taught by someone who is unfamiliar to them so they can be free to ask 

anything they want to know. This has been supplemented by one key informant as 

follows: 

“When comes to sexuality education, normally students feel shy to ask 

questions, female students are more shy than males students” (class mistress 

from kambangwa secondary school). 
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4.6.5 Reasons for Involvement in the Risky Sexual Behaviours 

Results in Table 11 show opinions of adolescent students on why some of them were 

involving in risky sexual behaviours. Very few reported; influence of peer groups 

(23.6%), influence of mass media (23.6%), poverty (21.7%)  especially on foods, 

decent clothes, shelter and enough bus fair,  poor parenting (18.5%)  particularly lack 

of communication on sexual and reproductive health between adolescent student and 

household head or  provocative dressing (12.7%).  

 

Probably reasons could be that presence of abundant sources of mass media in the 

study area. Some of these media particularly video kiosks and tabloid news papers 

are fueling desire to sexual intercourses to teenagers by showing pornographic 

materials and writing articles which promote sexual intercourse. Another reason 

could that about half (53.8%) of respondents were coming from household with poor 

income group of parents (Table 5) thus exchange sex for money to fill the gap.  

Some key informants reported that:  

“Poverty on basic needs like foods, uniforms, bus fair and stationeries and 

ceremonies during mid-night hours  called “vigodoro” are main sources of 

risky sexual to students at this mwananyamala area” (class master from 

Msisiri B primary school). 

“Due to poverty students are   involving in petty trade to supplement family 

income, as results they do not come to school and involving in the risky 

sexual behaviours”(class mistress from Kambangwa secondary school). 

“Students are not given sufficient money, enough bus fair is at least 

Tsh.2000/= per day from city centre to Mbompo, but they given only Tsh.500 

per day, their solution is have sexual intercourse with driver of Daladala or 
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Bodaboda to be ensured of transport. This is very common during 

examination periods. Likewise; due to distance and transport problems, some 

students hire private accommodation around school and become free to do 

sex” (class mistress from Mbompo secondary school). 

 

Similar results were observed by Idele-Akwara (2002); in Kenya much discussion 

about sexual matters was reported to occur among friends or peers and premarital sex 

was usually linked to the rising poverty levels in the communities.  

 

4.7 Socio-economic Factors Associated with Risky Sexual Behaviours 

To answer the objectives number three which was to examine socio-economic factors 

associated with the prevalence of risky sexual behaviour among adolescent students 

in Kinondoni Municipal Council, the associations between various dependent 

variables and one independent variable were examined. The dependent variable was 

extent of involvement in the risky sexual behaviours. The dependent variables above 

were compared with the independent variables of; age, sex, income group of parents, 

education level, main internet uses and religion.  The basis for selecting dependent 

variable was that, the variable had many items associated with risky sexual 

behaviours analysed by index scale to get level of risky sex. The basis for selecting   

independent variable was that, the variables had more influence of risky sexual 

behaviours compare to others. The results are presented from Tables 12 to 14 and 

they indicate the following; 
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4.7.1 Extent in the Risky Sexual Behaviours and Personal Factors 

4.7.1.1 Age 

The results in Table 13 show that (65.8%) of adolescent students aged 16-20 years 

had high level of risky sexual behaviours compared to very few (16.0%) of those 

aged 10-15 years. This result further reveals that as age increases the level of risky 

sexual behaviour is also increase, adolescent students aged 16-20 years are four times 

more in risky sexual vis-à-vis their counterpart aged 10-15 years. Probably reason 

could be older youths have experienced more events of sexual act as well as number 

of sex partner compared to young youths. Computed Chi-square at 5% showed 

significant association between age of adolescent student and level of risky sexual 

behaviours (p=0.000). From results it can be said that age increases the chance of 

risky sexual behaviours. 

