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ABSTRACT

Studies have shown that HIV/AIDS remains & major public health challenge worldwide and
the adoption of preventive health behaviour holds the key 1o its control. Liitle 1s known,
however, aboul the typology of preventive health behaviour adopied by undergraduates of
the University of 1badan against the discase. This study, therefore deterinined the poitern and
typesof H1V preventive heahh behaviour among undergiaduates of the University.

The study was cross-sectiongl in design. A 1wo-stage sampling procedurc was used to
randomly select 400 students from the Faculues of Phartmacy, the Social Sciences, Auts and
Denuistry out of the thirteen Faculties 1n the umiversity, A validoted quesuonnuire which
assessed the students’ proventive health behaviour and tho anteccdent factors was used for

data collection. Descaptive and Clis-squaso statisucs were used for dals analysis.

The mean age of the participants was 22 5 years 43 6. Most (80.3%) of them were Christans

Panicipants’ overall mean knowlcdgo score on HIV was [ 8.9 out of 25 points. There was no
gender differcnce in lmosvledge with males and females having the same mean score of 18.9

Respoodents’ knowledge scoie by level of study were as follows: first year-18 9, sesond
year-18.2; third yeas-18.5; founh year-19.3; fifih year-19.6; and sixth year-19.7 (p>0.05)

The pasticipants’ mean kmowledge scores by occupaiioo of their fathers were: trading-18 S,
cival service-18.9; fanming-18 7, and unemployed-17.4 (p> 0.05). The mean knowledge score
by occupation of their mothers were. trading-18 4. civil service-20.7, famung-19.4; and
unemployed-173 (p< 0.05). Most parncipanis (97.3%) belicved that daprotected
sexual intercowrse was risky. A majorily (963%) reported that A trnnsﬁm*bnt uld
Icipanis wore n\Q\ng
shanng of skin-piercing wstruments (93.6%), sexual absunencd| 0 3%) and cod!t*em
condom use (58.6%). The prevalence of condom use by re ‘é’;/"tu‘” §o(low
Chnstians-76%, Muslim-23 6%, Traditionalist<0.04% (p>0.05) More anhr-(&l 9%) than
females (48 9%) practiced consistent use of condom. The prevalence of consistent use of
condom by Jacully wus: Social Sciences-28 6%, Ais-19.5%; Deniisny-28.6%, and

Pharmacy-23 3% More participants in the Faculty of the Social Sciences (26 4%) avoided

3

?%a

tranismil HIV. The prevenuvo heslth pmcuces adopted by the p

shanng of skin-piercing instruments compared 10 those in the Arts (24 8%), Denuseey
(23 2%) and Pharmacy (25.6%). More females (54.2%) than ntales (435 8%) nbsiained fflom
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0.05). A major j?ﬂ%);g'f'lhosc' that avoided skin-picremg instruments did so

ays". ‘The mass media topped tho list of the sources of motivation © adopt HIV/AIDS

| - -

ive health beha our reloting 1o the following: sexual absnncnce (26.8%), consistent
of ’.ﬂ;' ( .-'}'3%%' avoiding shaning of skin-picrcing instrument (29.7%) and limiting

‘the number « [ sexual pariners 10 one wminfected person (26.6%). Health personnel constituted
the »:"' :fqo:-!hui influciced the use of safc injection necdies (29.3%).

The ﬁ?ﬁbnqj‘ each of the types of HIV preventive health behaviour among the perticipants

sirategics such as pecr cducation, social markenng and advocacy are needed o promotc the
Ifaﬁlib_l'ﬁhfvamive-hcnilh behaviour among the studenis

oy

low in spite of their gencral high level of knowtedyo of the disease. Heolth cducation

Keywortds: HIV/AIDS, Prevenuve health behaviour, University of Ibadan
undergiaduotes.
Word Conunt: 490
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~ ABSTRACY

dies rave shown tial HIV/AIDS remains a major public healilt challenge worldwide and
L | e adc htic Mrubmivc health behaviour holds the key to its contsol. Little 1s known,
- however, about Fd\t\ynqtogy of preventive healtl behaviour adopted by undergiaduates of
- Wﬁsﬁy of lbadan agninst the disease. This study, therefore determincd the patiem and
hﬂs of HIV preventive healt behiaviour among undergraduates of the Umiversity.

The study was cross-sectional in design. A two-stage sampling procedure was used 10
;andomly select 400 students from the Faculties of Pharmacy, the Socsal Sciences, Arts and
Denustry out of the thirteen Faculues in the univessity. A validated quostonnare which
assessed the students® preventive health behaviour and tbe antecedent factors was used for

dota collection. Descriptive and Cli-squase statistics were used for date analysis

The meanagc ofthe parhcipants was 228 yeass 3.6. Most (80.3%) of them were Chnsuans
Pacticiponts’ ovemil mean knowledgce score on HIV was 8.9 out of25 ponts, There was no
gender diffesence in tmowledge with males and females having the same mean score of 189
Respondents® knowledge score by level of study were as follows: first year-18 9, second
year-182; third year-18.5, fourth yees-19.3; fifth year-19.6. and sixth year-19.7 (p>005)
The pasticipants’ mean imowledge scores by occupation of therr fathess were: trading-18.5,
civil service-18.9; famung-18.7, and uncmployed-17.4 (p> 0 05) The mean knowledge score

by occupation of their mothers were: uadiag-18.4; civil service-20.7 farming-19 4; and

unemptoyed-17.3 (p< 005). Mol pasticipams (97.3%) belioved |h§; tmwd
sexual Intercourse was nsky A majonty (96.3%) reporied that I:r@ (rap on'r’.} uld
wansmit HIV, Tlie preventive health practices adopted by the p icipants were: n»gh_mg
shanng of skin-piercing mstruments (93.6%), sexual abstinencd\$§0.3%) and cof;i?llmt
condom use (58.6%) The prevalence of condom use by re 'i@’g\ 'x:‘gsc,as _foiiow.
Christians-76%: Mustim-23 6%, Tradiionalist-0 01% (p>0.05). More rlas={51:9%) than
females (48 9%) practiced consislent use of condom. The prevalence of consistent uso of

condom by faculty was Social Sciences-286%; Arts-195%. Denlisty-28.6%, and

Pharmacy-23 3%. Mose paslicipants In the Faculty of the Social Sciences (26 4%) svoided

shanng of skin-piercing instriments compared (0 those n the Arts (24.8%), Denusuy

(23 2%) and Phasmacy (25.6%). More femoles (54 2%) than males (15 8%) abstaned ffom
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topped ¢ [ tho sources of motivation ic ddﬂuilw.m‘s_
relating Ing: sext ﬂﬂstiﬂhﬂﬁﬂ%, nonsElcm
’1' g sh:  sha £ "'" 'J' Mgtpqumem,ﬂﬁ? 7%) and limmbg
1'."5-’? on _'f scied person (26.6%). Healib personnel consututed
' u ' e&of"sai! ﬂqt'uan needles (29.3%).

pt , l@ lﬁ!dﬁ- HIV qmmibalth behaviour among |he.pmuc;pwus
n ﬁ'" heir g ntﬂh’ig!l ld&cj of knowledge of the diseass. Ilealth education
_ngiedp.enﬁen.-sqdnl marketing and advocacy ane necded to promote the
N \'F» vq&!:ivo health behaviour among the students.

l . . - a3
P ég)‘w‘rﬂ-s: HIV/ALIDS, Prevenuve health behaviour, University of ibadan

undergraduates.
.I-I'CTVori_! Count: 490
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his study, the following words weso used:

1 expross r&"&pgtson'% volue, attnudo and behavious

| o .
b: Young person’s belween lhc ages of 18-30
% .. -\
Stigina; f"-_j'.- e branding or labclling which feads 10 afocling of unworthiness.

Ventive icalih bebaviour. This rofors (0 aay’ activaty udertaken by an individusl who is believed
10 b healthy, for the puiposc of proventmg or detecting illaest.
it

Risk behiaviour:  Rish behaviour is acgative behavioural aclivities that arc capablo of aiding disease
 infection.
..;,5";3&1 abstiocnce: i€ e proctice of rofmining kom somo or all aspecis of scxual ocuvily for

- medical, psychological, legal, social or religious reasons

r L
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CHAPTER ONE

INTRODUCTION

1.1 Background of the Study

The prevalence of death globally due 1o 1HIV/AIDS hos resulted to inceeased
pain aftlicied by this discase that has no cure. The first cose of the discasc was reportcd
in the United States of America in 1980 as well as Nigcrio in 1985 (Ihompson 2004,
UNAID 2009). Since then, the spread of Human immunadeliciency Virus {111V) that
lcaves the infected person exposed to en amay of diseases collectively known as
Acquircd Immune Deliciency Syndrome (AIDS) has become a global heaith crisis. The
virus, which causes the deadly disense. is transmitted when there is exchange of body
fluids from the infected person cither through blood, semen, prec<joculatory fluid,
vaginal sccretions, and nursing mother’s breast milk (Guietla and Madise 2007). AIDS
is charsctenzod by persistent fever, persistent diarthoes, constant cough, scvere weight
loss. scvere fatigue, skin iiTitation (rashes and Itaky skin), mouth infection, swollen
glands, night sweals. frequent yeast infection (oral or vaginal), petvic inflammatory
discase that docs not respond to treatment in women and short (e memory loss
(Olaide. 2005).

Since HIV was reported. its Imnsmission and prevalence has been on the
increase wotldwide. In 2002, some S million people became infected with the Human
Immunodeliciency Virus (HIV); the year also saw 3.1 million deaths (USAID. 2002),
This brought the total 10 21.8 million deaths since the beginning of the epidemic despite
antiretrovieal therapy which reduced AIDS and AIDS celated deaths in developed
countries (USAID 2002). Worldwide, estimates from the Joint Unitcd Nalions
progrunme on HIV/AIDS (UNAIDNS, 2003) and the World Fcalth Orgonization
(WHO, 2003), secorded that 38.6 million adults and 3.2 million children were living
with HIV ol the end of 2002. This is more than 50% higher than the figures projected
by WIHO (1991} with men having a higher number of 9.4 than women 9.2, In 2007
about 2 million people died of AIDS ond 33 million werc living with HIV while 2.5
million were newly infected with the virus (UNAIDS, 2007). According 1o estimates

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




== T
- UN/ IDS 2009, around 31.3 miltion adults and 2.1 miltion children were living

“at the end of 2008, In the same ycar, some 2.7 million people became
'M-fvlﬂie 2 million deaths occurred. In sub-Soharan Africa, 22,000,000 were
living with HIV/AIDS in 2007, 18,000,000 werte children and 12,000,000 were women.

‘The same year recorded about 1,600,000 orphans and 1500,000 deaths as a result of
HIV/AIDS (UNAIDS, 2010).

Nigerio, the most populous Afiican nation, with a population of aboul 120
million people, has an estimated 3.47 million infected with 11V with the scro
prevalence rile of 5.8 pcreent in 2001 (Folayan and Afolabi, 2003). The mte, which has
been on the increase from 1.8 percent In 1992 to 3.8 percent In 1993 and from 4.5 in
1998 10 5.8 percent In 2001, has reducesd to 4.4 percent in 2005 (National Agency for
the Coniro} of AIDS, 2006). Estimaicd 111V infection in Nigeria by states and zones
shows a variation in the trend between 1999 and 2008.\While there were foutteen states
with prcvalence rate above 5.4 in 1999, there were fifleen states with prevaleace rate
above 5.8 in 2001. In 2006, less than ten siales have a prevalence rale above 5.0%.
(NACA, 2006). National HIV prevnlence of -1.6% was recorded in 2008 and it ranged
from 1.0% in EKiti Siate to 10.6% in Benue Siate whereas seventeen stotes and Federal
Copital Territory had prevalence of 5.0% and above (ANC Sentinel Survey, 2008).

The prevalence of HiV smong youths in Nigeria is known to bc higher thon any
other age bracket Findings from National Demogiuphy Healib Survey (NDHS. 2003)
reporicd 6% sero-prevalence on the average for young persons: 6.1% for [5-19 years;
6.0% for 20-24 years; and 6.5% flor 25-29 years. Similar finding from (UNAIDS 2003)
reflected o slight downwaid trend among young persons. In 2008, young person’s had
prevalence rale as follows; 15-19 years had 1%. 20-24 had 5.6% and 25-29 had 5.4%.
The downward wend continued with 4.3% in 2005 to 4.2% in 2008 (National Scntincl
Survey, 2008). Nigena® STD/HiV control estimated that over 60% of new IV
infections ace within the age range of 15-25 years. The findings wesre not significanlly
dilferent from the prevalence of HIV among University students (Ohiri and Aniche
2004). Ohin er af (2004) reposted Lhat the prevalence raic among ages [5-24 years Is
6.5% in 2003 and o good percentage of the students population fall in this age brnckcl'
These young parsons who constitute the population of Nigerian University students arc
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c productive and educational asset of the nation, Yel issues of scxuality cannot be
' discussed among young persons. The National [11V/AIDS and Reproductive
.ﬁalm Survey (2003} seport shows that 84% of young persons aged 20-24 years and
96.9% of persons aged 25-29 Scats have been documented to be sexually active. The

risk behaviour of young persons most often than not, revolve around sexuality and

factom thal encouraged sexual activity.

