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Abstract Young people in sub-Saharan Africa are at the centre of the global HIV epi-

demic as they account for a disproportionate share of new infections. Their vulnerability to

HIV has been attributed to a myriad of factors, in particular, risky sexual behaviours.

While economic factors are important, increasing attention has been devoted to religion on

the discourse on sexual decision-making because religious values provide a perspective on

life that often conflicts with risky sexual behaviours. Given the centrality of religion in the

African social fabric, this study assesses the relationship between adolescent religiousness

and involvement in risky sexual behaviours using data from the informal settlements of

Nairobi. Guided by social control theory, the paper explores if and how religion and

religiosity affect sexual risk-taking among adolescents.
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Introduction

Twenty-five years after the first diagnosis in the United States, HIV/AIDS has become a

global pandemic, with sub-Saharan Africa as the epicentre. Although no one knows the

exact numbers, UNAIDS and WHO estimates that in 2008, the region accounted for more

than two-thirds of HIV infections worldwide, 68% of new HIV infections among adults,
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and 72% of AIDS-related deaths around the world (UNAIDS and WHO UNAIDS and

2009). Although concerted educational campaigns have contributed to about 15% decline

in new cases since 2001 (BBC News 2009), yet the absolute numbers are still over-

whelming. The UNAIDS and WHO estimate that about 1.9 million Africans became newly

infected in 2008 although prevalence rates vary greatly from as low as 1% of the adult

population in Senegal and Somalia to as high as 15–25% in Botswana, Swaziland, South

Africa, Zambia and Zimbabwe. While Kenya is mentioned in the 2008 AIDS report as one

of the few countries in the region with significant returns on investment in HIV prevention,

the current prevalence rate of 7.1–8.5% is still high.

Young people are at the centre of the global HIV epidemic. While they make up a

quarter of the 38 million people living with the disease, they account for about half of all

new adult infections. According to UNFPA (2005) estimates, about 6,000 youths are

infected with the virus daily. The vulnerability of the youth in sub-Saharan Africa is

particularly disturbing as they account for almost two-thirds of the youth in the world

living with the disease. Recent data in several countries indicate that 5% of young women

aged 15–24 are infected with the virus. While the percentage of young adults who correctly

identify ways of preventing the sexual transmission of HIV and who reject major mis-

conceptions about HIV transmission has increased in recent years in Kenya, there is an

alarming degree of misinformation and lack of knowledge on vulnerability.

Although intravenous drug use and homosexual activities are becoming important

factors, heterosexual relationships remain central to HIV transmission in the region. The

susceptibility of young people to HIV infection has been attributed to a myriad of factors,

in particular, involvement in risky sexual behaviours. Not surprisingly, the last decade has

witnessed an upsurge of interest on adolescent sexual behaviour with most indicating that

adolescents in many countries do not engage in safe sex practices (Buga 1996;

Abdulraheem and Fawlole 2009; Kabiru and Orpinas 2009; Gyimah et al. 2010; Tenkorang

et al. 2010). The accumulating evidence notwithstanding, these studies often conceal the

heterogeneity among the youth. For example, unprecedented urban growth compounded by

poor governance and economic stagnation has created a new face of poverty characterized

by a significant proportion of urban populations living in over-crowded informal settle-

ments. Estimates by UN-Habitat suggest that about 70% of all urban residents of sub-

Saharan Africa live in slums largely characterized by overcrowding and poverty. Young

people make up a considerable proportion of the slum population because of the history of

high fertility and the selective rural–urban migration in search of illusive employment

opportunities. While the age at sexual initiation has declined in many parts of urban sub-

Saharan Africa, the age at first marriage has increased over time (Brockerhoff and Brennan

1998; White et al. 2000), resulting in a lengthy exposure during which adolescents are

susceptible to poor sexual decision-making. For instance, adolescents in the slums of

Nairobi have been found to initiate sex about 3 years earlier and are 2 times more likely to

have multiple sexual partners than their counterparts in the non-slum parts of the city (Zulu

et al. 2002).

