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ABSTRACT

Objective To examine the prevalence and predictors of
self-reported sexually transmitted infections (SR-STIs)
among adolescent girls and young women in Mali.

Design We performed a cross-sectional analysis of data
from the Demographic and Health Survey of Mali, which
was conducted in 2018. A weighted sample of 2105
adolescent girls and young women aged 15-24 was
included. Percentages were used to summarise the results
of the prevalence of SR-STIs. We used a multilevel binary
logistic regression analysis to examine the predictors of
SR-STIs. The results were presented using an adjusted
odds ratio (aOR) with 95% confidence interval (CI).
Statistical significance was set at p<0.05.

Setting Mali.

Participants Adolescent girls (15—19 years) and young
women (20-24 years).

Outcome measure SR-STIs.

Results The prevalence of SR-STIs among the adolescent
girls and young women was 14.1% (95% Cl=12.3 t0 16.2).
Adolescent girls and young women who had ever tested
for HIV, those with one parity, those with multiparity, those
with two or more sexual partners, those residing in urban
areas, and those exposed to mass media were more likely
to self-report STls. However, those residing in Sikasso and
Kidal regions were less likely to report STIs.

Conclusion Our study has shown that SR-STIs are
prevalent among adolescent girls and young women in
Mali. Health authorities in Mali and other stakeholders
should formulate and implement policies and programmes
that increase health education among adolescent girls and
young women and encourage free and easy access to STI
prevention and treatment services.

INTRODUCTION

Sexually  transmitted infections  (STIs)
continue to be a public health problem as they
are among the most common diseases around
the world.' * STIs have serious ramifications
for sexual, reproductive, and maternal—child
health. Some of the implications include
genital complications, pregnancy-related
complications, infertility, and increased HIV

STRENGTHS AND LIMITATIONS OF THIS STUDY

= The use of nationally representative data and rig-
orous statistical analysis ensures that the findings
are applicable to adolescent girls and young women
in Mali.

= Our findings aid in bridging the literature gap on the
prevalence and predictors of sexually transmitted
infections among adolescent girls and young wom-
en in Mali.

= Our study used secondary data and the analysis
was limited to the variables available in the dataset.
Hence, interpretation and inferences made from the
study should be limited to the variables used.

= Demographic and Health Survey uses a cross-
sectional design and this limits the study’s ability to
draw causal inferences.

= The variables included in this study were assessed
based on the adolescent girls and young women’s
self-reports, which raised the possibility of recall
bias and other social desirability biases.

transmission, as well as severe medical and
psychological consequences.” STIs are also
frequently associated with stigma and gender-
based violence.*

Every day, more than one million STIs are
acquired worldwide.” According to the World
Health Organization (WHO),® 374 million
new infections with one of four curable STIs
occurred in 2020: chlamydia (129million),
gonorrhoea (82 million), syphilis (7.1 million)
and trichomoniasis (156 million). Even
though STIs are prevalent across the world,
the prevalence and associated burden is rela-
tively higher in low and middle-income coun-
tries (LMICs),” especially in sub-Saharan
Africa (SSA).” STIs significantly account for
a substantive proportion of morbidity and
mortality in SSA each year.® Most impor-
tantly, it has been found that young women
in SSA are disproportionately affected by
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the burden of STIs.” A study conducted in three primary
African regions found that all STIs, with the exception
of herpes simplex virus 2, were more prevalent among
adolescent girls and young women (AGYW) aged 15-24
years compared to those aged 25-49 years, regardless of
population type or region.’

A bidirectional association between socioeconomic
status and STIs was found in a multilevel analysis of a
nationally representative survey sample of sexually active
young women in Uganda.” Also, it has been reported
that having unprotected intercourse with multiple sexual
partners is the leading risk factor for STIs, including HIV
among young people.'’ Evidence suggests that multiple,
complex, and context-specific factors contribute to the
long-term spread of STIs among AGYW."!

To reduce the burden of STIs and ensure the availability
of effective preventive and treatment services, the WHO’s
Global Health Sector Strategy on STIs has called for the
implementation of strategies for global STI prevention
and control.'”” ¥ The first strategic step is to collect data
on STT incidence and prevalence in representative popu-
lations,'* with special attention to vulnerable populations
in countries with a high prevalence of STIs.

