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Objectives. We examined correlates of condom use among a national random
probability sample of sexually experienced young adults aged 15 to 24 years
(n=7686) in South Africa.

Methods. Using data from the Reproductive Health and HIV Research Unit
National Youth Survey, we conducted gender-stratified bivariate and multivari-
ate logistic regression analyses to determine predictors of whether respondents
had used a condom during their most recent sexual intercourse.

Results. Condom use at sexual debut and talking with one’s first sexual part-
ner about condoms were the most significant predictors of condom use at most
recent intercourse. Other significant predictors included high condom use self-
efficacy, optimism about the future, and reported behavior change attributable to
HIV/AIDS. Young adults who were married or had been involved in a relation-
ship for 6 months or more were significantly less likely to have used a condom
during their most recent sexual intercourse.

Conclusions. Our findings point to the importance of exposing youths to sex-
uality education before their sexual debut as well as voluntary counseling and test-
ing and programming that supports young adults, particularly young women, in
making informed decisions about sexual intercourse and condoms. (Am J Pub-
lic Health. 2007;97:XXX–XXX. doi:10.2105/AJPH.086009)

Predictors of Condom Use Among Young Adults in 
South Africa: The Reproductive Health and HIV 
Research Unit National Youth Survey
| Ellen Setsuko Hendriksen, MA, Audrey Pettifor, PhD, Sung-Jae Lee, PhD, Thomas J. Coates, PhD, and Helen V. Rees, MA(Cantab), MRCGP

sexual activity (i.e., transactional sex16—sex
for goods or money—and sexual intercourse
while under the influence of alcohol or
drugs17) and perceived “low-risk” sexual ac-
tivity (i.e., sexual intercourse in the context of
a marital18 or committed, trusting relation-
ship)19–21 have been found to be associated
with a lower likelihood of condom use. Fac-
tors such as communication between part-
ners, however, have been found to increase
likelihood of condom use.22 Finally, gender
and sexual power dynamics,23,24 and coer-
cion associated with sexual power dynam-
ics,25,26 are also inextricably linked to con-
dom nonuse.

We had 3 objectives in this study. The first
was to determine the correlates of condom
use among a nationally representative ran-
dom probability sample of young adults. The
second was to explore why, in the context of
freely available condoms and high awareness
levels, some sexually active young adults may
or may not be using condoms during sexual
intercourse. The third was to determine appli-

cations of our results to future research and
policy.

METHODS

Sample
In 2003, the largest nationally representa-

tive household survey of HIV prevalence
rates and sexual behavior ever conducted
among South African young adults aged 15 to
24 years was completed as part of an evalua-
tion of a national media campaign. The Re-
productive Health and HIV Research Unit
(RHRU) at the University of the Witwaters-
rand, Johannesburg, South Africa, carried out
the study with oversight by an independent
international advisory group. The methods
and primary findings of the survey have been
described elsewhere.2,27

A 3-stage, disproportionate, stratified de-
sign was used in identifying the survey sam-
ple. The 2001 national census was used as
the sampling frame, and enumeration areas
were designated as the primary sampling

Young adults represent one of the groups at
highest risk for HIV infection.1 Indeed, the
results of a nationally representative house-
hold survey conducted in South Africa in
2003 revealed that more than 15% of young
women and almost 5% of young men aged
15 to 24 years were infected with HIV.2

Condoms remain the most effective protec-
tion against HIV and other sexually transmit-
ted infections (STIs) for sexually active young
adults. Most South African youths know that
condoms prevent HIV, STIs, and unwanted
pregnancies and that it is important to use a
condom every time they have sexual inter-
course.3 In addition, in South Africa, condoms
are provided free of charge by the govern-
ment and are available to young adults
through a number of venues, including pub-
lic-sector clinics and youth centers; indeed,
87% of South African youths report that it
would be “very easy” to obtain condoms if
the need arose.2

According to 2 recent surveys, however,
including the survey on which the current
study was based, only about 57% to 59%
of young men and 48% of young women re-
port having used a condom during their most
recent sexual intercourse.2,4 Although these
percentages are much higher than in the
past,5 they are lower than what would be
necessary to curb the epidemic among young
adults 15 to 24 years old.

