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Abstract

Background: Social cohesion, defined as a glue holding society together, has been found to influence several

aspects of human behavior. Social cohesion, being composed of social trust and social participation, is a social

factor that may influence sexual behaviors. Unfortunately, studies investigating the influence of social cohesion on

sexual behaviors among young people are scarce. This study examined the influence of social cohesion on safe

sexual behavior among adolescents in rural Tanzania.

Methods: A cross-sectional study was conducted among 403 school adolescents of the Newala district, between

May and August 2010. Socio-demographic characteristics, social cohesion (social trust and social participation) and

sexual behavior (age at sexual debut, intention to use and reported condom use, number of sexual partners) were

obtained through self-administered questionnaires. Data analysis was performed using descriptive statistics and

binary logistic regression.

Results: Sexual debut at under 13 years of age was reported by 12% of the respondent. A majority (71%) reported

multiple sexual partnerships and half of the participants reported to have used a condom at their last sexual encounter.

The intention to use a condom was reported by 77% of the respondents. Having multiple sexual partnerships was

associated with social trust only (odds ratio: 3.5, 95% CI 1.01–12.3) whereas reported condom use was related with

social cohesion (odds ratio 4.8 95% CI 1.66–14.06). Social cohesion, trust or participation was not associated with young

age at sexual debut or intention to use a condom. Being a female (odds ratio 2.07 95% CI 1.04–4.12.) was associated

with intention to use a condom.

Conclusion: This study indicates that social cohesion and socio-demographic factors influence actual behavior

performance and behavioral intentions. The findings point to the importance of collecting more evidence on social

cohesion and sexual behaviors in different settings and designing interventions that enhance social cohesion among

adolescents in order to reinforce positive sexual behaviors.
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Background

Involvement in ‘unsafe’ sexual behaviors such as, unpro-

tected sex, multiple or concurrent sex partners, is associ-

ated with undesired consequences like acquiring sexually

transmitted infections, human immunodeficiency virus

(HIV), and acquired immunodeficiency syndrome (AIDS).

Particularly in Sub-Saharan Africa (SSA), unsafe sexual

behavior among adolescents has been a persistent obstacle

in the fight against the spread of HIV/AIDS. Recent evi-

dence shows that SSA accounts for 70% of the global bur-

den of new HIV infections. Moreover, the substantial

increase in unsafe sex behavior might counteract gains

made in combating HIV/AIDS on the continent [1–4].

Tanzania is one of the sub-Saharan African countries

with a high burden of HIV/ AIDS [5–8]. The thirty years

history of the HIV/AIDS in Tanzania has been charac-

terized by a generalized epidemic, with young people be-

ing at the center of new infections. In this period, while
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there have been a number of interventions to promote

safe sex behaviors, there has been inequality in to what ex-

tent these interventions reach adolescents [5, 8–11]. These

inequalities are characterized by varying demographics,

such as rural-urban and in-school-out of school

differences.

Since 2005, the number of in-school adolescents in

Tanzania has increased dramatically following country-wide

education sector reforms that required district authorities

to construct secondary schools and enroll students in each

ward of a district [12, 13]. This reform created more oppor-

tunities for adolescents to join secondary level education.

This reform could be seen as an opportunity to introduce

and scale up sexuality education and safe sex promotion for

adolescents in the school environment. Many adolescents,

who would otherwise have been out of school, are now

enrolled in schools where they can easily be reached by

in-school interventions. The school environment offers an

ideal setting and infrastructure to support the promotion of

safe sex behaviors among adolescents. Evidence has been

given that the school environment is a better place for

health promotion due to high social cohesion within the

cultural context in which the school is located [14–16].

The concept of social cohesion, although complex,

embodies a theoretical underpinning that is becoming

an important analytical tool of various human behaviors

experienced by individuals in certain social contexts.

Social cohesion, together with its dynamics, is multidi-

mensional as explained by the multiplicity of available

frameworks and approaches used to study it. Existing lit-

erature defines social cohesion in different ways: 1) the

capacity of societies, not merely groups or networks, to

manage collective action and solve problems [17]; 2) the

glue that holds the society together [18]; 3) social

climate characteristics of the society and surrounding

environment [19]; 4) absence of social exclusion, inter-

action and connectedness based on social capital, shared

values, and community interpretations based on group

identity [20]. 4) Property which the whole society and

individuals within are bound together through the

actions of specific attitudes, behaviors, rules, and institu-

tions which rely on consensus rather than coercion [21].