 

4.7.1.2 Sex  

The results in Table 12 show that fewer (44.9) % of males’ adolescent students had 

high levels of risky sexual behaviours compared to more few (35.0%) of their 

females’ colleagues. Probably reasons could be that female adolescent students get 

informal sexuality education when they at menarche, an event which is not 

experienced with their males’ colleagues and males are given more freedom and 

considered as practicing manhood in most African culture where patriarchy system is 

dominant. However; computed Chi-square at 5% showed no significant association 

between level of risky sexual behaviours and sex of adolescent students in Kinondoni 

Municipal (p=0.205). This may imply that extent of involvement in the risky sexual 

behaviours influenced by other factors than sex. 
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Table 12: Extent in Risky Sexual Behaviours and Personal Factors  

Variable Total Extent in risky sex 

Low High 

Age (n=157) 

10-15 

16-20 

 

(81)100.0% 

(76)100.0% 

=40.378, df=1,p=0.000** 

 

(68)84.0% 

(26)34.2% 

 

(13)16.0% 

(50)65.8% 

Sex (158) 

Male 

Female 

 

(78)100.0% 

(80)100.0% 

=1.605, df=1,p=0.205* 

 

(43)55.1% 

(52)65.0% 

 

(35)44.9% 

(28)35.0% 

Religion (n=157) 

Muslim 

Christians 

 

(86)100.0% 

(71)100.0% 

= 4.535, df=1, p=0.033** 

 

(58)67.4% 

(36)50.7% 

 

(28)32.6% 

(35)49.3% 

Education level (n=133) 

Primary 

Secondary 

 

(39)100.0% 

(94)100.0% 

= 13.684, df=1, p=0.000** 

 

(34)87.2% 

(50)53.2% 

 

(5)12.8% 

(44)46.8% 

**=Significant at p<0.05; *=Non- significant at p> 0.05) 

 

4.7.1.3 Religion  

Result in Table 12 shows that about half (49.3%) of adolescent students who were 

Christians had high levels of risky sexual behaviours. Few (32.6%) of adolescent 

students who were Muslims had high level of risky sexual behaviours. Probably 

reason could be that dressing codes that Muslims females are adhered reduce chances 

of tempting males. Computed Chi-square at 5% showed significance association 

between religion and level of risky sexual behaviours (p=0.033). From the results it 

2

2

2

2
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can be said that dressing code is reduce chances of involvement of risky sexual 

behaviours. 

 

4.7.1.4 Education Level 

The results in Table 12 show that about half (46.8%) of adolescent students with 

secondary level of education had high level of risky sexual behaviours. Very few 

(12.8%) adolescent students in primary level of education had high level extent of 

involvement in the risky sexual behaviours. Further; result shows that adolescent 

students in secondary schools had about four times more high level of risky sexual 

behaviours than their colleagues in primary schools. Probably reason could that 

adolescent students in secondary school are older hence had more exposure to sexual 

act and number of life sex partners compared to those in primary schools. Computed 

Chi-square at 5% showed significance association between levels of risky sexual 

behaviours and level of education (p=0.000). This may imply that extent of 

involvement in the risky sexual behaviours influenced by education level through 

age. 

 

4.7.2 Extent in Risky Sexual Behaviours and Resources Factors 

4.7.2.1 Income Group of Parents  

The results in Table 13 show that about half (47%) of adolescent students from 

households with poor income group of parents had high levels of risky sexual 

behaviours. On other hand; very few (23.4%) of adolescent students from households 

with relative rich income group of parents had high level of risky sexual behaviours. 

Results also reveal that adolescent students from poor households are twice as much 

higher levels in risky sexual behaviours compared to rich colleagues. This is due to 
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fact that youths from poor households are more likely to exchange sex for money and 

having more number of sex partners so as to meet their daily demands. Computed 

Chi-square at 5% showed significance association between levels of risky sexual 

behaviours and wealth of households (p=0.006). From the results it can be concluded 

that poverty increases the chance of risky sexual behaviours. 