Previous studies examining condom use
among South African youths by city,6

district,7 state,8 or by selected populations9

have shown that condom use is affected—
either negatively or positively—by factors
such as self-efficacy (an individual’s belief in
his or her capacity to engage in the behav-
iors necessary to attain specific goals)10,11

perceived risk,12,13 knowledge of one’s HIV
status,14 and early age at sexual debut.15

Furthermore, both traditionally “high-risk”
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units, creating a nationally representative
sample of young adults aged 15 to 24 years
in all 9 provinces of South Africa. Households
within selected areas were then enumerated,
and 1 eligible respondent per household was
randomly selected to participate in the study.
The response rate was 69%, with refusers
more likely to be men, White, older, and liv-
ing in urban areas. The final sample consisted
of 11904 young men and women, but the
current subsample was restricted to respon-
dents who were sexually experienced, yield-
ing a sample size of 7686 for this study.

Young adults who agreed to take part in
the original survey provided an anonymous
oral fluid specimen to be tested for HIV
(using the OraSure Oral Specimen Collection
Device [OraSure Technologies, Bethlehem,
Pa] and the Vironostika HIV-1 Microelisa Sys-
tem [bioMérieux, Durham, NC]) and were in-
terviewed regarding a variety of topics (as de-
scribed in the “Measures” section). The
questionnaire was translated from English
into Sotho, Zulu, Tswana, Xhosa, Pedi, Venda,
Tsonga, and Afrikaans and then back-trans-
lated to ensure accuracy.

Measures
The questionnaire administered to all par-

ticipants was based on a review of compara-
ble international surveys and included ques-
tions used in previous youth surveys in South
Africa.28–31 The questionnaire was reviewed
by experts on HIV and reproductive health
surveys, both in South Africa and internation-
ally, and was extensively piloted.32 Through-
out the survey, “sex” was defined as vaginal
or anal intercourse and “sexual experience”
was defined as having had vaginal or anal in-
tercourse.

We created 6 thematic domains in an ef-
fort to group variables in an organized fash-
ion. The first domain, “attitudes and aware-
ness,” included 4 separate items. The first
item, “How easy is it for you to get condoms
if you needed or wanted them?” (very easy,
somewhat easy, somewhat difficult, very diffi-
cult), measured awareness of condom avail-
ability. The second item, “I personally know
someone who has died of AIDS” (yes or no),
measured the personal impact of AIDS. The
final 2 items, “Using condoms is a sign of not
trusting your partner” (agree or disagree) and

“It is okay to have many sexual partners”
(agree or disagree), measured common atti-
tudes toward sex.

The second domain, “self-perception,” in-
cluded 4 variables: condom use self-efficacy,
agreement or disagreement with the state-
ment “It is difficult to refuse sex when your
partner is older than you,” optimism about
the future, and reported behavior change at-
tributable to HIV/AIDS. The condom use
self-efficacy variable was modeled on Ban-
dura’s original construct of self-efficacy: an in-
dividual’s belief in his or her capacity to en-
gage in the behaviors necessary to attain
specific performance goals.33,34

Condom use self-efficacy was measured on
a 0 to 4 index using 4 questions derived from
a previously validated condom self-efficacy
measure35: “Would you be able to use a con-
dom every time you have sexual inter-
course?” “Would you be able to refuse to
have sex if your partner would not use a con-
dom?” “Would you be able to talk about
using condoms with your partner?” and
“Would you be able to use a condom after
drinking or taking drugs?” Response choices
for all questions were no, probably no, proba-
bly yes, and yes. An index was created, and
an individual’s index score was calculated as
the number of questions to which he or she
answered “yes.” The index had moderate in-
ternal consistency ( α=0.60).

The statement regarding refusal (“It is diffi-
cult to refuse sex when your partner is older
than you”) also measured a component of
self-efficacy, without specific reference to
condom use. Optimism about the future was
measured on a 0 to 4 index consisting of 4
items: “I have long-range goals for myself,” “I
have many opportunities in life,” “I know
what I want out of life,” and “I have a good
idea of where I am headed in the future.” Re-
spondents indicated whether they agreed or
disagreed with each item. Self-reported be-
havior change was used as an indicator of
one’s perceived risk for contracting HIV; par-
ticipants were asked to report, unprompted
(i.e. no answer choices were given), what
they had done to change their sexual behav-
iors in the face of HIV risks. Common an-
swers included reducing number of sexual
partners, abstaining from sexual intercourse,
being faithful to 1 partner, delaying having

sex for the first time, and no changes. In this
analysis, behavior change was examined as a
dichotomous variable.