Mali has been reported to be one of the countries
with the highest prevalence and burden of STIs among
women in SSA.” According to a study based on the 2006
demographic and health survey (DHS) in Mali, the prev-
alence of STIs among women was estimated to be 6%,
with a relatively high prevalence (10%) in Bamako. In the
same study, the prevalence of STIs was lower in men (3%)
compared to women."” Similarly, the HIV epidemic in
Mali is concentrated in important demographics, particu-
larly female sex workers.'®

Despite the relatively high prevalence of STIs among
women in Mali compared to men, a gap in the literature
exists on the prevalence and correlates of STIs among
AGYW (15-24). Knowing the prevalence and correlates
of STIs among AGYW in Mali is an important step towards
preventing and controlling STIs. This may have a cross-
cutting impact on reducing the burden of STIs in this
vulnerable population. The study would provide infor-
mation for key context-specific strategies to reduce the
risk factors among AGYW. As a result, this study sought
to examine the prevalence and correlates of self-reported
STIs (SR-STIs) among AGYW in Mali.

METHODS

Data source and study design

We conducted a secondary data analysis of the 2018 Mali
DHS (MDHS). We extracted the data from the women’s
file for the study. Generally, DHS is a representative survey
conducted periodically in LMICs.'” A cross-sectional
design was adopted for the survey. The respondents were
sampled using a two-stage cluster sampling technique.
First, a stratified sample of enumeration areas (EAs) was
chosen using probability proportional to size: a sample
of a preset number of EAs was selected independently

in each stratum using probability proportional to the
EA’s measure of size. A listing technique was used in the
designated EAs to ensure that all dwellings/households
were listed. Second, households in the selected EAs were
selected using equal probability systematic sampling. A
detailed sampling process is highlighted in the litera-
ture.'” Structured questionnaires were used to collect
the data from the respondents. Electronic questionnaires
were administered using face-to-face interviews. A total of
10519women of reproductive age completed the ques-
tionnaire. Out of this, 4116 were aged 15-24 years. After
dropping the missing observations and restricting the
dataset to only sexually active AGYW, a weighted sample
of 2105 was included in the study. We drafted the paper
with references to the Strengthening Reporting of Obser-
vational Studies in Epidemiology guidelines (online
supplemental table S1)."® The dataset used is freely avail-
able to download at https://dhsprogram.com/data/
dataset/Mali_Standard-DHS_2018.cfm?flag=1."

Variables

Outcome variable

The outcome variable in the study was SR-STIs. During
the survey, the AGYW who had ever had sex were asked
whether they had an STI or symptoms of an STI (a bad-
smelling, abnormal discharge from the vagina, or a
genital sore or ulcer) in the 12 months preceding the
survey. Three response options were provided: no, yes,
and don’t know. Based on the literature’ * ?' that used
the DHS dataset, we included only those who responded
‘yes’ and ‘no’ in our analysis.

Explanatory variables

We included 15 explanatory variables in the study. The
inclusion of the variables was based on the review of
literature” ™ 2% a5 well as their availability in the DHS
dataset. We grouped the variables into the individual
and contextual level variables. Individual-level variables
include age of respondents (15-19 and 20-24), level
of education (no education, primary, and secondary or
higher), marital status (never married, married, cohab-
iting, and previously married), current working status (no
and yes), age at first sex (20 years and above and below
20 years), ever tested for HIV (no and yes), condom
use during last sex with a most recent partner (no and
yes), number of sexual partners in the last 12 months
excluding spouse (zero, one, and two or more), compre-
hensive HIV knowledge (no and yes), health insurance
coverage (no and yes), exposure to mass media (no
and yes) and parity (zero, one, two, and three or more
births). The contextual-level variables consisted of wealth
index (poorest, poorer, middle, richer and richest), place
of residence (urban and rural) and region (Koulikoro,
Kayes, Sikasso, Segou, Mopti, Toumbouctou, Gao, Kidal,
and Bamako). Comprehensive HIV/AIDS knowledge
was created as an index variable using six variables. With
this, the respondents were said to have comprehensive
knowledge if they respond correctly to all the six items:
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(a) consistent use of condoms during sexual intercourse
can prevent HIV transmission; (b) limiting sex to just one
uninfected faithful partner can prevent HIV transmis-
sion; (c) a healthy-looking person can have HIV; (d) a
person can get HIV through mosquito bites; (e) a person
can get HIV by sharing food with an HIV-infected person;
and (f) a person can get HIV by witchcraft or supernat-
ural means.