Studies show that even though students are knowlcdgeable and concemed about

conoacting HIV/AIDS from Iheir panners, i1 has not prevented them from engaging in

unprotectied sexual intercourse (1lanling, Bird and Brown, 2001). The expcrimentation
charactcristics o f young pcrsons drive them to behave in such a way as to engoge in
nisky bchaviour. United Natians Fund for Population Activities (UNFPA, 2001)
reporicd that most young persons experiment in high nisk dchaviour such as
unpiousctcd sexual intercourse, use of drugs. cigarette and tobacco use, rape, multiple
sex partners and cultism, which make them vulnerable to HIV/AIDS and other sexually
transmiticd infections. Folayon and Afolabi (2003) and UNAIDS (2006), reported that
young persons within the agc bracket of 15-19 and 20-24 years conslitute the most
aiTected groups in tesms of exposure o risky behaviour in the areas of having multiple
sexual putners ond engaging in commercial scx wotk. UNFPA (2005) highlighled that
increased M1V prevalence among young persons particularly tise female gender is as a
result of high degree of misinfomation and low level of knowledge. The majority lack
access 1o cffective prevention programmes while maay do not have sccess (0 condoms.
Mac, Bellis, Macintosh, Syed, and Mutton, (2000) reporied that in the Universities in
West England, (Liverpool and Manchester), there were signilicant levels of 111V risk
behaviour: paid for sex (5.7%): being paid-for-sex (3.7%); injecting deugs (3.0%);
greates than S sexual panners (23.7%): sex with an individual from a high risk country
(1.3%): homosexuol sex (7.0%) and sex with a bisexual man (1.3%). Similar studics
show 1wt risky behaviour is high among Nigeria students. Onali, Mbah, Chukwuka and
Ikeme (2004) in a study on HIV/AIDS awarcness and sexual practices among
undesgradaates in Enugu Nigeria, seported that of the 505 respondents, 348 (68.9%)
had high knowledge of HIV/AIDS but such high knowledge has no cosvelation with

subsequent sexual behaviour among students.
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{.2 Statement of the Problem
~ In Nigeria, Young peisons and probobly the most virile and productive age
Brouy 15-49 years had HIV prevalence rateof 5.8% in 2001, $.0% in 2005 and 4.6%
n 2008 (NACA, 2006; FMOH, 2005; Scntine! Survey, 2008). The age group of 20-24
~account for the highest HIV prevolence rate of 6.5% as at 2005 (UNAIDS, 2006
ywhp._aoon. Harding, Biid ond Brown, (2001), indicated thot ho!f of all people who
arc infected with HIV/A1DS get infected between oges 15-30,
Several rescarches (Bicmbi, 2004: Omotoso, 2005 and Ebi, {hikioys and Anwa,
2006) shoyw that the knowledge of 11V transmission among underginduates in Nigerian
Universities is high but the prctice of preventive behaviour 1s low. There are repor:s of
inconsistent or non-use of condom (Okonkwo, Fatusi, and llika, 2005), multiple sexual
pariners (Ebi et al 2006), alcohol abuse, consumption of illicit drugs (Oshodin, 1982,
Ncvadansky, 1985), behaviors associated with drug abuse, such as sharing dmg
injection equipment ond engaging in risky sexual behavior National Institute for Drug
Abuse (NIDA, 2010), increased use of unsierilized ncedles and shorp objects (Schmid,
Dovid and Lancer. 2003; Gisselquisi, 2005). The rcsultant eftiect is increase in STis
including HIV/AIDS.

Recent studies have shown that there are evidences that HIV risk practices
occur on campuses (lke and Aniebuc, 2007). University urdergruduates arc
adventurous in arcas of multiple sex partners. urprotected sex. cultism. rppe. and
substance abuse despite the high level of knowledge in HIV risk behaviour (Ejembi and
Omotoso, 2009; Erulkar, 2004; lke ¢ al 2007). Ejembi (200.1) reponied that 54.7% of
Ahmadu Bello University students were involved in multiple sexuol relationships while

| only 30% used condom. UNAIDS (2004), highlighted that between the ages of 15-25,
young persons are cager 1a explore and experiment on risk practices without adeqgtate
information on preventive health tehavior. These risks account for the high prevalence
of the discase over and above other uge brackets (Lewis, Miguez. Maria and Malow,

2009).

The socis! climote (dancing clubs, cateries ond hotels) and freedom that

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

IBANAN IINIWEOLITY ) tha: o




_ instilutions in Nigeria pennits opportunitics for high level of
working and other pennissive lifestyle omong undergraduates( Katjavivi &

) ,-'u: cwal lifestyles in higher educational institutions in Nigeria have been

1
r
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i

1'_,_'1u ed as calueing 8 high level of risky sexual behaviour such as transactional
X, €l qn nt with mulliple sexual parincrs. ungrotected casual sex, and gender-
based olence (Okonkwo ¢f al, 2005; Kelly. 2001 and Ketjovivi & Otaala, 2003).
-:"""ﬂ‘;t_ .'--- viour is opcnly displaycd on cable networks ond print media within the
iversily community while the intemel has also iIncreased the mte of wmographic

Isavailablelo young persens in Nigeria (Abiona, 2004; Okoye 2009).

-

1.3 Justificatlon of the Study.

Il'l‘n'V'qpidcmic has been o challenge to human life and dignity for over a period ol 20
yf:hri. The ages that ore mostly affectcd ace young person’s within the age bracket of
15-25 years (USAID 2001). UNFPA (2005) reponcd thai up to 6,000 young people
worldwide are infecled everydoy. According 10 Nigerian Federl Ministy of Health
{I"MOI L. 2004 and National Sentinel Survey, 2008) repon, HIV/AIDS prevalence rute
in the counley is 5% and 4.6% respectively. Studies have shown thal young pcople
engage in premoarital sexual activities and o good numbcer of them hove unprolected sex
(UNFPA. 2005. UNAED. 2004). The University environment seems o encourage
unlimited ficedom which young persons explore 10 cngoge in risky bchaviour.
Minimol or lack of parental core, monitoring, ncgative pcer influcnce and exploration
which exists in the univessity, encourage indulgence in HIV risk behaviour which
invariably leads 10 increase in HIV prevalence on campuses (Okonkwo et al, 2005).

Researches (Ejembi, 2004; Reid. 2009, Simons and Cutrona, 2008) have becn
conducted (o cxplore types of risky bchaviour prevalent in Universities, but there ate

- slill gaps in the ares of dclennining (he level of increase in preventive health

behavioum! praclices by young persons within the Universily conspuses. It appears that

information on Preventive health behaviour practices is still not enough. Evidence from

{Carabin, Hendcrson and !founten, 2005) showed that young person's still usc

withdrawal method as preventive health behaviour towards [11V presvention. There is

also poor perception in the buying and use of condom (Osho and Olayinka, 1999)
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'_'*_.‘_77' 2 reduce ¢V ﬁt_qﬁ'ﬂéhc'c in Nigeria is to have insight in
ficq ; cy of ptactice of preventive health behaviour among the high risk
vill lvelp to incrcase awaneness on positive health habits, which remains the
hea th secking strategy for individuals living in Nigeria. As risky behaviols
[  researchers, the study is determined to idenlify recurrent preventive

health behaviour praciiced emong undergraduntes of the Universily of Ibadan.

e 'ﬁ sludy thercfore will provide daio on preventive heahh behaviour practices
'\'k_l:fﬂon that influcnec it among undergraduates of the unlversity. The nesult of this
‘sludy will help the policy makers of the universisy in designing/redesigning educationas

- progmmmes that will improve HIV pieventive health behavior.

1.4 Objectives of the study

The bsoad objective is to determine HEV/AIDS preventive health behaviour among
undcrpraduate students in the University of Ibadan.

The specific objectives include to:

I. Assess knowledge of undergraduates on | HIV/AIDS preventive health behaviour.

2. Identify preventive health behaviour adopted by students of the University of Ibadan.
3. Investigate the patiem and [requency of practice of HIV/AIDS preventive health
behavious among students of University of 1badan,

4. Determine factors that influence HIV/AIDS preventive health behaviour among

undergraduates of University of ibadan.

1.5 Research Questions

The study sct out lo apswer the [ollowing questions:

I. What is the relationship between demographie variables and the knowledge of
undesgraduates on HIV/AIDS preventive health behaviour?

What arc the lypes of HIV/AIDS preventive hcalth behaviour pracliced by
undergraduates ofthe Universily of 1badan?

3. What are the patte and [icquency of practice of HIV/AIDS preventive health

()

behavious among undergsaduates of the University of lbadan.?
4. What are the loctors responsible for the practice of 111V/AIDS preventive heahh

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




| | I'@ Lf"’_ E bﬁt y.acultr- gender and level of cducation)

iable (knowledge and | ctice of preventive health behaviour) to be

= | = T

0 lg‘w ant association between faculty of study snd knowledge of
.:, .' dgﬂﬂunltlwbdsnviour.

here -?_ ﬂmlﬂtam association between gender and knowledge of

HIV/A S—prc!l:nw’dl\call!rbchawour

; re is _“nd-Signif icant association between occupation of respondent’s parcnts

'ﬁd\@lcdgé of NIV/AIDS preventive health behaviour.

b re is no signif:cant association between eeligion and proctice of HIV/AIDS

reventive heath behaviour practices.

5. There is no significant association between faculty of study end practice of

~ MIV/AIDS preventive health behaviour.
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 CNAPTER TWO
-,
~ LITERATURE REVIEW

i | ~r
2.1 Glob ;.'_':"I;q rview of HTV/AIDS Epldemic

Gl obally, the number of people living with HIV rose from around 8 million in

1990 to 38.6 million in 2005. Around four million chitdren became infected with HIV

(WSS

in 2005 UNAIDS, 2006). In the same yeur. obout three million deaths from AIDS-

_'."f uppa; were recorded despite recent inprovements in access to antirctrovirai
eatment. Al the end of 2001, an estimoted § 1.8 million young people aged 15-24 were
"1&3 with the virus end only a small percentage of these young people knew their
Hhiusﬁ Peter I'iot, UNFIPA Dircctor General in Stale of World Population (UNTPA,
"’005) disclosed thal every day 6,000 youag people, 15 to 24 yeors of age and 2,000
children under 15ycars orc infected with 1NV world wide. AIDS have osphaned over
1.2 million children while 1,600 die of AIDS daily. In 2007 sbout 2 millien people died
of AIDS and 33 million were living with HIV while 2.5 million were newly infected
wilh the virus (UNAIDS, 2007). According to estimates from UNAIDS, (2009), asround
3i.3 million edults and 2.1 million children svese living with HIV atthe end of 2008. In
the samc year. some 2.7 miltion people became infected while 2 million desths
occucred.

Among the lotal number of people living wilh HIV, 90% of them live in the
developing world {WHO, 2007). In Africa. women account for higher number of
people infecied with HIV/AIDS unlike most other regions in the worid, more than one
young womian in cvery filty is living with HIV in Sub Sahars Africo (UNAIDS, 2001).
African women asre considerably more likely - ot least 1.4 times - 10 be infected with

IV than women in other regions of the world as a result of culiural and social
problems (UNAIDS, 2001).
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VIAIDS in Africa
a is the most atlected region in the world. In this sub region, IV is
hrough heterosexval activities (USAIDS, 2008). An cstimated 22
..* werc living with IV ut the end of 2007 (UNAIDS, 2008). In 2008
Wo'n people died from AIDS in Sub-Saharan Alrica and 1.9 miltion
me infccted. More than 1.2 million children have been orphoned by AIDS
in "”‘ 7 hglp-,nbou.l [.5 million people lost their lives in the region (UNICEF, 2008).
‘ _.W for 55% of adults infectcd with 11IV. In 2007 thcre were around 12 million
‘women living with HIV and AIDS compared o about 8.3 million men (UNAIDS
fmé),nw prevalence raic ditless from one African country 1o another. Jn Somalia
ond Sencgal, HIV prevalence among the aduilt population is under 195 while in
Namibia, South Africa, Zambio and Zimbabwe; around 15-20% of adults arc infccicd
with II[V (UNAIDS, 2008). Southcni Africo has a higher prevalence of the AIDS

epidemics: the region which consltitutes about 1 0%% of the world's population has over

2

on eoles in yYoung women are (ar higher than in young men hestce women

60% of pcople living with HIV. Prevalence riue in Boiswana, iesotho and Swaziland
exceeds 20% (UNAILDS, 2008). In some [East and West Afiicon countries like
Cameroon, Gobon, Ugonda, Kenya, Tanzania and Nigeria, IIV prcvalence is
estimolcd 10 exceed 5% (UNAILDS, 2008) . High rate of HIV/AIDS in Afsica could be
as @ resull of misconceplion especially among young people who believe that AIDS is
nol o serious problem (Oladepo and Bricger, 1994; Nzokia 2001). [n Lagos, Nigeria,
Durojaiye. (2008) rcporied thal the overnll mcan score 10 ten-HIV/AIDS-knowledge
questions was 8.3 of [§ poinis and that 73.5% did not perceive themselves at risk of
infection while 703% have multiple lifelime secxual partners. The main sources of
information  of the participonts on [IV/AIDS were television (94.7%) ond
newspapers/magazine 85.4%. Porents and teachers account for 58.9% and 61.6%
respeclively. Other mentioned sources of information are the intemct, religious

institutions and information leafleis (Durojaiye 2008).
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The first casc of AIDS in Nigeria was reported in (986 (UNAIDS, 2009). Since

c ‘““'{“J pidemic has proved 10 be the most formidable clwllenge to human

. ,,,__7”1' and hod constituted a national emeigency (Jhompson 2004). Nigeria
a population of over [40 million people has had to contend with the challenges of

L

emic since 1988. HIV prevalence rose from 1.8% in 1988 10 5.8% in 2001

W
delle 1

.‘_:_k )

