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ABSTRACT

The five percent HIV prevalence rate of year 2004 1in Nigeria has clearly shown

that the country 1s at a critical stage 1n the FITV/AIDS epidemic. A recent survey
indicated that religion plays an important role 1in decision making n the lives of

Nigerians and that members of faith-bascd organisations usually look up to their
lcaders as legitimate sources of ideas and opinions. Given the pivotal role that
faith-basecd organisations could play in HIV/AIDS prcvention and control

programs, this study was undertaken *o assess the HIV/AIDS educational needs of

church and mosque congregation in Oyo State, Nigeria.

A cross-scctional survey was conducted using a multi-stage sampling tcchniquc to
stratify churches and mosques into different denominational afhihations i Oyo
Statc. Respondents were proportionately sclected. aftcr worship activities in
churches and mosques. A pre-tested semi-structured. questionnaire focussing on

HIV/AIDS awarencss. perceived scriousness and. knowicdge, sexual practices and

preferred HIV/AIDS ecducators w.as used to interview 1000 faith-based

organisation members (500 church and 500-mosque members). Respondents were

purposively equally distributed (500 males and 500 females). Data collected was

analysed using Epi-Info v.6 and SPSS'v.11.

Results showed that five hundred and thirty-seven (53.7%) respondents werc
marricd, 38.7% had sccondary/imodern school certificatc and mean age was 333 %
13.4. Majority of thc respondents (99.9% Christians and 99.0% Muslims) werc
awarc of IIIV/AIDS./Overall, 84.2% respondents believed AIDS is serious.
[50.9% Christianssand”49.1% Muslims]. Although, the knowledge of HIV/AIDS
transmission was-high n respect to sexual mtcrcourse |Christian, 99%: Mushim,
98.8%] andebledd translusion [Christian, 98.2% ; Muslim_ 96.6%]. NMuslims were
significantly morc knowledgeable than Christians on mother to child transmisston
of HIV during breastfccding (p=0.00). Contrarily, misconceptions  were
significantly higher among Muslims 1n respect to food sharing (p-0 00) Kissing

(p= 0.00) and mosquito bites (p=0.00). Similar hndings were rellected n
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KKnowledge of HIV/AIDS prevention. However, about one-fifth of the
respondents in each faith-based organisation have misconceptions that HIV/AIDS
could be caused by mosquito bites, coughing, sneczing and kissing. Slightly
higher proportion of Christians, 99 of 246 (40.2%) comparcd to Muslims, 81 of
180 (45%) cver had pre-marital sex (p=0.00). Conversely, 46 of 325 (14.2%)
Christians and 46 of 364 (12.6%) Muslims had cxtra-marital sex (p=0.00). Three
hundred and cighty-ninc (77.8%) Muslims and 53.4% Christians reported that

their faith-based organisations have never organised HIV/AIDS cducation

programmes apart from ad-hoc references during sermons. /Nevertheless, 94%

Chnistians and 94.6% Muslims favoured the inclusion of formal HIV/AIDS

education programmes in their faith-based organisations including condom usc
146.8%Christians and 51.6% Muslims]. Most Mushms84% and Christians 75.4%
prcier their religious Ieaders as HIV/AIDS educators. Further traiming of religious

lcaders was suggested for improving the effectiveness of HIV/AIDS educational

programmes in faith-based organisations.

These findings suggest that Churches” and Mosques congregation are
knowledgeable about HIV/AIDS transmission and prevention and are positively

disposed to HIV/AIDS education i their organisations. However, religious

lcaders nced to be formally trained lor eflective and sustained delivery of
HIV/AIDS education in faith-based institutions and also encourage them to

organisc HIV/AIDS pragramimes for their faith-basced organisations.
Keywords: THHIVAAIDRS, Educational neceds, Churches. Mosques. Faith-based

organisations

Word Count. 500
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OPERATIONAL DEFINITIONS

Faith-based organisations (FBOs) — Structured and Registered Churches and
Mosque where people worship God
Congrcgation - people attending or worshtpping in Church and Mosque, also

known as members

Pentecostal chiurches - Other churches (such as Redeemed Christian Church of

God, Assemblies of God Church), apart from orthodox (cathelic, Mecthodist,

Anglican and Baptist) and the white garment churches.
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CHAPTER ONE

INTRODUCTION

1.1 Background to the study

[TIV/AIDS has reached epidemic proportions m many communitics around the world and
continues to incrcase at an alarming rate. It 1s a global health crisis .and has been
described as the greatest threat to human well-being and public healthin‘modern times

(United Nations (UN) Assembly, 2001). According to U.N. figures, ncarly 5 million

people were infected by HIV globally in 2005 and some 40.3 million people are living

with the virus (New York Times, 2005). Africa. with only 10“percent of thc world's
population, suffers over half of its HIV infcctions. Millions of people have alrecady died
from this disease and millions more are dircctly or indirectly affected, thus, the ravages of

AIDS have thus negated several years of etforts by African-countrics aimed at real socio-

cconomic development (UN Assembly. 2001).

[n Nigeria, HIV/AIDS affects people of different religious denomination including
Christians and Muslims. In 2003 a congress of Religious Leaders and faith based
organisations declared a joint war agaitst ' HIV/AIDS as a common encmy attacking and
kilting human beings (World Counci of Churches (WCC), 2001). It was further reported
that the Leaders expressed their willingness not only to work lor the spiritual well being

of their communities but also [orthe eradication of HIV/AIDS through human rights and

cultural approaches. This suggests that I-aith-based organisations arc working to create
moral and social nctworks buscd on their beliel n the sacred worth of cvery human being

and the recognition of the HIV/AIDS pandemic. (International THIV/AIDS Advisory

3oard (1HAID). 2003)

Since people lving with HIV/AIDS in Nigeria today are mostly Christians and Mushms
and given the large number of Christians and Muslims in Nigeria. faith-based
organizalions have a crucial role to play m promoting HIV/AIDS preventing behaviour

and providing carc and support activities to mitigate the epidemic mpact This s
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important because the epidemic is far from being purely medical or clinical but relates to
cultural ethical practices, socto- economic conditions of life, social roles” of men and
women, sexuality, taboos, forbidden practices and other social justice factors. This

implies that the AIDS problem must be tackled from different angles: namely, those of

science, economics, demographics, ethics and religion.

[t has been recognized that the sexual nature of HIV transmission has becen troublesome
[or the faith based organisations. Its attribution to sex, sin, shame, and stignia-has causcd
many faith based organisations to remain publicly stlent about HIV/AIDRS (WCC, 2001).
This stance, combined with the cultural taboos against open dialogue about sexual

matters that exist in many cultures, has been an obstacle .to' the dissemination of

preventive and protective messages about HIV/AIDS. In hghtof thesc combined factors,

there 1s an unprecedented urgency for faith-based organisations to respond positively and

compassionately to the current crists.

In making HIV/AIDS ecradication a top priority,un highly religious communities as 1n

Nigeria, these faith-based organisations leaders need to help overcome the stigma of
HIV/AIDS through education and trainingand by promoting ministries of forgiveness
and reconciliation. Also Churches are finding out that the basic “abstain and be faithtul™
directives are not working and there is disagrecment among Christians on the promotion
of condom use as an HIV preventive measurc. Christian Connection for Intemational
Health (CCIH) in 2005 reported that condom use cannot be dictated or decided tor
individual Christians becatiseé=€ hristians arc fallible human beings with f(ree will. The
argument which overtlytsggests that Christians do not like to promote condom use calls
for a nced to actively.cngage them in other preventive and caring mcasures tor those

already infected andwaffected by HIV/AIDS, as well as continues an open dialoguc on

condom usage (CCIH, 2005).

1.2 Statement of the problem

The epidemic 1s still far from coming to a halt, although there was a drop in prevalence

rate from 5% in 2004 to 4.4% in 2003, Projections show that by 2010, Nigera s likely to
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have 500,000 new cases annually assuming nothing 1s done about it. IFaced with this

situation, mobilization 1s increasing world-wide in order to halt 1ts spread and reduce 1ts

impact on soclo-cconomic life and, in the long term eradicate 1t entirely. Presently, Faith-

Based Organisations (FBOs) are not doing enough to deal with HIV/AIDS.

~
Furthermore, HIV/AIDS and unprotected sex have been reported among Muslims and

Christian congregations. According to UNAIDS (2003), HIV infections have been
recported in every single Muslim country and an estimated 300,000 peoplc are living with
IV in North Africa and Middle East. This has shown that anyone ‘can.bc infected by
HIV, including Muslims. In a participatory study conducted on Adolescent Sexual and
Reproductive Health (ASRH) by Young Men Christian Association (YMCA) in Nigeria.,
in 1999, among 1254 adolescents (10 to 26 ycars) over scventy-five percent (943) had
had premarital sex. Of this number. one third received payment for the sex while only

one third reportedly used condom. Although, most of the respondents cited lack of

sexuality information as a major problem, none mentioned their Churches/Mosqucs as
sources of AIDS information and only 8.6% said<they were at risk of getting HIV/AIDS.

These findings suggest that Christan/AMushim¢youtl are at risk of HIV nfection contrary

to their low risk self perception.

1.3 Justification

[t has been reported that each dayysthe death rate from AIDS 1s on the increase, life
expectancy 1s dechining, livelithoods, are being destroyed and for many, hope 1s 1n short
supply (IHAB, 2003). The Lives ot Christian and Muslims women and the young people
are cspeclally endangered./“The faith community has always been the resource that
Nigerians turn to in thewtime of crisis. Therefore, there 1s a strong need to cxploit these

stitutions to play more-active role in HIV/AIDS education.

In Nigeria, Christian and Muslun laith-based organizations are strategically posttioned to
play a major role in the fight against HIV/AIDS. However in order to do this effectively.,
It 1s umportant to assess the congregation knowledge, the risk behaviour that expose them

to getting infected and allected by HIV/AIDS and their HIV/AIDS educational neceds.
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Thc information obtained could be used to equip the Christian and Muslhim leaders to

deliver HIV/AIDS messages cffectively in their various faith-bascd organizations.

Despite cfforts aimed at controlling FITV/AIDS, churches and mosques arc not being fully
mvolved in the control efforts in Nigeria because of necgative reactions of faith-based
organisations to HIV/AIDS. An attempt by YMCA (Nigeria) in 1999 to inculcate
HIV/AIDS issues into its program six years ago, first met with resistance.from the clders
and officials of YMCA at thc national level. It took cvidence-based data from a survey of
sexual risk practices of Christian youth in YMCA to convincce these elders and officials to
have a Reproductive Health-HIV/AIDS policy (Oladepo, 2006). This study will identify

from the congregation members their HIV/AIDS knowledge and attitudes to the inclusion

of HIV/AIDS into Church and Mosguc programmes.

Given the pivotal role that (aith-based organisations could play in HIV/AIDS prevention

and control programs. this study was undertaken to jassess the HIV/AIDS educational

nceds of church and mosquc congregation in Oyao State, Nigceria.
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1.4 Rescarch Questions

. What is the level of knowledge of HIV/AIDS transmission and prevention

amongst Christians and Muslims?

2. Do Christians and Muslims perceive HIV/AIDS to be a serious problem?
L), What are the misconceptions towards HIV/AIDS?
4, What do the members of faith-based organisations feel about discussing

HIV/AIDS 1n their institutions?

) Do Christians and Muslims have access to HIV/AIDS education in therr

churches and mosques respectively?

6. Whom would Christians and Muslims prefer as their HIV/AIDS educator?

The answers 1o these questions will provide baseline information for which appropriate

intervention can be designed and tested in the future.

1.5 Objcetives of the study

General objective:  The main objective of this study 1s to determine the HIV/AIDS

Educational needs of churches and mosques in Oyo State.

Specific Objectives:
The specific objectives of the study are to:;
[ Assess the HIV/AIDS Knowledge of Christians and Muslims
2. Asscss the attitudes of Christians and Muslims towards HIV/IADS and
HIV/AILDS related practices.
3. [dentily sexualsisk taking practices of the respondents.
4. Use théwnformauon derived to suggest strategics tor immproving HIV/AIDS

education in churches and mosques.
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1.6  Hypothesis
The following research hypotheses were formulated for the study.
IR There 1s no significant rclationship between educational status and
respondents’ knowledge of HIV/AIDS.
2. There i1s no significant difference in level of knowledge of HIV/AIDS
between Christians and Muslims.

3. [t states that there is no significant difference in respondents’ attitudes lowards

HIV/AIDS messages between Church and Mosque congregations.

1.7 Limitations of the Study
The findings of this study relied solely on the respondents’ reports with an assumption
that responses were given with uttermost sincerity. In overcoming this, completion/filling

of questionnaire forms were done anonymdausly and abselute confidentiality was given

during data gathering.
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CHAPTER TWO

LITERATURE REVIEW

This chapter presents a review of literature in the following arcas:

[ FITV/AIDS situation in Nigeria

FITV/AIDS policy in Nigeria

HIV/AIDS and religion

Faith-based Organisations involvement in HIV/AIDS
Scxual behaviour and practices of Christians and Mushins

Belief and opinions of Christians and Muslims©n FHIV/AIDS

I

Conceptual Framework — PRECEDLE Model

2.1 HIV/AIDS situation in Nigeria

Nigeria's first case of AIDS was diagnosedwin a [3-year-old girl in 1986 (Fedecral
Ministry of Health (FMOH). 2001). Senal sentinel surveys were carried out thereafter in
1995, 1996. 1999, 2001, 20035. 2004 with_the latest for 2003 being 4.4%. Results showed
mcreasing prevalence from 3.8% 10,1993, to 4.5% m 1996 1o 5.4% 1n 1999 and steadily
rose to 5.8% in 2001 though. a shight decline in prevalence rate of 5.4% was recorded 1n

2003 and a critical rate of 5.0% in 2004 and 4.5% 1 2005 (Skogseth, 2000).

These data show that o, 2001, there 1s a decline in IV inlection rate, nonetheless the
high rates of infections, 1s still of concern. Given the large population; the country,
Nigeria, has thefhighcst number of HIV/AIDS -intected adults in West Atrica (LN,
2004). Poverty, lack of knowledge on prevention, lack of empowerment ol women and

girls, the vulnerability ot vouth with 60% of the population under 24, and strong stigmal

and discrimination against pcople living with and aftected by HIV and AIDS constitute

the difficulues in tackling [TIV/AIDS. (UN, 2004).

I'rojections of the HIV/AIDS epidemic n Nigeria vary widely. It has been projected that

by 2010, Nigeria's HIV prevalence rate may reach 9.24% (high scenario) or 6.73% (low
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scenario), see table 1. The FMOH (2002) developed a high scenarto and a low scenario of

HIV projections in Nigeria. Using these projections, the cumulative number of deaths as
a result of AIDS by 2015 will reach 9.4 million using the high prevalence scenario and

8.1 million under the low prevalence scenario.

The US National Intelligence Council (2002) projects a gloomicr situation. By 2010 they
cstimated that there will be 10-15 million HIV cascs in Nigeria. This number would
constitute roughly 18 to 26 percent of adults; close to the currcnt rates 1n some of the
hardest hit countries i southern Africa. It was also cstimated that by 2005, 50% of

mortality in the 15-49 age group would be AIDS-related (UNICEFE;2001).

Table la: HIV Projcction in Nigeria by FMOI (2002)

2005 2010
HIV prevalence for 15-49 year olds
High Scenario 7.75% , 9.24%

6.8% 6.73%

Low Scenario
4.9 million infected 5.5 million infected

UNALIDS Epidemic Projection Package, 200)3.
2.1.1 HIV/AIDS policy in Nigcria

A review of the 1997 HIVIAIDS policy originally put together under the auspices ol the
Federal Ministry of HMealtly began in 2001. The review was undertaken with technical
assistance [rom the POLICY Project funded by USAID and involved a wide range of
stakeholders.  This “policy ¢ntrenched the multiscectoral approach and called tor the

establishment ‘of "a statutory body to coordinate and lacilitate the national HIV/AIDS

response. The policy’s main objectives were to:
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* Promote a national multi-sectoral and multidisciplinary responsc to the epidemic
in addition to the establishment of an appropriate lcgal and institutional
framework for its coordination,;

e Identily sectoral roles and assign responsibilities for the implementation of
programmes based on scctors’ comparative advantages and corc compclencics:

e [ncrcasc awarcness and sensitisation among the general population about
HIV/AIDS;

e [Foster behaviour change as the main means of controliing the epidemic;

e [mprove national understanding and acceptance ol the principle that all persons

must accept responsibility for prevention of HIV transmission and the provision
of care and support for those infected and affected:
e Provide access to cost-clicctive carc and support for thesce infected. including

anti-retroviral drugs:

e Protect the rights of thosc infected and affectedsby [HIV/AIDS as guaranteed

under the constitution and laws of the Republie;
e Removce all possible barriers to HIV/AIDS-prevention and control.

e [Empower people nfccted and aftfected” by HIV/AIDS through training.

counsclling, and education to cope with their circumstances.

e Develop standards and guidelinestthat lead to the mmstitutionalisation of best

practices to mitigate the impact'efL AIDS.

e Sumulate research, monttoring and ecvaluation of programs. relevant

documentation of activitids. related to the cpidemic and the dissemination of
information generated t6 stakcholders and the general population.

[-nsure that prevéauon programmes arc developed and targeted at vulnerable
groups such as wonicn and children. adolescents and young adults. sex workers.

long distanec "eommucrcial vehicle drivers, prison inmates, migrant labour cle

(I-ederal Government ol Nigeria (I'GON), 2003).

I'his policy was formally Jaunched by the President of Nigeria on the 4™ o August 2003

Active disscmination of this policy 1s now underway and will serve as the framework tor

developing specific sectoral policics.
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Onc noticeable input of the policy fonmulélion process was the wide stakeholder
participation and the wide level of consultation. In spite of this many persons consider
themselves distant from the policy making process. Many NGOs claim not to have been
consulted during the process although they were represented through their umbrelia
group. The samec has been stated by somc religious organisations that were equally
invited. This could mean that they do not consider their umbrella organisations as
spcaking for them or their umbrella organisations not giving enough [eedback after
returning from their assignments. This i1s of critical importanceas the process was

designed to ensure ownership by all (Mafeni and Oluwole, 2003).

The policy tried to fill in gaps that had been identified 4n_the 1997 ‘*health sector’

HITV/AIDS policy. The previous policy had made very lLittlcsmiéntion of care and support

for persons living with HIV/AIDS, and cven less on HIV/AIDS impact mitigation.

While the revised policy articulates better the coulitry’s intention to provided care tor
PLWHA. 1t does not state any prefercntial treatinent. The country commits itsclf to make

all forms of treatment available but does not eontmit itself to subsidising the cost of care

(Nlafeni and Oluwole, 2003),

2.2 Factors affecting HIV/AIDS

0 O

Nigeria 1s a huge and complex ‘country, with diverse cthnic groups, languages, cultures.
rehgious and regional political groups. HIV/AIDS interventions must recognize this

diversity, which howevepaddio the complexity of a national HHIV/AIDS response.
FFactors which may drive the epidemic include:

High and growing rates of untreated Sexually Transmitted Tnfections (8T1s) with
inadequatehedith care provision - For botl young men and young women., STl greatly
increase he wsk of HIV nlection. People who have other STls are two 1o cleght times
more likely to contract HIV/AIDS durmg sex with an infected person (World Youth
Report, 2003). The presence of another STl makes an HIV-positive person mote

infectious and also makes an HIV-nepative person more susceptible to infection. Some
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STls increase the replication of HIV. Those that cause lesions and ulcers provide
openings through which HIV can pass from person to person. The presence of STIs also

Increases the presence of CD4 lymphocyte cells in the genital tract. These lymphocytes

carry HIV 1n sero-positive persons. STIs can increase the amount of HIV shed mto

gcnital sccretions by more than 100 times, raising the probability that the secretions will
contain enough HIV to cause infection. Thus, while there i1s normally a greater risk of
IV transmission from men to women, in the presence of an STI in either partner HIV

transmission is equally likely 1n both directions (World Youth Report. 2003)

High mobility and migrant worker populations — The culture ofunobility is basic to
human existence and development. Voluntary and involuntary migration connected with
local and international travel, refugec movements, and army movements have emerged as
major factors in the sprcad of the virus across countries. borders. and regions (Adeyi.
Kanki, Odutolu & Idoko, 2005). Little exists 1n the “literature that substantiates
hypotheses about a strong association between migration and HIV-positive status. Parts
of Nigeria, especially the southwest who had more than half a century of migrant labour.
trading and commercial sex contacts with (Ghana and Cote d’Ivoire turned out to be the

country’s carliest hot spots for HIV (Adeyi. Kankis Odutolu & Idoko, 2003).

[.ow acceptance, utilization and access to condoms - A survey conducted in 1999
indicated that a significant proportion, 93% of scxually active young men aged 15 — 24
years tn Nigeria did not usc a condom at last sexual tercourse, because they felt there
was no or small risk of getting HIV (United Nations Children Fund (UNICEF, 1999).
Data form the National HIV/AIDS and reproductive health survey of 2005 showed that
only 54% have heard of cossdoms i rural meas compared to 86% 1 urban arcas. Though
majority of the respondents surveyed felt that condoms were accessible and aflordable,
only a small fraction_22% of all the sexually active respondents were using condom at the
time of the survey<(National HIV/AIDS & reproductive health survey (NHRHS, 2003).
Adolescents who deny their personal risk of contracting HIV/AIDS often iynore L\,l[)S
prcvention messages, dismissing their relevance, and their Lalure 1o take precautions

places them at a higher risk of mnfection (Gardner, Blackburm and Upadhyay. 1999).

I:ven when the risk of infection i1s understood, some young people wnore it Young
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women may mtentionally engage in risky sexual behaviour, especially in cultures where

marriage 1s highly valued and a woman’s status is linked to {inding a husband and having

children. Many young pecople purposely downplay or overlook the risks because they are

afraid to ask about a partner’s sexual history or that a condom be used, for fear it might

cndanger the relationship. Others engage in risky sex for money. which may seem, or

indecd be, a more urgent priority (Gardner, Blackburn and Upadhyay, 1999).

Active Commercial Sex Workers industry (with 34% HIV positive in 1996 and likely
to be significantly higher now) - According to Babatunde Osotimchin, Chairman of
Nigeria's Natuonal Action Committee on AIDS (NACA), sex workers n Nigeria (as
clsewhere) are particularly at risk of HIV (Skogseth, 2006). “Also; Amina Titi Atiku
Abubakar. founder of Women Trafficking and Child Labour. Eradication Foundation
(WOTCLEF) and wife of the Vice President of Nigeria, stated that a majority of returned
trafficking victims are FHIV positive. It was also conceded. however, that the economic
returns to young women form commercial sex weré.so high and the social sanctions so

weak 1t was unlikely that the tide of inflow into commercial sex work could be stemmed.

AIDS or no AIDS (Adey!, Kanki. Odutolu & ldoko, 2005).

Urbanmization distorts and eroded traditional socictal norms, which protect and
value faithfulness. — Residence in urban or rural arcas helps determine people’s
cconomic and social options. oppoOrttmitics, and lmitations and creates the context for
developing the coping mechanisms$ for sexual needs, satisfaction, and consequences.
Urban areas and the network.el? roads that link them throughout Nigeria have produced
arteries of infection that“stind out from the more remote rural arcas of the country
(Caldwell. Caldwell and Qrubuloye, 1990). Lxpansion m the entertamment industry
resulted in the crcation=of drinking bars, brothels and rooming houses in large towns
where rural-urbam=mtgrants, single men, and married men all have access to sex for cash.
In effect, both urban and rural arcas olfer challenges and opportunities for 11V
prevention and management (Adeyi, Kanki, Odutolu & Idoko, 2005). In the p.astthe
universality of marriage and carly uming of marriage served as safety nets reducing the

incidence of premarital sex pronuscuity (I'arooq and Adedokun, 1976). Traditional sexual
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codes are supposc to be strong and strict for the young female, but the lucrative nature of
comimerclal sex work broke down some gender codes of sexual behaviour by granting,

young women the option of exploiting their bodies to greater cconomic effect and

survival (Adeyi, Kanki, Odutolu & Idoko, 2005).