Because of the concerns about STDs as well as adolescent pregnancy, the circumstances

surrounding the high-risk sexual behaviours of adolescents need better understanding to

inform public policy. Although economic factors are relevant in understanding the vul-

nerability of the youth, increasing attention has also been devoted to the relevance of

religion in this discourse (Bediako 1995; Gifford 1994; Jenkins 2002; Gyimah et al. 2010).

This is because religious values provide a perspective on life that often conflicts with risky

sexual behaviours. In the US, for example, the National Campaign to Prevent Teen

Pregnancy identified attachment to religious institutions as one of the antecedents to reduce
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sexual risk-taking (Kirby 1999) and policy makers have been interested in faith-based

initiatives to address the vulnerabilities of the youth. This is salient in the African context

also given the centrality of religion to its social fabric (Mbiti 1992; Gyimah 2007; Gyimah

et al. 2008). As the BBC News 2005 survey indicates, three quarters of respondents in

Africa identified religious leaders as the most trusted group, compared to only a third

worldwide. Asked who had had the most influence on their decision-making over the past

year, a significantly higher proportion of respondents in Africa indicated religious leaders.

This suggests that religion may be uniquely situated in the fight against AIDS by influ-

encing sexual decision and providing access to information on prevention. In rural Uganda,

for example, Forster and Furley (1989) found that churches were the predominant insti-

tutional channels of information on HIV, particularly among women.

The relevance of religion to the discourse on HIV/AIDS could also be attributed in part

to the belief that AIDS can be transmitted through spiritual means or as a divine pun-

ishment (see, for example, Yamba 1997; Trinitapoli and Regnerus 2006). In Zenebe’s

(2007) study in Ethiopia, some informants were of the opinion that a person with HIV/

AIDS is one punished by God because he/she was tempted by his/her flesh to engage in an

immoral sexual act. In a recent study among Nigerian youth, a quarter of respondents

indicated ‘wrath of God’ as the cause of HIV/AIDS compared with only 15% who cor-

rectly attributed it to a virus (Abdulraheem and Fawlole 2009). Some interpret the rising

HIV/AIDS prevalence as evidence of sexual promiscuity and moral decadence and con-

sider religion as uniquely situated in the fight against the pandemic (Garner 2000; Trin-

itapoli and Regnerus 2006; Adogame 2007).

As Trinitapoli and Regnerus (2006) point out, notwithstanding the high levels of reli-

gious participation in sub-Saharan Africa, high-quality data on this topic are scarce.

Although religion-related variables appear in a fairly substantial number of studies

examining the antecedents of adolescent sexual attitudes and behaviours, they are often

treated as control rather than independent variables (Zulu et al. 2002; Kabiru and Orpinas

2009). Moreover, existing research on the subject has been constrained by the lack of

multiple measures on religion (see, for example, Parkhurst 2001; Trinitapoli and Regnerus

2006; Gyimah et al. 2010). Although some argue that religious affiliation per se makes a

difference in the discourse on social and reproductive outcomes (see, for example, Lehrer

2004), it is challenging to quantify aspects of human experience as broad and diffuse as

religion with only one variable. Additionally, the single-dimensional measures of religion

and religious involvement have been shown to suffer from numerous problems yet, mul-

tidimensional measures of religion have been uncommon in the literature on adolescent

sexual behaviour in sub-Saharan Africa. Using different but somewhat related dimensions

of religion (affiliation, practice, beliefs, religiosity), the present study extends existing

research by examining the nature of the relationship between religion and risky sexual

behaviours, conceptualized in this study as the co-occurrence of multiple sexual partner-

ship and early sexual intercourse among adolescents in Nairobi, Kenya.