" —

marginally declining 10 5% in 2003 as well as 4.4% and 4.6% in 2005 and 2008
respectively (NACA, 2006: Sentincl Survey, 2008). In 2003, Nigeria had an estimated
33 Mn adult living with the disease and aboul two million are estimated to have
died from the discass since its detection {Federal Ministry of Health, 2005). In 200.\

o

'HIV infections in Nigerio were about 3.6million while a litlle over 0.3 millions dcath
- ond |.8millions orphans were rccorded. From 2.9million people who have been
‘estimaled 10 live with HIV/AIDS, 3.9% werc persons between ages 1549 while 1.6
“million were women and children (UNAIDS, 2005). Approximately 2.6 million people
weee kiving with the virus in 2007, 1.4 million were women while two hundred ond
twenly Iwo thousand were children (UNAILD, 2009 and WHO 2009). In 2008, it is
eslimated thot 2.95 million people in Nigerio arc living with HIV/AIDS (Sentinel
Survey, 2008) while 192,000 died of AIDS in 2009 (UNAIDS. 2010).Young adults in
Nigeria are porticularly vulnerable. Endication showed 1LV prevalence rate of 6.0% in
200} and 4.2% in 2008 [lor individuals aged 15 10 24, 5.6% in 200! and 4.6% in 2008
for those aged 20 to 24, and 4 percent (or those aged 15 to 19 compared to 4.2% in

2008. The recent prevolence by stales showed that seventeen states ond FCT hod

prevalencc of 5.0%. thc siluation was even more woitisome in four swales of the four
geo-political zones. Prevalence ratc by six geo-political zones and states in Nigcrio is

represenied inthe 1able below.

t0
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(Sourcc- National Sentinel Survey, 2008).
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“tbe Univershy of Ibadaa
crsity of Ibadan was fiist published in 2008 to take care of
ning stafl and students of the university. This is important es the
prevalence of HIEV infection in Nigeria is currently put at 4.4 per cent and young adults

R WV

youths who iurm the most productive population group of the society are more
SPra ;, alely affected. The University, as a multidisciplinary facility, has primary,
| __' ry a dif.mary studenls on ils premises, os well as academic and non-academic
stafT, auxiliary and ancillary workers. The large work force and student population are
not immune to ! IV infection; this makes it imperative that the University of Ibadan
: itsellin forefront in the fight against this deadly enemy that has the potential
to - laim the lives ol members of its community. The formulation. implemenustion,
| *ﬁl}s_hliqn and widcspread distribution and acoeptance of HIV and AIDS policy by the
University of Ibadan is delinitely o bold siep in the right direction. The policy
document will guide the development of a sirstegic institutional response to HIV and
AIDS by our University.
ObJective uf the pulicy
The objective of this policy Is to provide o sct of guidelines for addressing issues
related to HIV and AIDS at the Univessity of Ibadan. The guidelines cover the

N o
i

following key areas ol sction:

a. Prevention of § 11V ond AIDS among sto!f and stwdents

b. Management and mitigation of its impact on the stafl and students

¢. Core nnd support of staif and students infecled and ollected by HIV and AIDS

d. Prevention of stigma and discrimination

c. Research on HIV and AIDS

Use of the policy

This policy will be usced to:

0. Develop specilic institutional responses

b. Promole processes of dialogue. consultations, negotiations and all forms of
cooperation among the I'cderal Ministy of Education, sialT of the University and their
associations. the University Jealth Services personnel, other hcahh personnel,
specialists on HIV and AIDS issues, and oll refevant siakeholders (in the contro! of

(3
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\IDS) which may include govemment, communily-bascd and non-
_organizations, SACA. NACA, intcmational agencics ond development

i y .. Fd

_ |l ] w

The University of Ibadan HIV and AIDS policy applies (o:
a.S '.-.'1- :'l"; ‘ t‘hhc'Ur.livcrsit)'

b. Students of the University

<. A ll:qpupoh staif of the University, including cleaners, and contract stafl
d. Other groups of persons in the University community, including saaff dependants and
;s.'m-d-_cnts_ of primaty and secondary schools within the cam pus.
f$lra;cglc Ohjectives
The University of Ibadan HIV ond ALIDS policy identifies with the (ollowing stmtegic
objectives which guide the operation and decisions al all fevels of the institution and are
consislent wilh the univeisity's vision and mission:
0.To make the University of lbadan morc responsive 10 the needs of the counuy, other
universities and their groduatcs.
b. To significantly improve Lhe conditions for leaming and research within the
institution.
¢. To update and modily its curmriculo with relevance to both netional occds and global
dcmands.
d. To overhoul the recruitment process by ensuring (hat only the best aveilable honds
arc employed and. not (o ollow extrancous factors 10 aftcet the appointment of the best
candidatc in ony given situation.
Norms and Valucs
The norms ond valucs (or this policy arc informed by the Act cstablishing the
University of lbodan and the principles ond values of the Universily, They aim al
creating o conducive environment which supports and responds to the needs of
employees, theie dependants and students on issues reloting 10 |11V and AIDS through
health promotion and educetionel activities, eare and support for people living wilh
EIV ond AIDS (PLW1IA) oand people atfected by AIDS (PABA), lhus avoiding ail

forms of discrimination against them,

14
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. .
alues for this policy are predicated on the (aci that HIV and AIDS will

ame way as other illnesses and therefore include the following:

employment and admission opportunilics as well as benefits, and where possible, they
sﬁ@[,hdllhthed' 1o fitinto apprepriote possible positions.

!k'EhipIo)e!! and students infected with HIV should have access lo the samc amenities

(accommodation, sporting, receeational ond ollrer [acilities) except in rarc
circumstanecs, where there is demonsirable risk of infecting others.

¢. Students, employees and dependants will not be discriminated ogginst as i1 would be
2 clear violation of their fundamental human and constitutional rights.

iv. Students, employees and dependonts are not under compulsion 1o have [V test

done before employment or admission.

Confidentiafity
8. Studenis and employees infected with HIV shall have access 10 infonnation on their
status and care.
b. Studenls, employees and dependants arc assured of confidentisl voluntary
counselling and testing, with pre and past-testcounselling.
¢, Students end employees are nol obliged 10 inform Lthe Universily management of
their HIV stotus unless in cxceptional circumstlances whesc employee and student might
expose co-workers or co- students to an Inereascd risk of infectioa.

IWorking and learning environment

a. Safery: Employees and students shall be provided with a safe leaming and working
environment (ree [fom discriminntion, molestation or depriveation.
b. Care and support: Emplayees and siudents shall be linked up with appropriate
freatment, care and support sesvices when sequiied.

Personal protective eynipment
Appropriale personal protective equipment such as masks, gloves, overills, aprons,
boots, goggles, pipeites elc shall be provided 10 ensure universal protection in the

workplace.

15
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DS are not onl ;u; ous health concemn: they atso give rise to issucs which
fund ”r’-i[ human rights of individuals in every sphere life and sector,
IVCTS| :'

Fed l:‘} }‘l’lfﬂl of Nigeria recognizes the importance of a national multi-

al and multidisciplinary response to the pandcmic, and this includes an
onal response. Hence, the University of Ibadan shall be sommitied (o the

lowing:

2asing gwareness. sensilizing and fostering behavioural change among the
general populace within the institution on matters regarding HTV/AIDS.

b. Protecting the rights of those infected and atfected by J11V and AIDS, as guaranieed
under the constitution and othcr laws of the Federal Republic of Nigeria.

g :D'evcloping guidclines and institutionalizing best practices 10 metigate the impsct of

1V and AIDS in the University community.

- d. Stimulaling research on and developing welfare programmes for vulnerable groups.

= ~ e. Providing cost<lfective care and support for those infected, within the context of the

University health care scrvices.
{. Improving undcrstanding and accepiance of the principle that all persons musl accept
responsibility for prevention of HIV transmission.
Peesently, there is no national legislaiion on [IIV and AIDS and this might have a
negative impact on the prevention and conlrol activities. The lack of legislation afficcts
peisons living with 111V and AIDS by limiting their rights socially and economically.
Furthermore, there is no institutional protection for PLWHA. thercfoic, their rights
shall be guaraniced as follows in the University of [badan:
8. frecdom from all forms of discrimination on the basis of health status with respect to
education, training, employmcnl, housing and nccess to heallh care, elc.
b. HIV testing shall be obtained by informed conscnt of the person involved; it shall bc
voluniary and confidential.

c. Tte right to privacy and eonfidcntiality reganding all medical infonnation on the IV

status of individuals.

16
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,_ .._rtji approprinte care and support for people living with HIV
1 |

nt and admission opportunities, insurance and other beneliis that may be

sJd =

Lo time shall not be denied stafl’and students living with or being

! "\m
b 1IL 1811
|

Teeied by HIV and AIDS.
" £:(+I- to current infonnation on HIV and AIDS as well as rclated issues for the
LU ::; . ommunily shall be provided.

5 Protection of the rights and dignity of staff, studenis and other members of the

s
versily Community living with EIIV or ALDS or pessons afiected by the vitus or the

.liflsﬁ"ﬁ
Riglits and Responsibilitles of Siaflund Students
~ Riglats of staf)
‘The rights of workers form a very
policy on HIV and AIDS. These rights shall include the following:

i. Right to work

a. The University of Ibadan shall neither includ
ces or as a precondition for applicants secking

important and integeal component ofany workplace

¢ compulsoty HIV ftesting in the

conditions of service for its employ

employment in the University. No employee or prospective applicant shall be reQuired

to undergo a compuisory HIV test.
b. Emptoyces or applicanis shall not be required 1o disclose their 1LV status as a pre-

condition for renewal or conlinnation of appointment or new cmployment. The

University shall not, on account of HIV status. deny any person infected with 11tV an

employment opportunity.
¢. No employec shall be dismissed, retired or in any way tx discnpaged from hisfier

job or have hisfier employment terminated based on histher HEV anfection status alone.

Tecied cmploycce shall be discriminated against on the basis of hisor

d. No infected or af
stafl development

her siptus with respecl O education. troining, housing, travcl.

programmes. and other benclits

i, Right 1o confidentiality and fair treotment

a. A wotker's HIV status shall be kept conlidcntial by
be disclosed to any other person or the gcncral public without

the University of lbadan

suthorities and shall not

17
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j. Ther sht of & peison Lo privacy and

B t—-."u"
HIV salus, shall be

nec Y e ':4- 4 ;
ag oll medical infornation. including

|
> |
1ed 10 inforn their sexual partners

and others at 1isk of their HIV

_——

us of a stafT shall not be

i

refccted in his of her personal files cxcept

cal files R
Iniveisity shall not in any wa
ions. :iml'gpnd'dcwlopmcm based on their HIV status.

not be treated diftercntly from other chronic or life-

in the opinion of the Mecdical Boaid, is

y discriminatc ogainst i1s employces in leams of

. 11IV-refated illnesses will
{ 3': healih conditions. 1f an employce,

-I : 3 e o . .
nab lbu:omtmc hisher job becausce of ill-heoith, the ysual conditions pertaning 10

cctirement on the grounds
oFill-health shall apply-
i M};h}-‘to relevant informatios 00 Hid aned AIDS

2. Employees living with HIV ond ALDS shall have t

-

~ lreaunent.
b. The Universiry, where nccc

on behalfl of its swafl for fair,

he right 10 information on medical

ssary, shall endeavour 10 negotiote with any outside body
equitable and non-disceiminatory benefits, imespective of
their § [[V-status.

iv. Right to safe working emironment

a. The University shall provide a safe ond health

occupational hazards and the risk of exposurc to H1V infection arc M inimized.
for the training ond retraining of staft involved in

y working environment in which

b, The University shall be responsible
g with HIV and AlDS.

ks ol occupalional exposure 10 HIV in
bout the neccssiiy

the manogeme Nt of persons livin
c. All stafT has a right to know of possible ris

their working cnvironments ond have a right 1o be informed 2

frecoutions.

d. ‘Ihe University shall foc ilitate the troining of srudents and stafl on safety procedures.
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ik ",

e gs e
_“" qflhci,l’ HIV swtus. shall continuc 10 enjoy all rights &s
> varic m;_«hooks of tie University and the nation and such

, ::Mt 10 time, evolve through collective hargsining with the

: mage

J, i “r ATy “
: WHAUL

stdent of the University will be required (0 und

prospective student be

and/or government.

ecgo 11V test as @

e ot
¢ el

ditic "’H : IiSSion into the University, ncither will such a
uired (o 'tf‘;s_c_lés: his or her HIV status prior t0 admission.
vired to undergo ass H1V test. or disclosc his

, “’:r il!igl\pf the University shall be red
her 101V stokus as o condition for continu
ii. The University shall not use the LIV siatus as 8 requircment in the admission of
sidence. classrooms, laboratorics, libraries, sporting or other

ing their acodemic programme

‘students into halls of re

- A
Jaciiifics.

dents have the right to receive current, comprehensive and bajanced information

- N
W:&lzmal the spread of HIV snd how to protect themselves from infection.
A

The Univessity shall not custicate or expel o student on account of his or her 111V

—

Fialus
vi. Students have o right to o supportiv

persons living with 11V and AIDS are not sigmatized.
onfidentiality of I l§V status except ns othenwvise consented to

¢ ond safe lcaming environment in which

vii, Right of privacy or ¢

by the individual.
viii. Right to personal dignity and respect of HiV-infected and affecte

vix. Righ to attend school ond receive all academic and non-acadcmic services ond

d individuals.

privileges like any other student.

x, Right to be subjected 1o thie same rules and policics as other students, with reference

to medically certified disability.

xi. HIV status shall not be implicd or reflccted in records of studlents, except in their

medical records.
xii, Rightandaccess l0 appropriatc health carc should be guasaniced.
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nd safe iil"_ﬂhmtn{_:'lbr-'audcnts living with HIV and

*_?‘4

-

B
e ’-'f;'{'v-' ¢ University auth
scccss to voluntory, confidcntial counselling and HIV testing on the

=
e —

oritics ogainst acts of discrimination,

Ll
om cxtemal bodicsirrespective of o student*s HIV status.

o neil
sccurnic ond uimely information on HIV and AIDS.

| ( | rd)fiiale'.

P

ht 10 be informed obout universal precautions.