Sexual nctworking practices such as polygamy - The type of marriage may influence
the sexual practices within cach type and thus affect the potential exposure to the risk of
HIV infection within marriage. The link operates through differential age at marriage
bctween monogamous and polygamous women, the length of-postpartum sexual
abstincnce and lactational amenorrhea (Adeyi, Kanki, Odutolu’& Idoko, 2005). Thosc
males 1n this situation sexual nceds are met by sex workers im urban arcas and by a
significant member of divoreed. separated, or widowed women (Caldwell, Oruloye and
Caldwell. 1991). In addition. certain living and cultural arrangements facilitate the sexual
access of young family mcembers to the wives of older relatives or the access of visitors 10
wives, (Adeyi, Kanki, Odutolu & Idoko, 2005). All*thesc devices are likely predictors of
exposure to sexual networks and to HIV infcction.

Gender and Cultural Issues - Discrimination, incqualities, lower educational status.
cconomic dependence on men and the, formidably defended cultural and social norms
make it difficult for discmpowered _wamen to refusc sex or ncgotiatc for safer sex.
Marital rape and domecstic violencein these situations is high. A culturc of silence hides
the numerous cpisodes of scxual abusc and violence against womcen. This lack of
response cxtends from conimwmty level through to law enforcement agents and the
courts. The unwillingness of ecommunity Ileaders, which includes the church and mosque
whose hicrarchies arel ntestly mecn, to specak out against these injustices cnables the
perpctuation of thésgsituation and the 'protection’ of those responsible (Parry, 2003)
Socicty nmplicitly=tand somcetimes explicitly) condones the subordination ol women, thus
limitmg their_options to desperation mcasures such as prostitution and begging as
cconoimic, surwval stratcgics, particularly for singlc women with children to feed, In
many African countries there is belief that sex with a virgin (girl child) will ¢cleanse «n
infected man ol HIV/AIDS. This may have led to a great increase in the mncidence of rape

amongst young children, Many African Independent Churches, Syncretic and traditional
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religions, which command large adherence,. do not have a clear stand on cultural
practices, still widely practiced, that expose pcople to infcclion such as widow

inheritance, sexual cleansing, [emale genital mutilation and polygamy. Many of these

groups lack formal structures and thus arc difficult to involve in sharing of HIV/AIDS

information. Within churches themselves, there are glaring cxamples ol gender

discrimination where women are frequently excluded from decision-making (Parry,

2004).

Low status of women - The gender inequality ts not something unigue-to Nigeria or even
Adrica, but Nigeria sces the problem in a greater than average degiee as evidenced by the
ligurcs of women'’s litcracy. mother and infant mortality, andvpoverty ligures (Quast.
2005). The sexual domain 1s marked by some of the mostadverse incquities between the
sexcs, including unequal sexual negotiating power. So.total is the dominance of men that
women may be considered to have only duties and responsibilitics and no rights (Adcyi.
Kanki, Odutolu & Idoko, 2005). Women in Nigeria arc consicdered to be the poorest of
the poor. “Compared to their male counterpartsy Nigerian women are disadvantaged in
access to justice and political participation, their economic roles and control over
resources, education and access to health care, and ability to protect themselves against
FITV/IAIDS™. The higher cconomic status, self-reliance and sclf-esteem, imbues them
with power to make changes/and choices about their hives. The choices extend to
education, housing health-garc, ~and political participation (Quast, 2005). Although

women's status would undoubtedly rise, for the foresecable future Nigerian women

lacked the opportunities of micn (Nigeria Society, 2003)

Poverty and pooriaccess to education and health care - Nigeria's poor health care
system and poverty is likely to speed up progression from HIV to (ull-blown AIDS
(UNAIDS, 2002). poverty destroys aspiration. Despite repeated promises ol poverty
alleviation over the years; the actual number of people living in poverty i the society

scems to be increasing (Dike. 2003). Certainly, correlation and estimates do not prove
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causation, but the syncrgistic rclationship between AIDS and poverty 1s undeniable,
especially with regards to malnutrition — a key feature of poverty. Biomedical evidence
shows that malnutrition weakens the immune system, which increases the risk of
contracting HIV with each contact, regardless of the number of sexual encounters, and
hastens the progrcssion from HIV to AIDS (Stillwaggon, 2002). Wherc poverty and

acccssibility to food i1s lowest, HIV prevalence 1s greatest. Thus, 1t is no coincidence that

AIDS has spicod ’ - Saharan Africa, where 34% of total population was

malnourished between 1997 and 19°
Amidst the extreme poverty that accompanies HIV-intense regions, a/ sugar daddy”
phenomenon, whereby young girls exchange sexual favors for food, shelter, employment

and school fees, has instcad proven itself as a strategy for premature death rather than

survival (UNICLY, 2003)
2.3 Responsc to HIV/AIDS in Nigeria

Response to HIV/AIDS in Nigena has taken an unsteady form. In 1986, the response was
to deny the fact that this was a significant problém, though, a National Expert Advisory
Committec on AIDS (NEACA) was established in the same year, little else was done.
No concerted attempts were tated to ‘prcvent the sprcad of the cpidemic. Later in
1988. thc advisory board was replaced with the National AIDS and STD Control
programme under the Federal Ministry of Health. Unfortunately this was not well

funded, Consequently the cpidemic smoldered largely unnoticed until 1t reached

significant levels.

The main perception was, that this was a discase of the western world associated with
mcn who had sex withymeat. 1 he first sentinel survey conducted in 1991 showed the HIV
prcvalcence to be [48%. [=ven then because there was very little visible evidence ol AIDS,
the country teok., only a few esscntially cosmetic actions. Public enlightenment
campaigns attémpted to scare people into adopting saler sexual practices but these were
limited and fell on the deat cars of a largely disbelicving public. Untortunately, with
benefit of hidsight, 1t is now realized that this scare mongering led to the high levels ot

stigma and discrimination towards those living with [HIV/AIDS that became so rife
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By 1996 when the prevalence was 4.5%, the health authorities took note of this fact and
catalyzed the creation of states AIDS control programs all health sector driven, but with
very limited public awareness and mobilization campaigns. IFfunds allocated for HIV
interventions were largely insignificant and what little that took place was funded
cssentially through donor assistance. The death of the popular musician, IFcla Anikulapo
Kuti and the public declaration by his family (headed by his clder brother. a former

Minister of IHealth) that he died of complications of AIDS helped shock Nigerians into

accepting that the epidemic was real and very much with us.

Thus, 1 1997 the first HIV/AIDS policy was written and adopted tunder the I'ederal
Ministry of Hecalth. Various programmes were set up to contrel the epidemic. which
largely focused on prevention activities. These included«strategics to increase the
awareness and knowledge of citizens on HIV/AIDS; increasing knowledge of protective
measurcs to take including the use of condoms; and thiewcontrol of sexually transmitted
infections (STI) through various means mcludig the carly detection and correct

management of STI utilizing the syndromic managentent approach.

With further rise in the HIV prevalence in subsequent surveys. it became obvious that
further drastic steps needed to be taken.~When comparcd to many other Sub-Saharan
African countries, 'Nigeria’s cpidemic_was comparatively young but due to her large
population, the burden was already telling. In line with global thinking, it became
apparent that the health sector €ould not fully tackle the many challenges thrown up by
this cpidemic that was threatening to reverse many of the developmental gains in the
developing nations. A multi=scctoral, multi-tier, and mult-disciplinary approach was

needed to maximize resourges avatlable for eftectively combating this thieat (Matem and
IFajemisin, 2003).

Dramatically. thescountry stepped up the response to HIV/AIDS in the vear 2002 with the
national response been characterized by a multi-sectoral approach within an enabling

lHamework and this is rellected in its membership. Currently the membership comprises

of high-level representatives from Ministries, the private sector, aith based community.
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nongovernmental organisations and networks of people living with HIV/AIDS (FMOLI
2003).

Conclusively, Nigeria is moving towards ‘one’ national response with the full and
committed participation of civil society, the public sector, the UN system and the donors
all collaborating and coordinating to harmonize (Ohiri-Aniche and Odukoya, 2004).
[Furthermore, the veil of silence and stigma that has crippled efforts to respond to AIDS 1s

finally lifting in many countries, including Nigeria leaders of governments. businesses

and religious and cultural institutions are increasingly coming forward to take action

against AIDS (UN, 2004).

[lowcver, the main problem is the lack of frastructure andwcoordination to organize a
prevention program in such a big country. As opposed to Sencgal, talking about sex is
still a taboo 1n Nigeria. Sex cducation is not taught in sehools and there are no campaigns
for the use of condoms. Although the availability of information on the AIDS and its
dangers 1s adcquate, Nigeria has a long way to go before eradicating the HIV presence in

the country (Sala@m, 2000).

2.4 HIV/AIDS and Islam

According to Mohammed (2005), many Mushims belief that AIDS epidemic 1s the
consequence of smful behaviour such as drug usc or promiscuity. Though Muslims
appear to believe that “HIV/AIDS 1s the result of disobedience to the laws of God which
provokes his wrath™ (Mohamed; 2005), paradoxically, other ways of contamination are
being recognized timidly, such as blood transfusion, mother to child transmission or other
fuctors of propagatian/Such as carly sexual relationships, polygamy and some Muslim
practiccs. However, pecople who are HIV positive or who have AIDS arc not abandoned
{for the Qu'ran rcearmmecends that help be given to all who are 1n need. whatever the taults
(WCC, 2001).

.

Muslim countries previously considered protected from HIV/AIDS due to rcligious and

cultural norms. are facmng i rapidly rising threat (Hasnam, 2005). Nigeria where 60% of

the population 1s Muslim is one of the five most seriously affected countries in West
Cp ~

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



8 .

/\fl'i& e ']‘] 3 . JC . . ’ ]
a. The Nigerian AIDS situation 1s very worrying. In Nigeria, where 6 to 10 percent

ol adults are infected, half ol the people practice some form of Islam (Sala@m, 2006).
Although the HIV cpidemic in Muslim Alrica should have sounded a wake-up call to
other Islamic communities, few Islamic authorttics north of the Sahara scem to have
heard the alarm (Sala@m, 2006). It has been reported that [slam appreciates the powerful
sexual desires that humans have and encourages that these desires bet fulfilled in
marrtage. lIslam is reported to have always encouraged discussions in matters that will

help protect people’s health and life and provide people with a moral cede for sexual

cnjoyment (World Faiths Development Dialogue (WFDD), 2003).

Although the religion recognizes that pecople ecngage in scxualactivities belore marriage
and that pecople are having extra-marital sex, however since Tslant means the submissions
or surrender of one’s will to Allah. It follov.s that a Muslim should not be involved in any
act that is prohibited by Islam (Mohamed, 2005). Nevettheless. Muslims need to face the
rcality that not all its followers can fully abide with tlic Islamic teachmgs. According to
an mternationally renowned Muslim scholar Dr Abdullah Hakim Quick. Muslims need to
rcalize that HIV/AIDS is not a non-Muslim‘discase as it is increasingly impacting on the

Nuslim Community, (Quick. 2005).

Many Muslims view the AIDS cpidemic through the ‘prison of sin® and as the
consequence of sinful bchaviour, such as “'rug use or promiscuity (Health and Science.
2005). Accordingly to Quiek™~2005), processes of counscling must be tawbah-based
(Secking forgiveness). Inghis, Way, a person who sinned 1s assisted to recognize the sin
abstain from 1t seek forgivencess. and protect litmsell or herself from ever returning to 1t
The door of forgivencss atd mercey 1s open to anyonce and no one has the neht to close 1.
Islam is reported 4o _be a religion that 1s (ull ol compasston. love and mercy (Health and
Scicnce, 2005).“According 10 the Quran, 1t was reported that Prophet Mohammed

. . ) . ’pe | 1 kY& ] )i\ .
reminded MuShutts that = You will not enfer into paradise until you believe, and vou v

not believe until you love one another” <hus, within the sphere ot caring for AIDS

paticnts, Muslims must deal with those who arc ill. While there are physical parameters
~ 9

that need 1o be observed when dealing with those affected by the disease. such as putting
C .

e's hand on their foreheads. asking them how they are™ (Tirmudhi) and ablutions
one's ha ATERY
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thereafter, HIV positive people should not be treated as lepers but should be shown

compassion, love and aftection (Positive Muslims, 2003).

Awareness of the HIV/AIDS epidemic is growing among the Muslim community and
cfforts are being initiated to prevent its spread. According to Eberstadt and Kelly (1995),
Muslim societics need to respond to the still-gathering HIV/AIDS epidemic and harness
their rehigious picty to deal with this epidemic. It has also been reported that Muslims
have assumed, for a long timc, that HIV/AIDS is an issue that would not alfect.them. The
vice chairman of the Supreme council of Kenyan Muslims, said Imams now-talk in the
mosque about AIDS, something they would not have done in the past:."The change 1s
about 100 percent,” he says. This is in recognition ol the profound toll that the epidemic
1s taking on the continent. Some 15 million Africans have alrcady dicd ol AIDS, another

30 mullion are estimatcd to be carrying HIV, and 13 mullion children/have lost at Icast onc

parcent, according to statistics released in Nairobi by the United-Nations Joint Program on

AlIDS and HIV (Crawley. 2003).

The reality of HIV infection is beginning to surtacesmpthc Muslim world. Although the
prcvalence rates ol Muslim infections may sceeny snrall when comparced with the tragedy

that 1s unfolding in southern Africa. they stand inssharp contrast to official estimates that

suggest no disease at all (Eberstadt and Kelley, 2003). Records, according to the

[INAIDS (2005) report places the total HIV population of North Alrica. the Middle East
and Middle Asia at nearly 1 million_pcople. At the end of 2003, UNAIDS estimated that

up to 420,000 people in Mali, 180,000 in Indonesia, 150,000 in Pakistan, and 61.000 in

Iran had HIV/AIDS . Thosc/numbers, however, arc severely understatcd. UNAIDS

figures depend upon survcilfanee data: thus a lack of information can be taken as a lack

ol infection. The Musliiii gominunitics in these countries are carrying out programmes

cmpowerment and
Africa. the Muslim Awarcness Programme (MAP), a faith-based

prevention. In_South
ention strategics based on the moral teachings ol

organisation promotes HIV/AIDS prev
Islam. The activities carried out in this faith-based orgamisation iclude the promotion of
] sexual activity outside marrniage, reframing [rom drug use and

abstinence [rom a
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Instilling faithfulness within marriage. [n: wuk contrast to the prevention strategies of the
South African govemment, primarily centered on the distribution of condoms and the
promotion of *“Safe Sex™ this faith-based organisation (MAP) has adopted the motto,

“Save Sex” (Health and Science, 2005).

Taking their message to people of all faiths, the organisation has adopted several
strategles to combat HIV/AIDS that includes education, training and counseling for those
affected by and infected with HIV/AIDS. Meanwhile, the NGO positive Muslims
respond to stigma and discrimination within the larger South ©Africa community
(UNAIDS/WHO, 2005). In Mali, backed by population Service-International and

USAID, the Malian League of Imams anc lamic Scholars cfeatéd four lessons for the
Imams” Friday prayers. including preventi n guidance and messages of compassion for
people liwng with HIV (UNAIDS/WHO. (05). From studies conducted on HIV/AIDS
in Islamic countries, it has been shown tha awareness programs must be located within
the social and religious centre of each Islamic community, which is the mosque. A
women's group In Toronto during provisional of cotmseling services noted the increase in

HIV infection among married Muslim women,who were in long term relationships

(Health and Science. 2003).

2D HIV/AIDS and Christianity
From the christians™ point of view, the real cause of the rampart spread of the illness is

the non-respect of God’s law. which is expressed by fornication. infidelity. loose living

and the sex trade (iealth” and Science, )5). Contrary to the Muslim opinion. the

Churches do not consider ATDS as a punis .cnt of God, though, the primarily sexually

acquired immunodeﬁcienC)' AIDS has t n used by Christian churches that those
suffering from AIDS are penalized for t. -ir immoral behavior. However. it is also
believed that the God of Bible is a merci. 1l God who does not seek the death ol the
sinner but rather that he should repent. Ne: ertheless. that does not exclude the fact that

God pave free cholce to men and woimen wiio thus alone remain responsible for thenr acts
od g

and their consequences (WCC. 200 ).
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Up ull now, Churches in Nigecria have not developed any theological and cthical
approach as basis for their actions. Most of them react to the ecmergency situation by
using any kind of the available methods and resource (WCC, 2001). An example of this
is that of a YMCA (Nigeria) clder, who initially did not sce recason for any policy on
HIV/AIDS unul data on adolescent sexual behaviour reproductive health practices were
shown and given to them. According to the results of a YMCA Nigeria participatory
census conducted 1n 2003, of the 1254 adolescents that participated (age distribution of
10 to 26 years) in Nigeria, about seventy-five percent (943) had had sex beforc. One

third of them received payment for the sex they had while only one-third reportedly used

condom.

Among the most common problems of y-uth reported arc lack of health information,
prostitution and infection. When asked about the source of information about AIDS, none
mentioned their Church/Mosque but mainly from media, health workers and peers and

only 8.6% said they were at risk of getting HHIV/AIDSF(YMCA, 2003).

The challenge of the HIV and AIDS pandemic/Aouches the church given the heart of its
faith and n the body of the community. It 1s alse a challenge to the churches beliefs and
what the congregation understand themsely¥es to be. The churches are in a powertul
position because of their extensive networks and influence at all levels of socicety
(Machel, 2001). The churches are responding quickly to the [TV crisis. using extensive

and well-cstablished nctworks. preyviding care to the sick on a vast scale. although. they

have become less involved infprevention work (Machel, 2001).

Although talking about{sex 1S regarded i many church settings as a sin. yet it 1s critical
that the churches engage young people on issues ol sex and HIV. and support others in
their efforts to do“so ™t has been reported that the churches have been concerned that

sexual health and™SHIV cducation may lead to promiscuily amongst young people

(UNAIDS, 1997). However. according to cvidence-based data available »xamining the

cevidence of links betwcecen sexual health and HIV education and promuscuity i the

majority of countries’ it has been reported that, the majority of young people are sexually
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active from a very youx;lg age and therefore  risk of being infected with HIV and that
good quality sexual health and HIV education will not increase promiscuity. On the
contrary, it will promote safer behaviour, and reduce HIV, other STIs and teenage

pregnancy. (Grunseit, Kippax, Aggleton, Naldo and Slutkin, 2003 & UNAIDS/97).

A study conducted by UNAIDS (1997), concluded that good quality sexual health and
HIV education reduces levels of pregnancy and STlIs, including HIV and reduces stigma
and discrimination against people living with HIV and AIDS. In addition, condoms, used
correctly and consistently, are effective in preventing HIV infection among young people
who are sexually active and that there is, as yet, insufficient evidence to.conclude that

abstinence-only programmes are beneficial ir 'elaying sexual debut at-this critical time

when the HIV epidemic 1s affecting young pec. - = so severely (Garvey, 2003).

In all countries affected by HIV/AIDS, the ~ommunity “is Key in providing care and
support. In Africa in particular, the church is . ¢ntral to the community and the voices of
church leaders are greatly respected. This suggests that.churches are of major importance
in a number of ways: they provide health care, care for orphans, and offer spiritual

support; and they are well placed to encouragé.changes in people’s behaviour. which can

prevent the virus from spreading. In thisregards, Christians, who are part of the
worldwide body of Christ, are being requested to support those communities that arc

infected and affected by H1V/AIDS both at home and overseas by:

» raising awareness of HIV/AIDS{@mong all the people it works with, whether supporters

or partner organisations. and “equipping t--m to address thce problem openly and

sensitively
» strengthening — through'its'partners—comrau: /-based prevention, care and support

» taking HIV/AIDS seriqusly in every aspect ¢ s work

» lobbying and campajgning for national anc international responses that complement

community-bascd.etforts
» supporting churches and church-based org:nisations in what they do with respect 1o

HIV/AIDS (Machel, 2001).
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The World Council of Churches, a Protestant umbrella group, launched what it calls the

Ecumenical HIV/AIDS Initjative In Africa in 2002, a program to help churches
Implement an action plan for responding to the disease. "There has been a significant
move In the past year or two among religious leaders to take on their responsibility to

break the stigma,” (Crawley, 2003).

Many African churches are also beginning to intensify their battle against AIDS. In year
2003, the All African Council of Churches (AACC) called on all of its church-related
partners to actively participate in building aw :ness about HIV/AIDS and helping those

who are HIV-positive. The AACC called member churches to, create networks.
develop behavior-change (prevention) groups  .nd especially care‘for women and young
people. The AACC i1s promoting a holistic ap .roach as the most effective one, involving

both prevention and care (Family Health Inte.national (FHI), 2005).

It 1s 1n the prevention of AIDS that almost all Churches are involved. Many men and
women run the risk of being infected due to a lack of information on the mode of HIV
transmﬁssion. Thus, lectures and discussions have'been organised by Churches in most
parishes. Moreover, in most churches chastity, abstinence and mutual fidelity for couples
are the unquestionable route to prevention. This prevention consists therefore of each
church or ecumenical institution carrying/c. according to its means and in its own

context, the following activities: information .1 awareness-building sessions; training of

trainers, support for those requesting meeting photo exhibitions, design and distribution

of educational posters and éneouragement < serological testing before marriage (FHI.

2005).

Different denominatiens of churches have different views to prevention and management

of HIV/AIDS. <l he
the condom bécause they cla:

protect the faithful from HIV. In Senega . |
the Protestant Church, is the regular supphier ot birth control devices
Y

Methodists, Baptists, Lutherans, Anglicans and Presbyterians accept
' m to be realistic and in favour of any means which wwill

|, for example, the Protestant Aid Association, a

structure created b
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to various health centres and posts. On the other hand, the Catholics, Izvangelicals and
Adventists arc against this move in the name of religious morality. IFor them, promotion

ol the condom is an anti-religious act and an invitation to pre-marital scx among young

people and to ifidelity in the case of married couples (Green, 2003).

In Luzira, Uganda, a project was organized through churches to cducate the community
and offer counseling at the grass roots level. The project workers were two Reverends.
[our lay health advisors (LIIAs), two community workers, and two visiting counselors.
These workers provided counseling, sex education, moral rehabilitation, and condom
distribution to the community. This was a huge feat because the. idea of condom
distribution in churches as discusscd carlier 1s an extremely controversial issue. There are
also many myths that condoms are cvil. do not work properly. ar 1s a part of conspiracy

[rom the West to kill Atricans (NMcGeary. 2000).

)

Rather, many churches. belicve that the prevention messagesshould give abstinence and
marital fidelity all their intrinsic value. However. th¢ use ‘of thc condom is tolerated
within a couple where there 1s an acknowledged riskrol contamination of onc spouse
(WCC, 2001). [t should be pointed out that 1t all“Cliurches acknowledge (the sexual mode
as the principal mode of transmission. scxuality ‘must be at the centre of prevention
measures. [However, Church leaders are not prepared to tackle the problem as neither

catechism nor training programmes for pastors have taken into account the sexuality

dimenston. (WCC, 1997).

Until recently. most churches Fave been in denial about the AIDS problem in Africa.

Discussion of sexuality in.Adiica carries a heavy taboo. and because the most commeon

mode of HIV transmission is' through sexual intercourse. many farth-based nstitutions
(&

remain stuck on isstes Of stigma and judging others. Many churches are further

constrained by a “lack of programmatic  experience. administrative  capacity, and
e starting to rcalize the necessity ol approaching the

accountability. ‘Mowever, many dr

subject.
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to various health
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pcople and to infidelity in the case of married couples (Green, 2003).