We draw on definitions from Woolcock [17] and

Janmaat [18] where social capital is regarded as a

prerequisite for social cohesion [22] . In line with previ-

ous literature, we view social capital as sacrifice (time,

effort, and consumption) made by individuals to cooper-

ate with others [23, 24]. In this study we consider social

cohesion as a characteristic of a society that depends on

accumulated social capital [23, 24].

Sexual behaviors of adolescents of sub-Saharan Africa

have been extensively studied and interventions that ad-

dress the various determinants of sexual behaviors have

been implemented [3, 10, 25, 26, 27]. The emphasis across

studies has been on risk and protective factors that act at

individual and interpersonal levels with limited inference

on wider social ecological determinants. The contextual

issues related to how the society is organized, and the level

of cohesiveness at societal level, remains widely unex-

plored. It is important to further explore social cohesion

due to the substantial existing evidence that shows social

cohesion provides an avenue for health promotion, makes

the society feel connected, and provides group level influ-

ence that facilitates the organization of community

activities to address issues that affect the society [21].

The relationship between social cohesion and sexual

behaviors in other groups such as sexual workers [28],

adults [29] or outside sub-Saharan Africa [30] has been

investigated. However, studies that exclusively focus on

the link between social cohesion and sexual behaviors

among school adolescents are scarce in the SSA settings.

Of particular interest are adolescents living in rural areas

with limited access to social marketing programs and

the media.

We draw on the social theories [27, 31–34] to under-

stand the link between social cohesion and sexual

behaviors within the context of reduction of new HIV

infections among young people. The theories, among

other things, posit a view that behaviors happen within

the context of social interactions and experiences.

In this study, we investigate whether social cohesion

has influence on sexual behaviors of school adolescents

within the context of reducing new HIV infections

among rural school adolescents. This research arose

because it is clear that when adolescents join secondary

schools they are exposed to new social networks, which

can have varying effects on perceptions and experiences

regarding sexuality issues. We hypothesized that social

cohesion will be associated with adolescents’ intentions

to engage in safe sex and safe sex practices. The study

addressed three questions: 1) To what extent did school

adolescents practice safe sex behaviors? 2) To what

extent did social cohesion (social trust and social partici-

pation) and socio-demographic characteristics influence

safe sex behaviors of adolescents? 3) Which social

cohesion aspects were more important in enhancing safe

sexual behaviors?

Methods

Study design and study area

This study was conducted from May to August 2010, in

the Newala district in Mtwara region of Tanzania. Newala

district is considered a rural location, approximately 145

km from the regional capital, bordering Mozambique in

the South. As of 2010, the district had three geographical

divisions (Newala, Kitangari and Chilangala), 21 geograph-

ical wards, and 155 villages. Approximately 80% of the

inhabitants live outside of the district capital. The majority
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of inhabitants belong to the Makonde tribe, are Muslim,

and predominantly speak Kimakonde and Kiswahili.

Residents of Newala are mostly farmers, with the major

cash crops being cashew nuts, sesame seeds, and cassava,

and staple crops include cassava, maize, sorghum, and

legumes. In addition, inhabitants commonly raise goats,

sheep, chickens, and cows. The district population was

205,492, in 2012 [35]. Schools are distributed throughout

the district whereby each village has at least one primary

school and each ward with at least one secondary school.

The district had a total of 117 primary schools and one

special center for handicapped children in Luchingu

village. The total number of primary school pupils was

44,260; 22,176 boys and 22,088 girls. The district had 26

secondary schools with an estimated total of 8169

students. The prevalence of HIV infection stood at 3.1%

(antenatal care prevalence as of 2010). With regard to

health care, Newala had one district hospital, three health

centers, and 24 dispensaries scattered throughout the dis-

trict. Almost all health facilities, except one health center,

were government owned.

Study design, population and sampling procedures

A cross-sectional study was conducted in the study area

and used a multistage cluster sampling procedure to

recruit the participants. Initially, the sampling frame was

all ordinary level secondary schools, whereby 26 schools

were identified, thereafter; three schools from each of

the three geographical divisions were randomly selected,

i.e., a total of nine schools were selected. These schools

had a total of 4392 students with 2126 males and 2266

females. In the second step, the sampling frame con-

sisted of all classes in each selected school; therefore, a

sample of classes was obtained. All students in the

selected classes were invited to participate in the study.

A total of 403 participants were considered adequate to

perform statistical analyses adopted in this study [36, 37]

but also exceeded the calculated sample size of 389

students, with an assumption of 80% power, 42% of

youth who use condoms in previous studies [5] and an

estimated error margin of 0.05. All study participants

were between 14 and 19 years of age.