The third domain, “indicators of risky be-
havior,” comprised 6 variables: HIV status (as
an indicator of past risky behavior), history of
being tested for HIV, knowing one’s HIV sta-
tus, having had transactional sex in the past
12 months, history of having sex while under
the influence of alcohol, and history of having
sex while on drugs.

The fourth domain, “first sexual experi-
ences,” assessed age at sexual debut (sexual
debut at or before the age of 15 years was
defined as early), use of a condom at sexual
debut, and having talked with one’s first sex-
ual partner about condom use.

“Relationship commitment,” the fifth do-
main, included 2 variables: marital status and
length of relationship with most recent part-
ner (less than 6 months vs 6 months or
longer). 

For the sixth domain, “experiences with
forced sex,” participants reported whether
they had ever experienced forced sex in their
lifetime, whether their first sexual experience
had been forced, and their reactions to 2
statements: “Sometimes I have sex because
my partner insists” and “Sometimes I have sex
even when my partner does not want to” (all
4 items involved agree or disagree responses).

Data Analysis
For the purposes of our analysis, the de-

pendent variable, condom use, was defined as
use of a condom during most recent sexual
intercourse. As mentioned, our sample was
restricted to respondents who were sexually
experienced. The sample was weighted to ac-
count for differential sampling probabilities
and to represent the distribution of young
adults 15 to 24 years of age in South Africa
according to the 2001 census. Stata version 9
(StataCorp, College Station, Tex) was used in
conducting all analyses. The “svy” methods in
Stata software accounted for sampling strata,
primary sampling units, and population
weights.

In determining the final logistic regression
model, we first conducted a bivariate analy-
sis, stratified according to gender, in which
we examined predictors of condom use.
The potential predictors considered in the
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TABLE 1—Demographic Characteristics of the Overall Sample and the Sexually Experienced
Subsample: Reproductive Health and HIV Research Unit National Youth Survey, South Africa, 2003

Sexually Experienced 
Overall Sample (n = 11 904), % Subsample (n = 7686), %

Male Female Male Female 
Characteristic (n = 5687) (n = 6217) (n = 3623) (n = 4063)

HIV positive 4.8 15.5 5.9 21.1

Aware of HIV status 7.5 15.0 8.8 19.0

Married 1.1 2.9 1.6 4.3

Aged 20–24 y (vs 15–19 y) 44.8 48.0 58.8 64.1

Race/ethnicity

Black 81.9 83.1 85.5 88.4

Coloureda (mixed race) 8.2 8.2 7.5 6.5

White 7.5 6.5 5.1 3.9

Indian 2.4 2.2 1.9 1.1

Tested for HIV/AIDS 14.7 24.7 17.8 32.6

Note. There was a discrepancy between the percentage of individuals who had been tested for HIV and the percentage of
individuals who knew their HIV status. In South Africa, individuals may be tested for HIV through antenatal care clinics, for
insurance purposes, or for other medical reasons, and results may or may not be provided to them.
aMembers of this official South African racial group possess some degree of sub-Saharan ancestry but not enough to be
considered Black under South African law.

bivariate analysis included all of the variables
from the 6 organizational domains. Second,
all predictors that were significantly associ-
ated (P< .1) with condom use, as well as HIV
status and sociodemographic variables based
on a priori knowledge, were considered in 2
multiple logistic regression models, 1 for
each gender. Among the sociodemographic
variables included in both models were race
(Black vs other), education (completed or still
attending high school vs stopped attending
high school), employment status, and avail-
ability of electricity in the respondent’s home
(used as a proxy for socioeconomic status).
Finally, predictors that remained significant
in the multiple logistic regression model were
retained in 2 final models, again 1 for each
gender.