In Luzira, Uganda, a projcct was organized through churches to educale the community
and offer counscling at the grass roots level. The project workers were‘two.Reverends,
four lay health advisors (LI11As), two community workers. and two wvisiting counsclors.
These workers provided counscling, sex education, moral rchabilitation, and condom
distribution to the community. This was a huge fcat becausc the i1dca of condom
distribution in churches as discussed carlier is an extremely controversial issuc. There are

also many myths that condoms are cvil, do not work properly, or is a part of conspiracy

from the West to kill Africans (McGeary. 2000).

)

Rather, many churches, believe that the preventionamessages should give abstinence and
marital fidelity all their mtrinsic value. Howeyersthe use of the condom is tolerated
within a couple whcre there is an acknowledged, risk of contamination of one spouse
(WCC, 2001). It should be pomnted out that Mall Churches acknowledye the sexual mode
as the principal mode of transmission. ‘'sexuality must be at the centre of prevention
measures. However, Church lcaders_are not prepared to tackle the problem as neither

catechisim nor training progranumes, for pastors have taken mto account the sexuality

dimension. (WCC, 1997).

Until recently. most churghes have heen 1n dental about the AIDS problem i Africa

Discussion ol sexuali{y=tsAliica carrics & heavy laboo. and because the most common
Y c

mode of HIV transmission is through sexual intercourse. many faith-based institutions

remain stuck own issucs of stygmal and judging others. Many churches are Jurther
n s

constrained by aq lack of pyogrammatic cxpcriencc. admmustrative capacity, and
r :

3T . starting to realize the necessity ol approaching the
accountability. However, mally are £

subject.
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The Young Men’s Christian Associations (3 1CAs) are in the forefront of actions to
reduce the spread of AIDS. With the exception of Benin Republic, where the movement
IS Just starting, they are wel] mobilized in Ghana, Liberia, Nigeria, Senegal and Togo,
being particularly involved especially in the promotion of the reproductive health of

adolescents with special emphasis on AIDS.

2.6 Faith-based Organisations (FBOs) involvement in HIV/AIDS

In the era of HIV/AIDS, FBOs have been the recipients of many aecusations: of being a
‘sleeping giant’; of promoting stigmatizing and discriminating attjitudes based on fear and
prejudice; of pronouncing harsh moral judgements on thosevinfected; of obstructing the

efforts of the sccular world in the area of prevention: and of'weducing the issucs of AIDS

to simplistic moral pronouncements. that have ot made-&Churches or Mosques places of

refuge and solace, but places of exclusion to | thdse “out there”™ who are but ‘suffering

the consequences of their own moral debauct y'andssin.” While we do not deny that, in
too many instances, these accusations have tra.ically and regrettably been justified. it has
not been always and everywhere (Parry, 200-+). Whilst the moral debate — particularly

around the condom issue — has raged.an, mary circles, stalemating action and in many

eyes discrediting the FBOs® commutmieni to tackling AIDS and saving lives.

congregations and parishes have~themselves been in the forefront of care and support
right across Africa. A great number of these :nit:atives did not wait for funding in order

to begin, they just respondéds Their courage and determination in the face of so many

obstacles is a humbling ¢hallenge and is a reflection of deep compassion in a real world

of suffering (USAID, €000).

' > and socie! . most parts ol Alrica hecause of the
FBOs are an integral part of life and

involvement with the people at every aspect:

offer. They have the widest network coverage ill
astructure, extercing from the international community, to
?

their lives and for the maany services they

the continent, the largest constituency of

people, and an enviable infr

the most marginalized (Parry, 2004). FBOs .
ding both intentionutly and unintentionally (FHI, 2003)

.rape values and attitudes about family litc

and sexual self-understan
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chu et ‘ it
The churches and mosques have strengths, credibility, and are grounded in comimunities.

This offers them the opportunity to make a real difference in combating HIV/AIDS. At

the same ume, Increasing resources are Leing devoted to supporting [Faith-Based

Organisations in global campaigns like the Global Fund for AIDS, Tuberculosis and

Malaria, and the U.S. Presidential Initiative on HIV/AIDS. Yet, remarkably little
guldance 1s available for policy makers on exactly what the strengths of Faith-Based

Organisations are. FBOs are involved in significant and positive activities in AIDS
prevention, care and support at the community, state and national levels. The most
common Include: 1) awareness/education; 2) Home care; 3) Counseling and supporting
testing; 4) Food and material support and 5) upport for orphans however, awarcness on

preventﬁon often did not translate into behavic: hange (Liebowitz, 2004).

)
9

Although many Muslim leaders have done lit' ¢ to control"HIV/AIDS other than deport
the foreigners that they blame for the diseas a handful of leaders have acknowledged
the epidemic and are working diligently to i~ 1 ways to control infections (Eberstadt and
Kelly, 2005). In Tanzania, where HIV/AIDS“as/the number one killer discase between
ages 15 and 49, the religious leaders said/they could not campaign for the use of condoms
as a means of curbing HIV/AIDS as this'tuns counter to their doctrines, but agreed that it
1s the responsibility of the government t6 do so. They also agreed to collaborate with the
government in educating their followers about avoiding extra-marital sexual relations.

The leaders also emphasized the importance of HIV/AIDS education for children through

Sunday schools, and quranie“schools, as well  regular religious classes given to primary
school children. They calléd on the governm¢ to give more support for promoting ways
to prevent the disease, -=jncluding abstinence -uthfulness between partners and condoms

-- and to commit rhore tesources for HIV/AIL - prevenuon and care and for mitigating 11s

impact (United Nations Development Prograi .nc, 2002).

According 1 study conducted by WCC .o 2001, it was reported that all religious
ccording to a

,

| | aware that AIDS remains a major
leaders interviewe

health and societal problem

They also scemed to be familiar with the means of transmission

havoc which it wreaks.
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Organisations in global campaigns like the Global Fund for AIDS, Tuberculosis and
Malaria, and the U.S. Presidential [nitiative on HIV/AIDS. Yet, remarkably little
guldance 1s available for policy makers on exactly what the strengths of Faith-Based
Organisations are. FBOs are Involved in significant and positive activities in AIDS
prevention, care and support at the community, statc and national levels. The most
common include: 1) awareness/education; 2} Home care; 3) Counseling and supporting
testing; 4) Food and material support and 3) .. yport for orphans however, awareness on
prevention often did not translate into behavic: « hange (Liebowitz, 2004).

Although many Muslim leaders have done lit ¢ to control"HIV/AIDS other than deport
the foreigners that they blame for the diseas a handful of leaders have acknowledged
the epidemic and are working diligently to fi- { ways to control infections (Eberstadt and

Kelly, 2005). In Tanzania, where HIV/AIDS “is/the number one Killer disease between

ages 15 and 49, the religious leaders said/tthey could not campaign for the use of condoms

as a means of curbing HIV/AIDS as this'runs counter to their doctrines, but agreed that 1t

is the responsibility of the government t6 do so. They also agreed to collaborate with the

government in educating their followers about avoiding extra-marital sexual relations.

The leaders also emphasized the importance of HIV/AIDS education for children through

Sunday schools, and quranic’scliools, as well  regular religious classes given to primary

school children. They called on the governni

to prevent the disease\-- ufcluding abstinence .uthfulness between partners and condoms

to give more support {or promoting ways

AIL . prevention and carc and for mitigating 1s

¢, 2002).

-- and to commitJriere resources for HIV/

impact (United Nations Development Progras i

According to a study conducted by WCC .2 2001, 1t was reported that all religious

' ‘ oo and Mushims were aware that AIDS remains a major
leaders interviewed., both Christian

health and socjetal problem bec
They also seemed to be tamiliar with the means of transnussi

qusce Of 1LS lighling pl‘ogreSs and Lhe SOCIO-CCOnNoOmic

havoc which it wreaks.
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and were aware that AIDS is transmitted by a virus called HIV (WCC, 2001). Morcover,
the viral etiology of HIV infection is the only one accepted and recognized by the
Churches.  In addition, they recognized particularly poverty, which gencrally leads to

rural exodus, migration and prostitution, 10 which are added ignorance, denial of the

LIness, the harmful effects of the media, beliefs and certain cultural practices. Although,
Nigeria scems to be better off than that of other neighbouring countrics. the.country is a
vicim of unequal distribution of the country's resources, which 1s a_ distinctive

characteristic, contributing to the sprcad of HIV/IAIDS (WCC. 2001).

On 16 April, 2002, leaders of the Christian Association of Nigeria,. The Supreme Council
for Islamic Affairs of Nigeria and the Christian Health Assoeidtion of Nigeria werce
convencd by The Balm In Gilcad and began a discussionzonhow the [aith community
could begin to respond to the challenges of the HIV/AIDS pandemic in the country. The
meceting was held at the Shchu Musa Yara’Adua“Centre in Abuja. At this historic
gathcring of Muslim and Christian leaders to addrcss HIV/AIDS issues. Dr. Lateef
Adegbite, Secrctary General of the Supreme Council for Islamic Affairs, and Archbishop
John Onaiyekan, President of the Catholi¢’ Bishops Conterence of Nigeria. endorsed a
partnership with The Balm i Gilead A#6~drght HIV/AIDS in Nigeria. A unanimous
decision was reached by the leadership™o establish a joint council of Christians and

Muslims to be the leading partnerswithvlhe Balm in Gilead to address HTV/AIDS issues

in the country. The Inter-faith HEV/ATDS Council of Nigeria was concerved and endorsed

by the highest levels of both thc Christian and Muslim political structures to address the

challenges of HIV/AIDS, thfoughout the Christian and Muslim communitics across the

country with a Dcclaration” of Unity from the Christian and Muslim communitics 1o

address the problems associated with HIV/AIDS. (Nwashili. 2004)

The Ipterfaith TREVZATIDS Council of Nigeria 1s committed to building the capacity of the
faith community in Nigcra and to faciltating the establishment of a systematic
L 4

HIV/AIDS service delivery mechanism througho
Counctl 1s also providing waming and coordination

ut the country, wilnch will operate via

local churches and mosques. The

1ssistance to churches and mosques to provide [HIV/AIDS
¢

advocacy and technical
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education intervention that prevent mother-to- :ild-transmission, voluntary counselling
and testing programines, care and support for neople living with HIV/AIDS and their

family members, including orphans affected by HIV/AIDS in both urban and rural

communities.

The Organisational objectives of the Council are to

® bring the two major religious groups (Christians and Muslims) togéther to present

a common front in the fight against HIV/AIDS

® establish and maintain the pre-eminence of quality capacity. building among the
faith groups in addressing the problem of HIV/AIDS .

® advocate for the rights of people living with and those affected by HIV/AIDS In
Nigeria and

e collaborate with governments and N’ Os 1n thé™prevention and control of

HIV/AIDS and in giving care and s ;port.to people living with HIV/AIDS.
(Nwashili, 2004).

In summation, Faith-Based Organisations’ /activities in home-based care, education and
L

awareness raising, and nutritional suppertswe.¢ particularly valued in the communities

where they worked. In addition, some ‘EBOs ecncouraged faithfulness, abstinence and

condom use as strategies for ;HFV, prevention. Although there was substantial
disagreement about the effectiveness of abstinence and condom use as prevention
strategies, all were seen as useful prevention strategies by particular FBOs or groups
within FBOs. Where FBOS_were able to generate a feeling or community ownership. as

iIn home care, or targetstheir programming . relevant groups. their programs proved

particularly successful.

However. Faith-Based Organisations have lim itions of capacity, resources. and skills
These limitations make them ill suited for cert in kinds of HIV/AIDS programming In

some cases. Faith-Based Organisations Were able to overcome these limuations by

building collaborative relationships with NGO.. government and other FBQOs. Those that

did so were often able to carry out more creatv: and broader progranis. At the same time,
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and exclusivencss.

[V/IAIDS

FBOs also have constraints based on their belief system. leadership.
Realizing these constraints can provide those involved in FBOs activities in H

work a more useful framework lor building effective intervention.

2.7  Scxual behaviour and practices of Muslims and Christians

acknowledged-that this

e find

Though Islam only approves sex between married couple. 1t 1S
view is not held by everyone. Muslims living in the western countrics and clsewlier

that society around them accepts short-term sexual relationships and sex between people

of the same sex. This may put them at risk of acquiring sexually transmitted infections,

and HIV (World Faiths Development Dialogue (WIFDD), 2003). Itisassumed that HIV 1s

mainly transmitted through unprotected sex with an infected person and Islam preaches

(he most important means of protection: abstinence from sexwand to remain laithful 1o

one's partner in marriage, and not to have any sex hetore-or outside such a relationship.

Besides, staying away from scx altogether or faithfulness in a rclationship, using

condoms is regarded as onc of the ways 1o ceduce-the risk of HIV and other sexually

(ransmitted infections.

However, onc does not always tnow the fullhistory of sexual activity of one s partner mn

that aleohol andssex outside marriage are prohibited m |slam

marriage. ‘“all of us know
these things, and all ot us Know our

and all of us know of some Muslimsavho engage in

own lives and history bettcr (had outsiders™. This ts why it 1s important (or all individuals

1o also go for HIV tests belore engdging in marital sex (WEFIDID, 2003)

cdhitdso! the world s population is Christian. In sub-Saharan Alvica,

I is estimated that on
‘lristian community. All available data shows

ulation belongs 10 the C

over half thc pop
that many have SCX from a very carly age. Yet, as the

that young people-liave Scx and .
000 young people are infected cach day (WCC, 2001)

11V pandemig spreads. a further 0 |
sle. sexually active [ront a very young, age.

The reality is that large numbers of young Peo;

exual health and
.nd are thercfore becoming infecied and dymg.

: d (e S 1V education, do not have knowledge or
arc not receiving adequdit

skills 1o protect hemselves lrom HIV,

_» that the difficulties they have experienced n dealing with
12C ’

The churches now recogh
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issues of sex and sexuality have weakened the’ response in relation to prevention of HIV
(WCC, 2001). It is reported that silence, .contradictory and punitive messages. Of

messages that undermine those of HIV professionals contribute to confusion, stigma and
discrimination. A WCC report summarizes it thus: *We confess our silence’. We confess
that sometimes our woréis and deeds have been harmful and have denied the dignity of
each person’ (World Council of Churches, 2001). Since 1t is easier to influence young
people’s behaviour before behaviour patterns are established. Sexual health and HIV

education need to be taught before young people become sexually active that is, beforc

their early teens.

Churches are rooted in communities, and are well placed to werk” with and support and

lobby traditional, local and national leadership = preventing-HIV among young pecople. .

This 1s because churches have well-establishc networks through which people can be

reached and these networks become even r ore 4mportant in countries where high

proportions of young people do not go to scho
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2.8  Conceptual Framew ork

The Precede Model

PRECEDE (Predisposing, Reinforcing and Enabling Causes in Lducational Diagnosis
and [valuation) model is a standard scientific approach to planning programmes in health
education. This planning and diagnostic framework was presented by Green, Kreuter.
Deads, Patridge in 1980. It is made up of a series of sequential steps for diagnosing the
causes of a problem and consequently selecting the most appropriate health intervention
for solving the identified problem. It involves identifying behavioural and non-
behavioural causes of a problem, with much emphasis laid on _the behavioural aspect in

the model.  With these diagnoses, appropriate ntervention(s) can be planned for any

recognized crisis.

T'he PRECEDE model is presented in a framework enconipassing six phases:

Phascs Onc - Two - [:pidemiological and.Social diagnosis
Phase Three - Behavioural diagnosis:
Phases Four - Five - -ducational diagnosis

Phase Six - Administrative diagnosis
The epidemiological and social diagnosis (Phases | and 2), present the ellTect of both
health and non-health problems,0n the quality of lifc; but emphasis 1s on health problems
which are identified througlyvarieus sources such as review of literature or documents,
surveys and INtervicws. Theepidemiological diagnosis deals with the incidence.
prevalence and distribution of the health or social problems while the social diagnosis

aspect focuses on soclal problems that have negative mpacts on health. In this study

these epidemiologieal*diagnosis include incidence of HIV/AIDS including other sexually
transmitted infections (STIs). Sexual risk behaviour [ike unprotected sex. sharing of sharp
riners. While the social diagnosis includes inadequate

instruments, multiple sexual pa
rogramnics oil FHTVIALDS. levels ol education and I'Cllgmub

awarcness and cducative p

affihiation.
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The third phase (Phase 3) - the behavioural diagnosis, recognizes that the identified
health problems are intfluenced by both behavioural and non-behavioural causes. The

model focuses more on health related behaviour. In this study, health behaviour on which

a health education intervention is necessary in order to bring out a positive effect on the

quality of life include sharing of sharp objects, having multiple sexual partners. pre and

extra marital sex, and non use of condom.
Phases 4-5 present the educational diagnosis, which includes the behavioural antecedents
of the PRECEDE model. It recognizes three components of antecedent factors that have

an influence on health related behaviour. These include the predisposing, cnabling and

reinforcing factors.

The administrative diagnosis phase (phase 6) is a stage during-which the health cducation

|

intervention or strategy tthat would influence behaviouriisridentified. The intcrvention is
directed at the most important factor identified in the educational diagnosis (predisposing,
enabling, reinforcing factors) that can bring out a po#itive change in behaviour giving the

attention to detail available resources. An ¢xample of such strategy is training. The

antecedents are described as follows:

Predisposing factors

| . . | 1 | "
These include 1ssues with whigh ndividuals come 1nto a situation such as heal
e

ttitudes and values, health belicis, norms and percepuions. In this study,

knowledge, a b
faitfh)based organis :tion members on HIV/AIDS. va

lue they
these are the awareness of

1 0 _y
s g with HIV/AIDS.

of HIV/AIDS and attitudes towards people liv

f ' N e
Sragiv PRI _ational processes and these clude skills

fiable through edu

DY Faith—based orga
education: programmes, time, imformation. ¢ducation

Enabling facte nisations to act, perform or function in

and other resources requlred

of health

tuat] availability |
the situation (  and suppet from the government and)

icat] - al
and communication (JEC) mater’
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Reinforcing Factors

Reinforcing factors determinc whether a behaviour that is motivated and enabled will
persist once 1t has been tried. In this study the reinforcing factors include willingness and
disposition of the religious leaders to carry oﬁl HIV/AIDS educational programmes and
knowledge of religious leaders and key members within the faith based organizations on
HIV/AIDS. Other reinforcing factors include confidential and non-judgimental

cducational programmes by religious leaders and health care¢ providers.
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* Level of education of religious leader Rl IRVLEES
* Age of religious leader -

* Confidential and non judgmental educational
rogrammes by religious lcaders and health care }
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CHAPTER THREE

METHODOLOGY

3.1 Rescarch Design
This study 1s a cross-sectional survey of Muslims and Christian's congregation n Qyo
State, Nigeria 1n relation to their awareness, knowledge and pcerceived seriousness of

HIV/AIDS, sexual practices and preferred HIV/AIDS educators.

3.2  Description of the Study Arca

Oyo State i1s an inland state in south-western Nigeria, with its“capital at Ibadan. It is
bounded in the south by Ogun State and in the north by Kwara State, 1in the west is
bounded partly by Ogun State and partly by the Republictef Benin while in the east i1t is
bounded by Osun State. Ibadan has been functioning as ‘enc of the major admunistrative,
commercial and educational centres 1n Nigeria for decades. It is also reputed for being
the largest indigenous city in sub-Sahara Africa. . The state occupices a total of 28 454 km*
(Oyo state ministry of information, youth sports and culture (OSMOIYSC, 2002) with a
projected population of 6,617.720 for 2004 bascd on 1991 census of 3.488.789 (National

Population Commission. 2004). The /State 1s made up of Thirty-three (33) Local

Government Arcas. Politically the(State 1s also divided mnto three senatorial districts

namely. Oyo North, Oyo Central and Oyo South.

The topography of the State,fanges between 125m above sca level in the Southern part
and 375m in the North. AT State has the tropical deciduous rain forest in the South and
the savannah vegetation™uf the northern nart (OSMOIYSC, 1999). Two scasons are
experienced in the. State and thesc are the Raining season, which starts in April and ends
in October and«he Dry scason. which covers the remaimning months of the year. The

mean annual raindall 1s between 1.250mm 1n the northern arca and 1.750mm in the

southern part.
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History

[t was formed in 1976 from the former Western State, and originally included Osun State,

which was split off in 1991 Oyo State is homogenous, mainly inhabited by the Yoruba
ethnic group who are primarily agrarian but ha ¢ a predilection for living in high density
urban centers. The indigenes mainly comprises the Oyos, the Ibadans and the Ibarapas,
all belonging to the Yoruba family and speakiny the same Yoruba language. Other people
from within and outside the country trade and scttle in the state mostly in the urban areas.
The capital, Ibadan is reputed to be the largest indigenous city in Africa, south of the
Sahara. Ibadan had been the centre of administration of the old Wester Region, Nigeria
since the days of the British colonial rule. Other notable cities and towns in Oyo State

include Oyo, Ogbomoso, Iseyin, Okeho, Saki, Eruwa, Lanlate, and Igbo Ora. The climate
in the state favours the cultivation of crops like maize, yam, cassava, millet, rice.
plantain, cacao tree, palm tree and cashew. There areca.number of government farm
settlements 1n Ipapo, Ilora, Eruwa, Ogbomosho, Iresaadu; Ijaiye, Akufo and Lalupon.

There 1s abundance of clay, kaolin and aquam-~rine:~There are also vast cattle ranches at

L

Saki, Fasola, Moniya and Ibadan (Wikipedia, Z {15

Landmarks
The first university to be set up in Nigeria was the University of [badan (cstablished as a
college of the University of London.when 1t was founded 1n 1948, and later converted

into an autonomous university in1962). It has the distinction of being one of the premier
educational institutions in West Adrica. Th: other Universities in the state arce; [.ead City
University, Ibadan, Ajayi Crowther University, Oyo and the Ladoke Akmtola University

of Technology, Ogbomdsg. Fhe Polytechnic. [badan is one of the best polytechnics in

Nigeria, and there argalso, 324 secondary schools as well as 1,576 public primary schools

in the state. Other_notéworthy institutions in the city include the University College

HOspita]' the Jfirsth teaching hospital in Nigeria and the internationally acclaimed

Intemational Institute of Tropicai Agricultur,
; J

Oyo State is Cocoa House, the first skyscrap

NTA Ibadan, the first television station 1 /
Other major tourist aiactions located in the state include: Agods

‘ITTA). Another prominent landmark in
oullt 1In Africa. The state is also home to

ca and Liberty Stadium. lbadan the first

stadium built in Africa.
Botanical Garden, Ado-Awaye Suspended lale, Mapo Hall, University of Ibadan
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Ethnic Composition, Language, Culture, Arts. Occupation and Religion

Oyo State is broadly occupied by Yoruba speaking people. Within this broad grouping
arc lour roughly defined subgroups with distinct Yoruba dialects, namely, the pure Oyo.
Ibadan, Ibarapa and Okeogun. The main ethnic minorities in the State include the

nomadic Fulanis, Ibos, Hausa and migrants farm labourers from other States

Out of the four dialect defined subgroups, it is the Ibarapa and OkeOgun areas-that have
retained stronger cultural homogencity followed by the purc Oyo (arcasof Oyo and
Ogbomoso). lbadan is a product of a cultural mix of the Oyo, Ife and=lebu dialectal

developments through its historic antecedents.

Apart from its administrative functions. Oyo also served as a ecntre’ol trade in agriculture
and cralts manufacturing. Other factors of traditional urbanization in Yoruba land
generally and in Oyo State in particular. include the farming practices along with the
trading and craft specializations, which formed thewbasis for the establishment of

monetary transactions long before contact with the-outside world.