Data collection procedures

Primary data was collected using a pre-tested self-adminis-

tered questionnaire (Additional file 1). There were three re-

sponse formats for the questionnaire items: yes/ no and

likert scale questions with responses ranging from three

(agree, uncertain, disagree) or five categories (totally agree,

agree, uncertain, disagree, and totally disagree) responses.

The questionnaire was administered in the classroom, and

was anonymous and voluntary; students were allowed to

withdraw at any point without being questioned. After

introducing the research assistants to their students, the

teachers left their classroom to ensure the students’ free-

dom and privacy.

The training of the research assistants, and a pre-testing

of the instruments, occurred prior to actual data collec-

tion. The questionnaire was translated from English to

Kiswahili (the national language of Tanzania).

Analytical approach

Measures

Outcome variables There were two outcome variables

considered: (1) intention to engage in safe sex, that is,

intention to use condoms during intercourse in the fu-

ture and (2) reported actual safe sex behavior (for the

sexually active youth), i.e., reported condom use. For

intention to engage in safe sex, the variable was defined

as binary with 0 = not intending or not sure if safety

precautions during their next sexual encounter i.e. con-

dom use, and 1 = if participants intend to engage in safe

sex, i.e. condom use. Three outcome variables captured

sexual experience namely: age at sexual debut, number

of sexual partners in the past twelve months and use of

condom during the last sexual encounter. Early sexual

debut was binary with 1 = started sex at young age (≤ 13

years of age), or 0 = for otherwise. More than one of sex-

ual partner was binary with 1 =more than one partner,

or 0 = otherwise. Condom use during last sexual encoun-

ter was as binary with 1 = did not use condom, or 0 =

used condom.

Measuring social cohesion Social cohesion is the ex-

planatory variable for this study, and was measured as

an aggregate variable of individual level social capital

variables. We considered social capital to be com-

posed of i) social trust and compliance to significant

others ii) social participation. Social trust and compli-

ance to significant others was measured by asking

participants on their agreement or disagreement with

statements related to trust and compliance to signifi-

cant others (peers, parents, teachers and religious

leaders). Exploratory factor analysis was applied to de-

termine unidimensionality, and consistence was deter-

mined by Cronbach’s alpha for the social trust scale.

Social participation was measured through questions

pertaining to students participation in safe sex promot-

ing groups (membership in peer education groups,

sports and games) in and out of the school environment

(membership in youth clubs, civil society organization,

traditional dance groups, sports bonanza).

The social participation at school variable was di-

vided into five quintile categories. This was defined as

an index variable that was generated using multiple

correspondence analyses. Multiple correspondence

analysis (MCA), an extension of correspondence
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analysis, allows investigation of patterns of relation-

ships of several categorical dependent variables [38].

It is sometimes considered as a generalization of prin-

cipal component analysis (PCA) for categorical vari-

ables. A similar index was constructed using PCA

and the two indices had a correlation coefficient of

rho> 0.99. All the variables used to build the index

were binary. These included the variables: student

participates in planning life skills activities as school

(1 = yes participates, or 0 = otherwise), student facili-

tates life skills training and planning activities for the

school (1 = yes facilitates, or 0 = otherwise), student

acts as a role model in life skills activities (1 = yes

acts, or 0 = otherwise), and student listens to HIV/

AIDS messages during life skills activities at school

(1 = yes listens, or 0 = otherwise).

The social participation at the community level

variable was also an index with five quintiles. It was

also generated using MCA. The PCA alternative has a

correlation coefficient of rho> 0.98. Social participa-

tion at the community level was an index variable

generated after an MCA of the following binary vari-

ables: whether the student is a member of a youth

civil society organization (CSO) (1 = yes if member, or

0 = otherwise), whether the student is a member of

any school or community youth group (1 = yes if

member, or 0 = otherwise), whether the student is a

member of a youth club or a camp dealing with HIV

and AIDS issues (1 = yes if member, or 0 = otherwise),

whether the student is a member a youth sports club

(1 = yes if member, or 0 = otherwise), whether the stu-

dent is a member of a ‘people Living with HIV and

AIDS group (1 = yes if member, or 0 = otherwise), and

whether the student is a member of an arts group

that deals with issues concerning HIV and AIDS (1 =

yes if member, or 0 = otherwise). In addition to school

and community cohesion, we included age, sex, and

religion as control variables.

Social cohesion was computed as a sum of scores of

social trust and social participation scales.