 

Table 13: Extent in Risky Sexual Behaviours and Resources Factors 

Variable Total Extent in risky sex 

Low High 

Income group of parents  

(n=158) 

Poor 

Rich 

 

 

(111)100.0% 

(47)100.0% 

= 7.569, df=1, p=0.006** 

 

 

(59)53.2% 

(36)76.6% 

 

 

(52)46.8% 

(11)23.4% 

**=Significant at p<0.05; *=Non- significant at p> 0.05) 

 

4.7.2 Extent in Risky Sexual Behaviours and Institutional Factors 

4.7.2.1 Main uses of Internet 

The results in the Table 14 show that majority of adolescent students (64.0%) who 

use internet for communicating with their sex partners were in high involvement in 

the risky sexual behaviours. Majority (69.4%) of adolescent students who used 

internet for academic purpose were in low risky sexual behaviours. Probably reason 

could be that, majority of youths in study area own cell phones that have access to 

social networks like facebook and twitter provided by mobile phones networking 

companies in cheap prices, it become easily for them to connect with sex partners 

rather than academic activities since the later requires to be a member and pay some 

2
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money for organisations that provide academic materials like SAGE publication, 

JSTOR and Oxford Journal. Computed Chi-square at 5% showed significance 

association between extent of risky sexual behaviours and internet uses (p=0.048). 

This may imply that parents should discourage their children to own cell phones so 

as to reduce the chance of risky sexual behaviours to their youths. 

 

Table 14: Extent in Risky Sexual Behaviours and Institutional Factors  

Variable Total Extent in risky sex 

Low High 

Main uses of 

internet (n=158) 

Academic 

Friends 

Movies/music 

Sex partners 

 

 

36(100%)  

65(100%)  

32(100%)  

25(100%) 

=7.927,df=3,p=0.048** 

 

 

       25(69.4%) 

       42(64.6%) 

    19(59.4%) 

9(36.0%) 

                

 

  

 

11(30.6%) 

23(35.4%) 

13(40.6%) 

16(64.0%) 

**=Significant at p<0.05; *=Non- significant at p> 0.05) 

 

 

 

 

 

 

 

 

2
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CHAPTER FIVE 

CONCLUSION AND RECOMENDATIONS 

5.1 Overview 

This chapter gives major conclusion and recommendations based on findings of the 

research. Areas for further study on socio-economic determinants of risky sexual 

behaviours among adolescent students are also recommended. 

 

5.2 Conclusion 

In general about half of adolescent students were from poor households (53.8%). 

Very few (7.6%) had good knowledge of risky sexual behaviours. Fear of side effects 

was the main reason for not using contraceptives (45.1%). A median age for sex 

debut was 16 years. About half (52.7) of sexual active adolescents had multiple sex 

partners. Considerable number (30%) of adolescent students are in risky sexual 

behaviours and 11.4% of them are in high risky, hence very prone to HIV/AIDS, 

unintended pregnancies and STIs.  

 

The main socio-economic determinants of risky behaviours were income group of 

parents (P=0.033), age (P=0.000), education level (P=0.000), religion (P=0.033) and 

internet use (P=0.048) whereby all mentioned variables above showed significant 

associations at 5% with extent of involvement into risky sexual behaviours among 

adolescent students. 

 

5.3 Recommendations 

The responsibility for proper sexual awareness of our adolescent students lies with 

government at all levels, parents, and other stakeholders (teachers, counsellors, 
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community/religious leaders, non-govern mental organisations, community based 

organisations, faith based organisations etc) and all should embrace more 

interventions (Morhason-Bello, 2008). All stakeholders should do rigorous actions to 

reduce risky sexual behaviours to our beloved adolescent students. Efforts should be 

made to reduce poverty and improve quality of sexual and reproductive health 

services. To achieve this below are some specific recommendations to specific 

stakeholders:  

 