RESULTS

The demographic characteristics of the en-
tire sample and the subsample of sexually ex-
perienced respondents included in our analy-
ses are shown in Table 1. Within the sexually
experienced subsample, HIV prevalence rates
were 5.9% for male respondents and 21.1%
for female respondents. Only 8.8% percent of
young men and 19.0% of young women,

however, were aware of their HIV status.
There was no difference in knowledge about
HIV status between HIV-positive and HIV-
negative female respondents; 19.0% of both
groups knew their status. Among young men,
11% of those who were HIV positive and 7%
of those who were HIV negative knew their
status, a nonsignificant difference. Fifty-seven
percent of male respondents and 48% of fe-
male respondents reported having used a
condom during their most recent sexual
intercourse.

Bivariate associations between condom use
and potential predictors are outlined in Table 2.
Odds of condom use among young women
were lower if they were married (P<.001),
older (aged 20–24 years; P=.002), or knew
their HIV status (P=.002) or if they reported
having had sex with their first partner be-
cause of physical force (P<.001), having had
sex as a result of a partner’s insistence
(P<.001), or having had sex even when their
partner did not want to (P=.008). None of
the factors assessed were associated with a
lower likelihood of condom use only among
young men. Among both male and female
respondents, those who reported being in-
volved in a relationship 6 or more months in
duration (P<.006 for young women, P<.001

for young men) or who believed that using
condoms signified not trusting one’s partner
(P=.005 for young men, P=.013 for young
women) were significantly less likely to have
used a condom during their most recent sex-
ual intercourse.

By contrast, several factors were associated
with a higher likelihood of condom use. Both
male and female respondents were signifi-
cantly more likely to report condom use dur-
ing their most recent sexual intercourse if
they had used a condom during their first
sexual intercourse with their first partner
(P<.001), talked about condom use with
their first partner (P<.001), had a higher con-
dom self-efficacy score (P<.001), were opti-
mistic about the future (P<.001), or reported
behavioral change attributable to HIV/AIDS
(P<.001 for women, P<.001 for men). Fi-
nally, young men who had been tested for
HIV were significantly more likely than those
who had not been tested to have used a con-
dom during their most recent sexual inter-
course (P=.001), whereas young women who
had been tested for HIV were significantly
less likely than those who had not been
tested to have used a condom during their
most recent intercourse (P=.012).

Table 3 outlines the multiple logistic regres-
sion model examining predictors of condom
use by gender. The regression results showed
that male respondents who had used a con-
dom at their sexual debut were almost 6
times as likely to have used a condom during
their most recent sexual intercourse as those
who had not used a condom at their sexual
debut (odds ratio [OR]=5.92; 95% confi-
dence interval [CI]=4.02, 8.72), whereas fe-
male respondents who had used a condom at
their sexual debut were more than 3 times as
likely to have used a condom at most recent
sexual intercourse as those who had not
(OR=3.35; 95% CI=2.50, 4.50).

A post hoc analysis indicated that 24% of
young men and 42% of young women re-
ported having only 1 lifetime sexual partner;
however, when the sample was restricted to
young men with more than 1 sexual partner,
condom use at sexual debut was still a signif-
icant predictor of condom use at most recent
sexual intercourse (OR=3.97, P < .001) after
adjustment for other variables. Among fe-
male respondents with more than 1 sexual
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TABLE 2—Predictors of Condom Use at Most Recent Sexual Intercourse in the Sexually Experienced Subsample,
by Gender: Reproductive Health and HIV Research Unit National Youth Survey, South Africa, 2003

Male Respondents Female Respondents

Did Not Use Used a Did Not Use Used a
a Condom Condom Overall a Condom Condom Overall 
(n = 1415), (n = 2208), (n = 3623), (n = 2110), (n = 1953), (n = 4063),

Domain and Predictor Weighted % Weighted % Weighted % P Weighted % Weighted % Weighted % P

Aged 20–24 y (vs 15–19 y) 58.8 58.9 58.9 .989 69.1 58.6 64.1 .002

Attitudes and awareness

Agreed with the statement “It is easy to get condoms if 95.8 96.5 96.2 .498 94.6 96.2 95.4 .154

I needed or wanted them.”

Personally knew someone who has died of AIDS 40.3 50.9 46.3 .059 52.9 59.1 55.8 .138

Believed using condoms is a sign of not trusting 37.2 24.6 30.0 .005 41.4 29.4 35.6 .013

your partner 

Agreed with the statement “It is okay to have many 8.0 7.0 7.4 .672 0.68 0.72 0.7 .893

sexual partners.”