, cck sanction from the Universily ogainst dclibera
R
v DN,

250 .7,: tles of staff and studenis

L
bers of the University commun

Al m
im ementation of thc institution’s 1HV ond AIDS policy. Conscquently,
ﬂ"’ sibililies itemized below ore hinged on the understonding thot all members of the
University of 1badan shal} be informed of (their responsibilitics in schieving the desired
goals ofthe policy. The responsibilitics are:
To piotect themselves ogainst HIV infcction an

|
students liove o morn! responsibility 10 seek rclevont information regarding the various

te acts thot put others at
! [~}

ity have impornant roles 1o ptay in the cffcctive
the

d s teansmission. Both stalf and

" means of yransmitting tic vinus.

I'- i. Infected individuals sholl have o responsibility 1o {oke precoulionsry mCasuUres not 1o

wronsmit the vinus 10 others. They shall bo cencournged to disclose their siows to their

physicians and signilicant othcrs,

~ii. Unless medically justificd.no infected or offect
sher dutics, assignments, oticnd lectures,

cd siofY or student moy us¢ 141V and

"AIDS as a reason for {oiling 10 perform hi
¢ cxaminalions €tc.

practicals or field trips. wril
iversity community musl uphold the respect oud di

iv. All members of the Un
stoff and Students living with H1V and AIDS,

! undermining of the privacy and dignityolam
nt of the constitutional rights of the

gnity of

v. Any willfi ember of s1afV, or a student
living with HIV shal} constitutc on infringeme

individuol-
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| "" A AT | >
e __ 1y co = ity has the responsibilily to make B

indergoing periodic iIiV'tcsling to know his/her stotus.

1

omply with th ’T_.:_s"pgnsibi“ityshullbercgal’dcdasnn act of misconduct.

n for students
Unive ‘ :fncilitntc the integrotion of subjects in HIV and AIDS where

. WL
to the various tcaching curricula,

' shall encouruge govemmient and nongovernmen organizations to

1 'y
xttacurriculor programmes for students on HIV and AIDS prcvention.

niversity shall integrate HIV counselfing and testing (1ICT) into the exisling
and provide linkages 10 appropriotc Lreatment programmes.
he U niversity shall integrate reproductive hcalth issucs, including IV cducation,

to the Gencm| Educaiion Studies (GES) courses.

Toteg l?iilon of 111V and AIDS Currlculum Inta Teachlop and Service Actlvities

Feaching activities

integrate in HIV and AIDS issues inlo the tesching cuzriculum, elforts shail be

M. 10 troin swlf regularly and to provide funds for such teaining. The Univessity

library shall also be cquipped with the relevant materinls and up-lo.date resousces on

HIV and AIDS. The course conienl shall be comprehensive and take into cognizance

such o3 devclopmental, social, medicat and so on. [t must not

the various specialties. |
but fully include all factors involved in the spread of

only deal with the clinical aspects. .
ways of halting the spresd. with cmphasis on the importancc of

HIV and effective .
but not be limited Lo, the folfowing:

counseling. The eourse content shall include,
0. /luman sexuality and HIV and AIDS

1. Humon sexuality

3. Sexunlly unnsmined diseases

3. Epidemiology of HIV and AIDS

4. Prevention and control of NIV infection
$. HIV and AIDS and the youth

6. Students’ rights
b, MY ond AIDS onil counseling
1. Counseling In 1V and AIDS context
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| --f  those infecied and PLWHA

1€ for those allected by HIV and AIDS

o counscling

:’:l:l_ié.ﬁh&mct
6. Videotapes and other audiovisual aids
| Wc_loss g_mup-discmsions
Cummunity Services

The University community is made up of stalV (tcaching and no
pendants of various agcs.

nteaching), studcnis

(including secondary and primary school pupils) and siafl de

The University shall successfully collaborate with the communily in training and

researchon HIV and AIDS by:
0. Mobilizing its members in and around the University to participate fully in the H1V

and A1DS programmes in order 10 allow for the cfiective tlow of suppoit between the

University and various communilics and communily siruciures.

rsity intervention will include Information outreach 1 employees and their

b. The Unive
dependants on IV and AIDS issucs.

c. The University will shiare i1 experience ol best pract
cies, NGOs and CBOs.

ices and, where applicable. its

skills and 1esources with other govemment 0gen

Hescarch

The University of Ibadon,
suppoit rcsearch on HIV ond AIDS and promolc collaboration with nationsi and

international agencies. The vision is that the University of Ibadan will become the

research iastitution on HIV and AIDS in Nigeria

in ils quest 10 expand the frontiers of knowledge. shall

foremos!

Other Policy lasues

Resource mobilizaton. Management and Sustainability

2
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n ity will develop new strtegies for resouree mobilization for 111V and
S prevention, care and suppoit activilies. The funding of 111V and AIDS activitics
_-,!MWmcgmtgd into the Universily's budget eyeles.

Institutional commitment shall be required 1o mobilize the following resources:
1. Human
2. Financial, logisties and technical
3. Material
i. The Univessity of Ibadan shall estoblish a commitice on HIV and A1DS which shall

be responsible for coordinating the timely and e Mective development, implementation,
monitoring and revision of the HIV Policy. This commiltee shall advise appropriotcly
on matters relating to the impicmentation of the Policy.

ii. Each relevant facully/institute/depattment/unit shall have a standing coordinating
commitice which will plan and implement the University's 1l[V and AIDS
programmes.

iii. ‘e University management. 05 well as the provosts’ deans/ heads of depariments
shall odequately fund activilies of the respective collegestfacultics/depariments/
units/unions and. where necessaty, sourcc for assistance from intcrnational pariners 10
complement locsl resources.

iv. ‘The faculties/depaltments/units/unions shall deline a budgetary line item for HIV
and A1DS prevention and control.

v. Facultics/deparimenis/units/unions shall mobilize resowrces and pasticipate fully in
the prevention and control of the epidemic within the framework of the National
Strategic Plan on HiV and ALDS and the University HIV and A1DS Policy.

vi. Facultics/ depastments/ units/ unions engaged in the implementation of H1V and
AIDS activities shall ensure that efYective monitoring and cvaluation mechanisms arc
built into the projects/ progriemmes,

vii. All faculties/depariments/uni(s/unions engaged in the impleincniotion of H1V and
AIDS activities shall commit a minimum of 5.10% of thc project budget to {acilitate

the monitoring and cvaluation (M & E) oftheir activitics.
viii. The University of Ibadan IV and AIDS Committee shol momitor and rcport

snnually on the progress achieved in responding 10 the objectives of this policy.
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| AIDS Committee shall share responsibilities with implemienting

ment agencics, the privatc sector and patustatals in collaboration with the

and AIDS Committee and faculties/departments/ units/ unions, shall tobilize

L sources and participate fully in the prevention and conirol of U pandemie, within the

- frumework of his policy.
~ xi. Funds that are atnzcied in respect of the University of tbadan's response to the HiV
~ pandemic shall be deceniralized. A strategy will be developed to ensure that funds

meant forthe HIV and AIDS responsc are available at all Icvels.
xii. A fostirack approach will be instituted to ensure the quick disbursement of funds
for progsammes and activities on 111V/AIDS, without compromising transparency and
accurate reporting on Lhe utilization ol financial and moterial rescurces.
Gender
The University will support advocacy matters (o the empowerment of women and girls
to recognize their particular vulnerbility to HIV tnfeciion, through the peovision of
informetton on HIV and AIDS. Programmes that can change people’s imutional
thoughts and especially the belicls of youth and gender sicreotypes will be promoted
and encouraged at all levels within the university. The university shall hove 2cro-

toferance for sexual harassment.

IHHealit Care Provision
The University shall work with agencles of the Federnl and State Governments, as well

as international organizations to mobilize funds 1o sirenglhen the university's copacit)
1o handle H1V infection and rclated matters. Umversal precautions shali be adopted in
the course of bealth care service delivery to cnsure the safety of health care providers.
However, in the event of accidental exposurc 10 IV, the university shall provide
access (o post-exposure prophylaxis for stall and students. Students and siafY stiall be
provided sccess 0 !V counscling and testing services in various siles on campus,
including the University Health Cenire and the Youth Friendly Centre, The University
Collcge tlospital (UCH) shall olfer routine HIV testing (with an opl-out ognion) 10
provide access 1o treaiment and care for those who are infected. Other aspects of 11V
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h as nutritionst counseling, snif: sex ond prevention of mother-t

ne "G
. a-'l:r- “will be provided in 8 user-fricndly wuvosphere, The univetsity shall
s within the

criodically o
Unlven y Health Setvices (U11S) on 111V-reloted issucs, St
d teNpOsure prophylaxis, 11V counselilng, stigma and dlscrininotion ontl other

!_'El.'ﬁnhl"mntlcls on preventlon, corc and treatment

AIDS.

Linkage with Other Heolth Progrommes

AIDS is o chronlc condition which has 0 number of other heo
with it, These are referred 10 43 oppuriunisifc infectians (OV), which manllestasa result

of immune deflelency. tixomples of the common Ols ore wberculosls (1) (which is
living wlth 11V and ALDS), STIs ond skin dlscases.

o-child

M’n_ii.c educational and training workshops for health worker
h as univeesol precoutions,

for persons living with IV and

Ith problcms associoted

the most common killer of persons

Iowever, these discases con be cured 1 treated Prompily.

Employees., students ond all other members of the university community Sholl be

educsted on the Symptoms of Ols and be c€ncourage
L IV increascs the fisk of developing TB. not nlt HIV-

all people with T13 arc HIV infecied. Appropriate

d 10 go to clinic for cxaminotion

and Piompt managemen

infected people gt 10. and not
linkoges shall be csmblished with nationa) and NGO
health cducation. sexual health, snd direct observed therspy (DOT) for the treaiment of

TD, in order to control the sprend of HiV and AIDS.
Unlons

programmes ON nuisition ond

Caliective BerRalning and Trade
s within the university community,

(ASUU), Associotion of University Technologists
[ Nigerion Universities (SSANU).

There are 3 humber of union such as: the Academic

Suaff Unton of Nigenan Universities

= (ASUTON). Senior Stafl As0ociation O
e Studems Union Government (SUG). The

¢ Unions (o cAsure thay a process of consultalion

place and also to ENCOoUrage that the unions involve

dyraghon the workplace takes

thei DCMbers In HiV and ALDS Prevention progrumies.
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STRATEGIES AND INTERVENTIONS

Preveuntion of 1{1V

The most common modc of uvansmission of IV is sexual intercourse, helcrosexual
intercourse being the most common in Nigeria. The modes of wransmission (as
mentioned earlier in this document) and their relative importance are known and

apprecialed in the spread of HIV. There are discase situations in swhich prevention is

beticr than cure; therc ase others where prevention is all there is — HIV falls into the
laticr calepory. Accordingly, the University of Ibadan HIV and AIDS policy shall
promoie and support aclivities that ensure thal members of the community do not
become infected with HIV. it shall also make conscious cfTorts at reducing the risk of
transmission through’

a. Promotion of bchaviousal change through acquisition of abstinence skills.

b. Promotion of holistic enjoyment of the personal faculty of plcasure at physical,
mcniol, social, moral and spisitual levels of cxistence.

¢. Promotion through cducation, of a holistic approach to human sexuality and sexual
intercoursc, with its physical. menlal, sociol, moral and spiritual aspects, mcanings and
implications.

d. Promotion of safe sexual behaviour based on *safer-sex’ education, with emphasis on
women cmpowermenLpromotion of abstinence and lidelity.

c. Prevention of IV transmission through blood and blood products by cnacting aad
cnfoicing strict blood banking and blood transfusion faws, and through the adoption
ond enforcement of siricl, thorough and iigorous blood transfusion pracliccs and,

[nally, through educotion of all concemed, with cmphasis on thosc likcly 10 have the

repeated need for blood of blood products.,
[ Prevention of mother-tochild tronsmission; this is a priority area and shall be

vigorously pursued.
g. Aticntion to stalf” family mcmbess, with respect to proper education on HIV and

AIDS through fonnal and informal media.
h. Promotion of HIV counselling and tcsting in the university communily.
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STRATEGIES AND INTERVENTIONS
Prevention of 111V

The most common mode of troasmission of HIV is sexual inlercourse, hetcrosexua|
intercourse being the most common in Nigeria. The modes of Yansmission (as
mentioned earlier in this document) and their relative importance are known and
appreciated in the spread of H]V. There are discasc situdtions in which prevention is
betier than cure; there anc others where prevention is all there is — HIV (alls into the
latter catcgary. Accordingly, the University of lbadan HIV and AIDS policy shall
promotc and support activities that ensure that members of the community do not
become infected with HIV. [t shall also make conscious cfTorts at reducing the risk of
transmission through:

a. Promotion of bchavioura! change through acquisition of abstinence skilfs.

b. Promotion of holistic enjoyment of the personal [aculty of plcasure at physical,
mentel, social, moral and spiritual levels of existence.

¢. Promotion through cducation, of a holistic approach to human sexuatity and scxual
intercoutsc, with its physical, mental, social, mora! and spiritusl aspects, meanings and
implications.

d. Promotion of safe sexual behaviour based on *sefer-sex’ education, with cmphasis on
women empowement,promotion of abstincnce and fidelity.