5.3.1 Government 

 There should be policy on education that emphasis provision of tailor made 

life skills education on sexual and reproductive health to adolescent students 

before they become sexually active since their median age at sex debut is 15 

years old. Such life skills education should include; HIV/AIDS and STIs and 

family planning and contraceptive uses; 

 Sexual and reproductive health services should be provided in user friendly 

ways. For example use of peer groups in school shows, clubs and forums, can 

help to pass information on the power of abstinence in an entertaining format 

that might include music, drama, competitions, film shows and games;  

 Government should take charge in building hostels particularly for female 

adolescent students; provision of food in primary and secondary schools and 

special arrangement for transport for students, priority should be given to 

schools located in peripheral areas of the municipality; 

 Teachers should adhere to professional ethical that prohibit them to have sex 

act with their students. Authorities should punish teachers that found to have 

sexual relationship with students. 
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5.3.2 NGOs and Community Networks 

 NGOs and other community networks should cooperate with government to 

ensure that adolescent students are highly sensitised to abstain from sexual 

intercourse and use contraceptives. Campaigns on goodness of delaying sex 

act and associated complications for those who are against it should be 

emphasised.  

 Likewise; NGOs and community networks should work with other 

stakeholders to help government in providing food in schools, building 

hostels and provide transport for schools located in peripheral areas of 

municipality. 

 

5.3.3 Parents and Guardians 

 Parents and guardians should discuss openly and friendly sexual and 

reproductive health matters with their adolescent students and cooperate very 

close with teachers to know day to day academic and social life of their 

adolescents. They should give top priority to academic wellbeing of their 

adolescents including provision of enough bus fair and pocket money for 

lunch. Parents should also check and control with whom and when their 

adolescents spend together most of their time; 

 Parents and guardians should control accessibility of some media to their 

adolescents, since most of adolescent students use TVs and internet for      

non-academic purposes. Some of these media have content that promote 

desire to engage in risky sexual behaviours like pornographic materials.  
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5.4 Area for Further Research 

The present findings in this study were result of a micro-study done in Mbompo, 

Kisopwa, Kambangwa and Msisiri B schools in Kinondoni Municipal Council. The 

major weakness of this kind of study is that, the findings of socio-economic 

determinants of risky sexual behaviours among adolescent students cannot represent 

the whole adolescent student’s population in Tanzania. That being the case, a similar 

research could be carried out in other areas with different social-economic settings; 

this could give a wider coverage of the study for generalizing the findings. 

 

. 
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APPENDICES 

Appendix 1:  Questionnaire for Adolescent Students 

DETERMINANTS OF RISKY SEXUAL BEHAVIOUR AMONG 

ADOLESCENT STUDENTS IN KINONDONI MUNICIPAL 

 

Introduction 

Dear student, 

I first acknowledge your involvement in this study. The general objective of study is 

to investigate socioeconomic determinants of risky sexual behaviour among 

adolescent students. Your participation is voluntary and there are no penalties if you 

do not participate. You have been selected randomly among other students. The 

information you provide will be used strictly for the purpose of this study only, and 

will remain confidential and shall never be related to any particular personality. 

Questionnaire No........Date of survey...../06/2012 Name of the School......................... 

A: Characteristics of Respondent 

1.  How old are you?......................years.  

 

2. What is your sex?   

1........  Male    

2........  Female 

 

3. What is your class? 

1..........Standard five 

2..........Standard six 

3..........Standard seven 

4..........Form one 

5..........Form two 

6..........Form three 

7..........Form four 

 

4. What is your domination of your religion? 

1. ........Sunni 

2..........Shia 
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3........ Cathorics 

4.........Pentecostal 

5. .......Assemblies of God 

6. .......Anglican  

7. .......KKKT 

8. .......None 

9.........Other (specify)............................. 

 

5. In which street do you live?..........................................................................  

   

6. Who is your household head? (Please tick one space only) 

1. .......Grand mother 

2. .......Grand father  

3. ......Father   

4. .......Mother  

5........ Brother  

6.........Sister 

7.........Aunt 

8.........Uncle   

9.........Other (specify)............................. 