Religion and Sexual Risk-Taking

Extant research on religion and sexual risk-taking draws largely on particularized theology

and selectivity theses. The selectivity school contends that the relationship between them is

somewhat ambiguous and that religious variations in behaviour reflect differential access

to social and human capital than religion per se. To the particularized theology school,

religion has an independent effect and usually operates through social control and social
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support theories. A social control perspective assumes that social institutions such as

family, school, and religion promote values that are consistent with conventional behaviour

because they socialize members to adopt the norms and values of the group. Although

Hirschi (1969) did not include religion as one of the social institutions in his original

model, religion can be viewed as a conventional institution of social bonding that deters

individuals from becoming involved in problem behaviour. Thus, adolescents strongly

bonded to conventional society through attachment to a religious body will be less inclined

to engage in deviant behaviour than those unaffiliated. This conception derives, in part,

from Durkheim’s notion of religion as an institution of social control.

As Hummer et al. (2004) point out, a key function of religious communities is to shape

the norms of individual members through behavioural regulations that are specified in

sacred teachings, reinforced through authoritative messages from congregational leaders

and solidified through social interactions in the religious community. Sexual behaviour

could be influenced either positively or negatively through doctrinal teachings and pro-

hibitions on sexuality and sexual behaviour in general. For instance, discouraging condom

use, opposing sex education and giving religious interpretations to the spread of the virus

could undermine AIDS prevention (World Bank 1997).

To the extent that different religions have different sanctions on what is acceptable

behaviour, one could expect denominational differences in sexual behaviour. While all

religious faiths proscribe risky sexual relations, there is some variation in their level of

condemnation as expressed in official doctrines. Conservative denominations often inter-

nalize negative messages and sanctions against sexual behaviour more than liberal

denominations. For these religions, non-marital sexual relations are wrong, and those who

engage in such behaviour are sinners who can be saved only through penitence. The ‘born-

again’ experience of Pentecostalism has also been found to associate with changes in sexual

behaviours (Chesnut 1997; Maxwell 1998). As Maxwell (1998) notes, once individuals

become ‘born-again’, they are brought into a ‘community of the saved’ where they strive to

maintain a state of inner purity necessary to receive empowerment from the Holy Spirit.

According to Rohrbaugh and Jessor (1975), religion generates social control by embedding

the individual in an ‘organized sanctioning network’ that is supportive of conventional

activities and opposed to unconventional ones; making the individual sensitive to moral

issues and acceptable standards of behaviour; offering a deity as a source of punishment and

wrath; and generating devoutness, thus creating an ‘obedience orientation’.

Religion and faith-based organizations may also be uniquely situated in diffusion of

ideas about AIDS prevention through social capital (Rutenberg and Watkins 1997;

Agadjanian 2001). In South Africa, Garner (2000) found that some Christian churches

offered members the potential for significant reductions in extra- and pre-marital sexual

activity. For adolescents, participation in religious groups provides access to a broader

range of resources than would otherwise be available and may subsequently reduce the

likelihood of engaging in risky sexual behaviour. Moreover, holding certain religious

beliefs and participating in religious activities may increase self-efficacy, self-esteem and

pro-social behaviours that may in turn reduce the susceptibility of engaging in risky sexual

behaviour. However, there is some concern that the emphasis on non-use of condoms,

celibacy, marital fidelity and abstinence propagated by certain churches may not be viable

options for women with no feasible alternatives. The question this study addresses is how

much of the religious variation in risky sexual behaviour among adolescents, if any, can be

explained by observed socio-economic and bio-demographic factors. To test whether

religion has an independent effect, a series of nested models with and without controls for

socio-demographic variables will be estimated.
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Data and Methods

This paper draws on data collected under the Transition-To-Adulthood (TTA) project

nested on the Nairobi Urban Health and Demographic Surveillance System (NUHDSS)

conducted by the African Population and Health Research Centre (APHRC). The

NUHDSS covers about 60,000 people living in 23,000 households in Korogocho and

Viwandani informal settlements in Nairobi city. The NUHDSS and TTA have ethical

approval from the Kenya Medical Research Institute’s ethical review board. In addition, all

fieldworkers are trained on research ethics. The TTA’s general objective is to identify

protective and risk factors in the lives of adolescents growing up in these two informal

settlements in Nairobi and to examine how those factors influence their transition to

adulthood. Adolescents were randomly selected within the households in the study area

using records of residents in the NUHDSS for the year 2007. A comprehensive ques-

tionnaire was administered to adolescents and included questions covering reproductive

aspirations (e.g. parenthood and marriage); key health and other concerns (e.g. worry about

HIV/AIDS, getting a job, marriage, finishing school, employment); living arrangements

and nature of interactions with parents, guardians, teachers, and peers; involvement in

youth groups (e.g. religious and social groups); involvement in risky behaviours (e.g. early

sexual debut and delinquency). The complete questionnaire was translated from English to

Swahili and administered in Swahili, the language most spoken in the study area.