¢. Prevention ol IV transmission through blood and blood products by enacting and
enfoictng sirict blood banking and blood transfusion laws. and through the adoption
and enforcement of sirict, thorough and rigorous bloe transfusion practices and.
finally, through educotion of all concemned, with emphasis on those likely 10 have the

, repeated need for blood or blood products,
[ Prevention of mother-to<hlld transmission; this is a prlority area and shall be

vigorously pursued.
B. Aticntion (o sall” family mcembets, with respect to proper education on HIV and

AIDS through fonnal and informal medin.
h. Promotion of HIV counselting and testing in the university community.
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STRATEGIES AND INTERVENTIONS
Prevention of Y

The most common mode of vansmission of HIV is sexual intercousse, heterosexual
inteicourse being the most common in Nigerio. The modes of wnnsmission (as
mentioned exiier in this document) and their relative impottance arc known and
apprecialed in the spread of HIV. There are discase situations in which prevention is
better than cure: there are others where prevention is all there is = HIV falls into the
lotter categoty. Accordingly, the University of Ibadon HIV ond AIDS policy sholl
promole and support aclivilies thal ensure that members of the community do not
become infected with HIV. h shall also make conscious cllorts al reducing the risk of
iransmission through:

a. Promotion of behavioural change through acquisition of abstinence skills.

b. Promotion of holistic enjoyment of the personal facully of plcasurc at physicol,
menlal, social, moral and spiritual {cvels of existence

c. Promotion through cducation. of a holistic approach 10 human sexuality and sexual
intercourye, with its physicoel, mcnial. social, moral and spiritual aspects, meanings and
implications.

d. Promolion of safe sexual behaviour based on *‘safcr-sex’ education, with emphasis on
women empowermenl,promolion of abstinence and fidclity.

¢. Prevention of HIV transmission through blood and bload products by cnacting and
enforcing strict blood banking and blood iransfusion laws, and through the adoption
and enforcement of sirict, thorough and rigorous blood transfusion practices and,
finally, through education of all concerned, with emphasis on those likely 1o have the

repeated need for blood or blood products.
[. Prevention of mother-tochild imansmission; this is o priority area anrd shall be

vigorously pursued.
g. Attention to stoff" family members, wilh respect to proper education on HI1V and

AIDS through formal end informal medio.
h. Promotion of HIV counselling and testing in the universily commumly.

26

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




'Care and Support Scrvices
‘Management of opportunistic infections

Og:oﬂfmistic infections are caused by common microorganisms that usuaily should not

“cause problems in heaithy individuals. However, they may cause scrious and possibly

life-threatening illnesses in an individual arc whose immunc system has been
comptomised. These infections are usually latc complications of 11V infection, for the
most pait occurting in patients with less than 200CDA+T cells per micro litre of biood.
The opportunistic pathogens are known to alfect virtuelly all organs and systems of the
human body, with the most common presentations occurring in the pulmonary and
gastrointestinal systems and the skin. Opportunistic infcctions are the leading cause of
motbidity and mortality in patients with F1IV infection. Approximately 80 per cent of
AIDS paticnts dic as a direct result of infections other than HIV, with baclerial

infections being the most common.

Many ontimicrobial agents arc currently available for the treatment of most
opportunistic infections. With the carly intioduction of antiretrovical (ARV) theropy,
the incidence and scverity of such infections con be reduced. lHowever, drug
interaclions and resistance to therapy remain major concems in the treatment of
opportunistic infections, Thus. mcdical personnel with good knowledge of individual
drugs, adequate dosing and compliance to therapy shall be consulted by the University
in the managcmcent of opportunistic infections.

Anilretrovieal treasment
The Federal Government of Nigeria has published guidelines for the usc of

antiretroviral drugs in the counlry. These drugs are expensive and the trcotment is
lilelong. The Federal Government has provided access to these drugs at specific centres
across the countiy. Some non-govemmecnl organizations hoave also provided acecss to
antirctroviri thempy. These dsugs arc available free of charge. Due o the fact thot
these drugs have serious side effects and require careful monitoring by specially-treined
health care providers using very expensive Jaboratory techniques. therapy can only be
accessed at designated centres, which have been st8(Tcd and equipped for this purpose.
The university shail, thceefore, fink up wilth such programmes and provide rcferm)

services for students, stafl and families of staff in nced of antiretroviral drugs. As an
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on of ¢ _ oviral therapy. the university shall provide
ne MCT (wilh a ‘opt-out option) to students, staff and their
Sl ;LJ 0 ‘.-'ll OU MTOjDin CMCW-S\FppCﬂ gOJUﬁi
- - -

=

i
ity H éfcbubgﬂh'c’foﬂnaﬁon of support groups intceested in the care of

A O -'_r

D,

POLI J‘i 'LEMENTATION AND REVIEW

implementation of this policy, the University Committee on IV and
. & msli!utc‘:.l_'and this shall function in the following ways:

ating HIV and AIDS issues into the academic programmes through lectures,

ublications and campaigns.
jii. Intcgrating HIIV and AIDS issues into orientation progrommes for both siaff and

‘students.

iii. Encournging rescarch in all aspects of HIV and AIDS, o provide information for

planning.
iv. Training and retraining of staf¥ and students 1o ensure sustainability and continuity

of the HIV and AIDS progiammcs of the Universsity,
v. Integrating care, suppori and provision of ARV inlto the University heaith services,
vi. P’romoting interactive seminars, workshops and conferences on 1{iV and AIDS, 10

increasc awarencss and showcase research outputs.
I:inally. there shall be monitoring and evaluation to determine the impact of the policy

on the university community, as well ns a periodic review of the document.
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. 1 : o r
LV Pre ve tive Behaviours
HIV preventive behaviour is attilude geared toward protecting against HIV

N L: il yone who engages in behaviour that protects onesell from expasurc (o
f:. s at no or lcss risk of contiacling the infection (Lington, 2004). It must be

« W"“‘“ the high mie of EIIV prevalence among young person’s can be related

o the behaviour chaiacleristics exhibiled by peers. Young persons’ actions are driven

by many behavioural antecedents which fall short of healthy picventive behaviournl
practices, When an individual fails 10 adopt preventive health behavior. many of the
risky pracliccs highlighted obove oic undertoken. Preventive health behaviour is
therefore a panacea Lo the tisky behaviour cxhibiled by young persons. Ajuwon (2006)
reported that any activity undetiaken by an individual who is belicved to be healthy, for
the purpose of prevenling or detecting illness in an asymptometic stalc is lenned
preventive health behaviour. Preventive health-related behaviour is speeifically made to
improve or cnhance health, reduce. but nol climinate. the chances of acquiring 8
disesse. Ajuwon (2006) emphasized thot such behaviour could include both primary
and corly detection preventions. Primaiy prevention bchaviour aims to prevent the
incidenee of disense while carly detection ptevention behaviour aims to prevent carly
forms of discasc from progressing. Preventive heafth behaviour in the transmission of
HIV therefote encompasses oll forms of healihy practices, which will prevent on
individual from contacting Sexuolly Transmilted Infections including HIV/AIDS ond il
contracted should be prevented from degeneraling lo complicated slages.

Severn| rescarches luve shown thot youths are highly knowledgeable about HIV/AIDS

but pulting il in praclice remains o problem (Ona et al, 2004; Arowojolu, llespnmi,

Robest and Okunole, 2002). HIV prevalence in Nigeria is increasing rapidly and il’s

only increase in condom usc that is the most viable solution to slow down the trend,

hence a good HIV prevcnlive behavior. In thc samc vein,
(2001) reporied that more than 60% of respondents that porticipalcd in o

Rossem, Mecekers and

Akinyemi,

siudy usc condom consistently
¢ in condom US¢ @5 affecied by aworencss that condoms are clfective ol

Okojie, Nwulio and Ogheide, (1998) also

with occasional partners and commercial sex workess.

The increas

prevenling HIV and unwanted piegnancy.

reported thot (6.2%) of the three hundred end fonty respondents in a study still keep

29

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

ANAN INIVE 0y




e 1424 # §%) willingly use condom for the resson of safer

»

a d extent of HIV transmission cannot be ascenained unless propcr
A _ s embraced. hence a good way of reduces HIV transmission. [n a
d by I:,l,r 1_ useri and Jeremiah, (2005), to ascertain the level of HIV weasmission
 an uascreencd blood, an overall prevalence of 2.9% was observed while the highest
pre IU ‘, Hom‘-l-% wos found among adults who arecommercisl blood donors. In a bid
10 suf port 1hat proper blood screening is a good HIV preventive health behavior,
' \dejuyigbe, Durosinmi, Onyia and Adeodu, (2003) reporied that cighteen out of the
two I:Ei\&red and sixty three children screened has o history of blood transfusion while
'&ﬂj%) were HIV-positive. According to Sehecb, Oftor and Okojie, (2004) avoiding
I3gmng. needles and syringes is good preventive health behaviour. Outcome of their
;'boﬂ had it that out of 79.5% of thase who screened blood beloee transfusing only
4.5% and 19.5% reused necdles and syringes respectively. Abstinence, being (aithful
ond condom use components are other good preveniive health behaviour towards

I V/AIDS. Abslinence means rcfraining from some or all aspects of sexual activily for

medical. psychological, fegal, social or religious rensons. It is vicwed os an act of sclf-
conitrol over the natural desire to have sex (AIDS Care, 2010). Being faithful as an
approach encourages individual to eliminate casual sex par.ners and to practice [idelity

within their marriages and other sexus| relotionships whilc the use of condom approach

entails corrcet and consistent condom use (AIDS Care, 2010).

2.6 11TV Risk Bchavioor among Adnlescents anil Youths
IV risk behaviour is negative behavioural activities 1hat are capable of aiding

IV trensmisslon (Zill, Nord, Loomis, 1995). Risky behaviour in this context is based
on what one docs and as a resull of the characieristic fcatures of cxperimentation and
adventure common omong ndol¢scents, they have been known 10 consistently indulge
in risky behaviour which promoles [V transmission (Lingten. 2004). They experiment
with a wide range of behaviour as pari of the notural process of scparating from parents.
Lingten, (2004) and Arulogun, (2006) ststed that lack of assertiveness, cominunication,
negotiation and refusal skills mokes one feel insecure and non-conlident about oneself,

othenvise promoting sexual exploitations (sape, unwanted touching, incest and assault):
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inied with v transmission. Family Health Intcrmational.(FHI, 2007).
( b'g on gep has made young persons to indulge in risky proctices
oY C usl-'mlcmemsc sharing of shaip objcct ( needles and syringes

i .E an infected ‘peeson) and none use or inconsistent use of condom,
) emp ﬂh'kcd thot 80% of HIV uansmission is through unproiected sexuol
Mact, -; a' AV ut nﬁ!ﬂy practiced by young people.

| A l‘ﬁ&}"bn sexual practices cenducive to HIV transmission in EXiti. Ibadan ond

s nmong young person’s showed thal despite the facl that the discase is known 10

_lvl: > no cure; there was reluctance by men 1o use condoms except among those wilh 8
ﬂ'q:crcewcd HIV positive risk (Osho and Olayinka. 1999). Rcpon by Kirby,
M} - among v posilive thirtccn 10 nincleen year-old female Americans who had
lp‘ol'.'cfcvclopcd AIDS recorded that 49% of the cases were associated with exposure
‘through sexuzl contact, 7% through injection drug use, 1% through blood exposure and

'43% through o risk not reported or idcntilied. Among malcs in the same age group,
- 50% were nssocialed with male to male scx, $% with injection drug use, 5% with both
male 10 male scx ond injection drug use and 1% with blood exposure, College students
in Nigenia underestimated the risk of contracting 111V/AIDS infection (ljadunols,
‘Abions and Odu, 2003). Their study aimed at assessing the perception of personol risk
of acquiring H1V infection and the outcome wes that 15% out of the 105 respondcnts
pRrceived themselves at modemic risk compared 10 85% thot perceived themselives to
bc ot no risk. The invesligalors assessmenls of risk status rcvenled that77% of the
participanis were actually ot high risk. Screening of HIV/AIDS also poses risk among
adolescents, According to NDHS, (2003) autitude towmds scizening among young
person’s revenled Lthot 3% of females and 6% of males have tesied ond received their
result during the twelve months preceding ils survey. Use of unstcrilized equipment
contribuied to HIV transmission in recent times. Ibrahim, Obara and Temimono (2007)
reported that sharing of blades, scissors and clippers without proper stcrilization
remains 8 common practice among young and old in barbing saloons. According to
Ibrohim ef af (2007) only 1.4%. of the [37 saloons used for the study. had sicrilizers
and only 7.3% and 6.6% aciually carried out a mold disinfection of barbing equipment
before and nfter barbing o client. United Siates Presidents I:mergency Plan for Aids
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ons in Afiica were transmitted by
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{owever, actunl dowa collected from Nigeria focusing in
1es showed that a lower aversge percentage of HIV infection

as i 19% (WO, 2002).
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"ﬂ' 37 iyl'ollr"fn "PtrtlaQ' lus]itulions
IV a ] other sexually transmitted infections (ST1s) pose a major threat to the
thth and \ AT j ing of uawc-ny students. Cvidence of this threat is in the findings of
""'_f‘ search projects which show that many students have multiple sexual pariners
v “ ‘F"i: ,fpw of them use condoms, thus increasing their risk of acquiring HIV
lr:?; ion n_nd’iransmusﬁlon (Bamiio, 2008). Another source of concemn is the growing
anecdotal evidence that some students arc invoived in pasi-time scxual work ond the
Ui'ci;li.g(-ion of some female students in the *Aristo phenomenon’, a praclice in which
| rlé_#n]c_.smdcnls.hnvc relationships with older men who provide money or other material
favours in cxchange for sexual intercourse. ‘October rush' is also widespread on the
campus. Octoher rush is the praclice whercby scnior male students(stolites) take
advanitoge of the nosvetly of newly admiticd femalc studenis (Jombires) to lure them into
risky sexual activities (Bomiro, 2008). According to Ladipo, Omorcgie and Fokoladc,
(2004) hostels ofie ninuy institutions in Nigeria have been labelled os glorif ed brothels.
Apparent (recdom f(rom parcntal control and undue pressure from peers maoke

universily students engage in risky sexual behaviour.