 

7. What is the marital status of your household head?  

1…….. Single 

2…….. Married monogamy 

3…….. Separated 

4…….. Divorced 

5……...Widow 

6……...Widower 

7……....Married polygamy 

8……...Others (specify)……………………… 
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8. What is the highest education level does your household head has achieved? 

1. ........Primary level incomplete 

2......... Primary level complete 

3......... Secondary school complete 

4..........Secondary school incomplete 

5......... Tertiary level 

6. ........No education 

 

9. What is the highest education level of your household head’s spouse?  

1. ........Primary level incomplete 

2......... Primary level complete 

3......... Secondary school complete 

4..........Secondary school incomplete 

5......... Tertiary level 

6. ........No formal education 

 

10. How many are you in your household?..................people 

 

11. How many are you in your family..................people 

 

12. What is your birth position among family members?.................. 

 

13. What is economic activity of your household head? 

1. .......Peasant 

2. .......Government employee 

3 ........Private employee 

4........ Commerce/business 

 5. .......Petty trader 

  6........ Other,(specify) ............................. 

 

14. What is economic activity of your household head’s spouse? 

1. .......Peasant 

2. .......Government employee 
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3 ........Private employee 

4........ Commerce/business 

 5. .......Petty trader 

  6........ Other, (specify) ............................. 

 

15. What type of ownership of the house you live in? 

 1........ Own  

2........ Rented  

3.........Relative 

4.........Employer 

 

17. What types of assets owned by your household? (You can tick more than one  

choice) 

1. ….....House 

2. ….....Motor vehicle 

3….......Farm 

4. ….....Motorcycle 

5……...Renting house/guest house 

6. …….Grocery/bar/pub 

7...........TV 

8...........Music system 

9……...Radio 

10…….Cell phone 

11. …...Others (specify)……………………………………………………….. 

12. …...No asset owned 

 

 

18. Which assets do you personally own? (You can tick more than one choice) 

1. …....House 

2. …....Motor vehicle 

3….......Farm 

4. ….....Motorcycle 

5……...Renting house/guest house 
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6. …….Grocery/bar/pub 

7………TV 

8………Music system 

9……….Radio 

10……...Cell phone 

11. …......Others (specify)………………………………………………........... 

12. ….....No asset owned 

 

19. What TV channel do you most like to watch?  

…………………………………………………………………………………. 

2. Do not have TV 

 

20. What TV program do you like most to watch? 

 ………………………………………………………………………………… 

2. Do not have TV 

 

21. When do you like to watch TV? 

 1………….Morning 

2………….Afternoon 

3…………. Everning 

4…………. Night 

5. …………Do not have TV 

 

22. Do you have membership in any of the following internet? (You can tick more  

than one choice) 

 1………….. Social network  

 2…………...Forum  

 3…………...Blogs  

 4…………...Webpage/website  

 5…………...Do not have access 

 6…………...Others (specify)………………………………………………… 
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23. What is your main use of internet? (You can tick more than one choice) 

1…………….Charting with friends 

2…………….Charting with boyfriend/girlfriend 

3…………….Watching movies/soaps/series/sports/music news  

 4……………..Searching academic matters 

 5……………..Do not have access 

 6……………..Others (specify)………………………………………………... 

 

24. How many times do you take meals per day? 

1. …...Once  

2. …...Twice 

3. …...Thrice 

4…... More than thrice 

 

25. What kind of energy source your household is using for cooking? (You can tick  

more than one choice) 

1…….Electric cooker 

2…….Gas cooker 

3…….Stove cooker 

4…….Charcoal 

5…….Firewood 

6…….Others (specify)……………………………………...  