Relationship of social cohesion variables and sexual

behaviors

Chi square and logistic regression analysis was used to

assess the association of social cohesion variables to sex-

ual behaviors. This included separately assessing social

trust and social participation, as well as assessing social

cohesion as a composite variable emanating from social

trust and social participation. Clustering at school level

was accounted for using robust standard errors. Robust

estimation is used to approximately estimate standard

errors, in the presence of clustering, by correcting

variance-covariance estimates.

Results
A total of 403 adolescents participated in the study (re-

sponse rate = 90%). These included 203 (50.4%) female

and 200 (49.6%) male adolescents. Among the students

who participated in the study, 351 (87%) were Muslim,

and their age ranged from 14 to 19 years. Two hundred

seventy- six (68%) of the students were within the age

range of 17–19 years. There were 247 (62%) students

whose schools provided training on life skills for HIV

and AIDS prevention. Of these, only 13 (5%) had the

strongest school participation by participating in most of

the activities that were offered. In the community, 71

students (18%) had a strong social participation at the

community level by participating in several HIV and

AIDS related activities that were available in the

community. Table 1 presents the descriptive statistics in

further detail.

Table 1 Univariate description of the study sample (N = 403)

Variable n %

Social participation at school (n = 247)a

Weak coherent 53 21

2 51 21

3 50 20

4 80 32

Strongest coherent 13 5

Social participation at the community (n = 403)

Weak coherent 122 30

2 40 10

3 81 20

4 89 22

Strongest coherent 71 18

Age (n = 403)

14–16 years old 127 32

17–19 years old 276 68

Religion (n = 403)

Non Muslim 52 13

Muslim 351 87

Sex (n = 403)

Male 203 50

Female 200 50

Overall cohesion

Weak coherent 92 23

2 74 18

3 76 19

4 81 20

Strongest coherent 80 20

aPlease note that 247 were going to schools which provided training on life

skills for HIV and AIDS prevention
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Table 2 presents the outcome variables, i.e. sexual

behaviors observed among the students. 12% (n = 49)

had their age at sexual debut at 13 or less years old and

71% (n = 286) of students had multiple sexual partners

during the 12 months leading to the date of the survey.

Condom use during last sexual encounter was reported

by 50% of the students.

Table 3 presents the bivariate analysis results between

the explanatory variables and sexual behaviours. The

table displays results from the chi-square tests of inde-

pendence between the sexual behaviors and social

cohesion variables. The table further presents the same

test with control variables age, religion and sex of the

students. It can be seen that young age at sexual debut

was independent of either social participation at school

(p = 0.32) or social participation at the community level

(p = 0.63). In addition, having multiple sexual partners

was also independent of either social participation at

school (p = 0.60) or social participation at the commu-

nity level (p = 0.20).

For the control variables, age at sexual debut was inde-

pendent of the age or religion of the student. However,

age at sexual debut was dependent on sex of the student

(p < 0.001), and having multiple sexual partners was

dependent on the age (p = 0.045) of the student.

Table 4 presents the results of a regression analysis

that was conducted to assess how sexual behaviors are

associated with social cohesion. The age at sexual debut

was not found to be associated with the level of social

participation, as was predicted by the bivariate analysis

presented earlier. Age at sexual debut was, however,

associated with the controlling variable sex where being

female (OR = 0.21 95% CI = 0.07–0.57) was associated

with having a decreased likelihood of having one’s sexual

debut at a young (≤13 years of age). The number of

sexual partners was also not found to be associated

with the level of social participation but was associ-

ated with medium social trust (OR = 3.52, 95% 1.01–

12.30). There was also no statistically significant asso-

ciation found between multiple sexual partnership

and the controlling variables. Being female (OR = 2.07,

95% CI =1.04–4.12) was associated with intention to

use condoms, and the use of condoms was found to

be associated with medium social cohesion (OR =

4.83, 95% CI =1.66–14.06).

Discussion

The purpose of the present study was to determine the

proportion of adolescents who practice safe sex and to

establish the influence of social cohesion, and its compo-

nents (social trust and social participation) variables, on

the safe sexual behaviors. The study found that the

majority of adolescents in the selected sample became

sexually active at an age older than 13 years, thus

supporting the existing evidence in the country, and

elsewhere, on the changing trends on age at first sex [26,

39, 40]. The results showing that females do not start

sex earlier is a new finding and may need further explor-

ation in the line of understanding the power of social

cohesion to influence sexual behaviours, as existing evi-

dence indicates that girls start sex earlier than boys [40].