Statistical analyses

Data analyses were carried out using Stata software V.17.0
(Stata Corporation, College Station, Texas, USA). We
estimated the prevalence of SR-STIs using percentages
with their respective 95% confidence intervals (CIs).
Cross-tabulation was adopted to determine the distribu-
tion of SR-STIs across the explanatory variables. We used
a binary logistic regression analysis to select variables for
the multilevel regression model. We presented the results
using crude odds ratio (OR), with their 95% CIs. All the
variables with p<0.05 were considered statistically signifi-
cant and placed in the multilevel regression model. Later,
we employed a multivariable multilevel binary logistic
regression analysis to examine the factors associated
with SR-STIs among AGYW in Mali, using four models.
Model O, which was an empty model with no explanatory
factor showed the variance in SR-STIs attributable to the
primary sample units. We built Models I and II to contain
the individual-level and contextual-level variables, respec-
tively. Model III was fitted to contain all the individual
and contextual-level variables. We presented the results
using adjusted OR (aOR), with their 95% CIs. Akaike’s
Information Criterion (AIC) was used to assess the fitness
and comparisons of the four models. The model with the
least AIC value was chosen as the best-fitted model and its
results were interpreted and discussed. All the analyses
were weighted to account for sampling probability, non-
response, and complex survey methodology.

Ethical consideration

Ethical clearance was not sought for this study since the
2018 Mali DHS is publicly available to download. We
sought permission to use the 2018 Mali DHS from the
MEASURE DHS and it was granted. We followed the
ethical guidelines for using secondary data for publica-
tion. More information on the data and ethical standards
can be assessed at http://goo.gl/ny8T6X.

Patient and public involvement
In this study, patients and the public were not included in
the study’s design and conduct.

RESULTS

Background characteristics of the respondents

Table 1 presents the background characteristics of the
AGYW. Majority of the respondents were aged 20-24
(60.7%), had no education (48.9%), were married
(80.1%), and had given birth to one child (35.1%).

Table 1 Background characteristics of the adolescent girls
and young women in Mali
Weighted
Weighted percentage

Variables sample (n) (%)
Women'’s age in years

15-19 828 39.3

20-24 1277 60.7
Level of education

No education 1030 48.9

Primary 379 18.0

Secondary or higher 696 33.1
Marital status

Never married 350 16.6

Married 1686 80.1

Cohabiting 45 2.2

Previously married 24 1.1
Current working status

No 1120 53.2

Yes 985 46.8
Parity

Zero birth 601 28.6

One birth 739 35.1

Two births 464 22.0

Three or more births 301 14.3
Covered by health insurance

No 1988 94.4

Yes 117 5.6
Age at first sex

20 years and above 110 5.2

Below 20 years 1995 94.8
Condom used during last sex with most recent partner

No 2039 96.9

Yes 66 3.1
Ever test for HIV

No 1649 78.3

Yes 456 21.7
Comprehensive HIV knowledge

No 1604 76.2

Yes 501 23.8
Number of sexual partners excluding spouse, in last 12
months

Zero 1714 81.4

One 362 17.2

Two or more 29 1.4
Exposure to mass media

No 302 14.3

Yes 1803 85.7

Continued
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Table 1 Continued
Weighted
Weighted percentage
Variables sample (n) (%)
Wealth index
Poorest 292 13.9
Poorer 370 17.6
Middle 410 19.5
Richer 487 23.1
Richest 546 26.9
Place of residence
Rural 1516 72.0
Urban 589 28.0
Region
Kayes 260 12.4
Koulikoro 320 15.2
Sikasso 373 17.7
Segou 283 13.5
Mopti 124 5.9
Toumbouctou 187 8.9
Gao 112 o83
Kidal 43 2.0
Bamako 403 19.1

Similarly, most of the women were not covered by health
insurance (94.4%), had their first sex below 20 years
(94.8%), did not use condom during their last sex with
recent partner (96.9%), had not tested for HIV (78.3%),
and did not know about HIV/AIDS (76.2%).

Prevalence of SR-STls among the adolescent girls and young
women

Table 2 presents the proportion of AGYW who reported
SR-STIs within the 12 months prior to the survey. The
results showed that 14.1% (95% CI=12.3 to 16.2) of the
AGYW reported STIs.

