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Determinant of behavioural change for condom use among out of school youths in Tanzania
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ABSTRACT
This exploratory qualitative study aimed to identify perceived benefits, barriers and motivational factors impacting
condom use for out-of-school youth ages 15-24 years. The study was carried out in Kinondoni Municipality of
Tanzania between April and May 2010. A semi-structured guide was used in 8 in-depth interviews and two focus
group discussions (FGDs) among 30 respondents chosen through convenient sampling. The Health belief Model
(HBM) served as the conceptual framework for the study. Findings indicate that psychosocial and utilization
problems were identified as main barriers to condom use. Additionally, lack of negotiation skills for safer sex was
perceived as a serious impediment to condom use, particularly among women. An effective behavior-change
programme for HIV prevention, which address psychosocial and utilization related barriers to condom use is needed.
A well-designed strategy would improve condom use by putting emphasis on skills for correct condom use and
negotiation for safer sex, particularly for women.
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Introduction: A population that presents a current
challenge to prevention and control of HIV/AIDS is
youths aged 15 to 24 years. Globally, youths aged 1524 years constitute 18% of the world’s population [1],
and 31% of Tanzania’s population [2].Youth’s are
vulnerable to risky behaviors [3], particularly risky
sexual behaviors which can expose them to sexually
transmitted infections, including HIV/AIDS [1;4].
Globally, it is estimated that 5.4 million young people
aged 15 to 24 are living with HIV; 3.2 million reside
in sub-Saharan Africa (International Youth
Foundation, 2010). In fact, in sub-Saharan Africa
(SSA) youth lack access to HIV prevention education
programmes, with only 8 per cent of out-of school
youth having access such programmes [1; 3; 4; 5].
This indicates that out-of-school youth are more at
risk of getting HIV infection due to lack of access to
HIV prevention programmes.
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Although the overall HIV prevalence in Tanzania is
around 4.5 %, the high HIV prevalence of 7.9 %
among youths aged 15 to 24, indicates that HIV
infection is still a major problem among this at risk
age group [4; 6; 7].
Several studies have documented the costeffectiveness of condoms as a relatively simple
intervention to prevent HIV infection [4]. However,
studies on adolescent sexuality have shown a
significant increase in sexual experiences at a
younger age concomitant with inconsistent condom
use [4; 8, 9;10].
To motivate youths to engage in safer sex,
interventionist need insight in the psychosocial,
cultural and utilization factors associated with noncondom use [11; 12; 13]. In fact, a major challenge
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facing HIV prevention efforts among out–of–school
youths aged 15 to 24 in Tanzania, is inadequate
research on factors that influence youth’s intention to
use condoms. Studies that have tried to identify
factors associated with non-condom use among
youths and adolescents in Tanzania were mainly on
knowledge, attitudes and practices (KAP), which did
not use behavioral change models such as the Health
Belief Model (HBM).
This exploratory qualitative study addresses a theorybased analysis of factors that motivate or hinder
condom use among out–of–school youths in an urban
setting. The study was based upon a conceptual
framework integrating Health Belief Model [14; 15].
According to the HBM, individuals will take health
related actions (e.g., condom use) :(1) if they
perceive themselves to be vulnerable of contracting a
specific illness, and if they perceive this specific
illness as severe,(2) if they have a positive attitude
towards the health behaviour, that is if they perceive
the benefits of performing this certain behaviour to
outweigh the barriers or negative consequences,(3)if
they belie that they can successfully take a
recommended health action, and (4), if they
are ’triggered’ to act [16].