Measures

The outcome variable for this study is conceptualized as involvement in risky sexual

behaviour that has been found paramount in the spread of the HIV infection in sub-Saharan

Africa. While the literature is replete with various conceptualizations of risky sexual

behaviour (Tenkorang et al. 2010; Dimbuene and Kuate Defo 2010; Gyimah et al. 2010;

Stephenson 2009) in this paper, it is defined as the co-occurrence of early sex (before age

16) and involvement with multiple sexual partners in the last year. Respondents were asked

the number of sexual partners in the last 12 months and age at first sex1 from which we

created a binary variable on their co-occurrence.

It has been argued that frequency of attending religious services as well as denomi-

national affiliation may not be solely under the control of adolescents themselves but

perhaps are proxies for parental control. Taking this into account, we used four related

measures (affiliation, practice, beliefs/spirituality and religiosity) each of which ascertains

a different but somewhat related dimension of religious involvement and commitment. The

first was obtained from questions that asked adolescents about their religious affiliation and

identified as: Catholic, Protestant, Pentecostal, Other Christian, Moslem, Other religion

and No religion. Given the differential emphasis on morality and sanctions governing

sexual misconduct, we expect significant denominational differences at least at the

bivariate level. Religious practice was derived from questions that asked adolescents

whether certain practices/beliefs central to their faiths are followed. Catholics were asked

whether they have been to a confession or prayed with rosary in the last year; Protestants

and Pentecostals were asked whether they consider themselves born again; and Moslems

were asked to rate the extent to which they observe certain practices central to the Islamic

faith such as praying 5 times a day, fasting during Ramadan, attending Friday prayers,

1 Unfortunately, no information was solicited on the use of condoms in the most recent sexual encounter so
we could not use that as an indication of risky behavior.
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practicing Zakat and abstaining from alcohol and pork. On the basis of these questions, we

created a binary measure of members’ commitment to religious doctrines.

We also included variables that capture religiosity (frequency of worship) and beliefs.

While both deal with the divine and involve practices aimed at increasing feelings of

connection with a supreme power, there are important differences. As Boudreaux et al.

(2002) point out, whereas religiosity is seen as more of a public, man-made, formal and

socialized practice, spirituality/belief is characterized as more private, naturally occurring,

unstructured and independent from formal institutions. Religious belief/spirituality was

ascertained from questions asking adolescents to rate, on a 1–4 scale (not important,

somewhat important, important and very important), how important it is to them to:

(1) belief in God, (2) rely on religious teachings, (3) rely on religious beliefs and (4) turn to

prayers when you have a problem. Adolescents who indicated no religious affiliation were

not asked these questions, but we assigned them a score of zero on each of the questions.

Exploratory analysis suggested a high correlation of more than 0.85 for each pair. Given

this, we created a standardized index of religious beliefs from the four questions with an

average inter-item correlation of 0.88 and alpha reliability of 0.96. Our measure of reli-

giosity was based on the frequency of religious attendance in the past month measured as

never, once, 2–3 times, 4 times and more than 4 times.

Controls included in our models are socio-economic and demographic factors known to

affect sexual behaviours. These include household wealth, current age, living with parents,

educational attainment, neighbourhood of residence, ethnicity and gender. As with most

population-based surveys on sexual behaviour, it is important to recognize that self-reports

on sensitive questions bearing on sexuality could be biased through under or over reporting

(Zaba et al. 2004). Also, because the questions deal with religion at the time of the survey,

we are unable to address the issue of religious switching over time on sexual behaviour, a

limitation that is best handled with longitudinal data.