Distribution of SR-STIs across the explanatory variables
Table 2 shows the results on the distribution of SR-STTs
across the background characteristics of the respondents.
The prevalence of SR-STIswas higheramongyoungwomen
aged 20-24 (15.7%), those who had attained secondary or
higher education (17.4%), and those who reported three
or more births (18.0%). AGYW who had their first sex
below 20 years reported a prevalence of 14.5%, whereas
those who had ever tested for HIV reported a prevalence
of 22.7%. AGYW who reported having two or more sexual
partners excluding their spouse also reported a higher
prevalence of STIs (30.8%). Furthermore, the prevalence
of SR-STIs was higher among women exposed to mass
media (15.4%) compared to those who were not exposed
to mass media.

Factors associated with SR-STIs among the adolescent girls
and young women in Mali

Fixed effect results

Table 3, Model III presents the results for the factors asso-
ciated with AGYW SR-STTs in Mali. AGYW who had ever
tested for HIV had increased odds of SR-STIs (aOR=1.60,
95% CI=1.06 to 2.40) compared to those with no history
of HIV testing. For parity, the odds of SR-STIs were signifi-
cantly higher among AGYW with one parity (aOR=1.70,
95% CI=1.04 to 2.70) and three or more parity (aOR=2.14,
95% CI=1.13 to 4.02). AGYW with two or more sexual
partners were more likely to self-report STIs (aOR=3.48,
95% CI=1.57 to 7.68). Also, the likelihood of AGYW
selfreporting STIs was higher among those residing in
urban areas (aOR=1.88, 95% CI=1.01 to 3.15) and those
exposed to mass media (aOR=1.07, 95% CI=1.07 to 4.65)
relative to those in rural areas and those not exposed
mass media, respectively. However, lower odds of SR-STIs
were found among AGYW residing in Sikasso (aOR=0.27,
95% CI=0.12 to 0.61) and Kidal (aOR=0.05, 95% CI=0.01
to 0.46) regions, respectively.

Random effect results

The results from table 3, Model O showed that SR-STIs
vary across the clusters. The result from Model O further
shows that the between-cluster variations accounted for
27.7% of the SR-STIs among AGYW (intra-class correla-
tion=0.277). The between-cluster variation reduced
from 0.277 (Model O) to 0.223 in Model II. However,
it increased slightly to 0.229 in Model III. This indicates
that the variations in the probability of AGYW reporting
STIs vary across the clusters. Also, AIC decreased from
Model O to Model III. Hence, Model III was chosen as the
best fitted-model for the study.

DISCUSSION

Our study examined the prevalence and correlates of
SR-STIs among AGYW in Mali. We found the overall prev-
alence of SR-STIs among AGYW in Mali to be 14.1%. The
prevalence of SR-STI found in this study is lower than the
country-specific prevalence for Mali (32.7%) in a study
conducted by Dadzie et al” Also, the SR-STIs prevalence
in this study is lower than the reported prevalence of
STIs for female sex workers in Mali.'® The prevalence of
SR-STIs found in this study calls for the need to imple-
ment strategies and programmes that could increase STI
testing, treatment, and prevention among AGYW and
men in Mali, as well as contribute to achieving the global
health strategy for STIs.””

We found that AGYW who had ever tested for HIV were
more likely to report STIs. Our result is consistent with
previous studies.”**” This finding could be ascribed to
the fact that testing for HIV in the health facility could
also provide opportunities for AGYW to report other
STIs that they could be suffering from.?” *® This observa-
tion points to the need for the health programme plan-
ners and authorities in Mali to integrate effective STIs
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Table 2 Distribution of self-reported sexually transmitted infections across the explanatory variables

Self-reported sexually transmitted infections

Variables No, % (95% CI) Yes, % (95% Cl) cOR (95% Cl)
Prevalence 14.1 (12.3t0 16.2)
Women'’s (years)

15-19 88.2 (85.3 to 90.6) 11.8 (9.4 to 14.7) 1.00

20-24 84.3 (81.8 to 86.6) 15.7 (13.4 to 18.2) 1.39* (1.05 to 1.83)

Level of education
No education
Primary
Secondary or higher
Marital status
Never married
Married
Cohabiting
Previously married
Current working status
No
Yes
Parity
Zero birth
One birth
Two births
Three or more births