 

 

B: Awareness of Risky Sexual Behaviour 

26. What do you understand about risky sexual behaviour? (You can tick more than  

one choice) 

1. ……Having sex debut at less than 20 years old 

2. ……Having multiple sex partners 

3. ……Doing sex while intoxicated with alcohol 

4. ……Doing sex while intoxicated with marijuana 

5……. Doing sex while intoxicated with drugs 

6……. Ever had STIs  
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7……. Doing sex without using condom  

8……. Doing unsafe abortion 

9……..Getting pregnancy at less than 20 years old 

10……I do not understand at all 

11……Others,(specify)……………………………………………………  

 

27. What can you do to protect yourself from risky sexual? (You can tick more than  

one choice) 

1. .........By having one sex partner who has no other partner 

2. .........By using a condom during intercourse 

3. .........By abstaining from sex 

4.......... By cleaning the vagina immediately after intercourse 

5. .........By praying to God almighty 

6...........Use of contraceptive 

7………Others(specify)………………………………………………………

………………………………………………………………………………… 

28. Among the following, which of type of contraceptive are you aware of? (You can  

tick more than one choice) 

 1……….Female condom 

 2……….Male condom 

 3……….Injection 

4……….Tables/pills 

5……….Sterilization 

6……….Norplant 

7……….Diaphragm 

8……….Intra-uterine contraceptive devices 

9……….I am not aware of any type 

10……...Others (specify)…………………………………………………….. 

 

29. Which contraceptive type have you ever used within last 12 months? (You can  

tick more than one choice) 

1……….Female condom 

 2……….Male condom 
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 3……….Injection 

4……….Tables/pills 

5……….Sterilization 

6……….Norplant 

7……….Diaphragm 

8……….Intra-uterine contraceptive devices 

9……….I never used any contraceptive type 

10……...Others (specify)…………………………………………………….. 

 

30. If you are not using contraceptive, what are the reasons? (You can tick more than  

one choice) 

1……….Not available for adolescent students 

2……….My partner does not want 

3……….My parents/guardians do not want 

4……….I afraid side effect 

5……….School rules prohibit contraceptive use 

6……….Religion believes 

7………..Inadequate knowledge 

8………..I do not see importance of it 

9………..Others (specify)……………………………………………………... 

 

31. Do you consider yourself at risky sexual behaviour? 

1. ........Yes 

2. ........No 

3. ........Don’t know 
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32. Do you agree or disagree with the following statements? (Tick appropriate cell) 

Statement testing awareness of risky sexual 

behaviour for adolescent students 

1.Agree 0.Disagree 

It is possible for adolescent to abstain from doing sex 

until getting marriage 

  

Condoms are good for adolescent because 

they protect them against risky sexual behaviour 

  

Condoms do  reduce sexual pleasure for adolescent   

Adolescent students are at the risk of contracting 

HIV/AIDS 

  

Adolescent students are at the risk of getting STIs   

Adolescent students are at the risk of getting/causing 

unwanted pregnancy 

  

Total score (please do not fill  anything in this row)   

 

C: Extents of involvement in the risky sexual behaviour 

33. Do you at presently have a sex partner? 

1. ...........Yes 

2. ...........No 

34. How old is your sex partner? 

…………………....Years 

1. .............Don’t have sex partner 

2. .............Don’t know 

35. What is your sex partner’s economic activity? 

1..............Pupil/student  

2. .............Driver of bodaboda/daladala 

3. ............Teacher  

4. .............Petty trader 

            5. ............An artist (actor/musician/sportsman) 

6. .............Casual labourer 

7. .............Do not have a sex partner 

8...............Peasant 

9.............. Others (specify)....................................... 



96 

 

36. Have you ever had sex? 

1...........Yes 

2............No 

37. How old were you when you had sex for the first time? 

...................Years 

1. ..............Still a virgin 

2. ..............I don’t  remember 

38. With whom did you have your first sex? 

1. .............Fellow student 

2. .............Teacher 

3. .............Married person 

4. .............Relative 

5.............. Neighbour 

6. .............Family friend 

7. .............Never had sex 

8. .............Other (specify)................................................................................... 