Analytic Strategy

The cases are unevenly distributed over the binary dependent variable (risky sexual

behaviour), indicating that the logit or probit link functions which assume a symmetrical

distribution may produce biased estimates. We therefore chose a complementary log–log

regression, which is better suited for asymmetrical distribution (Long 1997). For intuitive

interpretation, the estimated coefficients are transformed through exponentiation where

coefficients greater than one indicate higher likelihood of engaging in risky sexual

behaviour while the reverse holds if the coefficient is less than 1. We begin the analysis

with a description of all the theoretically relevant variables. We then present a bivariate

analysis involving each of the covariates and the outcome variable followed by a chi-

square analysis on denominational differences on the control variables. In the multivariate

models, we estimate a series of sequential model to assess if and how the denominational

differences can be explained and to evaluate the robustness of the religion measures.

Findings and Discussion

Table 1 presents the descriptive statistics of the variables. About 14% of respondents are

classified in high sexual risk category with females significantly more likely than males to

be identified as such. The mean age is about 16.7 (SD = 3), but females are slightly

younger than the males. Christianity is the dominant religion accounting for more than
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Table 1 Descriptive statistics of variables used in the analysis

Total sample Male Female

N % N % N %

Denominational affiliation

Catholic 1,077 27.68 536 27.57 541 27.79

Protestant 876 22.51 439 22.58 446 22.91

Pentecostal 860 22.10 371 19.08 489 25.12

Other Christian 123 3.16 63 3.24 60 3.08

Moslem 447 11.49 235 12.09 212 10.89

Other religion 188 4.83 90 4.63 98 5.03

No religion 320 8.22 219 11.27 101 5.19

Index of religious beliefs 0.00 SD = 1 -0.12 SD = 1.08 0.12 SD = 0.79

Follows religious practice

No 1,524 39.17 878 45.16 646 33.18

Yes 2,367 60.83 1,066 54.84 1,301 66.82

Frequency of religious worship in the past month

Not a religious person 321 8.25 220 5.65 101 5.19

Never 406 10.43 243 12.50 163 8.37

Once 172 4.42 88 4.53 84 4.31

2–3 times 1,027 26.39 520 26.75 507 26.04

4 times 1,185 30.45 510 26.23 675 34.67

More than 4 times 780 20.05 363 18.67 417 21.42

0

Ethnicity 0

Kikuyu 1,333 34.26 673 34.62 660 33.90

Luhya 505 12.98 249 12.81 256 13.15

Luo 678 17.42 317 16.31 361 18.54

Kamba 671 17.24 337 17.34 334 17.15

Others 704 18.09 368 18.93 336 17.26

Level of Educational attainment 0

No education 201 5.17 115 5.92 86 4.42

Primary education 3,261 83.81 1,629 83.80 1,632 83.82

Secondary and Higher 397 10.20 189 9.72 208 10.68

Unknown 32 0.82 11 0.57 21 1.08

Household wealth 0.00 0

Poorest 2,584 66.41 1,244 63.99 1,340 68.82

Middle 756 19.43 388 19.96 368 18.90

Least poor 551 14.16 312 16.05 239 12.28

Live with parent 3,061 78.67 1,562 80.35 1,499 76.99

Age of respondent (mean, SD) 16.67 SD = 3.00 17 SD = 3 17 SD = 3

Slum location

Viwandani 1,994 51.25 992 51.03 1,002 51.46

Korogocho 1,897 48.75 952 48.97 945 48.54

J Relig Health (2014) 53:13–26 19

123



three quarters of the sample. Among Christians, there is an almost equal percentage of

Catholics, Protestants and Pentecostals. Moslems constitute about 11.5% of the sample and

there appears to be no difference between males and females in terms of affiliation. While

about 8% has no affiliation with any religion, males adolescents are more likely to identify

as such compared with females. Overall, about 60% of respondents indicated that they

follow the tenets/practices of their religion but females are more likely to do so than males.