Three main features of development programmecs have aided rural development in the

state since its crcation in 1976. These incltide the rural clectrification. water projects and

construction of rural roads. These three clemcnts not only opencd up the rural arcas to

further development investments, particularly of cottage industries, they have helped in

reducing the tempo of rural-urbarsdrift within the state and aided the uniform distribution

and stabilization of population dénsity in the state.

The major source of incog lor a great number of people living in the state is Agriculture

with few small and medium scale entreprencurs.. About 63% of the people hive i the

rural areas while 35%ndside in urban settlements (OSMOIYSCLT999). There are about

20 and 10 types of churches and Mosqucs respectively m Oyo State. Out of which 11

Church (Christian Association of Nigeria, 2004) and 7 Mosque denominations/sects are

registered or structured The common day of worship among the Churches is Sunday

while that of the Muslims 1s I'riday.
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Most of the faith-based organisations (Christi ity and Islam) have their headquarters in

the capital of the state, Ibadan, with the targei population scattered throughout the state.
Individuals who attend religious services freguently and who value religion in their lives
are believed to receive more frequent religious messages against immoralities and
probably more likely than others to develo: sexual attitudes and behaviour that are
consistent with their religious doctrines. Premarital and extramarital sexual .activities are
strongly preached against in Christianity and Islam that is. abstinence and fartlifulness to
the unmarried and the married respectively. But when unmarried and\, thé married do
otherwise, they are referred to as fornicators and adulterers respectively. The punishment
for these offenders also known, as “sinners” 1s to confess.théir sins and ask for
forgive'ness from the almighty God according to what 1s written in.the holy books. Bible
(Christians) and Quran (Muslims). In reality, tor onc¢ to commit fornication or adultery.
sex must have taken place between opposite .¢x, but ‘Sex’.is seen as a foul word to be
used 1n “holy places™ like church or mo: . Therefore, preaching or teaching on

HIV/AIDS faces an obstacle in these organi® .lons Since sex 1S seen as a major channel

through which the AIDS virus is spread.

3.3 Description of Target Population

The targeted populations are the congregaucn of registered and structured Churches and
Mosques in Oyo State, Nigeria. The-congregations, otherwise known as members are the

individuals that attend worships irntheir various Churches and Mosques and are also

affiliated to these faith-baseédsOrganisations (Churches and Mosques) i Oya State,

Nigeria.

3.4 Inclusion Criteria
Eligible respondents “were those who were active members in the church/mosque and

N0l ' ’ sqQuu at least six mo S pPrio * D¢ )
have been worshippifig in the church/mosque o7 at least six months prior to the period ol

™3
il .

the survey. Their ages ranged from 15 1o 70

3.5 Sampling Procedure

A multi-stage sampling technique (four-level) was used to select the study population. In

the first stage, the names Of structured and registered Churches and Mosques 1 Ovo

State (appendix 1) obtained from the Christian Association ot Nigeria (CAN). the

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



39

Ja’amat Nasirul Islamiyat (INI) and the Muslim Association ol Nigeria (MAN)

respectively were grouped within the major three (3) zones in Oyo State. These zones arc

12 [badan/lbarapa
L% Oyo/Oke-Ogun
3. Ogboimoso

Second. the churches and mosques were stratified mto different denominadtional groups
(Ihirtcen (13) denominations of churches and scven (7) sects of Mushimis=tmosqucs)).
Third. 50% of each denomination/sect of churches and mosques in thesetiree zones were
randomly selected based on weighted ratio of 5:2:1 (Ibadan/IbarapadAs). Ove/Oke-Ogun
(2) and Ogbomoso (1)). Fmally. five hundred members ftom .¢ach religion were
purposivcly sclected from Churches and Mosques giving a tetal of 1000. Sec table 1a

below for details.

Table |b: Number of sclected Christians and Mashms according to zones
Number  of ~ Zones |
Respondents | Ibadan/Ibarapa ' Oy o/Oke-ogun ~Ogbomoso ol |
Christians 378 ] 78 44 300
%Muslims 406 78 16 500
{Tolai | 784 16 60 [ 1o00
w— L 1 |

Respondents (members) were ragdomly e iministered questionnaire to. This is to give
equal chance of sclected people™in cach reporting domain (Churches and Mosques),

Members who volunteered. amd” made themselves available were interviewed after

worship/services in Churehés and Mosques. The various denomimations selected and the

number of respondentg=malyvicwed n cach denoniination s shown in Appendiy |

3.6 Sample Size

Data on the exact population of Christians and Muslhim ts dearth, and this 1s evident 1n the

exclusion of religious data from the 2006°census conducted. [However. 4 otal of 1000

respondents were interviewed [rom Churches and Mosques in Oyo State to make a well

- Tl G hnstians and 500 11
iepresented sample. This comprised of 500 ¢ hristias 500 Muslims

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



39°

Ja’amat Nasirul Islamiyat (JNI) and the Muslim Association of Nigeria (MAN)

respectively were grouped within the major three (3) zones in Oyo State. These zones arc

| . [Ibadan/Ibarapa
9.3 Oyo/Oke-Ogun
3. Ogbomoso

Second, the churches and mosques were stratified into different denominational groups
(thirteen (13) denomiinations of churches and seven (7) sects of Mushms-(mosques)).
Third, 50% ol cach denomination/sect of churches and mosques in these/tiiree zones were
randomly selected based on weighted ratio of 5:2:] (Ibadan/Ibarapa(5). Ovo/Oke-Ogun
(2) and Ogbomoso (1)). Finally, live hundred members from .cach religion were

urposively sclected from Churches and Mosques giving a total of 1000. Scc table 1a

helow for details.

Table Ib: Number of sclected Christians and Muslins according to zones
Number  of Zoncs | [
Respondents | Ibadan/Ibarapa | Oyo/Oke-ogun wOgbonioso Total
"Christians | 378 |78 a4 500
“Muslims | 406 78 16 500 |
Total 784 [ 56w f()o I T

" Respondents (rﬁembers) \-VCI‘C__I‘EindOH]ly_E‘.JI—TI-II-ll.SlJCI_'C—d qucs(i&niéiré 10. This is 1o gIve
equal chance of sclected people™in cach reporting domain (Churches and Mosques)
Members who volunteercd, amd” made themsclves available were terviewed aflter
worship/services in Churehes and Mosques. The vartous denomutions sefected and the

number of respondents mtdrvicwed m cach denomination is shown i Appendix |

3.6

Data on the exact pOPUl

Sample Size
ation of Christians and Mushm s dearth, and this is evident in the

exclusion of religious data from the 2006 census conducted. [Towever, a total o 1000
respondents were interviewed from Churches and Mosques in Oyo State 1o make a well
represented sample. This compriscd of 500 Christians and 580 Muslims
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A aunl’mi-wmm qucstionnaine wast designed for callestion of data for ths studly.

The questionnaire was developed to elicit information from Churches and Mosqucs

Longregation. It containg the following sections:

l. !kﬂwt-'mphhl‘ Charactenstics such aw gender. age. mantal status. level of
education, type of work denomination. cthmic group.  frequency &mmlmu

Knowledge of HIV AIDS, percoive senousness  and Lh..lm contracting

HIV/AIDS Questions asked include the causes, nmuxde thnnnnmn and
preventuon of HIV/AIDS

rJ

3. Amtude and practices towards HIV AIDN “'Lv\l)m“ of HIEV ATDIS

prnmm Hﬂt‘l’ldl‘ﬂ in 31"1-.. \l‘F;L* s 2k the h“.k O r \Il‘*'ii.lllf l‘}ll{_"{llllﬂ'a VN

respondents’ attitude to peopic living with I ‘:;P

.t‘uiu.'d lﬂn..’ll.idc Fﬂ‘i[‘-t!lldclll*.'

wiure also ashed here

4  Suggesuons for Uamung on HIV ATDS

HIV/AIDS Bducational needs anl 7=ty VDS Fducators

AN AT T

\'uhdll}* can be delined as the JdoCpIce

DS AsUifes g vl g iMoo |

FICASUST (KC'}. 997 AMdoal tics b '.O cite w0 My el MICasGiey fie dusde wartent
and construc! \'ahdlt} In ensuring A SCAN T walh the hclp o Dar wuNer g pof
5ﬂd ulllCT SIS collc AL TS & : Cilay W , 8T TATHen §l )6 LTS

cofifeit ol the trag o % - 2 Brarnixdgc ; i C a1 bl

SCIIOUSIICSS, 15k and dcm@Q— | W AN efL Lk byt

form dApprom fale SO (ARSI

gueshionnaire was

19 Rtjub@

[he rehabalsty of a rescarcts dodrame

the same results on repeatod s FHAT T : W
- § _ 4 AT = @ .- . 3 ) g -~ ;
using the final draft of the &l asios vk x
" 1 ‘f'-..t‘ S d--& \‘ . " i I

Mosques members) i Oy

Smphing wchmgue  was 0%
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3.7  Instrument for data collection

A set of semi-structured questionnaire was designed for collection of data for this study.
The questionnaire was developed to elicit information from Churches and Mosques
congregation. [t contains the following sections:

. Demographic Characteristics such as, gender, age. marital status, level of
cducation, type ol work, denomination, cthnic group. frequency .ot attending
worship.

2. Knowledge of HIV/AIDS, perceive scriousness and chances of contracting
HIV/AIDS. Questions asked include the causes. mode of/ transmission and
prevention of HIV/AIDS.

Attitude and practices towards HIV/AIDS messages. {rcquency of HIV/AIDS

s

programmes attended in and organised by the Church or Mosque. Questions on
respondents’ atutude to people living with HIV/AIDSavere also asked here.
4. Suggestions for training on HIV/AIDS. Questions asked include respondents’

HIV/AIDS Educational needs and Preferred-HIV/AIDS Educators

3.8 Vahdity

Validity can be defined as the degree to_which the test measures what It Is suppose (o
measurc (Key. 1997). Approaches to the vahidity of tests and measures include content
and construct validity. In ensuring.these, the rescarcher with the help of her supervisor
and other senior collcagues. obtamed groups of 1tems which are representative of the
content of the trait to be gneastred. These include knowledge, atutude, perceived

scriousness, risk and demographic information. These contents were pulled together to

[orm appropriate sectioh » headings 1n  the questionnaire. [ he  semi-structured

questionnaire was translated (o Yoruba language for case ol admunistration.

3.9 Rehabihity

I'he reliability of a research instrument coneerns i
d trials. To ensure reliability, a pretest study was carried out

he extent to which the instrument vields

the same results on repeatc

using the final draft of the validated questtonnaire, on 180 respondents (30 Church and 30

- C

Mosques members) in Osogbo Osun State, Nigeria.  For pre-testing. a convenient
S me ,

in - sclecting  the  Taith-Based  Organisation

sampling technique  Wads cmployc
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denomtnations and respondents. Developed semi-structured questionnaires were first
tested 1 ) - . . .
sted 1n Osogbo, Osun State before the final administration of questionnaire Wwas

conducted. The questionnaires were Intervicv/2d guided administered for the pretest and

final administration. Respondents were pr vortionately and randomly selected for
Interview after worship activities on Sundays/I'ridays and other worship days in Churches
and Mosques. The pre-testing enabled the researcher to discover possible errors and
ambiguities, which were rectified before the final administration of the/questionnaire.

For instance, questions asked on mode of transmission and prevention of HIV/AIDS were

changed to closed-ended types instead of open-ended types as they werc during pre-

testing. Also, questions on pre and extra marital sexual activities were divided into two

questions to cater for the unmarried and the married separately. During the pretest, it took
an average of one hour to administer a questionnaire whereas.in the final administration a
questionnaire took an average of 43minutes to administer, probably because somgc
question types were changed into close-ended as/©Oppose to how they were during the

pretest. Respondents also suggested after ' rsHip=interviews, ecspecially Sundays and

Fridays for Christians and Muslims respectivély:

3.10 Method of data collection
Twenty Polytechnic and University graduat s fluent in English and Yoruba languages

were trained for this study. Letters=of introduction (appendix 4) of research assistants (o
‘ |
) . .
selected churches and Mosques Leaders were obtained from the Department ot Health
Promotion and Education, Coliege of Medicine, University of Ibadan. This was necessar

to serve as evidence and‘reminder as the researcher had already visited majoi'ty of these

selected Churches and"Mosques (see appencix 5) to fix possible period of the interviews.

Interview of respondents were done after worship services on Sundays and Fridays for

Christians and «Mushims respectively. For most of the Intcrviews, rCSpondems were

interviewed in. Yoruba for proper understanding of the content of the questions. And tor

the non-Yorubas, English and pigeon Enviish were used for the Interviews. The

' : Tl : ' "s1x weeks.
questionnaire administrations ran over a peric ol's
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denominations and respondents. Developed semi-structured questionnatres were first
tested in Osogbo, Osun State before the final administration of questionnaire was
conducted. The questionnaires were intervicv/2d guided administered for the pretest and
final administration. Respondents were pr oortionately and randomly selected for
interview after worship activities on Sundays/I°ridays and other worship days in Churches
and Mosques. The pre-testing enabled the researcher to discover possible errors and

ambiguities, which were rectified before the final administration of the questionnaire.

For instance, questions asked on mode of transmission and preventioriof HIV/AIDS were

changed to closed-ended types instead of open-ended types as<{they-were during pre-

testing. Also, questtons on pre and extra marital sexual activities werc divided into two

questions to cater for the unmarried and the inarried separately. During the pretest, it took
an avcragce of one hour to administer a questionnaire whereas in the final administration a
questionnaire took an average of 45minutes to admunister, probably because some
question types were changed into close-ended as/Oppose to how they were during the

pretest. Respondents also suggested after ' rship. _interviews, especially Sundays and

Fridays for Christians and Muslims respectivély:

3.10 Method of data collection

Twenty Polytechnic and University graduat s fluent in English and Yoruba languages
were trained for this study. Lettersiof introduction (appendix 4) of rescarch assistants to

i

selected churches and$Mosques Leaders were obtained from the Department of Health

Promotion and Education, College of Medicine, University of Ibadan. This was necessary

o serve as evidence and reminder as the researcher had already visited majority of these

selected Churches and . Maosques (sce appencix 5) to fix possible period of the interviews.

Interview of respondents were done after worship services on Sundays and lridays for

Christians and.Muslims respectively. For most of the Interviews, respondents were

the non-Yorubas, English and pigeon En: 'sh were used for the Interviews. The

questionnaire administrations ran over a peric of six weeks.
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3.11 Ethical consideration

Advocacy trips were first made to the District Headquarters of Churches and Mosques in
Oyo State (appendix 6). Thereafter, a planning meeting on HIV/AIDS prevention was
organised (appendix 7) for the leaders of these Churches and Mosques in the Department

of Health Promotion and Education, College cf Medicine, University of Ibadan, Ibadan
where 52 Christian and Muslim leaders were in attendance. This meeting. which was
held two months to the final administration of the questionnaire, served as a sensitization
workshop about the study as well as to get the‘ir consent and thnse of their-congregation.
During this meeting, the Muslims leaders demonstrated a more positive disposition to the
study than the Christian leaders. Similar study on the Religious:leaders was suggested
during the meeting. Als(l), the leaders requested for a feedback+of the interviews with their
members and the researcher granted this. In addition, the Muslim leaders implored that a

meeting with the leagues of Imams be held for tfinal @approval from the entire Islamic

body in Oyo State. This was done two weeks aftersthevinitial planning meeting at Qja-

Oba Central Mosque, Ibadan, Oyo State.

At the planning meeting they were informeo that participation is voluntary and they
should encourage their members to participate. During the questionnaire administration
proper, respondents were first asked if theywere willing to partake in the interview. After

giving their consent, they were assured that information provided would be kept strictly

confidential (see appendix 2 - Questionnaire)

3.12 Data Analysis
Data (Questionnaire) Jfetfieval was done by the researcher. The research assistants

collected the informatien from the respondents. edited the questionnaire in the ficld and

submitted his/hersquota for the day 10 the re:  rch supervisor. Where possible. through

re-visits. omissions and mistakes were traced  their original source and corrected, The

returned questionnaire forms Wwere cleancd vy sorung out the completed ones and

d e N : fo. 2asy recall. The researcher prepared the
assigning identification numbers 1O them y c prepared the

coding guide and research assistants hand-coc'ed the completed gquestionnaires with the

help of the coding guide. The Epi-Info v6 was used tor data entry, validauon and

cleaning. In order to further minimize inconsistent and illegal entries, the CHECK option
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of the Epi-Info menu was used to guide the data entry excrcisc. The data were
subscquently 1mported into Statistically Package for Social Scicntists (SPSS) vsiO
software package and this software was used to gencrate frequency tables, graphs and
perform cross-tabulations. Chi-square and ANOVA statistics were used to test for

significance and draw inferences at 0.05 level of significance.
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CHAPTEK FOUR

RESULTS

4.1 Demographic characteristics of the respondents

Respondents’ Gender, Age and Religion Distribution

As presented 1n table 1, 50% (500) of the respondents were males and so do females. The
respondents comprised of 500 Christians and 500 Muslims. The mean age‘was 33.3 years
with a standard deviation of 13.4 years (Chrisilan mean age, 33.7 and SD of 13.6;
Muslims mean age 335.1 and SD of 13.1). Majority of both groups, 303 (60.6%) Musfims
and 234 (46.8%) Christians were married.

Respondents’ level of education, frequency of 1 orship andeccipation

Four hundred and fifty two (90.4%) of the Muslims and 487 (97.4%) of the Christians
have ever attended schc;ol. A higher proportion of the Christians 443 (88.6%) had more
than primary school education compared with their/Muslim counterparts 324 (64.8%).
Majority of the Muslim respondents 495 (99%){and 430 (86%) of the Christians were
Yoruba (see Table 1). As regards the frequéncy of Mosques or Churches attendance. 386
(77.2%) of the Muslim respondents repoertedly attended Mosques daily while 233
(46.7%) of the Christian respondents réportedly attended Churches more than once
weekly. Furthermore, 179 (35.9%) of the Muslims were traders compared with 55 (11%)

Christians; and 153 (30.6%) of the Christians and 93 (18.7%) Muslims wer¢ In onc was

or the other schooling.
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Table 2: Demographic characteristics of respondents

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Dcmogrzl()llic | Christian Muslim Total
characteristics of | N =500 (%) N = 500 (%) N = 1000 (%)
respondents

SEX

Male 253 (50.6) 247 (47.4) 500 (50)
Female 247 (49.9) 753 (50.6) 500 (50)
Total S00 500 1000
AGE

15-24 166 (33.3) 131 (26.4) 207-(29:7)
25-34 124 (24.9) 181 (36.4) 305(30.5)192
35-44 92 (18.5) 100 (20.1) (19.2)
45-above 116(23.3) 85 (17.1) 201(20.1)
Total 198 197 995
MARITAL o
STATUS

Currently Married 234 (46.8) 303 (60.6) 537 (53.7)
Formally Married 30 (6.00) 32 (6.4) 62 (6.2)
Never Married 236 (47.2) 165 (3326) 401 (40.1)
Total 500 ) 500 1000
EDUCATIONAL |

STATUS

Never attended .'

school 13 (2.6) - 487(9.0) 6G1(6.1)
Primary 44 (8.8) | 128 (25.6) 172 (17.2)
Secondary/Modern | 161 (32.2), ‘ 226 (45.2)} 387 (38.7)}
Higher/ Tertiary 282 (50.4)} 88.0%=" | 98 (19.0)} 64.8% 350(38.0)176.7%
Total S00) _\ 500 1000 :
'ETHNIC GROUP

Yoruba 430 (806) 495 (99) 025 (92.3)
Ibo 2 (0.4) 1 (0.2) 3(0.3)
Hausa 41 (82) 3 (0.6) 42 (4.2)
Others 27.(54) 1(02) 30 (3.0)
Total o 500 o S00 | 1060()
Frequency of

Church/Mosque

Attendance | | | :
Daily 166 (33.2) | 33%7472) f;f ((]f :)
Weekly 88 (17.) il  OREERY
More than once a N J 62 (12.4) 205 (29.5)
week 233 (40.) A t

1 2 (0.4) 1 Q(0U.9)

Monlhly 7(1.4) | 3 (0.0) { 9 (0.9)
Others 6 (1.2) | q()(). 1000

' Total 1500 ‘




406
4.2 Respondents® HIV/AIDS risk taking practices

Sexual Practices — Extra-marital and Pre-marital
On sexual risk practices, 46 of 234 (19.7%) Christians that were marricd had extra-
marital sex compared with 46 of 303 (15.2%) Muslims (Figure 2). Twenty of 46 (43.5%)

Christians that engaged in extra marital sex had more than sccondary/modern school

cducation, 16 (34.8%) had sccondary cducation, 8 (17.4%) had primary_.education and 2
(4.3%) never attended school. Of the Muslims, only 7 (15.2%)..had more than
sccondary/modern education, majority, 34 of 46 (74%) fell in the categories of those that
had primary and secondary education equally. 2 (4.3%) had ncyerattended school and 3
(6.5%) did not specify their highest level of education. Majority 82 (89.1%) of the
respondents  involved  1n extra marital  sex  reportedly” had  sex with  their
men/women/boy/girl friends and concubines while the west 10 (10.8%) had lorgotten

whom they had extra-marital sex with and 1 respondent did not respond.

Contrarlly to extra-marital sex practices. a higher~proportion of Mushm. 81 of 165
(49.1%) compared to Christians 99 of 236 (42%) rcported that they had pre-marital scx
(lligure 3). The highest number of people that engaged in pre mantal sex among the
Christians were those with Tertiary~edueation, 63 (63.6%). followed by sccondary
cducation, 27 (27.3%), then 7 (7.1%)=«i1th primary cducation and 2 (2%) who ncver
attended school. For the Muslums, 39 (48.1%) had teruary cducation, 29 (35.1%) had

secondary, 11 (13.6%) had primary while 2 (2.5%) never attended school.
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/\ISO, majOrily (93.9%) of lhOSC that rcporlcdly ever had prc-marilal SCN had it with their

iancée/boyfriends/girlfriends while one respondent (0.6%) reported having it with a

rapist, 3 respondents reported having it with 'several people and 8 respondents did not

specily who they had sex with-

Intercstingly, the ratio of male to female engaged in extra marital sex in both faith-based

organizations 1s 4:|

8fcmales)|. I'or pre marital sex,

[(Christians:

:1 (52:29) among Muslims.