There is reported risky sexual behaviour among university students due to
. unprotecied sexual rciationships in China. Condom was reporicd never or rarely uscd
by 35% of sexually active students in both genders (Ma, Ono.kihora, Cong, Xu,
Zananl and Kihom. 2006). According (o Yuria, Dennis, Tiunov, Iefirey and Kelly,
SZOOI), 40% of sexually expcrienced university students reported unprotected vaginal
intercourse as their preferred sexual practice.  Higher proportion of males (52%) than
females (33%) preferred unprotected sexuol intercourse. Forly.five percent of males
reporied that unprolected sexual intercourse was a frequent praclice, compared with
33% of females while equal proportion (29%) of sexually experienced students alwoys

usc and never used condoms respeciively. Analysis of some South African Universities
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Oﬂ%ms:slﬂw:df lhat.a perceived barriers predicied the
!imnz males while attitudes, sybdjective norms and perceived
I
., associated Wwith female students towards the use of condoms
aolusi, Pelzer and Ngaopc, 2004). A similar sludy to ascertain
) . !4-

ally ris &"'th among University stidents in Kenya revealed that sexual

' ““:l

' l
)

v

.,"L_

ivity on campus was high, consistent condom use and rate of Voluntary Counseling
d | -"i: ng was low{Adam and Mutungi. 2007). Furthermore, 71% of males ond 67.6%
of [ em ] !_ﬁ,rtponcd had had scx. Seventy six percent eeportei] using condom and only
(18%) of males and (14%) of femalcs used condom consistently in Ihe last month
1 !qc'qﬂng ‘the survey. Among university students, issue of HIV testing remains
~ controversial as a result of sociclal stigmo, however accoiding 1o Adem ct al, (2007)
- 98% of the respondents reported thinking of being at risk of [V infcction but only

28% hod been tested for HIV. tn Lihiopie. Knowledge of HIV/AIDS washigh among

the rcspondents but esc of condom was low {Yerdaw, Nedi and Enquosclassie, 2002),

In Nigeria. the situation is no! different omong Enugu State University students
in South Eostem Nigceria Ono, hba, Chukwuka and lkeme, (2004) reported that 68.9%
of the respondents who had cver had sexual intercourse maintained multiple sexual
pastners, however, there was a signilicant tendency towards a more consistent condom
use afier respondents became aware of 11{V/AIDS. Among university students in [lorin,
44% and 27% of fcmales and males prefer withdrawal and rhythm method during
sexual intercoursc instead of condom (Omotoso, Deolo. 200S). Aluliple sexual
eelationships were high ainong female students of University of 1badan. Out of 55% of
respondents who had sex. numbcer of sexual parners ranged fiom 10-23 (Iwuagwu,
Ajuwon and Olasche, 2000). Outcomes of 1[1IV/AIDS knowledge survey among
students of Niger Delia Universities tndicaicd that students have a highly (avorable
knowledge about AIDS, but putiing this sexual behaviour knowledge into practice is
known (o be lacking (Alucde, Imhonde, Maliki and Alutu. 2005). Morc sexually aclive
men than women had two or more sexual partners (84.7% and 61.4%) respeclively
(Aluede, Imhonde, Maliki and Alutu, 2005). Activities preceding circumstances where
| poverty oand lock of negotiating povwers for sex in womien abounds contributes to 111V

tansmission. Onia (2002) reporied that young person‘s especially from poor and
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I T‘ re i_élﬁividﬁ&pmhh expeiiencing carly sex than those

/ %lbﬂiﬂ"‘ﬁ! The rich copitalize on poverty and lure Young people
EX by payung their school fees and other material gik. A study to
ne “'? gJac d:'lﬂdy phenomenon has the potential to increase the risk of
t.~ ! on‘gs'f Unw:rsuy students in Enugu Nigeiia, recosded that with clothing
fl'!:)wnncc"s from sugar daddies. litie attention is given 1o invofvement in
: __T ¢ sks(Dukc. 2004).

part from non.use of condom cnd multiple sexual partners among university

students, susmnumuon of People Living with HIV/AIDS also fuels transmlission of
Fﬁ"" nd has contributed 10 non.disclosure of HIV status (FHI, 2010). The report
mr\‘hcf stated that stigma may deter individuals from secking voluntaiy counseling ond
lgsungfpropcr medical care and can cause people to perceive individuals with or at risk
for HIV as *the other,” reinforcing the feeling that HIV inlection could not infect them.
?cltzcr. Mpofu and Bolanle, (2002) in line with FHI reported that fear about
conlidentiality of HIV test rcsult made some African university student not to go for
IV screening and lesting. Seventeen pcrcent oui of seven hundred and sixty
respondents from African universities indicated that they had tested for HIV and of
those that have tested (16.2%) did not get the result of their test: this is as a cesult of
fear of stigmatizatlon. Concems about 11IV have increased as recent trends suggest a
resurgence of the epidemic among men who have sex with men (UNAIDS, 2007). In
Colombia, 111V prevalence among men who have sex with men ranges from (0% 10
2$%. Ukraine estimated that 15% out of 177,000. 430. 00 ase living with HIV while
the prevalence in Africs is 25.3% (UNAIDS 2008). A cros sectionof two slates survey
in Nigeria showed tliat out of 498 same- sex aitracted respondents. 48% had actually
ltad anal sex with a man while 25% hud had anal sex with a woman and one per cent
less than the proportion had vaginal sex with a woman. Half of the respondents are
bisexual and 55% of tliosec who orc exciusively Men who have Sex with Men had
multiple sexual panincrs (Nnaji and Caims 2010). Pesception and practice of same sex

relationship among University of [badan students showed that 91%% expressed aversion

for homosexuality comparcd o (30%) who held positive nttitude towards the pmctice
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= 4
"*? ! F‘%‘?ﬂ'ﬂ';'ﬂ J that a toml of 2.3% respondents procticed
vith m: : and females having . % and 1.6% cespectively,

Oih 2 c i
her 'i-:% &h“"o"' in HIV tansmission includes ncgative atiilude towards

rihizatic hqulﬁdltm ond disclosure of HIV status. In assessing routine
f"’ g among University of Benin students, @moigberale, Abiodun and
amodu WJ- rcported thar 42% of the respondents would pgree to routine HIV

ing while 58% would not agree lo disclose their siaws. In @ reloted study on
'L‘- : ni1 towards HIV status disclosure. Sallr (2009) seported that major,iy of
resPOndenis (58.3%) were of the view that people with 1V should not keep their staius

| 455:réi.-lmpmwed'itt|¢ndnnce to HIV testing was recorded among uniyersity students in
‘Namibia, 39.8% out of 82,635 tested in 2009 werc male eomfared 10 24% in 2008
Cﬁni‘h, 2010). Proximity to counseling and testing centers os wcll as receiving test
result on the sanic doy encournged 98.8% of 1099 participants who took pwstin same
.d,n)} mobile HIV counseling and tesling in Zimbabwe (Morin, Khumalo, Charlebois,
Routh, I'ritz, l.ane, Vakit, Fiammo and Coates, 2006). The study to know if ones HIV
status moy coniribuic b changes in preveative pruclices among female Amcrican
university students recorded thot women (55%) who were HIV positive ond were anare
of their scrostotus were significantly more likely to use condoms than those who were
not aware of their serostatus (37.7%). Chang (2008) was of the same view in a study
conceming disclosure of HIV status. 1lc reported thot over 80% ol the network
members knew that participants were HIV positive and got 70% of the information
disectly from participonts. Various methods of cross infection control odopted by
medical and dental praciitioncrs in Benin City revealed that 98.1% out of 113
pructitioners surveyed sterilized their equipments, those who screened blood befose
tmnsfusing were 79.5% while 4.5% ond 19.5% reused necdles and syringes

1esPectively. Attestotion 1O blood screcning was conlimed by Food and Drug

Administration, {2001) nnd Snhecb ¢t o), (2004).
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elot I‘EL":I [\ _]I_:f,l\" Risk Behavlonr among Young Pecple

v %FP“E . "..i\jhc.‘:lmnsmi'sﬂqn-nf HIV/AIDS is mmpant among young people
Cich cki, 2007). This is because 1his youthful stage is characterized by transfonmotion
fiom one slage of lifc 10 another. ‘e transition siage fram childhood to adulthood
L 0 Jf’ i t0 natural feeling of wanting to be louched, loved or caicd for by member of
“the opposite sex (Asuzu. 1994). During this stage, young people are otlcn nol provided
: _fﬂ.g.;dcqylmp information on chastity, reproductive and sexuality issues. Failure 10
| pib'vidt adequate and somect infonnntion on sex related issues by professional or a
I-'irq!slwonhy person (parenis) encourages adolescenls (o seck information from other
sources such as peers, mess media and intemet ( Kwabe and Fajome, 2004). Such
information leamed from peers, watched or read from pormogrephic fIms could be
misleading. distortcd and incorplete and could bead 10 encouragement of risky sexual
behaviour. A study 10 detennine altitude of health carc providers towards petsons living
with AIDS reported that 96.3% ofthe respondents had moderatc 10 good knowledge of

HIV/AIDS (Adebajo, Bamgbala and Oyediran, 2003). Cooper (2005) in his own view

reporicd that doctors rurcly have the time 10 propetly cducate their paticnts on the

complexities of combination therapy. Invasion of pomographic materials is an issuc of

scrious consequences., Acconling to Okoye (2009) over 10 million people a week visit
s in Nigeria. She reporied that there was correlatioo between high

pomographic website
| sex in |8 and 9 yews olds. The

usage of pomogeaphy and rate of heterosexual ana

wend led to increase in rape as children arc being molested by those looking for sexual
ety. n the some vein,

incrcases 111V and AIDS in the scci

gratification. This in lum
naked people or scxual acts in otder to cause

Ayiku, (2007) reported that showing of

sexual excitement distost the minds of the youths, which invariably breed future

homosexuals, rBpist. and sex addicts in the society. ln a research 10 access lecnogC-
n sexuality issucs, Whitgker and Mibler (2000) reported that

parent communication O
) issues with their parcnis saw them as the most

respondents who had discussed sexud

information. Sixty percent of the respondents have spoken with a

usefu] source of
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- _
PR :r *‘ﬁ ?’“‘ﬁ' -_ 78% ,'Wc:s_pz ‘én._wilh a parent about condom, In o
cevclopment, Keating and Meaker (2006) repoged that about 59% of the
[ IRT) i srvey in Ghana had heard of at least one HIV progiamme from radio
npa . "‘!3—! o WCS;_

Lagl ,fdrr__inf.phualj.on niay nol only be on the side of young people, health care
provic _' » teachers, ond other poicniial sources of suppait for scxuat infonnation Moy
'ggquntn training 1o deal with sexuality questions approPriately. As a fesult of
these bairiers, misconceptions abou! reproductive health abound - as can be scen by the
large numbers of university students who still harbor misconccptions about HIV/A[DS
.QUM' PA, 2006). Ayranci (2005) scpotted that misconception about JIIV still exist
among university students, they still belicved that 111V/ AIDS is a punishment by God
and that excreise and good food prevent HIV/ALIDS. Prato, Morris. Moxive, Validnia
and Stchr (2006) reported that 32% of women in Mozambique considered themsclves ot

no or low risk of contracting 1[IV while 22% thought they were at moderate or high
eisk. The rcal estimates showed that 27% ol women who considered themselves at no
or low risk. and 23% who repoited not knowing how to assess their risk, were al
moderate or high risk of LIV infection. The situation for men is even more troubling,
38% said that they had no or low risk of acquiring HIV while 46% reporicd that 1hey
had a moderate or high risk
Non-perception of risk in sexual behaviour influences engagement in risky behaviour
as pointed by Nzokia (2001) who reported (hot;
'Some adolescents will 3@ a litle bit of sexual interconrsc is okav.
pregnancy will not happen at first attempt. sperm cancels each other ont
when one lias sex with two meu. disease will not happen if one has sexual
intercourse ofitn but not every day, urination dfter sexual intercourse

will get ridof any infection thot might have been transmiticd’ -pl108

Practice of risky bchaviour among youths could also be aggravated by some lifestyles

such as alcoholism (Petry, 2003). Aecording to Peiry (2003) ond Windle (2001),

' alcohol acts directly on the brzin to reduce inhib
People with alcohol disordcrs are more likely than the general population (o contract

itions and dimnish risk perception.
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People with HIV d‘é'ﬂbél'f"'iﬁﬂy to abuse alcohol at some time during

i _.any'nlcdhol'uc has been comrelated with o lifetime tendency
fow, iﬂ,_. -Fisk %.'.(uﬂ behaviour; multiple sex partners, unprotected intercourse, sex
,-__} | ' Hf’-pnuneri; and the exchange of sex for money or drugs (Coiy, 2006).
long urban university students in Korea, frequency of alcohol consumplion was
Pa fliﬁly associated with the number of sexual partner. Eighty percent of males (85%)
| aNC 38% of fcmales reposted that alcohol consum[tion typically preceded casual sexual
~ rclations (Cory 2006),

Change in social norms also fuels EI1V transmission as bchavior of members in
polygamous marriage. carly marviages, wife inhcritnnce and cultural habils still exist
(Yamuoh, 2000). Yamuah (2000) reported that greater chances of contracting 111V
occur in men who took over the dead brother’s wife visa-vise women ond men trom
poly gamous homes that contract sex as a result of sexua) dissatisfactions. According to
Ralph. Gibbons, Wingood and Diclcmentc, (2008), a(liation wilh parent and peer who
encourage risky behaviour accounied for the eflect in young people. Relatively,
substance abuse accounted for pari-timc versus full-lime sexual risk behaviour in young
people (Simons and Cutrona. 2008)

Some factors on the other hand have negatively influcnced IV risk behaviour,
According to 1look (2005) mass media entertzinment rcached many young people with
positive health information, In Uganda, the Safer Sex or AIDS Compaign, which
encouraged young people to make responsible decisions about HIV/AIDS, reached
92% of its intended audience (Hook., 2005). ln Zimbabwc and Botswona similar
communication campaign reached 97% and 70% of youth (o improve adolescent
reproductive health, in another devetopment (Miller, Kotchick, Dorscy. Forchand and
Ham. 2004) deduced that a mass media compaign communication 0 encoursge "saying

no” 1o sex in Zimbabwc cecorded that young people reached by a communicaiion were

2.6 times more likely than thosc whom the campaign did nol reach 10 change their
sexual behavior (or the beticr. In South Africa. 38% of young people who watched the

TV programme “Sou! City” reporicd always using condoms compared with 26% of
those who did not watch (Cowulson. 2003). In Nigcria, medin monitoring of HIV/AIDS
i /AIDS reporiing has greatly
local languoge in the context of HIV g
program and usc of
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* Quality .'d'POSili"Vc health mformation. Keating (2006) reporied that $9%

pulation had heard of & keast one HIV programme from radio compared to

| e “" Avoiding HIV infection was reason for practicing preventive healih

behaviour and 1adio and television was responsible for the influcnce.

| Economic depression as a fuclor influencing 1EV risk behaviour has both

~ negative and positive influcnce towards HIV/AIDS (Bengali, 2007 ond Kirby, 2008).
(Bengali 2007) was of the opinion that economic depression allows few men nccess to
‘moncy otherwise few additional sexual partners while Kieby (2008) was of the opinion
that ecconomic depression increases chances of risk behaviour peoctices as addicts may

cngoage in scx with multipic panners to oblain drugs or money lo buy one.