The male–female differences are consistent with research elsewhere, which indicates that

females participate more regularly in religious services and report frequently that religion

is important in their daily lives. Various explanations have been offered to account for this

gender difference including structural location, gender role socialization, personality dif-

ferences and risk-aversion (Miller and Stark 2002; Hoffmann 2009).

Table 2 shows bivariate analyses of sexual risk-taking and the theoretically relevant

covariates. In general, adolescents who identify with any religion have a lower risk

compared with the unaffiliated. For example, adolescents who are Catholics are about 40%

less likely to indulge in risky sexual behaviour compared with those with no religious

affiliation. The relatively low risk among those affiliated with a religious institution could

be due to exposure to doctrinal teachings on immorality and the governing sanctions.

Affiliated individuals are more likely to abide by the norms and values of the religious

groups to which they belong. Although postestimation Wald tests indicated that Moslems

adolescents had a significantly lower risk than those of other religions, there were no

significant differences among Christians (Catholic, Protestant, Pentecostal, and Other

Christians). The low risk among Moslems could be due to the stricter sanctions governing

sexual conduct. Sexual misconduct in the form of premarital sex or sex outside marriage is

punishable under the Sharia and the case of the seventeen-year-old girl in Zamfara,

Nigeria, is still fresh in the mind of many (Adepegba 2001). There is also evidence that

those involved in religious practices as well as those with higher levels of religious beliefs

are less likely to engage in risky sexual behaviour consistent with extant research.

Educational attainment is also a significant predictor of sexual risk-taking at the bivariate

level, with highest risk among those do not know their level of education as well as those

with at least secondary education. Extant research mostly in the West suggests that ado-

lescents from two parent families are less likely to be involved in risky sexual behaviours

than their peers from other familial arrangements. The structural-functionalist school, for

instance, suggests that adolescents living with both biological parents are better adjusted

psychosocially compared with those living in other familial arrangements and are therefore

less likely to become sexually active. Evidence from Table 2 confirms that adolescents who

live with their parents are about 80% less likely to engage in risky sexual behaviours

compared with those in other familial situations, which is consistent with recent findings in

Nairobi (Kabiru and Orpinas 2009). Culture is always an important variable on issues of

sexuality and sexual behaviour in sub-Saharan Africa (Caldwell 2000; Awusabo-Asare et al.

2004). Although racially homogenous, the adolescents in our study come from diverse

Table 1 continued

Total sample Male Female

N % N % N %

Involvement in high-risk behaviour 533 13.70 235 12.09 298 15.31

Total sample size 3,891 100.00 1,944 100.00 1,947 100.00
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Table 2 Zero-order complementary log–log regression model of risky sexual behaviour, Nairobi slums

Exp (b). SE z P [ |z| 95% interval level

Religious affiliation

Catholic 0.597 0.084 -3.65 0.000 0.452 0.787

Protestant 0.481 0.073 -4.80 0.000 0.357 0.648

Pentecostal 0.543 0.081 -4.09 0.000 0.405 0.727

Other Christian 0.828 0.195 -0.80 0.424 0.522 1.314

Moslem 0.344 0.068 -5.38 0.000 0.233 0.508

Other religion 0.500 0.119 -2.89 0.000 0.313 0.800

No affiliation (reference) – – – – – –

Religious practice

Practices tenets 0.581 0.050 -6.27 0.000 0.490 0.688

Otherwise (reference) – – – – – –

Index of religious beliefs 0.825 0.031 -5.07 0.000 0.767 0.889

Frequency of religious worship 0.807 0.021 -8.13 0.000 0.766 0.849

Level of education – – – – – –

No education 0.324 0.109 -3.34 0.000 0.167 0.628

Secondary and higher education 1.756 0.207 4.78 0.000 1.394 2.213

Education unknown 2.668 0.858 3.05 0.002 1.420 5.013

Primary (reference)