Covered by health insurance

No
Yes
Age at first sex
20 years and above
Below 20 years

88.2 (85.6 to 90.5)
85.4 (80.3 to 89.4)
82.6 (78.7 to 85.9)

84.5 (79.9 to 88.2)
86.2 (83.9 to 88.2)
91.7 (79.6 to 96.9)
71.9 (47.8 to 87.7)
85.6 (83.0 to 87.9)
86.1 (83.2 to 88.6)

89.4
84.7
85.6
82.0

86.3t091.9
81.0t0 87.8
81.5t089.0
76.7 to 86.3

P PR P
~ = = =

86.2 (84.1 to 88.1)
79.9 (70.9 to 86.5)

92.8 (86.0 to 96.4)
85.5 (83.4 to 87.4)

Condom use during last sex with most recent partner

No
Yes
Ever test for HIV
No
Yes

Comprehensive HIV knowledge

No
Yes

Number of sexual partners excluding spouse, in last 12 months

Zero
One
Two or more

Exposure to mass media

No
Yes
Wealth index

85.9 (83.8 to 87.8)
83.7 (72.9 t0 90.7)

88.2 (86.0 to 90.1)
77.3 (72.6 to 81.5)

86.4 (84.0 to 88.4)
84.3 (80.1 to 87.7)

86.2 (84.0 to 88.2)
85.6 (81.1 to 89.2)
69.2 (50.0 to 83.4)

93.4 (88.4 to 96.3)
84.6 (82.3 t0 86.7)

11.8 (9.5 to 14.4)
14.6 (10.6 to 19.7)
17.4 (14.1 to 21.3)

15.5 (11.8 to 20.1)
13.8 (11.8 to 16.1)
8.3 (3.1 to 20.4)

28.1 (12.3 to0 52.2)

14.4 (12.1 t0 17.0)
13.9 (11.4 to 16.8)

10.6
15.3
14.4
18.0

8.1to 13.7)

12.2 t0 19.0)
11.0 to 18.5)
13.7 to 23.3)

P PR i ey

13.8 (11.9 to 15.9)
20.1 (13.5 to 29.1)

7.2 (3.6 to 14.0)
14.5 (12.6 to 16.6)

14.1 (12.2 t0 16.2)
16.3 (9.3 t0 27.1)

11.8 (9.9 to 14.0)
22.7 (18.5 to 27.4)

13.6 (11.6 to 16.0)
15.7 (12.3 t0 19.9)

13.8 (11.8 to 16.0)
14.4 (10.8 to 18.9)
30.8 (16.6 to 50.0)

6.6 (3.7 to 11.6)
15.4 (13.3 t0 17.7)

1.00
1.28 (0.86 to 1.91)
1.58* (1.12 to 2.24)

1.00

0.87 (0.62 to 1.22)
0.49 (0.17 to 1.44)
2.12 (0.74 t0 6.12)

1.00
0.96 (0.73 to 1.26)

1.00
1.53* (1.05 to 2.22)
1.42 (0.93 to0 2.16)

1.86™ (1.21 to 2.87)

1.00
1.58 (0.97 to 2.57)

1.00
2.19* (1.05 to 4.54)

1.00
1.19 (0.62 to 2.28)

1.00
2.20™ (1.61 to 3.00)

1.00
1.18 (0.84 to 1.64)

1.00
1.05 (0.75 to 1.49)
2.79* (1.24 t0 6.27)

1.00
2.58* (1.35 to 4.89)

Continued
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Table 2 Continued

Self-reported sexually transmitted infections

Yes, % (95% Cl)

cOR (95% ClI)

11.0 (7.4 to 16.1)
11.1 (7.6 to 15.9)
10.8 (7.6 to 15.1)
13.5 (10.3 to 17.5)
20.9 (16.6 to 26.1)

11.6 (9.5 to 14.0)
20.7 (17.0 to 25.0)

15.2 (9.9 to0 22.6)
14.3 (10.6 to 19.2)
4.7 (2.7107.9)
14.5 (10.1 to 20.4)
18.2 (10.5 t0 29.7)
6.2 (3.2 to 11.6)
15.8 (10.2 to 23.8)

1.00
1.00 (0.58 to 1.74)
0.98 (0.56 to 1.71)
1.26 (0.73 t0 2.16)
2.14* (1.26 to 3.61)