2.9 Impuct of ELIV/AIDS in Nigeria

HIV/AIDS epidemics constitute a global emergency and one of the most fonnidablc
challenges 10 human life and dignity in Nigeria, The key area of impsct includes social.
cconomic. health, education, agricultural ond transport sectors (Eremutha, 2006).
According (o National Policy on IIV/AIDS (2003), the cpidemic has eflect in
achieving sel developmental goals as the annuzl monality is estimaied ot over 50,000
which coneentiated in the active preductive male and female population. The Federnl
Ministry of Health (2001), cxtrapolatcd that going by the present spread of HIV
cpidemies in Nigeria, 25% of the workforce would have been climinaied by AIDS by
2015. The cconomic busden on the household as impacted by AIDS con be described as
follows: loss of income by the patient leading to poverty of the houschold. school
dropouts and loss of jobs especially for daughicrs and wives who are forced to take
time ofF (o care for the sick persons (Salvetorand Georg. 2003). The greates! impact of
HIV/AIDS on the family is the generation of spiral level of social problems which
begin as soon as a member of the iamily stasts to sufler from HIV. Male dcath due to
AIDS sclated complication is on the increase thereby causing increase in cascs of
female’s especially young widows hcading lamities (Eremuthas 2006). Impo¢t  of
111V on transporl seclor is €normous. It hos been affirmed thot the distance truck

and itinerant hawkers play o major fle in the spread of HIV/AIDS (Watker,

drivers ot
irgin and airlinc crews among others) are

2004), Most transpu{ workers (tyuck drivers,
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th n‘f?ﬁd family for a long pcriod and this inakes thein to faco the risL
il ”‘“‘ ."3 a 'g'# °f sexual actlvities with casual pafiners and the likes, The tlsk

- WO e
X -f_

' 1ff’“’-l"- Il""- ‘communities olong highways or concentrated nruound some ol the
prir e N%wou roules: \Walker {2004) while reporting on the study on ‘lloispots and
Risk 1 Lmu aeross Nigeria' reporied that the prevalence rules in junction towns ore
nﬂa{;%mulcly 2% higher than mcdinn raies for the states In which they are locoted.,

~ The UHIV/AIDS scoutge in Nigeria also allects the Heolth scetor. HIV/AIDS
- gg-;idémics have brought additlonal pressure to bear on the health sector. 1he additlonal
care and suppon burden associated with the HHIV/AIDS epldemics funher weakens and
threatens 10 oxerwhehn the already weak Nigeria Health systems (Uzochukwu, 2006;
Ven‘nidg{on. 2003). As the epidemie progresses, there s Increascd demand for health
carc personnel and (acllities far care for those living with the virus. FMOI1| (2003)
asscricd that the cost of HIV/AIDS treatment would consume a huge pan of the health
budget while depleting public expenditure and other critical seclor of the ecconomy.
The HIV scourge in Nigeria has not spared the ogriculturnl sector. Agsicullure which
supplies about 60% of the employed labor force and was estimated to contribule 41.1%
of GDP in 2000 is grossly offecied by 111V/AIDS epidemics. The disease, which was
predominantly an urban problem offecting more men than women has rapidly moved
into the rurn] arcas alfecting rural dwellers whose sourse of livelihood Is through

farming (Penninglon, 2003).

2.10 Eflorts sad Intenentions of Governmenmt and Non-Goveramental

Organizations in Combating HIV/AIDS In Nigerla.

Generally, adolescents and youths al] over the world fece reproduclive health problemns
and these problems are mainly ottribumable to government’s inabllity to include national
policics concerming plamming for the youths. Adolesccnt’s and youlh's reproductive
heatth policy came to limelight during the Intemations] Conference on Populstion
Developmeny in 1994, More then 180 counuics, including 38 sub-Saheren African

i od 2 historic sgretment committing them 10 the Progremme of Action

i eAIm\cL. $i
that includes provision of sexus! and reproductive health infonnation, cducation, and

serv sy O pdokcCoNs.
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| 'a;'-leﬂm Policy developments a1 beth the aational and staqc levels have been

e 9“‘8 In addition to National Reproductive Licalth Strategic Framework Plan
‘and Notional Youth Policy,

Federal Government launched a Notional Reproductive
Health Po

licy in 2001 and in 2002 the Federal Ministry of Education, authorized the

impiementation of a Notional Sexuality Education Curriculum (Policy Project 2007).

As HI1V endemic increases, Policies on IIV/AIDS received o boost. The national 11V

policy emphasized on the integration of domesiic and intemational ef(forts to combat

1MV/AIDS by focusing on coordinating domestic eMTorts to reduce the number of new

infections a5 wel) as working to coordinate an increasingly integrnted approach to the

peevention, care and treatment. In recognizing the importance ol an HIV/AIDS consrol
Programmc in the countiy, there was the constitution of a National Expert Advisoty
Commiticc on AIDS (NEACA) in 1986. By 1988, the Naiional AIDS Conirol Program
(NACP) was launched and later War Against AIDS (WAA). in Auvgust 1999, the
government realized that issues ol 1LV/AIDS was no longer a health problem but o
dcvelopmental problem and as such declared HIV/AIDS epidemics o ‘natlonat
emergency’. Devastaling impact on the nation led to sclling up o multi.sectorl
committee which includes NACA (Nalional Ageney for Control of AIDS), SACA
(Swate Agency for the Control of AIDS), and LACA (Local Ageney for the Control of
AIDS) al Federnl. Suite and Local Govemment levels in 2002 o eompliment the
control programyme (Olufemi. 2005). As the epidemic increascd, AIDS Prevention in
Nigeria focuscd on capacity building and technical suppoit for other Local Non-
Govemmeniol Organization. This has equally brought about an unprecedented
involvement of Civil Society Organizations in notional response efforts. A large
number of Non- Governmental Organizations and health professional groups ore
implementing HIV/AIDS control programmes in Nigeria (Olaide, 2005: Ejike. 2004).

Association of Concemed Youth of Nigerio (ACYN) is o university-based
organization set up to implement iV prevention programmes in the universities.
Considering students® sirengths ond abilities to make changes and prevention altempls
from 1he campus, the Universily of 1L.ogos chapter in 2004 designed o prograinme 10
bring to the knowledge of youths, the many ways they can help minimize the spread of
HIV/AIDS (Unogu 2004).
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| #imtl#ﬂou!h AIDS Programme (NYAP) funded by the United States

or Intemational Devclopment through the AIDS Control

: e and Prevention
\IDSCAP) Project has eslablished the Tentiay

2y _ Institution Praject (TIP), the firet to
-_91-];;1:!‘ cOllege.age Nigerians and their special needs using volunteer student Peer ] lealth
Ldutators {PHEs).(FHI 2007). The rise and fall in prevalence rate of HIV since NGOs

Involvement in the prevention made the Nigerian Government 1o pronounce a clarion

call for civil societies 1o join in the fight agalnst tho discase. ‘The responsc brought

the large number o f Fuith-bused organizations (I:30), Community-
based organization (CBOs) and Networks and cadlltions of I’coplc Living with

about emergence in

HIVZ/AIDS. This has contributed immenscly in creating awarcness ond genceral health
promotion in Nigerin (Olufemi, 2005). Thc Catholic Chuech under the umbrella of
Catholic Action Committee on AIDS ol over Nigerlo had since 2005 been supporting
its Parish Action Committee on AIDS in orgdniting HIV awsreness and voluntary
ecounscling ond testing programmes in their various parishes (Center for Population and
Development Activities, 2005). President’s Emergency Plon for AIDS Relief
(PEPFAR) has made impact in transfosining the face of Nigeria. [t has provided fund to
Fight AIDS. Tuberculosls nnd Maleria. In 2006, the plan oficcted 212,300 HIV patients
while 223,900 pregnont women reccived prevention of mother-1o.child trunsmission
(PMTCT) services (UNAIDS 2006). Assistance with antirctrovirat drugs scoled up in
3008. the orgonization supporicd Nigeria with antirctroviral reaiment for 3 million
people nnd eared and supported 12 million people which includes 5 million orphans
and vulnerabte children (USAID. 2008) .

2.11 Preveotlon of HIV /AIDS.

Comprehensive sex cducation is effective in assisting young people to make healthy
decisions about sex and to adopt healthy seaunl behaviour, Reseaschers have identified
{hat effective sex cducation and IV prevention programmes reduce multiple sex
behaviour and achieve positive health impscts (Serovick. 2006. Brostra, 2002, Brigid.
2006). Behavioural outcomces of sex education and {1V prevention progmmmes have
been found to delay initiation of sex as well as reducing the frequeney of sex. number

of ncw partncrs incidence of unprotected Sex ond increased use of eondoms and

conraceplion 01AONG scxuslly active parficipants (Alford, 2003, Ghosh and Bercr,
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. mm-&]‘unﬂw basic cducation and skills-based prevention cducation

Y
. 2000) reported that theee months training emong student Nurses of

Universit of ibadan on 11V prevention revealed that attitudes townrds HIV/AIDS

. éjhrigea while potient care became considerably more liberal. Disposition to comply
wilth HIV universal precautions was also improved (Uwakwe, 2000).

Non-stigmatizotion of persons living with 111V/AIDS s & good preventive
strateRy. Discriminntion and stigmati2ation greatly reduce individuais living with I{IV
virus fioin practicing positive health habits that can assist in the prevention (UNAIDS
2006). According to Bentiede, (2006), a study in discrimination of PL\WHA recorded
high awarcness aboul AIDS and 11IV transmission; however respondents were slill
involved in stigmatization of 111V paticnis despite knowing that | [IV/AIDS cannol be
Icansmined by cating together. This attitude has prevented PLWHA from disclosing
their HIV status for fear of being ostracized by their families or loved ones. Prevention
of discrimination will significanily reduce stigma and will go a long way to crestc an
environment in which individuals will be highly motivated to get tesied and know their
Scro-status {Bcatlcde, 2006). Furthenmore, Proper screcning of blood and blood
products used in medicine and meddical research as weli as oniversal preventive
behaviour in handling HIV patients play o signilicant role in cradication of HIV/AIDS
(Forbes. 2001). Mother-1o-Child Transmission (MTCT) can be reduced by short
antirctroviral preventive treotment. Its edministration during pregnancy and at the lime
of delivery has proved to significantly reduce the risk of MTCT (USAID, 2005).
Coesarean section has been demonstroted 1o have a more proicctlve efllect against
MTCT than veginal delisery while care and suppon is imporiari (0 suppofrt mothers
and help them maintain their health and that of their children (Fl 11, 2007).

2.12 Coaccptunl Framework.

The Precede Mode) |
The Precede Model refers to the diognostic and planning framework developed

by Green snd Kreuter (1980). The model consists of a series of steps that help in

diagnosing the contributing factors for a given heslth problem. The model involves
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o L ’ “Q&Dfﬂﬂblﬁm ;tndnnalyswﬂl'such problems to lind
ﬁiﬂhﬂhmﬂhcm‘g such behaviour. It also aid in finding the most
ealth i '"'CWGN'OH in solving the identified problem, The intervention

Yever scrves a5 a guide from whiclia planner can cflectively choose the most
ﬂlnlulmr\ ention for the identificd probtem.
f mode) comprises of six phascs whieh include:
. HEhugs:l:I Epidemiological and social diagnosis
Phase 3 Behavioura] diagnosis
~ Phasc 4.3  Educational diagnosis

Phase § Administaitive diognosis

Epidemiological diagnosis phase relates the efTect of heallh and non-health
problems to the quality of life of individual in a given environment. Epidemlologicol
diognosis deals with the incidence, prevalence and distsibution of a heaith problem
while social diagnosis shows rclationship of social problems with health. The
epidemiological diagnosis in pteventive health behaviour practices aimong univessity
students arc ralc of unprotecied scxual intercourse. mulliple sexual relationships and
incidence of sexually transmitted infections including HIV/AIDS among youths while
social problems are inndequotc facilities for reproductive health services, negative pecr
influence, partying and cultism in school.

The behaviourn] diagnosis fecuses on health retsted behaviour that has negative
impact on hecalth. [t emphasizes thal a given health problem could be of both
behavioural and non.behavioural causes therefore need heallh educational intervention
to make B posilive efiect on the quality of life of the individual. 1t Involves positive
peer influence, obedience 1o constituted authorlty, and issues conceming sexuality. The
cducational diagnosis focuses on antecedent factors to prelerence of health behaviour.
It consists of predisposing. cnabling and reinforcing lactors affecting efTective angd
appropriate strategres to be uscd in solving the problem.