Also, the majority of sexually active adolescents in our

sample had multiple partners, which is in-line with pre-

vious studies that have indicated multiple sexual partner-

ships as being one of the persistent challenges in

fighting the spread of sexually transmitted infections and

HIV infection in the Sub-Saharan Africa settings [3, 6].

The study also found that approximately half of the

studied sample reported to have used condoms during

last sexual encounter. The number of adolescents

reporting the use of condoms during their last sexual

encounters has been described by other studies to be

increasing, in some studies reaching as high as 70 % of

the respondents [3, 10, 41].

The finding that adolescents participated more in

community based activities than those at school may

imply that more opportunities are created at community

level to enhance openness and eagerness of adolescents

to participate in safe sex promoting activities. Given the

multiplicity of actors engaged in scaling up HIV/ AIDS

interventions to enhance universal access, several com-

munity based activities that include formation of civil so-

ciety organizations and peer education groups have been

implemented in these settings, thus creating an environ-

ment that supports social cohesion. Also, the fact that

the studied population was predominantly of the same

religion, makes it a favourable environment for social

networking created by the context. Bramadt assets that

religion sustains social cohesion and answers personal

Table 2 Levels of sexual behaviors among the respondents

Variable Measurements N %

Intention to engage is safe sex

No 92 23

Yes 311 77

Age at sex debut

old > 13 yrs 354 88

young ≤13 yrs 49 12

Number of sexual partners in the past 12 months

had one partner 117 29

had multiple partners 286 71

Condom use during last sexual encounter (n=)2

Used a condom 78 50

Did not use a condom 77 50

2Please note that there were 155 students who had started having sex by the

date of the study
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needs, thus creating a positive social networking envir-

onment in the given context [42]. But this assertion may

need further inquiry especially in other settings with

mixture of religious beliefs.

We found that social trust was associated (though

not statistically significant) with multiple sexual part-

ners. The finding may imply that adolescents who

display social trust to significant others may end up

practicing a behavior that looks to be appealing to

the group the individual shows trust. Exploring fur-

ther on the link between social trust and multiple

sexual partnerships is important but also designing

interventions that penetrate social networks, such as

behavior change interventions targeting the youth

groups, and influential significant others at school

(teachers and peer leaders) and community level (par-

ents, influential community and religious leaders),

may help to entangle the complexity of multiple sex

partnerships in these settings.

We also found that none of the social cohesion variables

had significant influence on intentions to use a condom.

This finding may imply that intentions may be influenced

by individual level factors such as social demographics,

socio-cognitive, and other related factors, as displayed in

this study that one’s gender (being a female) whereas other

societal and structural factors may be related to actual

behavior performance.

Reported condom use was found to be associated with

social cohesion. A recent review [4] on condom use

among adolescents of sub-Saharan Africa supports the

view that wider societal and structural influences are

determinants of health behaviors, including condom use,

and they explain that much of the existing evidence has

been on individual level factors. The fact that may be lim-

iting and not providing a clear picture of the influence of

social-ecological factors on sexual behaviors. This may

imply that future studies need to focus on influence of

socio-ecological determinants in different settings.

Table 3 Bivariate relationship between explanatory variables and sexual behaviours

Variable Age at sexual debut
(young≤ 13 yrs)

Multiple sexual partners
(> 1 partner)

No intention to use
condom

No
condom
use

n (%) p-value n (%) p-value n (%) p-value n (%) p-value

Social participation at school (n = 247)1

Weak
participation

8 (15) 0.32 7 (27) 0.6 18 (75) 0.07 12 (23) 0.55

2 5 (10) 3 (15) 9 (47) 12 (24)

3 3 (6) 4 (29) 8 (62) 7 (14)

4 14 (18) 13 (34) 16 (44) 14 (18)

Strongest
participation

1 (8) 2 (40) 1 (20) 4 (31)

Social participation at the community (n = 403)

Weak
participation

12 (10) 0.63 12 (31) 0.2 16 (44) 0.76 31 (25) 0.85

2 6 (15) 3 (21) 7 (58) 8 (20)

3 9 (11) 5 (15) 15 (50) 17 (21)

4 10 (11) 13 (30) 25 (57) 18 (20)

Strongest
participation

12 (17) 14 (41) 15 (45) 18 (25)

Age (n = 403)

14–16 years old 16 (13) 0.86 3 (12) 0.045 12 (50) 0.97 33 (26) 0.31

17–19 years old 33 (12) 44 (32) 50.38 (0) 59 (21)