Nunther of non-marital sexual pertners

37males and 9fcmales) (Muslims;

38malcs

and

mal¢ to female ratio among Christians 1s=k:l (53:46) and

About the number of sexual partners respondents have, fewer number «colusiim 37 ot

126 (29.4) than Chnistians 24 of 141 (17%) had more thamone sexual partner (table 7)

although this 1s not statistically signtficant (p.0.333)

lable 3

(Other risk practices by respondeits
\s shown in table 4. mofc, Muslims [83 (36.6%) comparcd with Christians 14 (29.2%)

share sharp instruments, Similarly,
1 (42.29%) Christians have had sex with partners who will not use

compared with 21

condom. However.the

compared with theMuslims 27 (5.4

Distribution of respondents’ number of séxual partners

' No el sexual partners ﬂlr Christians (“:) Maduslims ('n 0) Total % _ _'
- ._“ =141 A =120 ; n =267
() 4 (2.8) L 1 (0.8) B > (1.9) |
II()(78 0) L% 86 (68.3) i t)(,(7,4)
more | (range ol 20 8) | 24 (17) 37(29.4) | Ol (22 |
'No response JETRE 2(1.6) [5¢ 9) |

fairly higher proportion of Muslims 260 (52.0%)

proportion of Christians 56 (1 1.2%) who took alcohol was higher

o).
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Table 4:

Distribution of respondents in relation to other risk behaviour

Risk practices P value Christians Muslim T '
Do share sharp T ?:Sg/"?) No (%) Yes (%) No {%) | Yes (%) No (%)
Instrument o (29.2) 70.6 I 183((36.6)  317(63.4) | 329(32.9) 670(67.0)
Do go to salon with 0.603 73 il §
personal kit ’ 4(46.8)  265(53.3) | 236(47.2)  264(52.8) [470(47.0)  529(52.9)
Refuse to have sex 0.005 256 (51.2 9

- = ¥4 211(42:2) |2 2
with partner who will ) (32:2) 1 201040.2)  260(52.0) 457(45.7) 471 (47.1)
not use condom
Ever taken 0.394 [ 10(2.0 4% 5 ==
unscreened blood in a o 6(7.2) | 12(2.4) 486(97.2) | 22 (2.2) 972(97.2)
Aealth facibty | |
Smoked cigarette 3 [ () 255 T() (1.8) 480 (97 8 )
months prior to the | 97.8) | 13(2.6) 487(97.4) 1 22(2.2 97(97.6)
SUrvey |
Taken alcohol 3 0.001  [s6\11.2 111 (889 = -
months prior to the Q1) H(88.2) 1 27(5.4) 473(94.0) | 83 (8.3) 914 (91.4)
survey
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Condom use behaviour

With regards to condom use. less than fifty percent of respondents in both faith based

organization that reportedly engaged in pre and extra-marital sex used condom the last
time they had sex preceding this study (Christians 72 (48.6%) and Muslims 63 (38.7%))
(Sce ligurc 4). On why they used condom, 45.5% of all respondents said to prevent
pregnancy, followed by thosc who said to protect themselves {rom diseases (22.5%), and
20.6% spccifically said to prevent against AIDS. Other reasons include: no trust for
partner (1.9%) and to be personally comfortable (3.1%). Of those whe-did not usc
condom the last time they had sex, reasons gi.vcn werc, they had sex wath their spouscs
(15.1%), because they arc not IV positive, and they cqually trust/their partners (14%)
followed by “I don’t like. T am not used to it, I have ncver used it before™ (12.2%) then by
“there was no condom then (9.9%) amongst other reasons.

|-urthermore, 226 (45.2%) Christians and 214 (42.8%) did net agrec that religious leaders

should include information on condom use in messagesAdIV/AIDS messages.

IFigure 4: Percentage of respondents who reportedly engaged in pre and extra marital

sexual responses to condom usetthedast time they had sex

70 =

<

- Rehgion

o

X Christians
=

Q

E§ N o | Mus s
o No response

Condom use€

Past HIV tests among respondents
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l.V\ hen respondents were asked 1f they had aclually taken an HIV test, from a total of 500
CCSP_O;(ICMS [Tom eacl; religion only 114, (37) of Christians and 67(13.4) Muslims have
Vel r.ccn lesle(.J to see il'they have AIDS virus. In terms of gender proportion, the highest
wfalsl 00 PR rezles (52.8%) and the least from Christian males (38.6%). Over 50%
o‘l. jC ‘lesl Was carried out gne year or more prior to when the study was conducted. When
asked if respondents would want to be tested for HIV 62.4% (312) Christians and 69.2%

(346) Muslims sajd “yes™,

4.3 Respondents’ awareness, perception and Knowledge of HIV/AIDS

/\wfqrcncss about HIV/AIDS was generally high among ‘both) Muslims (99%) an
thslmns (99.8%). It was highest among Christian males, 252 (50.2%) and Muslim
lemales, 252 (50.9%) and [cast among Muslim male$s, 243 (49.1%). There was no
remarkable difference in the belief Jovel of HIV/AIDS “existence among the Christians
(472 (94.4%)) and the Muslims. (484 (96.8%)} . Onpeiceived scriousness of the discase
over 80% of both categorics of religion agreed thdt HIV/AIDS is a serious disease

beciuse it cannot be cured (Table 5). How cyer, more Christians 301 (60.2%) compared

: : g 7 "0 : N ‘ : L ' :
with Muslims 216 (43.2%) were able (o correctly identify the relationship between HIV

and AIDS. Information on knowledge 6f FITV/AIDS is slivhily mgher among Christians

ﬁ

Q7 20, . _— /
(97.2%) than the Muslims (89.7% ) Overall. the mean score on a 32-point scale of

knowlcdge on HIV/AIDS 1s 25.4.

Table 5: RespondentsKnowledge of HIV/AIDS
| CChristian Muslun Total
_ - | N=501() :' N=501) CN=10H)
Awareness __ X [ 499(99.8) [ 495 (99) | 994 (99 4)
Beliefs that IHHTV/AIDS exists 492 (968.4) 1484 (96 8) r V76 (97 6)
Perceived that AIRS Js scrious _[H423B4.6) 1408 (81.6) | 831 (83.1)
. ' | 301 (60.2) [ 2106 (43.2) N7 (N 7)

| Correct relationghip between TV & ATDS
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Respondenis’ knowledge and misconceptions of mode of transmission of HIV
Respondents were asked to indicate ‘yes® or ‘no’ on listed items on HIV/AIDS causation.
Majority of the respondents identified blood transfusion (97.4%), Sexual intercourse
(98.5%), and sharing of sharp instruments {96.9%) as routes of transmission of HIV with
slight differences among Christians and Muslims. Muslims were more knowledgeable in
the area of transmission of HIV through mother to child (during breast feeding, 78.8%
and during delivery,; 81%) and tattooing/ incision (89.8%) compared” with Christians
(during breast feediné, (68.2%), during delivery (77.4%) and tattooing/, ineision (84.2%)).
80.8% Christians believed that sharing food with infected person ¢ould=not transmit HIV
compared with 65.2% Muslims. Also, percentage of the Muslims (30.2%) that belicved
that hugging or shaking of hands with infected person could transmit the AIDS virus is
higher than that of the Christians (11.2%). Almost thrée-quarters of both faith-based
organisations (73.2% Christians and 71% Muslims) ‘believed that HIV could be
transmitted through homosexual contacts. Cn a 17 powntiscale of mode of transmission of
HIV/AIDS Christians were slightly more .noaledgeable with a mecan score of 13.91

compared with Muslims, 15.02. The finding .are.presented in Table 6.

However. there were misconceptions of the mode of HIV/AIDS transmission amongst

respondents of both faith-based ofganization but with higher percentage which s

statistically, significant (p < 0.05) among the Muslims in the areas of kissing which was

highest (65.2%). sharing foodfwith infected persons. through mosquito bites. coughing

and sneezing and witchcrafys (Table 7)
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Table 6:;

e —

Respondents’ knowledge of HIV/AIDS modes of transmission

Christians (N=500) (%) | Muslim (N=500) (%) | Total (N=1,000) (“)
p value
Yes No Ycs No Yes | No
Sharing food with infected person 96 (19.2) | 404 (80.8) 174 (34.8) | 326(65.2) | 270 (27) ’ 730 (73) 0.000
Blood transfusion - o 491 (98.2) | 9(1.8) 483 (96.6), (17 (3.4) 974 (97.4) |26 (206) 170.000
Sex with prostitutes 491 (98.2) | 9(1.8) 490 (98). 1 10 (2) 1981 (98.1) |19 1 0.000
- ) I B - | 1(19)
Sexual intercourse witly multmle 494 (98. 8) | 6(1.2) 495.(99) S5(1) 989 (98.9) | 11(11) 0.000
_partners without using condom - - ! 1B
Homosexual contact  1366(73.2) | 134 (26.8) A355(71) | 14539) | 721 (72.1) | 279 0.000
(27.9)
Qharmg of sharp msmumm:be.g_. 488 (97.6) | 12 (2.0 1 481 (96.2) | 19 (3.8) 969 (96.9) 31 (31) 0.000
\_tzgrb_g SUlippon ovades _ ) | — . I )
 Injection _ [ 477 95 4y _ (4_9)___ | 471 (94.2) | 29 (5.0) 948 (94.8) | 52(52) 0.000
L}\ISSH]Q - | 218 (43.0) J 7\" (56.4) | 326(65.2) | 174 (34.8) | 544 (54.4) 456 (45.6) | 0.000
LM_(ES“”O bites J_l(_)(_) (38)  [3107062) | 311 (62.2) | 189(37.8) | 500 (50) 500 (50) 0.000
Hugging or shakmq hands with an | 56 (11 2) - 1444 (88.8) 151(30.2) | 349 (69.8) | 207 (20.7) 793 (79.3) | 0.000
_infected person T | M
L_f\iotbu_lo chi CLQUQI)_; Blcemm\ - 430 ) (80 | 70 (14) 434 (86.8) | 66 (13.2) | 864 (86.4) 136 (13.6) | 0.000
Mother to child during delivery - 387 (J#=4) [ 113(22.6) [405(31) |95(19) 792 (79.2) {208 (20.8) | 0.000
i Mother to chl_ugl_c_hirulg brnstludme | MV (68. ) | 158 (31.6) 394 (78.8) | 105 (21) 7135 (73.5) |263(26.3) | 0.000
l COU(‘th Or Sneezing on somnhod) 9 17(26.2) 369 (73.5) 245 (49) 1255 (51) 376 (37.6) 624 (62.4) | 0.000
Tattoomg/lncnsmns - - ’b-l"l_ (84.2) J‘Zilﬁ 8) __4{9*(_89 8)__I 51 (10.2) 8§70 (87) 130 (13) 0.000
Circumcision  \M430(88) | 60(12) 442 (88.4) | 58 (11.6) | 882 (88.2) 118 (11.8) | 0.000
 Witchcraft _ 180 (36)  320(64) | 318(63.6) | 182(36.4) | 498(49.8) |502(50.2) | 0.000
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Table 7: Percent distribution of Respondents who had misconceptions about HIV/AIDS transmission
according to religion and formal education

| Muslims (N= 500) Christian (N= 500) | Total (N=1000) |

| [ Yes (%) | *AS L *DAS | Yes (%) *AS | *DAS | Yes (%) |

| Food sharing with | 174 140 34 96 (19.2) |90 6(1.2) | 270 (27.0) '

[infected person | 34.8) | (80.5), | (19.5) (18)

 Kissing 326 275 |49 218 (43.6) [207 |1 544 (54.4)

- 1(65.2)  /1(84.4) | (15.6) (95.0) | (5.0)

t Mosquito bites } 311 265 44 190 (38.0) 182 7(4.2) | 501 (50.1)

o225 1 (85.2) | (14.8) (95.8)

Witcheraft 182 149 |31 180 (36.0) | 175 [ 4(2.8) 362 (36.2)

364 (819 [ (18.1) (97.2)
NG

*AS — Attended School
*DAS - Did not attend school
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Knowledge and misconceptions of HIVAIDS prevention

Knowledge about prevention of HIV was also high but not as high as that of knowledge
on transmission. As shown in table 8. knowledge of avoiding sex with persons with many
partners was the hig{hest (96.2%), followed by avoiding sex with prostitutes (95.5%).

avoiding sharing sharp instruments (94%), then avoiding blood transfusion (91.7%) and
limiting sex to one partner (91.4%). Trivial differences could be-~noticed in the
percentages of Christians and Muslims :n-terms of knowledge of “prevention. For
example, limiting sex to one partner, Chris:ians (91%) and Muslims (91.8%); avoiding
sharp 1nstruments (93.6% Christians and. 94.4% Muslims); wavoiding sex with
homosexuals, Christians (83.6%) and Muslims 84% and awvoiding blood transfusion
(89.8% Christians and 93.6% Muslims). Significantly, moeré Muslims (91.6%) than
Christians (83.8%) agrced that avoiding sex with persons*who inject drugs intravenously
can prevent HIV/AIDS |, (p=0.0001). Ovcrall, on a‘\l5-point scale, the mean score on
knowledge on prevention of HIV/AIDS among Muslims is 11.03 while that of Christian
is 11.52.

Commonly, about 25% of both faith=based organisations members have the
misconception that receiving care fromyfeligious leaders or praying regularly can prevent
one from getting HIV. Also about 15%,0f the all the respondents belicve that the use of
antibiotics and protection seeking form . iditional practitioners can prevent on form

contracting HIV. More than Halfiat the M uslims. (56.8%) said avording Kissing could

prevent HIV compared withad3.6% Christiar.s.
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Table 8: Respondents™ knowledge of HIV prevention
Christians (N=500) Muslims (N=500) Total (N=1000)
' Yes (%) NO 1!',_,?;0"" Yes (%) No Don’t Yes NO Don’t
| | Know [ Know | know
Abstain from sex | 439 (87.9) | 51 (3.1) 10¢2) 432 (86.4) | 35 13(2.6) |871(87.1) | 106 (10.6) |23 (2.5)
1 | (11.19 S
Use condom 425 (8)) 11 56 (11.2) 119 (3.8) | 423 (84.6) 1_42 (8.4) |26(5.2) |857(85.7) 1 98 (9.8) 45 (4.5)
Avoid Mosquito | 177 (35.4) | 290 (38) |33 (6.6) | 281 (36.2) [J91¢38.2 | 28 (3.6) | 458 (45.8) | 431 (48.1) 161 (6.1)
bites | )
Limit sex toone | 455(91) |39(7.8) |6(1.2) |459(91.8)436(7.2) |35 (1) 914 (91.4) | 75 (7.5) 11(1.1)
partner i e B
Avoid sex with | 480(96) | 15(3.0) | 5(1.0) 147508) [18(3.6) |7(1.4) |955(95.5) |33(3.3) |12(1.2)
prostitutes | 5 N _ | - .
Avoid sex with | 418 (83.6) | 34 (6.8)  148(9.6) [ 420.(84) |[35(7.0) |44 (8.3) |838(83.8) |69 (6.9) 72 (7.2)
homosexuals | O | )
Avoid sex with | 480 (96) | 15(30) |5(1) 482(96.4) | 12(24) [5() 962 27 (2.7) 10 (1)
persons with | I (96\.2)
many partners | A | | L
"Avoid sex with | 419 (83.8) | 48(9.6) | A3%6) 1458 91.6) [15(3.0) |26(5.2) 1877(87.7) | 63(6.3) 59 (5.9)
persons who | :
inject drugs |
Intravenous!y | i L
Avoid blood 149(89.8) | 40 (80" | 11(2.2) [468(93.6) | 18(3.6) |14(28) [917(91.7) [38(5.8) [25(2.5)
transfusion E 1 &
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Table 8:

Respondents” knowledge of HIV prevention (continued)

Avoid sharing
sharp
Instruments c.g.
barber's
chippers. razor

‘ blades

- Avord Kissing

' Seek protection
\l {rom traditional
‘}_Era_ctmgner_

' Use
antibiotics/drugs
Receive care

from religious
lcaders/pray
regularly

468 (93.6) | 2

57

9 (1.8)

168 (33.6) |2

| 60 (12)

66

128

| 33 (6.6)

| 47 (9.4)

472 (94.4)

284 (560.8)
35

19 (2.8) |9 (1.3)

940 (94)

42 (4.2)

18 (1.8)

T

39 (78)

452 (45.2)

476 (47.6)

%2672

| 92 (18:4)

360 (72)

48 (9.0)

152

753

95

~9()

35

750

94

| 148

332

20

631

Take
Immunization or
| vaccine

117

150

644

1109

43
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kknowledge on identifying a healthy looking person hiving with HIV was also

investigated. Re ' , il ' ' '
stigated. Respondents’ answers 1o e possibility of a healthy looking person having

- \ - 3 p (] ® ° ) N

HIV were almost the same amongst Christians and Muslim with over 85% of the

respondents 1n cach religion saying yes, that it is possible for a person to look healthy and
still have HIV.

4.4 Personal Risk Perception of Contracting HIV

Respondents were asked to rate their chances of bemng infected with MIV and these
chances were classified into small, moderate, great. no risk and don't khow. Overall, only
8.4% rated their chances of being infected great, 5.9% rated Utewr ¢hances low, 30.5%
said small and 43.8% believed that they were at no risk. Simtlar_paticrns were obtained
for respondents in both faith-based orgamisations with 39:2%-and 35.2% Christians and
21.8% and 52.4% Nushms, saying there chances were” small and have no nisk

respectively (see figure 5 below).

Figure S: Percentage of respondents’ chance$ of getting HIV/AIDS by Rehgion

0 Pl Religion
GC) 2 '_ - . l Chrnistians
003 (e o ow - |___| Mushms

Moderate Don’t kNnow
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4.5 Attitudes of respondents towards HIV/AIDS messages

With regards to respondents” attitude to HIV/AIDS information, more Christians 53.4%
than Muslims 34.4% disagree with the statement that HIV/AIDS is a punishment (rom
God for our numerous sins and this is statistically significant (p = 0.000). Significantly.
more Muslims 92.8% than Christians 85.4% agreed that religious leaders should include
HIV/AIDS information in the messages/sermon regularly. Similarly more. Muslims
agreed that VCT should be made compulsory for church/mosque memibers. (Muslim

65.6% and Christians 57.0%). Detailed responses on other attitudinal statements arc

shown in the table 9 below.
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Table 9:

Distribution of respondent showing their attitudes towards HIV/AIDS messages

| Christian Muslim Total , — : .
Statement D Agree | Disagree | Undecided | Agree Disagree | Undecided g\gree Plsagree gndemded
0/ 0 0 0 0
value 70 % /o %N % Yo _____/ / 0

HIV/AIDS 2]0000 |194 | 267 39(7.8) | 283 172 45 (9.0) | 477 | 439 34(8.4)
punishment from God (38.8) | (53.4) (56.6) | (34.4) (47.7) | (43.9)

for our numerous sins - —
Any member of the | 0.000 | 41 447 8 108 375 14 149 822" 22
church/mosque  with | ($.2)  1(89.9) (1.6) (21.6) (RNY) (2.3) (14.9) | (82.5) (2.2)
HIV/AIDS does not

deserve our care and |

love because they are

SINNErs l | B e = | !

It is acceptable for {0220 | 453 41 (8.2) | 6(1.2) 1452 40 (8) 4 (0.8) 905 81(8.1) | 10 (1)

AIDS to be discussed | (90.6) (90.4) (90.5)

in churclvmosques | | - )

Pcople who have the T 0.000 | 86 396 18 (3.6) 170 (34) | 317 13 (2.6) 256 715 31

germ  (HIV)  that | (17.2) 1(79.2) (63.4) (25.6) | (71.3) (3.1)

causes AlIDS should | | |

not be allowed 10 mix | | \
with other people L | | |
 Anyone can  get | 0.048 \ 405 | 72 16 (5.2) 594 93 12 (2.4) 799 165 28 (2.8)
- HIV/AIDS s (81) (14.4)) (78.8) (18.6) 1 (79.9) | (16.5)
' 1 would not be afraid | 0.126 | 414 | 68 17 (3.4) 417 76 6(1.2) 831 144 23 (2.3)

10 submit my blood (82.8) | (}526) (83.4) (15.2) (83.1) | (14.4)
| for HIV/AIDS tests | \ i
' Church/Mosque 0.008 | 391 =62 17 (3.4) 420 (84) | 75(15) | 4(0.8) 811 167 21 (2.1) i
' members should be | | (78.2)% 1 (18.4) (81.1) | (16.7)

bothered about |

HIV/AIDS  because

11 15 a threat to them _ | - _ | - 1 -
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religious
attend

(@)

|
-

It is important for | 0.096
Chnistian/Islamic

leaders

HIV/AIDS
seminars/workshops

|

182
(96.4)

HIV/AIDS
prevention

SErmons

education

1s difticult and should
not be incorporated in
Church/Mosque

because
_bothers on sex

1t

Religious
nced
technical

HIV/AIDS

Rehigious
should
HIV/AIDS

imnformation

basic

lecaders

and
knowledge

1o be able to eyplain

1ISsues 1o

_their congregation

0.055

10947

leaders | 0.00]

Include

n

messages/sermons

regularly.
Religious
should

CHIV/AIDS
cducational
programmes

leaders
organize

for

Church/Mosque
members frequently

their |

) S
478

g (1.6)

107
(21.4)

(93 6)

-

427

-~

9(1.8)

470 (94) | 20 (4)

l10(2)

|
l
1
|

- 9
R

382

(76.4)

15(3)

(835 4) l| (10.0)

10 (2)

1d3
(28.6)

350 (70) ]6 (1.2)

474
(948

7 (1.4)

952
(95.2)

33(3.3)

464
(92.8)

473
(94 .06)

32 (6.4)

120 @)

4 (0.8)

891
(89.1)

85 (8.5)

23 (2.3)

7(1.4)

043
(94 3)

In_

37 (3.7)

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

20 (2)




0.001

62

HIV/AIDS testing

(VCT)  should be

made compulsory for
church/mosque

members.

285
(37)

(31.6)

133

(N

3(10.6) | 328

(65.6)

147
(29.4)

24 (4.8)

613
(61.3)

305
(30.5)

77 (7.7)

Abstinence is a major
virtue be
' emphasized In
HIV/AID
inforrmation
especially to
unmarried youth
churches/mosques.

10

the
N

477
(95.4)

18 (3.6)

3(0.6) 461

(92.2

33 (6:6)

Religious lcaders
should emphasize
being faithful to ones
partner for all
~married people.

- Rehgious
should

" information

include

on
| condom use into their

- message/HIV/AIDS
| programmes

leaders |

70268
| (98.8)

a8 204  L488 10 (2

6 (1.2)

938
(93.8)

51(35.1)

9 (0.9)

(97.6)

RIS

‘—o...

(43.2)

—

1 (0.2)

982

) 14 (1.4)
(98.2)

305w

40(8) 258

(51.6)

214
(42.8)

- o G

27 (5.4)

440 (44)

67 (6.7)
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4.6 |
Attitudes towards people living with HIV/AIDS

:)ln;::t;::]y‘:lwo percent Oflhe.Muslin.ls and 51.6% Christians said they were not willing

1€ same plate with their members who had HIV. However over 70%
resp.ondents from both religion said they could worship with them. Also, there appears to
be little difference in the percentage of Christians (41.2%) and Muslims (41.6%) who
were willing to keep secret of their members who become ill with AIDS” Table 10 shows
imformation on respondents® response 1) statements relating to attitude towards PLWHA

In their churches and mosques.

Table 10: Percent distribution of rcspondents attitude towards PLWHA by rcligion

Statement Christians ‘ Vuslints % < Total % p ~T ]
Yo | ; value

i ___Yes I No [ves Iz\iogﬁi Yes ' No | | |

Willingness to eat 48.4 151.6 [ 334 NO6L6 |434 [566 |0.007 ]ll 12.17 |

with member with
HIV/AIDS
Willingness to |
worship with
member who is | |
- AIDS 1] ;. | TJ
HIV patient butnot | 90.4_ 9.6
sick to continue | |
| | _J

attending worships '~ | ] _ L
Pastor/Imam with 62.6 T37.4 492 1508 1559 | 441 | 0.000 | 27.3
|

~
from the same plate , |
|

=

|
90.0 [ 100 4 746 |254

—— el e

———
—

— S —
——
——
—

| | *
752 | 24.8 ,’82.8 717.2 1°0.000 "45).38

HIV virus continue ‘
|

 preaching { | | M) -
Member ill with 412 | 58.8 |4]1.0 584 [ 41.4 | 58.6 T().48'_1 2.46

AlIDS to remain

|
secret i | | B | y =
Chi-square % analysis significant at alpha level 0/ 0.05  confidence level = 95%

4.7 Previous exposure to HIV/IAIDS information in churches and mosques

Significantiy. 64% of the Chrisuans and 55.6% Muslims respondents said that they have
been educated on HIV/AIDS from their caurches and mosques respectively (p=0019)
However 92.2% (461) Christians and 93% (46.4) Mushms said they have chanped their
behaviour to prevent getung AIDS since they have heard about AIDS. Oiher forms of

exposure to HIV/AIDS information are presented in Table |1 below”
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Table 11; Respondents’ CXposure to HIV/AIDS information
Exposure to HIV/AIDS e education Christizn Muslim Total
B N=500 N=500 N=1000
As part of sermon 345 (69%) | 327 672 (67.2%)
(65.5%)
During  organized educa:i. al [ 179 79 (15.8%) I 2581(25.8%)
programnie (apart from sermon (35.8%)
u -

Regarding HIV/AIDS programmes conducted :n the churches and mosques, below 1s

table 12 showing the specific programimes and their frequencies or number of times they

have bcen organized prior to the period of the survey.