Materials and Methods:
Study area and Participants: The study was conducted
in Kinondoni municipal, Dar es Salaam, Tanzania.
Kinondoni municipality is one of three municipal
councils with a population of 1.4 million and youths
aged 15-24 are estimated at 234,003 (17.2%). The
study site was selected based on a comparatively high
HIV prevalence (9.3 %) than the national prevalence
of 5.9 % [2; 6; 7].
The convenient sample of our study was carried out
between April and May 2010 to select 30 participants.
All eligible participants aged at least 18 years old and
above consented to participate in the study. Sampling
was done with assistance of leaders of youth groups
found in the study site.
Data collection
We conducted semi-structured in-depth interviews
with four males and four females in an urban setting.
We conducted a total of eight interviews; each
interview lasted between 60-90 minutes, and was
recorded, after informed consent from the
participants. We also conducted two focus group
discussions (FGDs) included 10 males and 12
females’ participants. Both the In-depth interviews
and FGDs addressed participant’s perspectives on
perceived vulnerability/severity of HIV/AIDS, beliefs,

GJMEDPH, Vol 1(5) September- October 2012

benefits and barriers to condom use and motivational
factors associated with condom use. Interviews were
conducted by the first author [EK] and two trained
research assistants in Kiswahili-a language known to
all participants.
Ethical considerations: The study protocol received
ethical clearance from Tanzania’s National Institute
for Medical Research, and the Kilimanjaro Christian
Medical College University Research Ethics
Committee.
Data management and analysis: All interviews and
FGDs were conducted in Kiswahili (the official
language of Tanzania), tape-recorded, transcribed
verbatim, and translated into English by the first
author [EK]. A framework approach was used for
analysis, combining the use of ATLAS.ti and manual
techniques. Using the framework approach, the
identification of key themes and sub-themes fed into
the development of a thematic framework, which was
systematically applied to sort data.
Translated transcripts were coded by the first author,
and an independent qualitative analyst verified the
coded data. Discrepancies in coding were discussed
among analysts and resolved. The texts were read
repeatedly to identify major themes and each theme
was broken down into concepts. Representative,
verbatim quotes were selected to illustrate key
findings [17; 18]..
Results:
Sample demographics: A total of 30 respondents were
involved in this study in Kinondoni municipality.
Themes that emerged were related to perceived
susceptibility and severity of HIV infection, beliefs
on condom use, perceived benefits /and barriers to
condom use, self efficacy and cues to condom use.
Perceived susceptibility and severity of HIV: Most
participants perceived to be highly susceptible to HIV
infection. It was common for respondents to mention
risky sexual behaviours such as: multiple sexual
partners and inconsistent condom use as predisposing
factors for HIV infection. One participant has this to
say:
“I am at risk of getting the disease [HIV] because.
I’ve a permanent sexual partner, but I’ve another
casual sexual partner, who we meet occasionally.”

Another female participant describes her experience
with inconsistent condom use: “I have a friend,
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whom we had sex without using condom, therefore I
think I am at risk of getting infected with HIV”.
Several participants perceived HIV infection to be
deadly and a severe disease.Participants expressed
fear of death and/or sexual disorders as serious
outcomes following STI, including HIV. A male
participant expressed his fear of HIV infection:
“The end of it [HIV infection] is death, because when
you get HIV, it is okay that you will get drugs [ARV’s]
which will make you feel better, but really you are no
longer safe, it will reach a time those drugs [ARV’s]
will no longer help you, you will stay in bed, that will
be the end of it [life]”.
Beliefs on condom use
Most participants discussed several beliefs related to
condom use, such as: religion, unfaithfulness,
reduced sexual pleasure, fear of losing a partner,
delays in ejaculation, and promotion of promiscuity.
Religious beliefs were reported to have a negative
impact towards condom use. Both Christians and
Muslims participants observed that it is against their
faith to use condoms. A male participant explained:
“we Christians believe that, God created us to
reproduce and fill the universe, bearing that condom
was made to prevent unintended pregnancies,
therefore it is a sin to use a condom. I will be unable
to reproduce.”
Another male participant explained: “From our side
we Muslims, sperms which remains inside a condom
were expected to fertilize and produce pregnancy,
therefore [using a condom] you are counted as a
killer”.
A male respondent in the FGD observed that condom
use was a sign of untrustworthy: “Trust will no
longer be there because; a condom is used to protect
against sexually transmitted infections. Now, if she
tells you to use a condom, it means she doesn’t trust
you, maybe she think you have already contracted
diseases [STIs] so you may infect her”.
Several respondents expressed concern that condoms
reduce sexual pleasure. Some male participants
explained how condoms reduce sexual pleasure
“when you put on a condom, you will not feel the
pleasure, that is why the majority [youths] are
motivated to have sex without using rubber [a
condom] as they believe that a condom, will reduce
sexual pleasure”.