39. What pushed you to have your first sex? 

1. .............Desire to experiment 

2. .............Need of money/ material things/Food 

3. .............Peer pressure 

4. ............To prepare for marriage 

5. .............Forced to have sex 

6. .............Never had sex 

7. .............Don’t know 

8.............. Other, (specify).................................................................................. 

40. How many times did you have sex within the past 12 months? 

…………..Times 

1. ..............Never had sex  

2. ..............Don’t remember 

41. With how many partners did you have sex in your life? 

…………...sex partners 

1. ..............Never had sex 
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42. With whom did you have your last sex? 

1. .............Unmarried regular partner 

2. .............Unmarried non regular partner 

3. .............Married partner 

4.............. Unknown partner 

5. .............Never had sex 

43. Have you ever used condom during sex? 

1...............Yes 

2................No 

3................Never had sex 

44. When were you had sex using condom? 

1................Never used a condom during sex 

2................When I had sex for the first time 

3............... Within the past 12 months 

4................Never had sex 

5................Others (specify)........................................................ 

45. With the same partner, have you ever had bare sex then used condom? 

1.................Yes 

2.................No 

3.................Never had sex 

46. With the same partner, have you ever used condom first during sex, then   

           discontinued it? 

 1................Yes 

2.................No 

3.................Never had sex 

47. Why did you discontinued from using condom? (Can be more than one item)  

1...................Condom reduce sex pressure 

2...................Decision on using condom depended solely on my partner 

3...................Condoms were not available nearby 

4...................I had no money to buy condom 

5...................Condoms are expensive  

6....................I felt ashamed to buy a condom 

7....................Never had sex  
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8....................Others(specify).............................................................................. 

 

49. Which ones of these sexual practices have you practiced in the past? (Can be  

more than one item) 

1. ............Vaginal sex 

2. ............Oral sex 

3............. Anal sex 

4............. Never had sex 

5. ............Others (specify)............................................................. 

 

50. Where did you have your last sex? 

1. ............Bushes 

2. ............Toilet 

3. .............Home 

4. .............Building under construction 

5. .............Abandoned car 

6. .............Field 

7........... ...Rest house / hotel 

8. .............Never had sex 

9. .............Other (specify)............................................................... 

 

51. Please answer all following questions by ticking appropriate cells below: 

Statement gauging extent of risky sexual behaviour 1.Yes 0.No 

Ever you had sex at age less than 20 years old?   

Are you used to have multiple sex partners?   

Ever you had sex while intoxicated with alcohol?   

Ever you contracted STI?   

Ever you had sex without condom?   

Ever you had/causing pregnant?    

Total score (please do not fill  anything in this row)   
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52. Please answer all following questions by ticking appropriate cells below: 

Are you aware of any pupil/students in the school who 

have ever been;  

1.Yes 0.No 

Infected by STIs?   

Conceived?   

Aborted?   

Dropout school because of pregnancy?   

 

53. What do you think are the major reasons for spread of? 

(a) STIs:……………………………………………………………………… 

 (b) Unwanted pregnancy:…………………………………………………… 

(c) Abortion:…………………………………………………………………… 

54. What are doing to protect you from? 

(a) STIs:……………………………………………………………………………… 

(b) Unwanted pregnancy:……………………………………………………………… 

(c) HIV/AIDS: …………………………………………………………………… 

 

55. Ever you taught about sexual matters in school?  

1……......Yes  

2………...No 

 

56. In which class ever you taught about sexual matters? (You can tick more than  

one item) 

1..........Standard five 

2..........Standard six 

3..........Standard seven 

4..........Form one 

5..........Form two 

6..........Form three 

7..........Form four 

8..........Never taught  

 

57. What are topics taught in school about sex matters? 
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 1...........................................................................................................................

 2........................................................................................................................... 

3...........................................................................................................................

4........................................................................................................................... 

 

58. What do you like to be taught in school about sex matters? 

1...........................................................................................................................