Table 12: Distribution of HIV/AIDS programutes in' churches and mosques
| Church 4 Mosquec TTotnl o
HIV/AIDS Frequency “Frequency | Frequency
_programmes | ; |
Seminal/ conferences | 69 l 95
T Training/ workshop 121 114 | 35
3 BE
| "Health talk/ lecture 185 156 o __*__’]._.l B
Youth programs | 20 6 206
. (bunseling 2] I 0 LS 2

However, only 144 (28.8%)/Christians and 70 (14 %) Muslhims reportedly ever attended

the HIV/AIDS educational programmes listed above.

4.8 Training Needs.
Respondents werésasked to list what they wouiu .ike 0 learn more about HIV/AIDS o

make them moreNinformed about the disease. Majority, 82.4% of the Christians and

YRN

26.5%, of the Nislims mentiched, “Basic rrowiedge on HIV/AIDS | follewed hv C

and Management of HIV/AIDS (29.4% of the Christians and 24.2% of the Muslims)

Overall. when their responses were characterized into age groups, most of the responses

fel] within age groups 25 — 34 and 15 — 24. Other training needs idenufied by the

respondents according 1o selected characterisiics (sex, rehgion, age groups and
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\
educational status) arc prescnted in table 13. However, out of the total number (107

(11%) of respondents that said they were not ready to learn more about HIV/AIDS. 67

(62.6%) were females while the rest 40 (39.4%) were males.
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4.8.1 Things respondents would like to learn about'HIV/AIDS

Table 15: Percent distribution of respondents training needs aceording to selected characteristics

L Characteristics Training needs - i
Easw,l 1 Relationship | Nothing | Curcand [ Whereit | Everything | VCT and |
pigiighain. 28 NHR al.l(.l . Management | was identification |
on Rehabilitation of HIV/AIDS | discovered Y — |
) HIV/AIDS | of PLWHA |
Sex q H K B N = | T T — - ]
Male 52.3 9.6, N374 1562 1635 417 636 Q
Female D YN [504 4 [626 1438 365 1583 o4 _
Religion I | - T ]
Christian | §2.4 14.9.\ 3. 1 294 |06 19,1 1o |
Muslim 86.5 8.8 139 242 |64 82 1 2 —
Age ‘} y | | ) | -
1524 29.9 2359 31.8 288 30.2 32.1 273
2534 32.2 28.3 23.4 00 1270 1333 Tsas
35— 44 | 18.2 4221 224|212 270 155 0
45 — above 19.7 15.3 22A 200 15.9 1 19.0 18.2
| Highest
Educational Status - - |
Never attended 2 4.3 18.4 3. 1.9 /.1 0
school | - |
Primary ) 17.9 7.1 19.4 12.0 14.3 | 20.2 0 )
Secondary/Modern | 42.1 1 39.5 | 30.] L4l ) 349 31.0 54.5
I-{igher/Tertiari 35.8 149.1 32.0 434 429 | 41.7 1455 o
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4.9 Preferred HIV/AIDS Educator

Respondents’ answers to whom they prefer as their HIV/AIDS educators are

presented in table 14 below.

Table 14: Preferred HIV/AIDS educators in Churches and Mosquies

HIV/AIDS educators Christians Muslims (%) Tetal (%) |
(%) [f=
Pastors/Imam/Sheik | 377(75.4) 420 (84) R97 (79.7) |
Sunday School teachers/Arabic tutors 342 (68.4) 374 (74.8) 716 (71.6)
“Health workers 488 (97.6) | 477(95.4) 965 (96.5)
Any church/mosques member 339(67.8) | 387(774) | 726 (72.6)
Others (Social Groups) 435 (9) 6012) 105(10.2)

4.10  Suggestions for Improvement in HIV/AIDS pregrammecs

To improve effectiveness of HIV/AIDS programmes erganized by both faith-bascd
organizations, suggestions by respondents inclyde Continuous education/consistent
preaching/information on HIV/AIDS (Christi@ g2 2%: Musiims, 30.8%), specially
organised training for religious leaders (Che -trans. 14.4%: Muslims, 13.4%), Training
o be conducted by health workers in cl™ches and mosques (ChriStians, 11.4%.

Muslims. 14%) among others listed in"%blc {5 bélow:
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| Table 15: Respondents® suggestion for Improvement of HIV/AIDS programmes

Suggestions :
. Christians | Muslim |TT0mI

{ 0 0
—— | /o /o f 0

Organisation spccial lraining for religious Icaders | 4.4 | 134 139 |

Prqv?sion of incentives for participants during 3.4 6.8 S
training for conformabilit | :

e

e — b

Organisation of seminar/waorkshop on HIV/AIDS 10.6 7.4 19
_rggyrla_rlz and it §hou|__dﬁg_;mnounccd before hand
Religious feaders should mobilize members for 4.2 | .4
cffective participation in HEV/AIDS cducational | |
_programmes

Orgamsation of HIV/AIDS  programme for youth | 8.4
on

Contimuous cducation/conststent preaching and [ 242 L 108 573
information on HIV/AIDS
Presenting PLWHA to members to guide against I M0).8 0.9

shigmatization
Scmunar alter religious Service | .4 L b8 [ 1.6

] =i L R S el ‘ : - -

HIV messages (o be put in every prayer day /vigil | 0.8 3 1.9 |

Organisc programme durig holiday for students 0.0 ).4 0.5

and adult participation

—— ————— — E—— a—

Counscling ol rcliginus mecmbers 2.0
1 . —— = o - .

pr—

e — — - i T —

T e
T A - —

Government should provide mformation on 4.8 )
[ ITV/ATDS * = ! ]
T e T P, 44~ -~ [

I'raining to be done by health workers to gnlighten

-

e e ——

Distribution ot‘PosluIs and handbi 1§ e 4

I* Bi_c:ulua!illg of HIV/IAIDS programne

—_— e - —— e —

Church/Islamic authorities should be mvolved in

planming A — | + -

I*tlm show/Organisation of jingic//Advertse

| 1IN ATDS /programmce/Auhounement’/ Diama
g

Prcscmali('m/l-'rc(]ucnl inlarmation on radio |

B oy o s e R ———— e

Prayer 1o complement theprogrammcs ooy 52 0.8 T ()':j
"I here should be co-operation betweern the 0.4 0.6 ‘ 0.5

Government and Churehdcaders B | 1
‘—i;g_iglic assistaneefrom the |4

government/Gaycrament should provide job

Care and lovestesbe given o 11TV/AIDS patients 1 0.0 - 0.3

and continucho pray for them ,* | P —_

Make provision for VI R d. . 40b 4l
No supgestion ) 12 4 3

Y, e — i .

e e e —

e— 0 ——
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4.11  Testing of Hypothesis

Hypothesis one

It states that there 1s no significant relationship between educational status and
respondents’ Inowledge of HIV/AIDS. Table 16 shows the results of the ANOVA
test used for the relationship between knowledge of HIVAIDS and educational status.
Ninc hundred and twenty-one (mean knowledge score =25.6) of those who attended
school compared to those who did not attend school, 69 (imecan knowledgc score =
22.7) had knowledge of HIV/AIDS. However. a signilicant relationship (p= 0.000)
cXxists between respondents’ educational status and knowledge ol HIV/AIDS. The
difference in knowledge of HIV/AIDS according to educational status of the

respondents was significant (p<0.05). Therefore. themaull hypothesis is rejected anc

the alternate hypothesis that there is significant rélationship between educationa
status and respondents™ knowledge of HTV/AIDS. s accepted.

Table 16: Mcan HIV/AIDS knowledge Score ot Respondents by

Educational status

e —
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Cducational status Totaldny | Mean Standard Deviation (SD)
" Attended schoo! 9 25.6 3.8 |
. - _— . { — ———— i
Did not attend school 09 227 || 4.7
o B - A Y _— —
Difference 2.9
ANOVA
Variation | SumeS_q_LE}CF:SP Jf | Mean squ'arc I statistic | p-value |
! - g : = ]
“Between | Q72 L85 2 286.093 :
Groups
S s - — | 8.694 ().00()
Within 15166.340 00| 1S.304
Groups
Totah./ | 15738.531 1 993
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Hypothesis Two .

]

It states that there is no significant difterence in level of knowledge of HIV/AIDS

between Isti ’ ‘ '
Christians and Muslims. In testing this hypothesis, respondents were

categorized mto religion (Christians and Muslims). One-way analysis of variance
(ANOVA) statistics was used to analyse data. The mean score on knowledge of
HIV/AIDS for Christians is 26.1. (SD = 3.8) compared to the Muslims.<24.7 (SD =
4.0), with statistical difference of p=0.020, See table 17 below. Theése differences
were statistically significant p < 0.05 and “1erefore it can be concluded/that there is a
significant difference in the level of knowledge of HIV/AIDS of“Christians and
Muslims. Thereby. the null hypothesis s rejected and the ‘alternate hypothesis is

accepted that there is a significant difference in the level of knowledge of HIV/AIDS

of Christians and Muslims..

Table 17: Mean score of respondents knowledee of HIV/AIDS by religion
Religion Total (n) | Mean Standard Deviation (SD) |
Christians 499 26,1 3.8 1
Muslims B 1495 MY 4.0 -
Difterence Tl |4
A\El ) /\
kr Variation | Sun:—oquuafes G Yean square | I statistic | p-value
“Between | 468431 N_ N 16343
- Groups
| | o~ 30.45 | 0.000
Within | 15270400 992 15,393
| Groups |
Total | 15738531 993
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Hypothesis three

It states that there is no significant difference in respondents’ attitudes towards

- HIV/AIDS messages between Church and Mosque congregations. Responses to the

2)

attitudinal items below were tested using chi-square (X' statistic at alpha level of 0.05

- and 95% confidence level. In testing this, respondents’ responses to attitudinal

statements wert grouped into Christian and Muslim categorics. Out.of the seven

statements testing for the attitude of respondents towards HIV/AIDS~messages In

church and mosque (Table 18), only four, statements 1, 3, 5 and, 6 show statistical

difference of p<0.05. Test of analysis shows statement | ‘being” most significant
(p=0.000). Therefore, in respect to arttitudinal statements that HIV/AIDS is a
punishment from God (p=0.000), HIV/AIDS is not.a threat (p=0.008), religious
leaders should not include HIV/AIDS information in“sermon regularly (p=0.001) and
VCT should not be made compulsory for church and mosques members (p=0.001),

the null hypothesis is hereby rejected and the alternate hypothesis accepted.

However, attitudinal statements 2. 4, and.7 show statistical differences of p>0.035. that
1s, attitudes of not accepting AIDS tosbe"discussed in church/mosques (p=0.220). that
HIV/AIDS prevention education/is, difficult and should not be incorporated into
sermon because 1t bothers on s€x(p=0.055) and that it 1s not important for religious

leaders to attend HIV/AIDS seminars/werkshops (p=0.096). are not statistically

significant. Therefore the/fitthhypothes » 's ot rejected.
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Respondents attitude towards HIV/AIDS messages by Religion

Statement

Christians
% (N = 500)

Muslims %
(N =1500)

df

p-
value

Yes

Yes

(1) HIV/AIDS is a punishment
from God for our numerous sins

338.8

37.0

(2) It is not acceptable for AIDS

to be discussed in
church/mosques

8.2

4.4

(3)Church/Mosque members

should not be bothered about

HIV/AIDS because it is not a
threat to them

18.4

(d) HIV/AIDS prevention
cducation i1s difficult and should
not  Dbc Incorporated In
Church/Mosque sermons
because 1t bothers on sex

15.0

(W)

8.6

1 0.055

(3) Rehgious leaders should not [

include HIV/AIDS information
N their messages/sermons

reg,ulatlx

(O)HIV/AIDS testing
should not be made compulsory
for church/mosque members.

J

(VCTI%T.G

?) It is not important for

Christian/Islamic religious
leaders to attend HHIV/AIDS

seminars/workshops N _ “
confidence interval 93%

alpha level 0f 0.05

le6

2

oJ

0.00 ]

— e R r—— ——

0.001

[7.5]

16.14

(Y

0.096

e — i — —
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CHAPTER FIVE
DISCUSSION OF RESULTS

5.1  Respondents’ Jeve] of knowledge of HIV/AIDS

This
study shows that both the churches and mosques congregation are aware and

believed that HIV/AIDS exist and over 80% of both faith based organization members
perceived it as a serious disease because it s not curable. This may be attributed to the
efforts of interfaith HIV/AIDS Council of Migeria Organization, which has decided to
present a common front to fighting HIV/AIDS. This might also*have occurred as a
result of exposure of members of both FBOs to the media = télevision and radio. In
addition, a greater percentage of the Christians 60.2% than.the'Muslims 43.2% could
correctly define the relationship between HIV and AIDS (Table 5). This secems to
conﬁrm a statement by the Vice Chairmen of Supreme Council of Kenya Muslims

that [mams were bot discussing HIV/AIDS 1ssues with their members in the past

(Christian Science monitor, 2003). They are, now,Just talking about HIV/AIDS in the

mosques.

Knowledge about transmission and‘prevention is high, though misconception about
transmission is still high. Christian and the Muslims still have misconceptions that
sharing food with infected pekson, kissing and miusquito bites could transmit HIV.
These misconceptions maydrelate'to respor.cents’ belief that since mosquitoes teed on

human blood, it will actually pass the virus from an infected person to an uninfected

person and that HIV_is-a food borne diseases since some of the food borne diseases
such as gastroenteriti¢ and cholera are associated with diarrhea, which ts symptom of
AIDS. This is alse as€ertained from a survey conducted in Nigeria in 2003 (NARHS
(2003), that the-high knowledge of HIV has little impact on misconceptions abou

HIV transmi$sion especially in the South West (in which Oyo state is part of).

In relatiOf to prevention, most respondents identified avoiding sex with persons with

many partners (96.2%) and limiting sex to one partner (91.4%) respectively as mcans

of HIV prevention. This corroborated with the report of Abduliah Hakim Quick
(Health and Science, 2005) that many Muslims see AIDS as the consequence of sinful

behaviour such as drug use and promisc: ) This finding corroborated with the
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lichszIOllr such as drug use and promisctity This finding corroborated with the
lindings of a survey conducted by WCC in 2001

| which reported that all religious
lcaders interviewed, both Chy

Istlans and Muslims seeimed to be familiar with the

neans of transmission. Interestingly, there is no significant rclationship between

educational status of respondents and their Knowledge of HIV/AIDS transmission and

prevention.

As shown in this study (Figure 3), perceived risk of contracting HIV isJow. Majority
(74.3%) of the churches and mosqucs congrégation perceive their.Chanees of getting
HIV/AIDS to be small or no risk at all. This is a confirmationdof aprevious survey
conducted by NARHS in 2003, where it was also revealed that 72% of respondents
who have hcard about AIDS said they stood no chance @f contracting HIV. More
Muslims (53%) than Christians (35%) believed they were.not at risk of getting HIV.
This concurred with a report of Health and Science, 2005, which stated that Muslims
have assuimcd for a long time, that HIV/AIDS is anusstue that would not affect them.

In addition, this may be cxplained by a statemcnt'madc by Ebedstart and Kcelly (2005)

that the HIV/AIDS prevalence rates of Muslim infections may scem smail when
comparcd with the tragedy that is unfolding in southern Africa, thereby making them

to feel that they are not at risk of contraeting the diseasc.

5.2 Attitudes of respondenttowards HIV/AIDS messages

This study rcveals that some réspondents from both FFaith based organtzations agreed
that HIV/AIDS 1s a puniShmcit from God for our numcrous sins but with a greater
pcrcentage from the Muslims 50.6% compared with Christians 38.8% (p-<0.03). This
may not be far fetched from the role that religion plays in the lives of people. Sexual
promiscuity, a social Stigma attached to HIV/IALDS, which extsts in all societies but
much morc pronounced i Mushm cultures 1s considered to be a sinful behaviour
(Hasnain, 2005). This sintul bchaviour is also identified as a major route ot IV
transmission,’ therefore 1t not unlikely that, respondents perceive HIV/AIDS as a
punishiment from God, According to Ebedstart and Kelly (2003), Islamic culture and
Muslim bclicfs, unfortunately, are affecting the spread of HIV negatively and thar s
why many Muslims view the AIDS epidenic through the “prison of sin™ and as the
consequence of sinful behaviour. World Faith Development Dialoguc, (2003) also

confirmed that both Christians and Muslims see immoral bchaviour as being the cause
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HIV/AIDS epidemic and this affects attitudes towards people living with HIV/AIDS
(PLWHA).

The study reveals that approximately about 50% of the respondents in Churches and

M . . . .
osques actually agreed with the inclusion of information on condom use in the

religious leaders HIV/AIDS messages. Although, over 90% respondents inveach faith-
based organisation stil] agreed that faithfulness to one partner and abstinénice are still
major virtues to be emphasized in HIV/AIDS information to married “couples and
unmarried youth respectively in the churches and mosques. However, this finding
Supports a report by FHI (2005) that the Methodists, Baptists and Presbyterians accept
the condom because they claim to be realistic and in favour of any means which will
protect the “faithful” from H!V. Contrar.ly. McGeafy, (2000) reported that some
religious groups see the promotion of condom as anti-réligious act and as an vitation
to premarital sex among the voung peopie and to.infidelity among married couplcs.
This is the opposite of a part of UNDP's (2002).report that the religious leaders in
Tanzania (where the number one killer discase'between ages 15 and 49 1s HIV/AIDS)

said they could not campaign for the us¢ 0t ¢ondom and also the [FHI (2003) report

pointed out that the African Council ¢f Churches (AACC) see the holistic approach of

abstinence and mutual fidelity as the'most effective of HIV/AIDS prevention.

On attitudes towards peoplé=tiwing with HIV/AIDS , from the findings. 1t appears
Christians have a mores positive disposition towards PLWHA than the Mushms
Surprisingly, over 50%,6f)the members of churches and mosques interviewed said
they were not willing-te keep a secret o! :ny member became ill of AIDS. This is
opposing to a repc'm by WCC (2001) that IV positive or those who have AIDS are
not abandoned for Quran recommends . :t help be given to all who arc in need,
whatever the faults and contrary to Mike Crawley’s statement that there has been a
significant™move in the past year or two among religious leaders to take on their

responSibility to break the stigma associated with PLWHA, (Christian Science

Monitor, 2003).

5.3 Risk Practices of Respondents

Sexual intercourse with non-marital partrers i1s often considered to be of higher risk

than sex with marital partners (NARHS, 2003). Despite the fact that both Christianity
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and [slamic religj - : :
glons frown at sex outside Imarriage, it 1s not uncommon to hear about

pre and extra martial sex among the members of

study, 1t was revealed that 14.2% Christians and 12.6% Muslims, engaged in extra

these religion groups. From this

marital sex. The higher percentage among the Christians may be explained through
t;he doctrine of the Bible, which kicks against polygamy in the religion, especialiy for
‘worKers® in the churches. Some Christians hold on to this doctrine and for that
reason, prefer to engage in extra marital arfairs rather than going againstthe Bible and
marry more than on partner which is, pclygamy. Furthermore, the high percentage
among Muslims maybe due to the I[slamic doctrine/custom that allows Muslim men to
marry more than one wife, which may or may not be the conséquence of the extra-
martial affairs. Though there was a small Christian Muslim differential, the ratio of

male to female that engaged in extra-marital sex is ratio 4:1 in both religions.
reinforcing findings from other studies that males engagein risk practices. It may also
reflect a Yoruba cultural norm that condemns premarital and extramarital sex but not

In circumstances such as during a period when thewwife is pregnant, nursing children

or out on a long journey.

The higher male to female ratio among, Muslims (2:1) than Christians (1:1) may be
explained by the fact that some/Muslims youth may see themselves as potential
husbands with more than one wife d the rcligion permits that. The study also shows
that more Muslims respondents™(39.4%) tnh.n Christians (17%) respondents had more
than one sexual partner, dhese finding are supported by the report of the renownad
Muslims scholar who(stated that young pcople engage in sexual activities outside
marriage (Quick, 2006)=and also by UNAIDS (2003) who reported that talking about

sex Is hard in Christianity but it has been revealed that the majority of young pcople

are sexually aetive.

Condem use
As revealed by this study, most of the respoadents (85.7%) that engaged in both extra

and pre marital sex believed the use of condom as a way of preventing HIV/AIDS

but less than 50% of them used condom the last time they had sex preceding study,
(72(48.6%) Christians and 63(38,7%) Muslims). This is in contrast to the statement ol
Lawrence Adeokun (Adeyi. Kanki, Odutolu & Idoko, 2003) that people’s belicts
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ultimately | ' -
y influence their health-care-seeking behaviour and efforts to protect
themselves from infection.

54 HIV/AIDS Education

Many of the respondents. (average of 60% of the Churches and Mosques

Congregations) reported that they have been educated on HIV/AIDS~fram their
Churches and Mosques in form of Seminars, Lectures, Counseling:Training
Workshops and Youth programmes. This s..ggests that HIV/AIDS messages are being

disseminated in Churches and Mosques bu e frequency and intensity-are unknown.

5.5 Training needs

On the issue of educational status and training, needs, respondents with
secondary/modern schoo!l education topped the list of thosc that wanted to learn more
on HIV/AIDS with 97.2%, followed by those with Higher/tertiary education (96.6%),
then primary education (92.4%) and lastly. 83.1%.0f/those that never attended school.
From this, it can be deduced that educational\/status has no significant relationship
with training needs, because if it does, 4t 1§, expected that those who never attended
school would want to know more. Algo this may be explained by a1 adage which says

that people who are knowledgeable “on somecthing will always seck for more

knowledge on that thing.

The higher percentage (93%)%ef Health wo  ers as preferred HIV/AIDS Educators in
Churches and Mosque§ than religious lead s (Pastors and Imams/Shcik) (80%), may
be due to the facfl that.most of the resp. .idents believed that though the religious
leaders are knowledg€able about HIV/AIDS but they are not as equipped as the
professionals (Health Workers). In addition, the preference for the religious leaders
may be beeause of the beliefs and trusts in their leaders. Therefore, the need for the

training«0f\the Religious leaders, as one of the major training needs identified by the

respondents.

Lastly, the respondents suggested Provision of funds for HIV/AIDS programmes in
faith-based organisations, Continuous education/consistent preaching on HIV/ALIDS.
Special training for religious leaders, regular organisation of Seminars and

Workshops on HIV/AIDS, Use of IEC materials and organisation of HIV/AIDS
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educational ‘
ondl programmes for youth as the way forward for improving HIV/AIDS

programmes in Churches and Mosques

55 Conclusion

Going by the UNAIDS indicators (NARHS, 2003) for knowledge of HIV/AIDS
transimission (sexual intercourse, blood transfusion, Mother to unborn c¢child and
sharing sharp objects) and prevention (using condoms and limiting sex 10'one faithful

uninfected partner). knowledge on transmission is 93% while that.of prevention is

89% among thé total rcspondents.

This study not only addressed the educational needs of €hurches and Mosquies
Congregation in Oyo State but also explore their exposure to HIV/AIDS information
in the churches and Mosques. Though, respondents reportedbol information through or
as part of sermon in Churches and Mosques, the study=revealed that organtsation of
spccial HIV/AIDS educational programmcs apart trogm sermon are quite low in both
faith-based organisations. Of those that werchaware of these programmes, only few
attended the hittle number of specially organiSed HIV/AIDS educational programmes
in churches and mosques. In addition, only, just about one-fifth of cach faith-based

organisations leaders specilically preaehed on HIV/ALIDS (Tables 11 and 12).