negative impact to condom use. Some female
participants in FGD explained how this fear of losing
a partner may hinder condom use:
“…another belief is fear of destroying a relationship
because; if a man tells you ‘I don’t need to use a
condom’ if you are not ready to destroy the
relationship, you should agree not to use a condom”.

On the other hand, some male participants were more
concerned with delayed ejaculation when using a
condom. A male participant describes his experience
the first time he had sex with a condom:
“My first sexual intercourse with a condom,, took me
quite a long time to ejaculate”.
A concern that condom use promotes promiscuity
was stated as a major predisposing factor to multiple
sexual partnerships and casual sexual intercourse. A
female participant explained that advocacy for
condom use, cheaper price of condoms or free
availability of condoms contributes to an increase in
promiscuity:
“Because there are condoms which sell cheaply at
100 Tanzanian shillings, therefore someone can
afford to buy and have sex with many people as s/he
wishes”.
Perceived benefits
Perceived benefits of condom use were influenced by
the protective effect of condoms against unwanted
pregnancies, STI’s and HIV infection. A female
respondent explained that consistent condom use has
a strong protective effect:
“I understand that, if a condom is used properly,
there will be complete protection against HIV. I
believe, if I will use a condom I will prevent myself
against HIV infection”.
A male respondent perceived that condom use has an
effective protection against STIs, including HIV
infection:
“I believe that, if I use a condom properly, I will
protect myself against sexually transmitted infections,
including HIV”.
A female respondent had this to say on perceived
benefits of condoms: “Apart from protection against
STIs, including HIV, condom use also prevents
unwanted pregnancy and serves in the whole issue of
family planning.”

It was evident that fear of losing a partner has a
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Perceived barriers
Participants mentioned potential barriers which may
hinder condom use. Having a regular partner was
frequently reported as a psychosocial barrier to
condom use. A female participant explained that
having a relationship with someone for a long time in
a sexual relationship builds trust, which leads to noncondom use:
“To my opinion, you can’t use a condom if you have
stayed together for a long time, it means you trust
each other, and you may stop using a condom”.
Partner objection or unwillingness to use a condom
due to lack of knowledge to condom efficacy was
another psychosocial barrier to condom use. A female
participant observed: “men are resistant on using it
[condom], they tell you that ‘a condom doesn’t
protect you 100 percent against HIV, I will not use it’.
Once you agree with him you put yourself at risk of
HIV infection”.