Self-perception

Condom use self-efficacy score 2.67 3.33 3.05 <.001 2.52 3.21 2.85 <.001

Agreed with the statement “It is difficult to refuse sex 44.2 38.3 40.9 .436 43.5 43.7 43.6 .975

when your partner is older than you.”

Optimism score 4.08 4.35 4.21 <.001 4.03 4.37 4.22 <.001

Reported behavior change attributable to HIV/AIDS 56.1 79.3 69.3 <.001 63.0 77.7 70.1 <.001

Indicators of risky behavior

HIV positive 7.3 4.9 5.9 .075 25.1 16.7 21.1 .054

Tested for HIV 13.5 21.1 17.8 <.001 35.9 29.1 32.6 .012

Aware of HIV status 7.1 9.1 8.3 .140 21.6 15.5 18.7 .002

Had transactional sex with most recent partner in 0.40 0.72 0.59 .334 1.6 1.1 1.4 .308

past 12 mo 

Had a history of sexual intercourse while under the 40.0 43.4 42.0 .299 20.9 20.4 20.7 .855

influence of alcohol

Had a history of sexual intercourse while while high on 50.1 46.1 47.8 .592 43.6 29.3 37.2 .330

drugs

First sexual experiences

Age at sexual debut 15 y or younger 39.9 28.2 33.3 .074 22.4 24.3 23.3 .708

Used a condom during first sexual intercourse with first 13.9 59.9 40.1 <.001 24.9 67.9 45.7 <.001

sexual partner

Talked to first sexual partner about using condoms 31.2 66.6 51.3 <.001 49.5 83.9 66.1 <.001

Relationship commitment

Married 2.4 1.0 1.6 .139 6.8 1.6 4.3 <.001

Length of relationship with most recent partner longer 73.7 59.6 65.7 .006 82.6 64.9 74.1 <.001

than 6 mo (vs ≤6 mo)

Experiences with forced sex

Ever had forced sex 2.7 2.4 2.50 .771 7.4 6.3 6.9 .471

Had sex with first partner due to physical force 0.45 0.30 0.36 .517 7.6 3.9 5.8 <.001

Agreed with the statement “Sometimes I have sex 18.3 15.0 16.5 .332 34.8 23.1 29.2 <.001

because my partner insists.”

Agreed with the statement “Sometimes I have sex even 11.3 7.5 9.1 .128 9.5 6.5 8.1 .008

when my partner does not want to.”
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TABLE 3—Multiple Logistic Regression Model Examining Predictors of Condom Use at Most
Recent Sexual Intercourse in the Sexually Experienced Subsample, by Gender:
Reproductive Health and HIV Research Unit National Youth Survey, South Africa, 2003

Male Respondents Female Respondents

Predictor Adjusted ORa (95% CI) P Adjusted ORa (95% CI) P

HIV positive 0.80 (0.50, 1.26) .320 0.67 (0.41, 1.09) .105

Used a condom at first sexual intercourse with first 5.92 (4.02, 8.72) <.001 3.35 (2.50, 4.50) <.001

sexual partner

Talked to first sexual partner about using condoms 1.56 (1.19, 2.03) .001 2.64 (1.75, 3.99) <.001

Condom use self-efficacy score 1.64 (1.46, 1.84) <.001 1.60 (1.43, 1.79) <.001

Optimism score 1.13 (1.04, 1.24) .004 1.07 (0.96, 1.19) .226

Reported behavior change attributable to HIV/AIDS 2.45 (1.53, 3.92) <.001 1.79 (1.38, 2.31) <.001

Length of relationship with most recent partner 0.53 (0.38, 0.75) <.001 0.44 (0.32, 0.62) <.001

longer than 6 mo

Married 0.42 (0.18, 0.98) .046 0.40 (0.23, 0.72) .002

Personally know someone who has died of AIDS 1.58 (1.15, 2.19) .005 1.31 (0.85, 2.02) .214

Note. OR = odds ratio; CI = confidence interval.
aAdjusted for primary sampling units, strata, and weights.

partner, condom use at sexual debut still
predicted condom use at most recent sexual
intercourse, although the strength of the ef-
fect decreased (OR=1.79, P = .060), possi-
bly, in part, as a result of the decrease in
sample size.