Conclusively and as evident fram this survey. Christians are morc knowledgeable or
familiar with HIV/AIDS issues than their Muslim counterparts though misconceptions

about HIV/AIDS exists among respondents in Churches and Mosques.

5.7 Recommend:itions

| Religious lcaders need 1o nclude HIV/IAIDS information in ther

messages/scrmons regularly',

7 It"is nccessary that educatonal intervention providing correct knowledgee
of HIV/AIDS be put in place to allay misconceptions in both 1atth-based
organisations but more importantly in the Mosques.

3. Monthly: educational programmes on HIV/AIDS need to he arganised in

churches and mosques by religious leaders
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4. The opinions of both churches and mosques congregations should be
sought when fixing time and date for any HIV/AIDS educational
programmes for full participation.

3. Condom usc¢ should be included in HIV/AIDS education given not only in
some Churches and Mosques, but in all FBOs.

6. Religious leaders need to go for formal training/seminars/workshops on
HIV/AIDS to make them more equipped with right information on
HIV/AIDS.

3.8 Suggestions for further rescarch

. E.valuation of HIV/AIDS cducational programmessin FBOs: Frequency,
intensity and impact of HIV/AIDS cducationalprogrammes mn FFBOs.

2.

Bridging gaps bctween religious teaching and practice and usc of condoms

as a prevention against HVI/AIDS
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APPENDICES

Appendix 1: Names of structyred

E State used for the study,
Thq Christian denominations selected fo

rthis stuc v were;

. Catholic ¢hurch

2, Baptist Churct;

3. Anglican/Presbyterian/A frican Church

4. Methodist Church of Nigeria

3. Church of the Lord/Cherubim &Secrap| ;m

6. Celestial Church of Christ

7. Christ Apostolic Church/ The Apostoli - Church
8. Redeemed Christian Church of God

9. Assemblies of God Church

10. Pentecostal Fellowship of Nigeria (PF’ )

While the Muslim sects selected were:

I's Ans-ar-udeen

2 Ahmadiya

3. Naw-ar-udeen/ Naw-ar-ul lsiam
4 Quomu Nasirudeen

Other groups (TebligueiJslamvat)

U

Number of members interyiewed tn Churches ano Vosques - -

and registired Churches and Mosqucs 1n Oyo

TChurch (Denomination) "Number T\ ISque ' Number
| interviewed | (1 vnomination) | interviewed |
L_Cathoh'c - [33 A sarudeen | 1G4
nggtist J;SS | _I_/j m_adizg 3 ) 115 |
| ' ' ican | 66 N warudeen/ 5]
l_ . N warulsfam A
Methodist et TQ’ omu 223
N strudeen
: — _. 1 ——— — ———
i Church of the Lord/C&S 12 G iers(Teblique, | 7
ls imiyat
"Celestial Church [3r _
CAC/The Apostolic 90 |
Redeemed Christian il 89 - )
| Assemblies of God 3]
; : = - s ——
PFN - 2 L :
TOTAL ISOO L . 500 _
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Appendix 2: Questionnajre (English)

KNOWLEDGE AND 4

TTITUDE ,
RELATED PRACTICE UDE TOWARDS HIV/AIDS AND HIV/AIDS

S AMONG C} JRCH AND MOSQUE MEMBERS
INTRODUCTION

Greetings. -
Re ionflsll rVlltf r{arnc IS e [ am working with the African
- calth Education Centre (ARHEC), College of Medicine. University of

Ibadan. We. are conducling a study on HiV/AIDS and would very mugh appreciate
your participation. The information gathered will enable us plan “HMIV/AIDS

(.delQlcaUOI.l tor church/mosque leaders. We won't take much of your=tinie. Whatever
Intormation you provide will be kept strictly confidential and will Mot be shown to
another person. We hope you will participatc in this study Sipc€ your vicws are

!mporlant. May | begin this interview? (If No, thank respondent and terminate the
interview)

Survey Identification Number

Name of location/Community where intervicw was conducted

|
|
!
|
Date of Interview B J

Name of Interviewer l

Pe— — = —

SECTION A: DEMOGRAPHICCHARACTERISTICS

{
3
I'm going to ask you some questions abo’ ' yourself.

I Gender: |. Male 2. Female
2. How old were you atsyour last birthday? (Age in completed years)
3. What is your marital Status?

| Currently-married 2. Formerly marricd 3. Never married

4. Have you ever attended school? . Yec¢s 2. No
- What-is the highest level of school attended?
] .«Never attended school 2. Primary
3..Secondary/Modern School 4. Higher/Tertiary
6. What type of work do you do currently?

7. What is your ethnic group? (1) Yoruba (2) Hausa
() I+ o (4) Others(specify) .. ..
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8. Are )'OUI a Moslem or a Christian?
| . ghrlstlgn | 9 Moslem
}' .enommano-n Denomination
| (') Cathghc (i) NASFAT
| (") Anglican (i) Islamiyat
(f“) Methodist (iti) Teblig
(1iv) Baptist (iv) Ansarudecn
(v) C&S (v) Ahhamadiya
| ., (v)) Scventh Day Adventist (vi) Quareceb
o (vit) Church of the Lord (vit) Nawarudcen
(ymj Celestial Church  (viii)Muslim Congress TMC)
(1x) CAC (ixQuomu Nasirudeen
(x) ECWA (x) Muslim Students Sociéty (MSSN)
(x1)  Others specify _ (xi)Others specify__
9. How oRten do you attend a Churcl. Mosque?
- Daily 2. Weekly
3. More than once weekly
4, Monthly 5. Othcrs (specify)
10. When was the church/mosque established? (ycars ago)
SECTION B: INFORMATIONON KNOWLEDGE OF HIV/ALIDS
[la. Have you heard about HIV/AIDS ? L. Yes 2. no
11b.) Do you believe that HIV/AIDS exists? l. Yes 2. No
}2. What is the relationship between IV and AIDS?
13 |{fow can a person get AIDS? (Plecse tick (N) the appropriate) ] _W
| Yes ! No | Don't

know

1. | Sharing food with infected person ~+
A :

2 &l Blood transfusion —

3 Sex with prostitutes

4

Sexual intercourse with multiple partners without

using condom o " |

5 | Homosexual contact — ]
6. | Sharing of sharp instruments c.g. barber’s clippers,

razor blades
2 T[gjcction | >

‘ |

N
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[4e, ki T——

8. | Kissing g

9. | Mosquito bites L
| 10. | Hugging or Shakmg2 hands with an infected person T
e

: 1ild durmlg= delivery

13. | Mother to child during breastfeeding j
| 14. CO%hﬂ& Oor sneezing on somcbodz ) [

5. Talloomﬁllnum()nS ) .
16, [ Circumcision | § S— — |
r*|—7'-ﬂ: Witchcralt - - |l e |
18, ‘ Others (please specily) ... o - L ..... N
4. How can a person prevent getting HIV/AIDS 7 ARlcwse tick (V) the

[_f_‘L’Q’ opriale) o
i N Yes r!_\o " Don’ t_]
| Know
l. | Abstain from sex | NG j;_ I
2. | Use condom 1 T -
3. | Avoid Mosquito bites | _i - L1 —_il__ .
4 L.imit sex to one partner - 1 L ) P
' S. | Avoid sex with prostitutes / N e o
6. | Avoid sex with homoscexuals N\ | r |
7. | Avoid sex with persons who have m‘mz_ parners | | | I
8. | Avold sex with persons who inject drugs intgivenously | } L |
9. | Avoid blood transfuston - | |
; h_I()T*/\voul sharing shmp instruments cg barber's clippers, razor !
blades . 4 W l
1. | Avoid Kissing ] | o
12, | Seck protccllon from l|.1d|l|ond_1)mct|lmmr .
| 13. | Usc antibiotics/drugs | |
14. | Receive care from religious Imdcxs/pm\* rLLlILlrl\ ol B
15. | Take immunizatiop otyaccine |
16. | Others (specify) S oo oL e b s R Tl |

15, s it possible for a healthy looking person to have AIDS?
. Yes 2. No

Which™=ef, thc following statcments best reflects  your opintons about

16.

HTIVIAIRS ?

I [t 1s not a scrious problem

2 [t is serious because 1t cannot be cured

3 [ts seriousness is being exaggerated

d. No causc for alarm. only those who are sexually promiscuous get
HIV/AIDS

5. Undecided

(7 Do you think your chances of getting AIDS arc

[Rcason
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SECTION C:

Beclow are statements about HIV/AIDS

89

........ [ ) e ° [ )
[ ] e
] e o o .0‘...........l.0. LI ]

......
P o o
..............................

e o o
....................................

I Small

2. Moderate

3. Gircat

4. No Risk
3. Don’t know

TOWARD

AFHHFERLI_AND PRACTICES OF CHURCH/NMOSOUE

Ul\/\m_

MEMBERS

VIATION

‘disagree with it or you are undecided.

Statements

Ticl:( V)

for cach tick (V) wifcther you agree or

B e _—

f\nrccT l)nsanrw | Ungcgidcd

HIV/IAIDS s a punishment from God for
oulr numerous sins

|

Any member of the church/nmsquc with !
HIV/AIDS does not deserve our care and
love bccausc they are sinners

TR dcccplablc for AIDS to be discusseddin

church/mosLms

People who have the germ (HIV) that causes
ALDS should not be allowed to mgy with

other Ecoglc

2.

j Anyonc can get lHVu\lDS

-

| would not be afraid to subnut My biood for
HIV/AIDS tests

Should  be

Church/Mosque  members
because 1t 1s a

bothered about HIV/AIDS
threat to them

[t is important for Christian/lslamic religious
leaders o auend HIV/AIDS

l

ey TEte

f |

|'

= e —— — —_—

scminars/workshops /

HIV/AIDS preveation education is difficult
and  should . not  be  incorporaced  m
Church/Mosguc/scrmons because 1t bothers

OnN SCAXN.

| Religi ns eaders need basic and technical

knowlcdge to be able to explain HIV/AIDS
Issucsyo their COll“l‘U'dllOll

N P ——— S

Religious leaders should include HIV/AIDS
information i their  messages/sermons

regularly. _ ) S

Religious leaders  should  orgamze

Church/Mosque members frequently.

30.

HIV/AIDS  educational programmes lor
HIV/AIDS testing (VCT) should e made |
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F,———-

31,

b-'—.l.—

] compulsory for church/mosque members.

Abstinence IS a major virlue (g be
emphasized in HIV/AIDS  information
cspecially to the unmarried youth in

clmrchcs/mosqucs.

32. | Religious leaders should emphasize being
faithful to ones partner for all married

8 Qco!_alg. - | — 1 +
33. | Religious leaders should include information
on condom usc 1nto their

| message/HIV/ATDS  programmes i |

For Married

34a.

34b.

Have you ever had extramarital sex? . Yes 2. No (/f No. goyti J3N)

H yes, with whom? (8o to Q30)

For Unmarricd

35a

35b.

306.

37a.

39

40.

41.

42.

43.

Have you ever had sex? I Yes

Il yes, with whom?

o : B,
{ jow many partners do you have? £ /™

me ad sen? Yes 2. No
Did you usc condom the last tine you had sex: k. |

I 'Yes, why

i ) 211 Q 2 > ‘70T )I
Do you sharc shafp/piercing mnstruments ¢.£. razor t

PR | s -)
ilon with your nersonal Kits? . Yes 2. No

Do vou g0 O b

Can yowsfefuse (O have sex witha p

| Yes 2. No

L] L ‘. ~0 ] ")
Laye.you ever taken anscreened blood in a health facility
1a

. Yes 2. No

‘g - - )
[Have you cver been tested to sce it you have the AIDS virus:

1. Yes

' A N
If yes, when was the last time that you were tested?
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44, Would you want 1o be tested for the AIDS virus? | ves 2. No
43. Have you CvCr heen educated on HIV/AIDS from church/mosquc?
[. Yes 2. No

40. Since you have heard about AIDS, have you changed your behaviour to
. prevent getting ATDS? [. Yes 2. No
g |

47. In the last 3 months, have you smoked cigarette? 1. Yes 2. No

48. In the last 3 months, have you taken alcoholic beverage? 1. Yes 28 No

’lcasc respond to cach ol these statements,  (Please tick (N the appropriaic)

| STATEMENTS | _ [ Yes | No|Don't |
STATEMENTS i

A —— ~— —_—

49. | Would you be willing to cat from the same plate withyi B
' member of your church/mosque you knew h:li II_I.V/,'\_II).SO_.. | -
50. B} 1f a member of your clmrch/mosqug Iwcg:un¢ nlll with ATDNS,
would you be willing 10 worship with hinv/her? 7= o _
S1_ | If a member of your church/mosquc has HIVIbut is not sick

should he/she be allowed to continue altending/your l

church/mosque? _ -
52 1f a Pastor/lmam has the AIDS vins should he/she ):
ki hirrch/mosque? _

allowed to continuc preaching in the church/t onguet_
53, [ Ifa member of your church/mosque became il wath

would you want it 1o

——— e —
——

remain seeret? _ | |

———————

54 Apart form scrmof. has your Church/Mosque ever organized any IIIV/,éIDi
P Pe : | ! , 7 No 3. an
! : ") . Yces -
educational progiitic: o, o helpin
Ny o Cen 't remember to Quesiion Y9%a below)
. No Cor Can [ remember , 2o
remember (if .
AIDS > bee ranized?
- af such HIV/AIDS programmes have been ory
Ve any ol such | E
55. I Yes, how
' ' o and how frequent were they
_ D these HIV/AIDS  programmes <
0. W hat. aré” these
condacted? s o No of tinics
» amme
PR conducted §
N I = ]
_2_;. —— 8 = R
3. . - — -
4. o o
“the >s”) , 2. No (if No. go (0
. Have you ever attended any of the programmes? 1. Y¢s (if No. g
/. ¢
39a)
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58. Which one(s) of these HIV/IAIDS

rograt , -
three months and why? programmes have you attended in the last

Il_'r . ’ "
ypc of Programme attended l Reason for attendance |

-D-LaJlN—

Q . - , , | .
59a. Ilas‘your church/mosque leader ever included HIV/AIDS inforntation as part
ol his/her sermaon to the congregation? 1. Yes 2. No

39b.  H*yes”, how many times in the last three months”

60a. [Ilas your church/mosque leader specifically precached“enHIV/AIDS 1o the

congregalion? l. Yes 2. No
O60b I “yes™, how many times in the last three months?,
SECTION E: SUGGESTIONS FOR TRAINING ON HIV/AIDS
6l. Pleasc list all the things you would hkedo [catn about HIV/ATDS to make vou
more informed about the disease
L7 DU UL USSR —_ Y. 4 4 DT
1 R N ST . ) O U P
B, ot e e gy 58 55 1 sy aema s N o ol a S e o e e = o T gk i o
s R S SR
62. From your own vicw who would you prefer to teach/educate Church/Mosque

members about HIVAAIDSs issues in your Church/Mosque (please tick (V) all

that applics to you)

— N - T,
Person iek (v

_Yes I No 63.

1. | Pastors/Imda/S breik B N e _ n
2. | Sunday School 1 cachers/A rabic Tutors ; |r - W
3, Health“Workers | | h
q, Any Church/Mosque member J_ N l
. Othicrs (please speCiy. oo o) Ic
— 1

foruim do you want HIV/AIDS to be discussed in the Church/Mosque setting?

(Tick (V) all that applics to you). o
| Church/Mosque Setting | Tick (V)
Yes [ No

— e o

|
.| During Sermons o | S o
2. | During Counscling Sessions
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| 1Durinj;’ Sunday School/Arabic Lessons

During Retreats or Out door programmes
: +Sgccial time be created fgr HIV/AIDS Education

l

Nl &)W

| Others {plecase specify

e

.....
.....................................................

64.  Make suggestions on what can be done to improve clfectiveness of HIV/AIDS

programmes organised by Churches

—

or

Mosqucs?

—_—

e —

Thank vou for taking time to answer these questions.
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Appendix 3:  Questionnajre (Yoruba)

KNOWLEDGE
NPT P é\Tl‘:L?FQTTITlJI)E TOWARDS HIV/AIDS AND HIV/AIDS
HIHES AMONG CHURCH AND MOSQUE MEMBERS

INTRODUCTION

A K yin. Oruko mi ni .....oooooiiininnn, mo si s¢ peclu Africa Regronal llcalth

[:ducation Centre (ARFEC), College of Medicine, University of Ibadan. ~A'nsc 1wadi
lori arun cedi, inu wa yoo dun ti a ba lc wa pelu wa ninu iwadi yi. Awoniahan ti a ba

ri yio je ki a I¢ scto fun idanilcko lori arun cedi fun awon olori ijo. A kew1i gba yin ni
akoKko. Gbogbo ohun ti ¢ ba so n1 yio wa ni ifi pamo laarin wa.{ Adlero wipe ¢ o dara

po mo wa nimu iwadi yi nitori wipce iriri yin sc pataki fun wagd Se'kia bere iwadi na?

Scction A: Demographie Data

. Okunrin 2; Obinrin
2. [ jowo omo odun mclo ni ¢ sc ni 0jo ibi wregse kehin (odun)
3. [pO wo ni ¢ wa mipa igbeyawo?
(1) Mo t gbeyawo (2) MG ti gbheyawo n
(3) Nko t1r gbheyawo ri
4. Nje e lo siilc iwe r1? |. Beeni 2. Becko
S, [we melo ni eka ti o ga ju
(1) Nko lo tlc iwe rara (2) ¢
(3) e iwe girad (4) e we giga
0. Iru isc wo ni ¢n sedowe lowo bayit?
7. Omo eya wo nilyiri?, 1. Yoruba 2. Ibo 3. Hausa
4. Omiran (so ni pato)
8 Elesin woé nd yin”? (1) Kristian (2) Musulumi
0 Bawo.ni ¢.se ma nto si e ijosin to?

(1) ()j()jun]o (2) _ose sc¢ (3) Ju ckan lo lose
(d) Ososu (5) Omiran (so ni pato)

0. Nigba wo nt a da ile tjosin yin le? o
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SEC
TION B: ORO IMO NIPA ARUN EEDI ATI KOKORO TI O N FA

ITa.  Nje o ti gbo nipa arun cedj? |

ITb.  Nje o gbagbo wipe arun ecdi? |

Beeng

. Beent

2. Beceko
2. Beeko

12. Kiniajo sepo to wa laarin arun ecdi?
13. Bawo ni eniyan sc le ko arur cedi
Beeni | Beeko Nko mo
}). Pingin onje pelu eniti o ni arun cedi
12 | Eje g blgba
3. [balopo pelu asewo 7
i) Ibalopo pelu eniyan pupo lailo rubber idabobo
q Ibalopo okunrin si okunrinfobinrin si obinrin |
0. Nipa abefele/nkan igerun ] |
%, Abcere gbigba L KL
8. Ifenukonu | o
9. Ki cfon je eniyan - = T
10. | Didimo tabi owo bibo pelu eniti o ti Iugbadl ~ | )
ccd|
=T : ~Q ) It
1. | lya omo ninu oyun v
12, | lya st omo nigha ibtmo _ - oy
13, lya st omo nipa omu mumnuy B __ff______ e ]
|1 4. lko wiwu tabi sinsin si cniyan lara N | -
15. | Finfin ara !
16. | Ila abe kiko oy N .
| 7. +L|Io awon nkatl_u_C)_lp_u[_a_h_c_Lc_lg - o I | |
18. | Emiokukun - = = — 4 ]
19. | Onyiran (so ni pd A 1 |
1 4. Kini eniyan le s ldwycar fun arun cedi tabi kokoro ti on fa (11V)? -
— ]Bum [ Becko [ Nko
| . = | A G
T Yiyera patapatddfun ibalopo ) R} i' - 1
A #Wo roba wlabobO . | = | = { L |
N | Ki efon, mayjeniyan T +
4. | Didin Olubalopo ku s LnQan Kan pcre | !
_5._ l_y_c_réTun sbdlopo pelu asewo | | | | |
6. | Yiycrafun ibalopo okunrin st okunrinfobinrin si
ebinrin = ‘ e L
r'/"—TYEcra fun ibalopo pelu eniti o ni olubalopo | T |

Jﬁ Yiyera fun ibalopo P‘—]“ cniti o gur ara re nt

abeere ogun oloro

femit

9.

e ——

L

0. |

Viyera fun t—Jc;sbléb_"

= —

pupo - aa
|
i
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t 11. | Yiyera fun ifenukonu

12. HLTito awon oniscggn ibile lo fun abo
13. | Lilo ogun ti anena kokoro

14. | Gbigba itoju lodo awon olor clesin/adura :
orckore

15. | Gbigba abere ajesara
16. | Omiran (so ni pato) e—

5. Nje ose se ki eniyan ti o dape ni arun ecdi? |. Beent 2. Becko
| 16.  Ewo ninu awon gbolohun wonyi ni o so nipa cro re nipa arun cedi {mu okan
peerc) (1) K1 isc arun ti o lewu rara
(2)  Ojearuntio le wu nitoripc ko s€.wo

(3) Afikun/Asoju wa nipa olewu arun ecdi
(4) Ko si cwu, awon ti 0 ns¢ ise Kise ni.o Ic ko arun cedi

(5) Nko le so

7. Nje oso wipe kiko arun cedi re?
[di
. Kere @ e A R T
g OV TH10, TITROBE o oo st aidlion = o2 o = gy s P & e st g saemene o & w55 4
3. OLOB] e NN
q. Ko st cwil . U R Sy %
5. Mi KO 1110 MG ..« veenetrnroroneenennsarsttasenenneaee
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SECTION C: ITHAATIIHUWASI AWON OMO 1JO STAWON ORO LORI HIV/ATIDS

Wonyi ni awon gbolohun ti 0 ro mo arun eedi, so boya o faramo, abi o ko faramo{abi-0 ko mo

Gbolohun Faramo Nko faramo 1 Nko mo |
18. | Arun eedi je ijiva lati odo Olorun fun awon ese wa ti 0 po lapo ju
19. | Omo 1jo ti 0 ni arun eedt ko ve fun itoju ati ife wa nitoripe elese ni B
20. | Oje 1tewogba ki a so nipa arun eedi ni ile ijosin kritiani/musulumi
21. | Omo ijo ti o ni kokoro HIV ti on fa eedi ko gbodo ba awom omo ijo torku josin papo 1 ]
22. | Arun eedi ko yo enikeni sile |
23. | M o beru lati fi eje ni sile fun ayewo kokoro HIV/eedi ) —
24. | Omo 1j0 gbodo mu oro eedi ni okukundun nitoripe ohun ti oléw.uni
25. | Ose Pataki fun olon esin Kristani/Musulumi lati lo fun 1danieko lon HIV/AIDS |
26. | Eko nipa didena arun eedi takoko nitorina ko ya ki o waMnnu oro 1wasu nitoripe on |

so nipa tbalopo 1
27. | Awon olori esin nilo 1o ati eto to o jinle ki won ki1 o te-le se alaye nipa oro arun

eedi fun omo 1j0
28. | Awon olori esin ni lati ma fi oro nipa eedi sinudwasu won lorekore a . ] N P,
29. | O ye ki awon olori esin se eto eko nipa arun gedifun awon omo 1)0 _
50. | Ayewo fun arun eedi ve ki 0o je dandan fun @won omo 1jo |
31. | Yiyera fun ibalopo patapata se gbogi nin{ih@ro nipa eedi paapaa fun awon ti ko 11

cbevawo ninu 10
32| Oye Kiawon olori esin tenumo sise eloto si ara eni fun gbogbo awon 11 0 ti ghevawo
33

Ove ki awon olori esin oro nipa hleoba idabobo si inwe wasu ati ¢to eko H1V/eedt
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Fun awon t1 o ti gbeyawo

3J4a. Nje oti ni ase et
. O c : o B ! . . .
Beeko PO pelu enikeni yato si tyaw/oko re lehin igbeyawo? 1. Beeni 2.
340D. T o ba JC l)eeni, pclu tani1?
Fun apon/omidan
35a.  Nje oti ni ibalopo? (1) Beeni (2) Beeko (T - -
: - (2) Beeko (Tio ba je beeko lo si Q38)
35b.  Tiobaje beeni pelu tani
36. Olubalopo melo ni o nj
37a.  Nje o lo roba idabobo ni ibalopo ti se o kehin? 1. Beeni =2 Beeko
37h.  Tio ba je beeni, Ki nt idi
37¢.  Thoba je becko, kini idi
38. Sc o ma n pi awon nkan ti omu bi abelele lo pelu ¢lontiran?
| e=l3cnt 2. Becko
39. Sc o ma nlo st bi tr ot se/ge 1run pelu a won nk gi=scrun tire?
[. Been 2. Beceko
40. Njc o le koja lo lati ni ibalopo pelu enikejire U Ko fe lo roba idabobo? .
Beeni 2. Becko
41. Se o (i gba ¢je t1 a ko sc avewore latifile ctoaler tle inwosan n?
. Beem 2. Beehw
42 Nijc o ti lo se ayewo bo ya onikOkoro cedir1? 1. Beem 2. Beceko
( B1 Becko. lo s1 Q40)
43 T1 0 ba je beeni, ighawowi ayewo ikehin ty o se”? (Osu schin)
44, Nje¢ o nfe lati sc ayetho fun kokoro cedr? . Beemi 2. Becko
49. Njc o ti ri ckotkompa arun cedr lat o re? 1. Beent 2. Beeko
40. Lati igha tiogt gho nipa arun cedi. nje o 1y wa pada latt ma de na kiko arun
cedi? . Beern 2. Becko
47 Ni iwomnosu mecta schin, njc 0 mu siga? . Beeni 2. Beeko
48 Ni wentosu meta schin, nje o mu oti hic? . DBeeni 2. Becko
R — —
° - - | i - I
49. | Nje o le jeun ninu abo kanna pelu omo 1jo re (1 0 mo | |
pe oni arun cedi? N I - o
50. | Nje o le ra efo lowo omo ijo re ti o ni kokoro [V | _ _
51. | Ti omo ijo re kan ba ni aisan nipa cedi. nje o le finu | ol
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|

'i = 5
i findo lo sin Rclukrc

59. 'l'_i 0Mmo i{(q re kan ba ni kokoro HJV {; ko si se aisan
l] : e e (] . & ° [] ,
hiljoc?i Yc ki a gbalaye latj lesiwaju lati ma josin ninu

3. | T glufa/imamu ba ni kokoro HIV, se o ye ki o | |
| lesiwaju lati ma waasu ninu 1j0?

e e

54, Bﬁl 0mo ijo ba nsc aisan ti oro mo kokoro ccedi, nje o fe
Ki a se ni bonkele abi rarg?