Live with parents 0.212 0.018 -17.79 0.000 0.179 0.252

Ethnicity

Luhya 1.173 0.152 1.23 0.219 0.909 1.515

Luo 1.116 0.133 0.92 0.359 0.882 1.411

Kamba 0.828 0.109 -1.42 0.154 0.640 1.073

Other ethnic groups 0.602 0.086 -3.51 0.000 0.454 0.799

Kikuyu (reference) – – – – – –

Household wealth

Poorest 0.600 0.060 -5.04 0.000 0.492 0.732

Leastpoor 0.773 0.107 -1.87 0.062 0.589 1.013

Middle (reference) – – – – – –

Gender

Male 0.781 0.068 -2.84 0.005 0.658 0.926

Female (reference) – – – – – –

Age at survey

Under 14 years 0.077 0.035 -5.60 0.000 0.031 0.189

18–20 years 3.577 0.401 11.37 0.000 2.871 4.456

21–22 years 3.515 0.456 9.67 0.000 2.724 4.535

14–17 years (reference) – – – – – –

Slum location

Korogocho 1.532 0.134 4.85 0.000 1.288 1.819

Viwandani (reference) – – – – – –
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ethnic groups where norms regulating sexual behaviour may be different. Although the

Luhya and Luo have a higher risk compared with the Kikuyu, the effects are not statistically

significant. Males as well as those from the poorest household have the lowest risk.

Further analysis (not produced here), however, indicates statistically significant rela-

tionship between the background factors and religious affiliation. For instance, about

17% of Other Christians have at least secondary level education compared with only 6%

of Moslems and the unaffiliated. Similarly, the proportion of adolescents that lives with

parents is highest among Moslems and least among those with no affiliation. Against this

backdrop, we estimated series of models and explored if affiliation had a salutary effect

on risky sexual behaviour in a multivariate context and the theoretical pathways.

Revisiting our theoretical framework, the characteristics thesis argues that denomina-

tional differences are mostly a function of socio-economic differences while the par-

ticularized thesis argues that religion has a salutary effect. Based on the social control

theory, the effect of religion on sexual behaviour largely operates through beliefs and

teachings on when and with whom sex is appropriate. Four models are presented in

Table 3 to explore these. Model 1 examines adjusted effects of the background variables

that are substantively similar to those in Table 2. In Model 2, we test the characteristics

hypothesis by controlling for the socio-economic variables and evaluate the robustness of

the denominational differences. It is important to note that although the addition of the

socio-economic variables did not diminish the significance of the denominational dif-

ferences, the attenuation of the coefficients suggests that some of the differences could

be attributed to background factors. Model 3 evaluates the particularized theology thesis

and tests whether the denominational differences are a function of religious practice,

religious beliefs and religiosity. The findings are consistent with this thesis and suggest

that denominational differences are mostly a function of practice, beliefs and frequency

of worship. From Model 3, we observe that frequent worshippers as well as those who

follow the tenets of their religion have a significantly lower risk of engaging in risky

sexual behaviour. What is surprising, however, is the inverse relationship between the

index of beliefs and involvement in risky behaviour although the relationship is not

statistically significant.

Summary and Conclusion

In this paper, we examined religiosity and indulgence in risky sexual behaviour among

adolescents in the informal settlements of Nairobi. Guided by several theoretical models,

we found significant denominational differences at the bivariate level. Social control theory

suggests that affiliation with a religious organization that espouses conventional values (to

varying degrees) will make followers less likely to be predisposed to deviant behaviour

than those unaffiliated. Following this, we expected the unaffiliated to be more inclined to

engage in risky sexual behaviour than those affiliated with any religious faith, which was

supported at the bivariate level.