Similarly, young men and young women
who had talked with their first sexual partner
about condoms, whether that discussion led
to condom use or not, were 1.5 times
(OR=1.56; 95% CI=1.19, 2.03) and 2.5
times (OR=2.64; 95% CI=1.75, 3.99) as
likely, respectively, to have used a condom
during their most recent sexual intercourse
as those who had not talked about condom
use with their first sexual partner. Higher
condom use self-efficacy scores were also sig-
nificantly associated with condom use at
most recent sexual intercourse (OR=1.64;
95% CI=1.46, 1.84, for men and OR=1.60;
95% CI=1.43, 1.79, for women), as were re-
ported behavioral changes attributable to
HIV/AIDS (OR=2.45; 95% CI=1.53,
3.92, for young men and OR=1.79; 95%
CI=1.38, 2.31, for young women). Among
men only, optimism about the future
(OR=1.13; 95% CI=1.04, 1.24) and
knowing someone who had died of AIDS
(OR=1.58; 95% CI=1.15, 2.19) were asso-
ciated with condom use at most recent sexual
intercourse.

Conversely, several predictors were signifi-
cantly associated with a lack of condom use
in the multiple logistic regression model. For
example, in the case of both male and fe-
male respondents, being married was signifi-
cantly associated with a lack of condom use
(OR=0.42; 95% CI=0.18, 0.98, for young
men and OR=0.40; 95% CI=0.23, 0.72,
for young women), as was being involved
in a relationship for 6 months or longer
(OR=0.53; 95% CI=0.38, 0.75, for young
men and OR=0.44; 95% CI=0.32, 0.62,
for women). Sociodemographic characteris-
tics retained in the model did not contribute
significantly to our model for sexually active
young men (race, OR=0.99, P = .979; com-
pletion of high school, OR=1.35, P = .398;
being unemployed, OR=0.854, P = .618;
having electricity in the home, OR=0.603,
P = .132) or young women (race, OR=1.92,
P = .160; completion of high school,
OR=1.03, P = .929; being unemployed,
OR=0.577, P = .072; having electricity in
the home, OR=1.06, P = .854).

DISCUSSION

We examined correlates of condom use
among a nationally representative random
probability sample of young adults in South
Africa. The most notable associations related

to first sexual experiences. The strongest
overall predictor of respondents’ use of a con-
dom during their most recent sexual inter-
course, whether or not their partner was the
person with whom they had first had sex,
was use of a condom the first time they had
sexual intercourse with anyone. Similar find-
ings have been reported in youth populations
elsewhere, implying that young men and
women who begin their sexual lives safely
tend to remain safe.36

Likewise, young men and women who
talked about condom use with their first part-
ner, whether that communication led to con-
dom use or not, were significantly more likely
to have used a condom during their most re-
cent sexual intercourse. Such discussions with
first sexual partners are important because
these discussions are associated with condom
use and may, as indicated by the carryover of
the protective effect to future partners, estab-
lish habits for talking with future partners
about sexual safety.37,38

Talking to one’s first sexual partner about
condoms and using a condom at sexual
debut evidenced thinking about condoms and
consciously preparing for safe sex before be-
coming sexually active. Such responsible
thought and preparation for sexual debut
may be influenced by sexuality education.
Indeed, sexuality education has been shown
to delay age at sexual debut, reduce risk be-
haviors, and lower rates of adolescent preg-
nancy and STIs.39–42 Evidence suggests that
sexuality education is most effective when
young adults are exposed to it before they be-
come sexually active,43 in that behavioral pat-
terns that promote or hinder sexual health
and decisionmaking are formed during the
school-going years (approximately ages 7–18
years)44 and create an ideal window for inter-
vention. Implementation of sexuality educa-
tion in the primary school years would lay a
foundation for healthy sexual habits and
allow young adults, particularly young
women, to make informed choices about their
future sexual safety.45,46

Several variables from the domain of self-
perception, including condom use self-
efficacy, optimism about the future, and
reported behavior change, were also signifi-
cant, although attitudes relating to refusing
sex with an older partner were not. In terms
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of overall self-efficacy, whereas some HIV
prevention–related self-efficacy studies have
been criticized as inconsistent in definition
and measurement,47 several studies focusing
on condom use self-efficacy in particular
have shown that self-efficacy is the strongest
predictor of condom-use intentions11 and a
significant predictor of consistency of con-
dom use.46 Optimism, although significant
only among young men, emerged as a pre-
dictor in this study as well, and past studies
have revealed that optimism and self-efficacy
are linked.48,49 Finally, behavior changes
may be indicative of one’s perception of risk;
indeed, recognizing one’s current behaviors
as risky is the first step toward behavior
changes such as adopting condom use.50