Religion (n = 403)

Non Muslim 7 (13) 0.76 6 (27) 0.88 13 (65) 0.16 10 (19) 0.51

Muslim 42 (12) 41 (29) 65 (48) 82 (23)

Sex (n = 403)

Male 37 (18) < 0.001 32 (34) 0.08 42 (47) 0.28 53 (26) 0.11

Female 12 (6) 15 (21) 36 (55) 39 (20)

Kalolo et al. BMC Public Health          (2019) 19:193 Page 6 of 9



In this study, the social cohesion variables are assumed

to act on behaviors directly or via intentions (for condom

use). Evidence has attested to the fact that intentions are

strong predictors of actual behavior performance [31]. In-

formed by previous research on sexual behaviors, we pos-

tulated that social cohesion variables influence sexual

behaviors different from individual factors (under individ-

ual control) that may follow conscious or volition control

[26, 31].

The strength of the study is that social cohesion vari-

ables displayed at both the community and school envi-

ronments were investigated. Being that the study was

conducted using a cross-sectional inquiry, and only in-

volved a small sample of one district of the country; the

findings in this should only be interpreted within its con-

texts. Moreover, since there are no major changes in the

study settings from the time the data was collected to the

time this manuscript is submitted for publication, the ob-

servations made in the study should remain relevant.

Conclusion

The results of this study have highlighted the import-

ant social cohesion variables that have shown to be

associated with sexual behaviors of adolescents. Im-

portantly, social trust was shown to have an influence

on the number of sexual partners in adolescents in

SSA, whereas, social cohesion has influence on re-

ported condom use but no significant influence on

the intention of condom use. The results of the study

showed that social participation has no influence on

sexual behaviors. The lack of current literature sug-

gests that further studies on the influence of social

cohesion variables on sexual behavior, in different set-

tings or similar settings, using more rigorous study

designs, are needed. Furthermore, interventions that

target social cohesion may be helpful in the attempt

to change sexual behavior of adolescents, and could

be valuable in guiding future policy directions regard-

ing adolescent sexual behaviors.

Table 4 Logistic regression model for explanatory variables and sexual behaviors

Variable Age at sexual debut
(young ≤13 yrs)

Multiple sexual partners (>
1 partner

Intention to use
condom

Reported
condom use

OR (95% CI) p-
value

OR(95% CI) p-
value

OR(95% CI) p-
value

OR(95% CI) p-
value

Social cohesion

Low social cohesion Reference Reference Reference Reference

Medium social
cohesion

0.51 (0.19–1.33) 0.17 0.87 (0.28–2.65) 0.8 1.87 (0.85–4.11) 0.11 4.83 (1.66–14.06) 0.00

High social
cohesion

1.86 (0.62–5.57) 0.26 2.36 (0.66–8.37) 0.18 1.16 (0.47–2.83) 0.73 2.31 (0.70–7.63)

Social trust

Low social trust Reference Reference Reference Reference

Medium social trust 2.6 (0.94–7.17) 0.06 3.52 (1.01–12.30) 0.04 1.42 (0.59–3.39) 0.42 0.98 (0.29–3.24) 0.98

High social trust 1.71 (0.58–4.98) 0.32 1.98 (0.59–6.69) 0.26 0.64 (0.30–1.35) 0.24 1.251 (0.38–4.03) 0.71

Social participation

Low social
participation

Reference Reference Reference Reference

Medium social
participation

0.81 (0.26–2.46) 0.7 0.73 (0.19–2.76) 0.64 2.73 (0.92–8.10) 0.06 0.367 (0.10–1.33) 0.12

High social
participation

0.55 (0.20–1.47) 0.23 1.15 (0.35–3.80) 0.81 1.16 (0.55–2.45) 0.68 1.42 (0.45–4.41) 0.54

Age

14–16 years Reference Reference Reference Reference

17–19 years 0.76 (0.33–1.75) 0.52 5.06 (0.83–30.74) 0.07 1.98 (0.94–4.17) 0.07 1.42 (0.37–5.41) 0.16

Sex

Male Reference Reference Reference Reference

Female 0.21 (0.07–0.57) 0.002 0.61 (0.22–1.72) 0.35 2.07 (1.04–4.12) 0.03 0.44 (0.17–1.11) 0.08

Religion

Non-Muslim Reference Reference Reference Reference

Muslim 0.99 (0.28–3.44) 0.99 1.21 (0.19–7.59) 0.83 0.68 (0.24–1.92) 0.47 3.07 (0.72–3.04) 0.12
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