In the multivariate models, we explored how the denominational differences in risky

sexual behaviour could be explained. In accordance with the characteristics hypothesis, we

tested whether the differences could be explained through the background factors. There

were still significant differences in the presence of the socio-economic variables which

suggested that the denominational differences could not be solely attributed to the socio-

economic factors as the characteristics hypothesis suggests. Consistent with the particu-

larized theology thesis however, we found that the denominational differences in risky
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Table 3 A complementary log–log regression model of indulgence in risky sexual behaviour among
adolescents in Nairobi informal settlements

Model 1 Model 2 Model 3 Model 4

Affiliation

Catholic 0.805 0.771 0.731

Protestant 0.632** 0.623 0.574

Pentecostal 0.729* 0.738 0.687

Other Christian 1.22 1.008 1.074

Moslem 0.572* 0.649 0.622

Other religion 0.644! 0.510 0.471

No religion (reference)

Practices tenets 0.711** 0.733**

Index of religious beliefs 1.198 1.148

Frequency of worship 0.821*** 0.942

Sex

Male 0.843! 0.813* 0.779**

Female (reference)

Educational attainment

No education 0.709 0.737 0.746

Secondary and Higher Education 1.09 1.099 1.113

Eduction unknown 1.744! 1.686 1.615

Primary (reference)

Ethnicity

Luhya 1.169 1.219 1.231

Luo 1.094 1.098 1.125

Other Ethnic groups 0.620** 0.737 0.765

Kamba 0.812 0.83 0.868

Kikuyu (reference)

Household wealth

Poorest 0.729** 0.724** 0.734**

Least Poor 0.802 0.776! 0.778!

Middle (reference)

Age at survey

Under 14 years 0.093*** 0.092*** 0.091***

18–20 years 2.464*** 2.440*** 2.405***

20–22 years 1.968*** 1.959*** 1.933***

14–17 years (reference)

Living arrangement

Live with parent 0.350*** 0.357*** 0.368***

Does not live with parent
(reference)

Site of study

Korogocho 1.893*** 1.940*** 1.809***
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sexual behaviour were the result of beliefs, practice and frequency of worship, which

contrast with recent work among men in Ghana (Gyimah et al. 2010).

It needs emphasizing that the likelihood of contracting HIV among adolescents depends

largely on how able they are to avoid involvement in risky sexual behaviour. While HIV/

AIDS is probably the most important consequence of adolescent risky sexual behaviour, it

is also important to mention unwanted pregnancies and their associated impact on

schooling and the health. This paper has shown how crucial religion is to this discourse in

that adolescents who practice the tenets of their religion as well as those that attend

religious service regularly were found less likely to indulge in risky sexual behaviour. It is

likely that those who attend services regularly regardless of denomination will be more

exposed to important messages on morality on when and with whom sex is appropriate. For

those interested in sponsoring faith-based initiatives, this calls for more support for reli-

gious bodies in the fight against HIV. All religious bodies can be supported to engage in the

education of their adolescents on sex-related issues.

Besides religion, the final model also indicated some significant associations. Older

adolescents were more likely to engage in risky sexual behaviour that probably reflects

biological maturity, exposure and social readiness influence. Similar to studies elsewhere,

adolescents who live with their parents were significantly less likely to engage in risky

behaviour compared with those in other familial arrangements. This is often explained

through lack of parental supervision and support social learning, and social control. For

instance, parents who live with their adolescent children may have better opportunities to

monitor and supervise the activities of their adolescents. The major limitation of the study

deals with the cross-sectional nature of the data and the possibility of selection bias. Given

that religious participation is a choice (although less so among adolescents), it is likely that

an underlying personality factor may explain both religious involvement and outcomes like

sexual activity. Overall, however, the findings of this study indicate the salience of reli-

gious factors. This implies that we should not minimize the role of religion while con-

sidering viable sexuality programs for the youth. Although we are not clear which aspect of

religion is more influential to an individual’s behavioural change, it is promising that

religiosity may be incorporated with adolescent sexuality programs. There is the need to

involve religious organizations in the design and implementation of programmes on

changes in sexual behaviour.
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Table 3 continued

Model 1 Model 2 Model 3 Model 4

Viwandani (reference)

N 3,899 3,899 3,899 3,899

AIC 2,570.257 2,566.476 3,053.402 2,560.616

Log likelihood -1,269.129 -1,261.238 -1,516.701 -1,255.308

! p \ 0.10; * p \ 0.05; ** p \ 0.01; *** p \ 0.001
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