Voluntary counseling and testing might in-
fluence condom use self-efficacy and behav-
ior change among young adults. Counseling is
particularly important because it may lead to
behavior change, helping young adults evalu-
ate their current level of risk, providing them
with the motivation and self-efficacy to curb
primary and secondary infections, and allow-
ing them the opportunity to engage in prob-
lem solving regarding challenging scenarios
such as negotiating condom use with a part-
ner or refusing sex if a partner does not want
to use condoms.

Currently, voluntary counseling and testing
is oriented primarily toward adults. Uptake
among African adolescents has been shown
to be low,51,52 and it is probable in our study
that young adults who knew their status (19%
of women and 8.8% of men) were not tested
in voluntary counseling and testing settings
(i.e., they were tested only because they be-
came symptomatic, or in the case of young
women who had been pregnant, they re-
ceived routine HIV/AIDS testing as part of
standard pregnancy care) and did not receive
counseling. Regular use of voluntary counsel-
ing and testing, rather than delaying testing
until symptoms appear or pregnancy care is
needed, could provide necessary information
and solutions to risky scenarios for young
adults both with and without HIV infection.
New voluntary counseling and testing services
should be “youth-friendly,” nonjudgmental,
tailored to different age groups, and open to
young adults from a variety of social and eco-
nomic circumstances.

The third notable domain was relationship
commitment. In our study, participants who
were married or had been involved in a rela-
tionship with their most recent sexual partner
for 6 months or longer were less likely to
have used a condom during their most recent
sexual intercourse. It is well established that
trust and commitment are associated with de-
creased condom use,22,25 and in mutually
monogamous relationships between unin-
fected partners, this is reasonable and ex-
pected. However, in long-standing relation-
ships that are not mutually monogamous, in
which the partners are serodiscordant (when
one is infected with HIV and the other is not),
or in which either partner is unaware of his
or her HIV status, decreased condom use
may be risky.

Many young women in long-term, commit-
ted relationships find themselves economi-
cally dependent on their partner, which cre-
ates an imbalance of power between the
couple. This may limit young women’s capac-
ity to negotiate condom use53 or cause safer
sex to be outweighed by more proximal chal-
lenges.54 Young women may also fear that
their request for condom use will be inter-
preted as an admission of infidelity or will
instigate violence.55 Some factors, however,
such as higher levels of education among
women and higher perceived risk of HIV in-
fection from one’s partner, have been found
to be associated with condom use within
marriage and cohabitation, suggesting that
condom use negotiation within these relation-
ships is indeed possible.56

Our study involved 4 significant limitations.
First, as a result of the study’s cross-
sectional design, no causal conclusions can be
drawn about whether factors associated with
condom use predict condom use longitudi-
nally. Second, self-reported data on sexual
activity may be biased or otherwise inaccu-
rate.57,58 Third, approximately 35% of our
respondents reported having only 1 sexual
partner. Although post hoc analyses indicated
that the protective effect of using a condom
at first sexual intercourse carries over to sub-
sequent sexual partners, longitudinal research
is needed to more accurately investigate car-
ryover of safer or riskier behaviors from part-
ner to partner. Finally, although the survey
was intended to be nationally representative,

Black Africans were overrepresented (82.7%
response rate), and other groups, especially
Whites (37.7% response rate), were under-
represented because of differential participa-
tion rates by race.

Overall, young South African men and
women use condoms at a rate higher than
many comparable groups of young adults
worldwide, but rates are still lower than nec-
essary given the HIV prevalence in this popu-
lation. Changes in sexual behavior, including
condom use, take place at multiple levels,59

and future condom use interventions should
target not only factors such as self-efficacy
but also dyadic interactions and should em-
phasize communication, negotiation, and
skills. Relevant, forward-thinking interven-
tions, such as sexuality education, youth-
focused voluntary counseling and testing,
mass media campaigns,60 and programs that
empower young women both economically
and socially, can support condom use among
young adults.
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