0.50*** (0.36 to 0.69)
1.00

1.00
0.93 (0.51 to 1.70)
0.27** (0.13 to 0.57)
0.94 (0.50 to 1.79)
1.24 (0.55 to0 2.77)
0.37* (0.16 to 0.86)
1.05 (0.52 to 2.11)

Variables No, % (95% ClI)
Poorest 89.0 (83.9 t0 92.6)
Poorer 88.9 (84.1 t0 92.4)
Middle 89.2 (84.9 t0 92.4)
Richer 86.5 (82.5 to 89.7)
Richest 79.1 (73.9 to 83.4)

Place of residence
Rural 88.4 (86.0 to 90.5)
Urban 79.3 (75.0 to 83.0)

Region
Kayes 84.8 (77.4 to 90.1)
Koulikoro 85.7 (80.8 to 89.4)
Sikasso 95.3 (92.1 t0 97.3)
Segou 85.5 (79.6 to 89.9)
Mopti 81.8 (70.3 to 89.5)
Toumbouctou 93.8 (88.4 to 96.8)
Gao 84.2 (76.2 to 89.8)
Kidal 98.1 (87.9 t0 99.7)
Bamako 78.7 (73.2 to 83.3)

*p<0.05, **p<0.01, **p<0.001. 1=reference category.
cOR, crude OR.

prevention interventions into the national HIV preven-
tion programmes.

Our study showed that AGYW with multiple sexual part-
ners had higher odds of reporting STIs. This finding is
in conformation with previous studies which reported
that individuals engaging in multiple sexual partnerships
are more likely to report STIs.” % * This finding is not
surprising because engaging in multiple sexual partner-
ships is a risky sexual behaviour that increases the risk of
contracting STIs.” 227 %

Our current study revealed that AGYW who had their
first sex below the age of 20 were more likely to report
STIs. This finding is consistent with previous studies which
indicated that those whose age at first sex is below 20 years
had higher odds of contracting or reporting STIs.* *-**
This finding reiterates the fact that early sexual debut is
a risky sexual behaviour which may increase the odds of
STI among AGYW.*™*” Our finding implies that delaying
sexual debut among young individuals carries a benefit
in reducing the prevalence of STIs among AGYW. Hence,
measures should be taken by relevant stakeholders in
Mali to implement effective educational programmes for
AGYW in Mali to reduce the risks of STIs among them.”” ™

Additionally, AGYW who were exposed to mass media
had increased odds of reporting STIs. This finding is
similar to findings by other studies which reported that
exposure to social media correlates with self-report of
STIs among young people.*™* Access to mass media may

1.9 (0.3 to 12.1)
21.3 (16.7 to 26.8)

0.11* (0.01 to 0.81)
1.51 (0.85 to 2.68)

serve as a source of education on STIs and health-seeking
which could positively influence individuals’ behaviour
toward the identification of symptoms as well as testing
for STIs.> #*%

Lastly, we found in the current study that place of
residence was associated with SR-STIs among AGYW.
Specifically, AGYW from urban settings had higher odds
of reporting STIs compared to those in rural areas.
This finding is consistent with reports from previous
studies."* ** AGYW who reside in urban settings might
have had access to healthcare services or testing than
those in rural settings; hence, the higher likelihood to
report STIs.** #1

AGYW with a history of parity were more likely to self-
report STIs. The high probability could be due to the
series of tests conducted for pregnant women during
antenatal care visits, which might have led to the diag-
nosis of STIs. Hence, the likelihood of those who have
given birth reporting STIs relative to those with no history
of parity. Our findings concur with that of a previous study
conducted in South Africa, which reported that STIs are
prevalent among pregnant women screened during ante-
natal care visits.”