 2........................................................................................................................... 

3...........................................................................................................................

4........................................................................................................................... 

 

59. Who will you like to teach you about sexual matters? 

1………Mother/father 

2………Grandmother/grandfather 

3………Teachers at school 

4……….Peers 

5……….Boyfriend/girlfriend 

6……….Sexual and reproductive health professional 

6……….Others (specify)……………………. 

 

60. Why adolescent students continue with risky sexual behaviour though it is  

       dangerous for their health and wellbeing? (Tick at least one appropriate item) 

1……….Poor parents/guardians care 

2……….Lack of adequate basic needs of life like food, clothes and shelter  

3……….Influence of peer groups 

4……….Influence of media: TVs, porn video, Internet, tabloid magazine 

5……….Dressing that exposes sensitive parts of the body 

6……….Having boyfriend/girlfriend is a modernity way of living 

7……….Others(specify)………………………………………………………

…………………………………………………………………………………  

 

Thank You for Your Cooperation  
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Appendix 2: Checklist for In-Charge of Sexual and Reproductive Health  

1. Please, may I know your designation/occupation? 

2. How long have you been with this Municipal? 

3.  What are the common risky sexual behaviors to adolescent in this Municipal? 

4. What are the prevailing by number and rates for the following risky sexual 

behaviors in this area? 

1) Adolescent pregnancy? 

2) STIs for adolescent? 

3) HIV/AIDS for adolescent? 

5. To what extent do condom are available and accessible to adolescent? 

6. To what extent do contraceptives are available and accessible to adolescent? 

6.  Are there any sexual and reproductive health services provisions to adolescent?  

7. Do you think adolescent gets appropriate sex and reproductive health education?  

8. Why adolescents continue with risky sexual behaviour though it is dangerous for  

    their health and wellbeing? 

9. What are measures to reduce risky sexual behaviour among adolescents? 

Thank you for your cooperation 
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Appendix 3: Checklist for Class Masters/Mistress 

1. Does your school provide training on sexuality/reproduction education? 

2. What are specific topics on sexuality education does your school provide? 

3. To which group of student by age and class does the training on sexuality focus? 

4. Does your school teach use of condoms/contraceptives to the students? 

5. To which group by age and class does the training on condom/contraceptives use 

focus? 

6. What are the most issues on sexuality do the students like to ask? 

7. Why students continue with risky sexual behaviour though it is dangerous for their  

    health and wellbeing? 

8. What are measures to reduce risky sexual behaviour among students? 

9. What are your comments on influence of sexuality education on risky sexual  

     behaviour among students? 

10. In last year (2011), what was the drop-out in terms of number and rate of students   

      in this school? 

1. Female student’s    2.Males students 

11. What are reasons for drop-out?  

12. What are measures to reduce drop-out among students? 

13. Does this school have rules and regulations dealing with sexual matters? 

14. What are the key areas do the rules and regulations put emphasis? 

15. What actions are taken when the following happens?  

1. Female student gets pregnant  

2. Male student causes pregnant 

3. Student found with condom/contraceptive 

Thank You for Your Cooperation 
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Appendix 4: Checklist for Parents  

1. As parent/guardian what actions will you take when the following happens?  

1. Your female adolescent student gets pregnant  

2. Your male adolescent student causes pregnant 

3. If you found with condom/contraceptive your adolescent student  

4. If you know that your adolescent student has contracted STIs 

 

2. Who would you like to teach on sexuality education to? 

1. Your female adolescent student 

2. Your male adolescent student 

 

3. Do you always talk with your adolescent student on sexual matters? 

 

4. What are your comments on influence of sexuality education on risky sexual  

     behaviour among students? 

 

5. Why adolescent continue with risky sexual behaviour though it is dangerous for  

     their health and wellbeing? 

 

6. What measures you take to reduce risky sexual behaviour to your adolescent? 

 

Thank you for your cooperation 

 

 

 

 

 