Inability to use the female condom was identified as a
common utilization-related barrier to condom use. A
female participant explained how they face
difficulties in proper use of the female condom:
“I can see the use of a female condom difficult,
mostly if you want to use it by the time you are ready,
bearing that there are a lot of processes like putting
yourself into the right position, lifting up one leg,
inserting a condom and so on, it may cause you to
leave it and continue without using a condom, male
condoms are better than female condoms”.
Self efficacy to condom use
Several participants observed that low self-efficacy
has acted as a serious impediment for enabling
decision-making in condom use. A female participant,
described how lack of discussion on condom use
prior to having sex, inability to ask a partner to use a
condom, coerced sex and inability to refuse sex if a
condom is not used impacts on non-condom use:
“If you don’t discuss first and then you come with a
condom, if your partner refuses to use, it becomes a
conflict, since you are already in need of sex, you
ought to do it without using a condom”.
Coerced sex was mentioned as another factor
affecting self-efficacy to condom use. A female
participant stated: “You may refuse to have sex
without a condom, but a partner may force you, a
man doesn’t fail, men are more powerful than women,
therefore he will force you into sex”.
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Discussion
This study used the Health Belief Model (HBM) to
assess factors associated with condom use among
out-of-school youth in an urban setting. Our results
showed high perceived vulnerability to/and severity
of HIV infection among respondents. Although, it is
difficult to assess differences in self-reporting
perceived risk, yet respondents felt they were at risk
of acquiring HIV infection. Women respondents
based their vulnerability to the well established
difficulty facing women in negotiating safer sex [2;
12].
As expected, religion was the most frequently
mentioned belief against condom use. In fact, both
Christians and Muslims agreed that their faith
prohibits the use of condoms, since a condom
interferes with procreation. These findings appear to
be consistent with several studies on correlation
between religion, which prohibits adultery, which
help to protect against contracting HIV and condom
use [19; 20]. However, strong religious beliefs do not
always correlate with HIV protective behaviors, such
as condom use and can be a significant source of
negative perceptions about HIV and condom use [11;
21; 22].
Our study observed that females’ participant
had fear of losing a male partner if they insist on
condom use in a sexual relationships. This finding is
disturbing and could be a proxy measure of gender
inequalities in relationships among youths and may
make women vulnerable to acquire HIV infection.
Hence it is important to consider gender inequality
and negotiation skills as key strategies of HIV
prevention interventions [13; 23; 24].
Generally, adolescents in this study tend to
believe that a condom reduces sexual pleasure and
this belief discourages condom use. Men, in our study,
were more concerned regarding reduced pleasure and
delayed ejaculation when using a condom. This is
consistent with studies conducted elsewhere on noncondom use among sexually experienced youths [4;
14; 24; 25]. An intervention designed to increase
motivation for condom use, while addressing this
salient barrier may be an effective approach [4; 13;
26; 27; 28].
Among female participants in this study,
inability to use a female condom was a common
utilization-related barrier to condom use. This lack of
skills in female’s condom, is an important barrier to
condom use [11; 22; 23], and underscores the
importance of training youth proper condom use,
particularly women.
In this study women were more likely than
men to feel that they may engage in unprotected
sexual relationship despite a high self-efficacy to
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condoms. The observed gap between a high selfefficacy to condoms and the real practice of noncondom use may be explained by multiple factors,
such as; lack of discussion on condom use prior to
having sex, inability to ask a partner to use a
condom/or refuse sex if a condom is not used, and
coerced sex [11;25;28]. These findings are consistent
with the HBM construct [15; 16] and suggest that
perhaps a goal-oriented method of communication
designed to potentiate readiness to condom use may
be an effective approach [26].
Study limitations
This study has certain limitations. First, as a
qualitative study, the findings are preliminary,
descriptive in nature and causal associations can’t be
inferred. Second, given that this study was done in
one location it may not be applicable to other settings.
Third, despite efforts to recruit a wide range of
participants, those who agree to participate may differ
in significant ways from those who didn’t participate.
Lastly, the study used the HBM, a cognitive based
model, which is limited in accessing the emotional
component of behaviour.
Conclusions
Our findings supported some of the HBM constructs,
such as perceived vulnerability and severity to HIV
infection, perceived benefits and barriers, and cues
for action for behavioral change for condom use
among study participants in an urban setting.
However, lack of negotiation skills for safer sex is a
major impediment on condom use, particularly
among women.
An effective behavior-change programme for HIV
prevention, strategy should address psychosocial and
utilization related barriers to condom use by putting
emphasis on skills for correct condom use and
negotiation for safer sex, particularly for women.
Additionally, strategies based on increasing perceived
vulnerability and/or severity to HIV infection, may
influence condom use. The findings highlight the
importance of cues for action/and self-efficacy to
condom use as triggers to potentiate condom use in
this age group. In conclusion, therefore, it is
important that HIV intervention planners understand
the importance of focusing on identified HBM
constructs that have the greatest probability of
influencing condom use by providing accurate
information about benefits of condoms and skills to
overcome HIV-risk behaviors in efforts to dispel
barriers to condom use among out-of-school youths
in Tanzania.
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