SECTION D: ORO LORIBIETO HIV/AIDS SENLO SI
- MOSALASI/SOOSI
55. Njc 1yo re i sc cto 1danileko lort HIV/eedi 1. 1. Beenmi / 2. Bceko

3. Nko Jevrant

56. T1 0 ba je beent, br meelo ni awon cto idanileko na?

57. KKt n1 awon cto HIV/cedi wony!t ati bawo ni wosse po to?

58. Nje o ti le lo st okan kan ninu awen 0 wonyt? 1. 3cen 2. Bceceko
59, Nje olort ijo re ti le ti so mipa B V/eedi nimu nwasu re st awon omao 1jo?

1. Beent 2. Becko

60a  Nje o bi 1jo re t momo se 1wasu lor arun cedi fun awon omo 1yo?
[. Beent 2. Becke

60b.  Ti o ba je beenigOto fgba me lo ninu osu mefa se hin?
SECTION F: IMORAN TABIABA FUNIDANILEKO LORIERFEDI ATI

KOKORO TIONFA

6l Jo wo_§o-gbogbo ohun ti o feran lati mo nmipa arun cedi lat le so odo eniti 0 i 1mo

kikufiwaipa arun na?

L4
— ——— e e ——————————— — — —_— — —— —

. —————

b. -
C. —m ——
d.
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62. chc bi 0 se ro, ta ni 0o faramo
[josin.

ki 0 da awon omo ijo leko lori oro HlV/ecdi niile

e —

— Beeni

Beeko

: %l’asilo/lmamu

T 1

Oluko i1le ecko ojo isinmi/Ala

r-

Alejo emimo nipa eto ilera

[ Omo ijo B

_| Oniscgu oyinbo

Omiran (so nipato)

i

63. [.abe akoso wo nigba wo ni o fe ki oro nipa HIV/AIDS=igha aye ninu yio re?

Been

1 chkb

Ninu iwasuw/Waasi

(

Akoko 1gbani niyanj—L_x—

l |
: |
3. Ni tle cko ojo isinmit/ni ile cko kehu |
4. | Nigba Itun ara %‘nu_h/ﬂvit‘dc L gbangba L
5 AKoko U1 a ya sile soto tun nile lo lon ]
HIV/ced |
6. Onuran (so nipato)

—_—

. : - . . 44 I ,
04 So awon nkan G a le se fun idagbdseke Liti e s¢ mu le cto tor TV cedn

Church/Mosalasi?

ni

kse pupo fior asiko (i e fi silNlatt dabion awon ibere vwony
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Appendix 4
[.etters of introduction

16" November, 2005

TO WHOM IT MAY CONCERN

LETTER OF INTRODUCTION

e

I am picased to introduce to you \ ~who 1s a
rescarch assistant on a project “HIV/AIDS Educational Needs of Churches and Mosques
i Oyo State”, being carricd out by the African Regional “4lealth Education Centre,
Department of Health Promotion and Education, College ofsMecedicine. University of
Ibadan. This study will take place between 17" November and 16th December. 2005

Your ntost open and sincere answers are needed to makesthe rescarch successtul. | assure
that all the information given to us will be kept confidentral. Please get in touch with Mrs
Busola Oyeyemi, on the telephone numbers 08023348030 and 08052236917, should you
require any additional information about this projcet.

Your cooperation and participation in this pgojeet 1s appreciated.

Thank you.

Yours sincerely,

.'“ "l IJI
Q&: H"v(ﬁ (4 i :

Adebusola Oycycmi
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Sclected Churches and Mosques in Oyo Statc

CHURCHES

102
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ANGILICAN
I S/N | NAMES OF LEADE RS ADDRESS/TELEPHONLE NO LT()W'\J |
. Ven Q.Q. Oduntan St Michaels Anglican Cathedeal - '"()-)o ﬂ
sicle 08043155683
08035773010
. 038-240225 B . |
2. Ven B.F. lyiola St.  David's /\nglﬂlrcan Church,. TOgbomoso
Agboin
08033612204
| e e - _()8_()}347057’ N (. |
3. Ven B.AB. Adebola St.  Paul's S Anghcan  Church | Iscymm |
ArchdeacomyyOruta-pemo, Iseym |
) 08038280198 - j 4
4, Ven. Emmanue! O.K Adeboye | St. Paul®s, Anglican Church Odo- | Ibadan
| [ ona
5. | a2 B ijt_l}lus C huuh Arcmo, tbhadan | The ldd(]
6. | Ven. Joseph Ade Akanbi JP | Su Anhdrew s \nblxum Church. | Ibadan
“Chief Baba LEto" Bamigbola, Igbo-Elermn P.O. Box
6975. Agodi. [badan, P.O.  Box
) 0975, Agodi, [badan ] |
7. Ven. D.O Jaiycola /\nz,hcan Church.  Igbo-Elerin, | Ibadan
__\ | Archdeaconry S
TTQ_ | A 7 St Amne’s Anglican Church '\[nleﬂ Ibadan
IIF‘),_ l\_/;n lS.)\iI_S_Adclvt)la | Isevin Archde: aconry | Ibadan _J
METHODIST
S/N | NAMES OF LF:,AI)F.IES_ ADDRESS/TELEPHONE NO - l TOWN |
L, M ALO Afolabi Mecthodist Church Circuit, Carctaker, 038- | - Ogbomoso |
721065 | |
1 080358406826 e |
7 | Rev. ()_’l",!Ogunﬁlc Methodist Cathedral Arowomole | Ogbomoso |
| 08035659347 =
3. Rev. ES. Adcoyc | Methodist Church ng Ogunte Area. [ebo-Ora |
[dere. P.O. Box 352, c/o Chiet S.0, |
Olasunsi 08037192063 |
4. Rev LA, Oluwafemi Methodist Church Iseri. lsc} n. '_lsc)'iﬁ ’
08046472823 |
038-340072. - L | |
3 Rev. F. Fayanj.u o | Methodist Church, lgbo-I:terin Circuit | 1badan |
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| '
|\ 0. | Rev. Bamigboye Mecthodist Church, Agbeni. Ibadan. lbadan
. 08037169521
' Vcry. | Rev. [.I3. | Carctaker Circuit Ogbomoso
OsunJuy_lgbe
8. I Very Rev. J.A. Gbadeala | Arowomole Circuit Ogbomoso
CATHOLIC
S/N | NAMES OF LEADERS | ADDRESS/TELEPHONE NO | TOWN
| . Rev I'r. Peter Audu St. Anthony Catholic Church, P.0. Box. -. Awe
| 038-249169 |
B I'r. Fapohunda Anthony St, Ferdinand’s Catholic € hurch, ’ Oghonm:;u_ |
Arowomolc Arca. | |
N 08035632687 | 1
) Rev (I'r) Michael Talade | St, John The Baptist Catholic Church, | Isaluw |
[salu
. | 0803426678 | | -
¢, Rev. [Father Domungo St Ignatius of Loyoha, Old Ife Road " Ibadan }
| - -1 0802345C401 1 - { |
5. | | St Peters Catliolte €hurch, Apata, Ibadan | Tbadan ;
0. Monsignor Felix Seat of Wisdom .1 [badan |
08033253127~ | | |
7, | John The Bapust, Iscvin rls cyln |
ASSEMBLIES OF CHURCH
'S/N | NAMES OF LEADERS | ADDRESS/TELEPHONLE NO TOWN
_l | Rev. chbmniji Williaas, | Assemblics of God Church Mabaloye Box | Oyo
048 Oyo
0803464724
08043208361
| | 038-240350
FZ. Deacon Eimmanucl | Assemblies of God Church | [gbo-ora
Sunday - Comprchensive Tospital Odogbo  Area,
[pbo-Ora, P.O). Box 334 |
| 08033683913 '
N - Assemblies of God Oke-Ado, Ibadan. Ibadan
| 08037211526 ”
TN [ : - Assemblics of God Church, NTC Road. | Ibadan
i Ibadan | .l
s | Rev. Johnson Oycbamiji Assemblics of God Ibarapa Section | lgbo-ora ]
6 Rev. David Adisa Assemblies of God Church Ogbomoso
i:7' Assemblies of God Church, Mokola Ibadan
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REDEEMED
L]VN r:/\tME"[:S OF LEADERS | ADDRESS/TELEPHONE NO TOWN
| astor Tope Adeyemo [Federal College of Education Audit Dept. | Oyo
P.M.I3 1089
— . 08045027171 | |
2. Pastor Femi Oriowa RCCG Oyo I Opposite State Hospital, | Oyo |
. | _ Owode
3. Pastor Adewuy1 G.O The Redeemed Christian Church,*lyana ' Ibadan 'ﬁ
Church Victory Parish |
’l N 08055255943 |
4. Pastor Sam Adcbowale Redeemed Christian Chugeh @luwo-Nla | Ibadan
| Bashorun, New Bodija |
3. Pastor S.A. Owolabi RCCG, Old Bodija, No% 066. [rancis | Ibadan
Okediji, Street.
N 08023367862 1 |
6. | Pastor [.O Fasidi RCCD Ul Zone "~ | _ ]_Ibadan |
E. Pastor G.A. Omodcle RCCG, Iwo Roadliiving Water Parish - Ibadan N
8. | Pastor G. IFasan RCCG. Bolumole Ring Road __f____ |
9, Pastor Fenn Lanrcewaju RCCG. Overcomers Parish Molete | Ibadan
" | 08052082195 ~ - - |
10. | Pastor A. Adegbola RCCGAOya I1) | Oyo
BAPTIST
S/N | NAMES OF LEADIERS | ADDRESS/TELEPHONE NO | TOWN
k. Rev. [LA. Adigun ___ J_Agunpopo Baptist Church | Ovo
2. Rev. [.A.A. Olajde Alaba Olawoyin Bapust Church P.O. Box | llora

40, llora
036-241719
Ebenczer Baptist Church P.O. Box 161, | Ogbomoso
OKe-Elerin
08035793210 |
Olodanbo Baptist Church, Ayegun Strect. | Ogbomoso N
Maternity Adeoye Arca.
038-721934
08033820780 s
Calvary Baptist Church Idofin. Oke-Odo. | Igbo-Ora

3 Rev. Gbola Aremu

—

g Rev. Tayo Adéyanju

5. | Rev. JO. Oycleke
| Deacon A.M. Dahunst P.O. Box 105 | ]
6 Pastor Bayo ()layode Oluwolc Baplisl Church, [seyin
| 08034346731 - 41 |
7 ()g@omoso N/L Baptist Assembly | Ogbomoso [
q Lleyele Baptist Church - - +_l_bailgm B H
9 [telodun Iseyin Bapust Church | Iseyin |
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CELESTIAL
ﬂ ) “ 4 R = |
?/N J mstﬂ; OIELI‘/\I)I RS | ADDRESS/TELEPHONE NO TOWN |
: i r. tvang. M.O. [ Celestial Church of Christ Akectan Titun, | Oyo |
Jay P.@. Box 274 . 08033886677 ' l
N - | |
| 2. | Ven. | Most scnior | Celestial Chureh, Apete, l_ilcycfc District | Ibadan o
B ILvangelist E.O Adewale |
| 3 | Mr. Adetule Adcbirc | Celestuial C “hurch, Yemetu P _:thlba(_l;p
| LT | Celestial Chmd1 Man &N/ |lIbadan
| -
| MOSQUES
| ANSAR-UD-DEEN
S/N | NAMES OF LIC/_\I)I*’,]IS /‘}_DDEQI;SS/F[ [LE. I’ll()\r NO I_Q\_\ N
1 Alhaj Khalid | Ansar-ud-deen  Sdeicty of  Nigera, | [gho-Ora
Olanrewaju Junoid Sagamu, [gho-OraBranch. Ovo State
- A s — 080333()?_] 6_) \ s/ - o |
2. /\“hl]! K. Amusa Ansar-ud-deem™L:ruvwa  Central Mosque, | ruwa |
| Oke-Ola Aborern, Oyao Stale |
| | 08038352735 - N B
3. | Alhaji Rufai (Chief | Ansar- wlBdeen Central \Imqm [seni-lle. | Okeho |
5 [ Imam) | Okehoy L e B
4. Alhaji Isiaka Rap ((‘hicf Ansar-udtdeen  Central Mosque,  fsemr | Okcho |
! [mam) N _ __’ Avetoro-Oke. ()I\LIIO o an - A
L. /\HmJ; lsmail  Salam r;\nt;..lr-ud-da,u*l Central Mosque, :' Okeho |
I (Chief Imam) | semrmoba - |
6. | Alhaji Arimiyan Ansar-ud-deen Central Mosque, le Imam | Iganna |
Akcwukowo ((‘hicf’ Oke Afin, Tganna |
leam) N SO | ) J{I
' 7. | Alhaj1 Imam B‘lyo Lasasi | Ansar-ud-deen Central Mosque. [lero lero |
[ (Balogun Il) =~ o | .- et R N |
- | Abdtilazcez | Ansar-ud-deen Mosque AV %un Ogbomoso

g | Alhaji

Yusulf Abiha | Ogbomoso

08034248109, 038-720902 ]

s s —

rr(_)', Ralibt Abdud Wahab Ansar-ud-deen Central Mosque, Araromi | Isevin |
Agip Area
| 0538-340202 N -
10 | Iman; Abdukarcem | Ansar-ud-deen  Central Mosque, Olupe | Isevin *
[3suari Abodunrin Compound Ipapo, Sak: Road. .
| 08034550228 | ) el |
Ansar-ud-deen Mosque ‘Odo-Ona | Tbadan —l'

11. | Imam Zakariya Balogun
SW&/412C Araromi Street, Isale Akako.

Odo-Ona P.O). Box 37749, Dugbe, 1badan
| 08023400895, 08033813083 | _§

—
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Mosque Akeetan Titun Oyo

080344¢ 514

| Chief Imam Alhaji Sodiq | Fiditi Central Mosque Oyo
Rahim | 08033107516
Alhajt  Jamiu  Oloriri | Araba  titun, Omi-Adio  Behind | Ibadan
(Imam) Ansarudeen Mosque
Mr. O.E. Durojaye SW8/1347 Anfani Layout, Oke-Ado, | Ibadan
Ibadan.
! 02-2314898
Ma’ruf Bilal Alisuna Mosque Owode Oyo Oyo
08038270827
Azeez Rajl SW9/671 Alamu Layout Apata Ibadan Ibadan
Alh. Badmus A.N ANDS ( -ntral Mosque Oyo Oyo
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Appendix 6

List and addresses of district HQs of churches and mosques visited and invited for
the planning meeting

% Churches
. Most Rev. Dr. Alaba-Job
Catholic Archbishop of Ibadan Bishop Court Onireke Quarters

2. Most Rev.Dr.J.B.Adelakun | |
President. C.A.N. Oyo State& Catholic, Bishop of Oyo Diocese

3. Most Rev.Dr.Ogunyemi
The Methodist Archbishop ot Ibadan

4 Rt Rev.].O. Akintenwa, | | \
The Anglican Bishop of Ibadan Bishop's court Bodija, [badan

~S. Okubadejo
: ?keR‘:;ngican BishoFJ), Ibadan North Dioceseuc/g St. Peters ATemo: -

tle Gboyega Alao . ~nhim
> Igorf;rgd;;;;zg?wstendem& Supreme Mead. Sacred Cherubim& Seraphin
e

Basorun Ibadan.

Dr. N.E. Udofia
h I;?:;?c;ent C A C. World-wideOniycre, lbadan

8. I;astqcri D:I‘:CIZLCC?\];?;%C Wide Alugbua Bashorun, Ibadan

9. Rev.Dr.S.A. Ishola

General Secretary Nigeria Baptist, Con» ntion, Oke-Bola Ibadan.
ene :

v Erelv:Anﬂgﬁf?{aanZn D.C.C. ECWA clo Ci illenge, fbadan
air :

- Ok¢ _
. gl::;zlw&l/irsegr, Christ life Church, Ofaogun fbadan

liiah Ablina -
- P(jisr;z:allzgserseer, Gospel Faith Mis-ion Int., Ojoo, ibadan.

Sp)

- M. A OTAKOYA(

R AT T
ele
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4. Rev.Dr. Prince M.O. Adebanjo
Chatrman OAIC& Ibadan south West L.ocal Govt.C. AN

15. The Bishop in-charge
Church of the Lord Aladura Oke-ado,Ibadan Oyo State

16. Pastor J.S. Afomode

Area Superintendent, The Apostolic Church. Inalende, Ibadan
17. Rev. Sunday Popoola

Chairman PFN Oyo State WOCOM
18. Rt. Rev. I.LF. Oladosu

African Church Bishop of Ibadan

19. Rev. Vincent Alajc
Assemblies of God Church, Mokola. [badan.

20. Rev.Dr.M.O. Oladeji
Secretary, Ogbomoso Baptist Conferer:.ce, Elekara Oyo

21. Rev. Joseph Ayanlola
Secretary, Ogomoso Baptist Conference; Ogbomoso

22. The State Officer In-Charge
Salvation Army Church Ibadans/@yo State

23. The president Onaolapo
7" day Adventist Church {badan, Oyo State

24. Pastor in-charge
Deeper Life Church, Thadan Oyo State

25. Bishop Adelakun
Victory Churgh;*Oluyole ring Road, [badan

26. Rev. Dr. Obed Ogbugara
General ‘©vetseer, Glory Tarbanacle , Bod:ja, Ibadan.

27. The general Overseer
New Convenient Church, Ijokodo, [tadan

28. The Primate
Saviours Apostolic Church, Inalende Oke Parde, Ibadan

29, Pastor Jimi Ajibade
Redeemed Christ. Church of God,  Anlugba Basorun, [badan
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30. Apostle Lanre I[biwale

Christ Life Mission Church Aladura

Mosques

List of Islamic bodies invited for the plannir_ meeting

L.

)

)

10.

1.

The Imam
l, Ahmadiya Street, Oke-Ado, Ibadan

Youmbas Anjena International
c/0 Centrl Mosque, Oja-Oba. Ibadar:

Nasirudeen Society of Nigeria
Araromi Mosque, ita-maya, Oke-Ado. Tbadat:

Islamic youth League Nigeria
Quarters 459, Agodi G.R.A., Ibadan.

Sheriff Guard of Nigeria
Quarters 459, Agodi G.R-A_, Ibadan

Ansarudeen Society of Nigefia
Liberty Road, Ibadan.

Oja-Oba Central Mosque
Oja-Oba, Ibadan

Quareeb Muslin Soeiety of Nigeria
c/o Oja-Oba Central Mosque

Oja-Oba, Ibadan:

Tebligue\Organisation -
c/i)bfl\:lqufuLanihun Comprehenswe School, Ibadan.

Chief.Imam
Qlanase Musl
c/o Alhaji Qusum Olanas

:m Organisation
e Aremo, [badan.

Adura Nigba Society

Oriyangt Oremeji/ Agugy, Ibadan.
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2. UI/UCH Muslim Community
U.I/UCH Central Mosque
Ul, Ibadan.

13. Alhaji Muri Adetunji
Mosadoluwa Central Mosque, Agbowu

14. Shehu Tajudeen Olaide
Kaomu Nasirudeen in Islam (1jo-Ogunse)
Agugu, Ibadan.

15. Shehu Bankole Akeem Adewale
Nawair — ud-deen Society of Nigeria
Oke parde.

16. Alh. Karimu Atanda Nofiu
Nurudee Society of Nigeria,
Ibadan Chapter.

17. Alh. Ganiyu Lawal Oderinde
Istijab Adura Ngba Ibadan.
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Appendix 7
Letter of Invitation to the Planning meeting

Department of Health promotion & Education
College of medicine, University of Ibadan

Ibadan, Nigeria.

08023348 30

September 2, 2004

il

—————— S———

e ——

INVITATION TO PLANNING MEETING ON HIV/AIDS STUDY
Thursday September 9, 2004

[ send greetings to you in the name of our God.

I am pieased to invite you to attend a planning/meeting on a project titled “HIV/AIDS
EDUCATIONAL NEEDS OF CHURCHES AND MOSQUES IN OYO STATE,
NIGERIA™. This project was developed in 1ecognition of the important role that
religious leaders can play in preventing.further spread HIV in Nigeria.

The purpose of the meeting is to 1dentify the n¢ 1s of Church and Mosque congregation
concerning HIV/AIDS and to diseuss the moda v for data collection and implementation

of effective HIV/AIDS prevention programs in  lected churches and mosques in the
state. Your presence and contributions to the d  ussions at this meeting will play

significant role in ensuring.th€)successful ympls 1€ntation of the program.
The detalls about the meeting are provided below:

Date: Thursday September 9, 2004

Venue: PSM-building, Department of Hea!th promotion & [Education, College of

medicine, University College Hospital (UC”), Ibadan,

Time: 11am prompt.

Thank you SIr.

Yours sincerely,

25 N |
Busoia g'eycmx (Mrs)
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