Strengths and limitations of the study

The major strength of the study is the use of a nationally
representative dataset and rigorous statistical analysis to
determine SR-STIs among AGYW in Mali. However, the
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Table 3 Fixed and random effect analysis of factors associated with SR-STls among adolescent girls and young women

Model | Model i Model I

Variable Model O aOR (95% Cl) aOR (95% Cl) aOR (95% Cl)
Fixed effect results
Women'’s (years)

15-19 1.00 1.00

20-24 1.32 (0.93 to 1.86) 1.25 (0.89 t0 1.77)
Level of education

No education 1.00 1.00

Primary 1.32 (0.82 t0 2.12) 1.30 (0.80 to 2.10)

Secondary or higher 1.25 (0.84 to 1.88) 1.15(0.75 t0 1.78)
Parity

Zero birth 1.00 1.00

One birth 1.65 (1.01 to 2.68) 1.70  (1.04 to 2.78)

Two births 1.48 (0.85 to 2.57) 1.57 (0.90 to 2.74)

Three or more births 1.98 (1.05 to 3.75) 2.14" (1.13 t0 4.02)
Ever test for HIV

No 1.00 1.00

Yes 1.84" (1.23 to 2.74) 1.60" (1.06 to 2.40)
Number of sexual partners excluding spouse, in last 12 months

Zero 1.00 1.00

One 1.31 (0.85 to 2.04) 1.22 (0.79 to 1.89)

Two or more 4.26" (1.90 to 9.53) 3.48" (1.57 to 7.68)
Age at first sex

20 years and above 1.00 1.00

Below 20 years 2.34° (1.03 to 5.31) 2.46 (1.09 to 5.57)
Exposure to mass media

No 1.00 1.00

Yes 2.41"(1.19 to 4.90) 2.22" (1.07 to 4.65)
Wealth index

Poorest 1.00 1.00

Poorer 1.00 (0.55 to 1.80) 0.96 (0.53 to 1.73)

Middle 0.96 (0.49 to 1.90) 0.85 (0.42 to 1.74)

Richer 0.94 (0.49 to 1.80) 0.79 (0.39 to 1.61)

Richest 1.34 (0.58 to 3.09) 1.09 (0.45 to 2.65)
Place of residence

Rural 1.00 1.00

Urban 2.01°(1.09 to 3.71) 1.88" (1.01 to 3.51)
Region

Kayes 1.00 1.00

Koulikoro 1.10 (0.57 to 2.14) 1.12 (0.57 to 2.19)

Sikasso 0.26" (0.12t0 0.58)  0.27" (0.12 to 0.61)

Segou 1.10 (0.54 to 2.25) 1.07 (0.51 to 2.24)

Mopti 1.53 (0.60 to 3.94) 1.52 (0.58 to 4.04)

Toumbouctou 0.40 (0.16 to 1.01) 0.44 (0.17 to 1.14)

Gao 1.00 (0.44 to 2.26) 0.99 (0.44 to 2.22)

Kidal 0.05" (0.01t0 0.44)  0.05 (0.01 to 0.46)

Continued
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Table 3 Continued

Model | Model I Model IlI
Variable Model O aOR (95% CI) aOR (95% Cl) aOR (95% Cl)
Bamako 0.82 (0.36t0 1.84)  0.79 (0.35 to 1.79)

Random effect model

PSU variance (95%Cl)  1.258 (0.799 to 1.980)

1.125 (0.669 to 1.890)

0.943 (0.568 to 1.567) 0.977 (0.573 to

1.664)
ICC 0.277 0.255 0.223 0.229
Wald chi-square Reference 56.46 (<0.001) 57.84 (<0.001) 106.02 (<0.001)
Model fithess
Log-likelihood —-888.60459 —-855.13213 —-864.38686 -837.19165
AIC 1781.209 1736.264 1758.774 1726.383
n 2105 2105 2105 2105
Number of clusters 336 336 336 336

*p<0.05, **p<0.01, **p<0.001. 1=reference category.

AIC, Akaike’s Information Criterion; aOR, adjusted OR; ICC, intra-class correlation; PSU, primary sampling unit; SR-STls, self-reported

sexually transmitted infections.

cross-sectional nature of the DHS limits the study’s ability
to make causal inferences. Also, due to the self-reported
nature of responses on a sensitive topic such as STIs, there
is the possibility of social desirability bias in the responses.

Conclusion

The study showed that SR-STIs is prevalent among
AGYW in Mali. Various individual and contextual factors
including multiple sexual partnerships, ever tested for
HIV, age at sexual debut, parity, mass media exposure, and
place of residence were associated with SR-STIs among
AGYW in Mali. Based on these findings, it is imperative
for the health authorities and partners in Mali to formu-
late and implement policies and programmes that would
increase health education among younger women, and
encourage free and easy access to STI prevention and
treatment services. These could help reduce the preva-
lence of STIs among young individuals and hence aid the
Mali to achieve the global health strategy targets for STIs.
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