Predisposing Faclors
The predisposing
given health sction (Green and Kructer,

facio1s ore motivational forces prior (o the decision (0 make n
1980). They could be either positive or
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i .

; hese include students® kiowledge. altitudes
W 0“l lowards HI\C preventive healih behaviour, The knowledge

a Q b\lx- Eﬂndloms and attitude of individuois towards the use of condoms are
: ‘F“ 1. f'aelohun this

ﬁ‘u‘ g*F‘lﬂﬂ\*s Perception
“among students.

i

snuni *
:‘ Hl

sludy. Other issues that constitute predisposing |actors

on multiple sex panners and disclosure of 11V status

Enabling Factors

The cnabling lactors are behaviours that could be cnhanced to improve
E ;f’crl‘onnnncc of a given henlth habii, for example skills, compelencies and resources
-rcquircd by individual (youths ond carc providers). In this study, access and appropriate
skill in condom use, avaitability of money for buying personal blades and clippers and
time to seck ndequnte health canc comprise of enabling Mactors.
Relaforclog Factors
The reinforcing (actors are the most influential in ndequate henlth behaviour
developmenl. In this study, couses of behaviour change lorgely depend on perception
ond acceptance of information on preventive health behaviour by peers. Reinforcing
factors determines whether a behaviour thnt predisposes and enables will continue aRer
first adoption. In this study, the reinforcing factors include age, and sex of the
individuals.
The andministrative dingnosis marks the end of cducational diagnosis ond is
recorded as the most important aspect of the stage. L marks change in behaviour with
availability of the nccessoyy  resources. It is where health education

strategy/intervention that would influencea given health behaviour is siated.
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Table 2.3 Precede Framewor for Ninltiple Theories {Geeen sod Kreater 1980) Application to 111\ Preventin e Behaviour smosg usdergraduates of

University of (badso.
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Table 2.3 Precede Framiework for Misltiple Tdeories {Creen and Krevter 1920) Application to 1il\’ Preveathve Behavicar smosg undergraduales of

Cehersily of [badan.
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8 school HIV clubs, ampus *Accesa o senice measures W picscnl IV s, muluple sexvat-portersand O MBS, PR Cifery
3 and Nov Goveywencntal govidos, wxudlly tznyvitod tnfeten and have betier ilfe
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*Time,
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Re-enforcing faciors.
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of ihe individual.
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3.1 Study I)cdign and Scope

*Ihc Study was cross-scctional and deXriptive in deslign. It utllized a collectlion of dasa
| K‘fﬂch gove a picture of knowledge nnd preventive healih behaviour pracliced us well as lizctors
l_nﬁbcpqing IV preventive health behav jour proctice among undergraduates of Unjversity of
Ibadan.
3.2 Study Varlalies,

The dependent vorlables are knowtedge un 11IV/AIDS preveniive health behaviour,
pattem and frquency of praclice of the adopted preventive healith hehaviour, and
1casons/laciors inlluencing preventive health behaviour practices while the  Independent
variables are the social demographle characteristics such as age. sex, religion, level of
cducation, and occupation of participant’s parent.

33 Description of Study Arca,

University of 1badan. formerly called University College Ibadan was founded in 948,
At first. the umiversity occupicd the old site previously used by the Sth Milliary General
tHlospital which was about eight kilometers away from the pcrmanent site. The new site covercd
over 1.032 hectares of land. The university staricd its academic work with 144 foundation
, students in 1948. The populations of students have increased steadily from 1000 in 1958 to
approxiinaicly 19.521 in 2008/2009 session with 38% postgZaduate and 62% undciBradualc
students (Bamizo, 2030)The university is situated in Ibadan North Local Govenment Area of
Oyo suate and is bounded 10 the East by Agdowo Community, 10 tle South/West by the
Polytechnic lbadan and to the Nonth by the Nigerian Institutc of Social and Economie
Rescarch,

The Univaisity of Thadan opcnsics a faculty sysiem, Currenily there e thirteen units
and (hirteen faculiles with several depasiments. The thinteen facultics are Arts, Cducation. |aw.
Basic Medical Seianees Clinical Sciences, Pharmeacy, Public |lcslth. Dentistry. Veterinaty
Medicine, Technology. Agricultural Sclences. Science and Social Sciences, The thirtcen units

ar Reygistry, Eareers Placcment and Units. Foreigh Students Units. Spefts Council. Library,
Compiigg Ceotes, Precs. Baokshop, Botanical Garden, Zoological Garden, Universiid Media

Cantre, Advanconent Coe and University Healih Services.
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- METNOBOLOGY

1
e
| Nr!’ﬁﬁéh and Scope

o

l"ﬂ“d’ Was cross-scctional gnd descriptive Ly deslgn. 1t utllized a culhection of data

1
1 ﬁﬂjith
1

ghvea piciure of knowlcdge and prevemtive health behavieur practiced as well as fiictors
lgﬂucpqm'g LIV preventive heahh behaviour practtce among undcrgradunies of Univershy of
Ibadan.

3.2 Study Variahles,

The dependent variobles aro knowledge on LIIV/ALDS preveniive health behaviour,
patiem and frequency of practice ol the odopted preventive healih behaviour, and
reasons/factols inllucncing preventive heahh behaviour praciices while the independeni
variables are the soclal Jemographic characieristics such as age. sex. religion, level of
cducation, and occupation of participant’s parent.

3.3 Description of Study Ares,

University of Ibadan, formerly colled University' College lbadan was founded in 194E,
At {irst. the university occupied the old site previously used by the Sth Milhary Genevoi
Hospltal which was sbout cight kilometers nway from the pesmanent site. The new she covered
over 1,032 hectares of land. The university started its ncademic work with 144 foundation
students in 1948, The populations of students have increased steadily from 1000 in 1938 10
approximalcly 19,521 in 20082009 session with 3B% postgraduatc and 62% undargsaduasic
students (Bamiro, 2010) The university is siluated in 1badan Noith Local Government Arca of
Oyo stmtc end Is bounded to the Esst by Agbowo Community, 1o the Soulh/West by the
Polytechnic lbsdsn and 1o the Notth by the Nigerian Institute of Sociol and Economic
Resenrch.

The Univessity of Tbadsn opcrales a facuhy system, Currently there are thifteen units
and thirteen faculties with several deperiments. The thirteen facultics are Arts, Education. (aw.
Basic Medical Scienc=s, Clinical Sciences. Pharmacy, Public ficalth. Dentistry. veterinary
Medicine. Technology. Agriculral Scicnces, Scrence and Social Sclences, The thirteen units

ae Regisiry, Cureers Placement and Units, Forelgn Students Unlts, Sports Council. Libeury,

Bookshop, Bounical Garden, 7oological Garden, Unlvershy Media
Compoing Camer, Press

C entre, Adveraxnod Cenire and Univenity tlealih Services.
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- CHAPTER THREE

L F L . A
- - - METHODOLOGY

e -
tu dx_l_)iﬁl gn and Scohe

"H: The study was cross-sectionat and descriptive in desly, It utllized a collection of tata
"i‘_ h gave a picture of knowlcdge nnd preventive health behaviour pracliced s well as lactors
wluencing LIV preventlve health behay lour Dractice omong undergiaduates of University of
Ibadan.

3.2 Study Variables,

The dependent variables arc knowledge on HIV/AIDS preventive heolth behaviour,
patiern nnd frequency of practice of the odopted preventive health behaviour, and
icasons/factors Influcneing preventive heakth behaviour practices while the  independent
variables are the social demographic chameter|sties such as nge. sex. rellgion, level of
education, and occupation of participanl’s parent.

3.3 Description of Study Arca.

University of Ibadan, fonmerly called University College 1badan was founded in 1948,
At [irst. the university' oceupicd the old site previously used by the 5th Military General
Hospital which was about cight kilometers away from the perinanent site. The new site covered
over 1,032 hectares of land. The university started its academic work with 144 foundation
students in 1948. The populations of studenis have inereased sicadily from 1000 in 1958 0
approximately 19.521 in 2008/2009 sesslon with 38% postgzadustc and 62% uidergradunte
studctits (Bamiro, 2016).The university is sitnatcd in Ibadan Noith Local Government A rea of
O)yo staic and is bounded 1o the East by Agbowo Community, to the South/West by the
Polytechnic loadan and to the North by the Nigerian Institute of Social and Economic
R esmasch.

The University of 1badan opcraics a faculty system, Cusrently (€T are thiricen unis
and thistcen feculties with scveml deporiments. The thirteen facultics arc Arts, Cducation. Law,
Basic Medics! Sciencen Clinical Sciences. Phaimecy, Public tlcalth. Dentistry. Vetennary
Medicine, Technology. Agricultural Sciences, Scicnee and Social Sciences. The thinicen units
are Registry, Cascers Placoment and Units, Forcign Students Units, Spotts Council. Labrary,
Piess, Bookghop. Botsnical Garden. ZooloBicsl Garden. University Media

Caare. Adrmxement Cenire and University { lealth Services
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‘undergraduate halls of residence (Mecllanby,
Alexander Brown,

Tedder. Kuti, Sultan Bello, Queen Elizaberh I,

Independence, Nnamdi Azikiwe and Queen Idia Halls) and three

Postgradusic halls of residence (Tofowa Balewa, New Hall and Obafemi Awolowo Hall)

situated within the school premises have a total optimum capacily of nearly 5.000 students.

The university authority was mindful of the social

activities while constructing physical
structures

in the school. Among the socia) structures arc university catcrics/butterics (U andl),
swimming poal located ot the Student Union Building,

hotel (the Confcrence Cenire); the
zoological garden,

play grounds (modem stadium ond the old game centre), and dancing
ground (Kcgite club). Apart from those in the school premises. dancing clubs, caleries and

shopping centres in front of the universily promote some nocturnal activities such as panying
and liquor consumplion.

3.4 Study PPopulation.

The study population was undergraduate students of University of Ibadan, who are on
regular/full-time progrunmes.

3.5 Rescarch Instruments

The instrument used was a questionnaire designed by the researcher with the inputs of the
supervisor. |1 had four sections which helped to elicit information on HIV/AIDS preventive
hcalth behavlour:

Section A provided information on the demogtaphic data ol respondents. lticms like oge,
sex, religion, faculty and year in school were explored in this section. It also had socio-
cconomic dot of respondent’s parcnls.

Scction 13 was on the knowledge level of respondents on 111V/AIDS preventive health
behaviour. It consisted of questions like issues on (a) blocd transfuslons. b) mother to child, ¢)
casual contoct with miected persan (1) mosquito bite () unprotected sexual intcrcourse and (f)

sharing ncedle/unclcan medical cquipment,
Seetion C Was on pattem and frequency of IIV/AIDS preventive health behaviour

ptactices ond foctoss that in fluenced HIV/AIDS preventive health behaviour practices among

R chiden s This section re flecied sets of preventive behaviour commonly exhibited. These

induded issucs on {a) stopping S

an infectcd person (c) use and non-
) abstincwe (f) use of condom (g) use of unstrilized equipment

tigmatizotion and discrimination (b) drinking and cating with
use of drugs (d) potronage of local nail cutlers and getting

involved in scarilicolions {c
and (h) caring for AIDS paticnts. {Append X 1)
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6 Sample Sime 1 -
OSEARlY ..If-.-fh E T )

) .?E g " 000) reported that 3 prevalence rate of 55% of female undergadustes of

dm ‘indulge in multiple sexual praciices. The prevalence raie of $5% was used

‘# o-lhe semple size of undcTFdustes m University of Ibadan, The sample size can be
e ﬁuhlcdnshglhc formula s1ated below:

_2'pg
d)
n= sample size.

Z =conflidence interval which is 1.96.

P = proportion of students who indulge in sexual risky behaviour, (55%) (0.55)
g = proportion of students who do not indulge in scxual risky behaviowr. (45%). (0.45)
d.= level of significant (0.05).
1.96°(0.55][1 ~0.55]
0.05’
= 380

The 380 was increased to 400 to create room for attrition,

n=

Strotified simple random sampling was uscd for the study. Four faculties and five
depariments cach were sclected using simple andom sampling. The Focultics of Pharnacy
and Dentisty have o depasiment cach as such the entirc student populations sere
accommodatcd in the study. One hundr:d respondents cach comprising fiRty moles and fifty
(emoles were sclected randomiy from the depar ments. ‘Fhe selection was done by swiiting oll
the focultics and departments in a picce of papes; cach was folded ond dropped in anenvelope.
Picking was done and the facultics picked were Social ciences, Arts. Dentisly and Phannacy
whilc depariments picked from Art were Classic, English, Communication and Longuage Art,
Religious Studics and Eurapean Studics. In the Faculty of Social Sciences, Depastments of

Economies, Political Science, Sociology, Psychology and Geography were sciected.

AFRICAN DIGITAL HEALTH REPOI!'I?ORY PROJECT




e 7

"-Lt Dist GEOH%(IIQ Pamcnpanls

':T—-_':"_’"- —
<3 l "ﬁlﬁ"l—f | No.of | Selected :1§|udy Sample
- ";r Opuistioa “ﬂmn.dtnls_ Deparimenis Malc Female
13 0 Humanities | Classics 10(2.5%) | 11(2.8%)

* {200) | English 10 (2.5%) | 12(3%)
Communication 9(2.25%) | 9(2.25%)
and Languace Ans _]

i Curopean studics | 12 (3%) 10{2.5%)

1363 Religious studies |9 (2.25%) | B(2%)
lZconomics 10(2.5%) | H2.5%)
Sociology g (2%) 11(2.75%)
| Geogrephy 10(2.5%) | 312%)
Psycholopy 701.75%) | 12(3%)
L Pohucnl seience 15 (3.75%) | 10(2.5%)
Dentistcy 140 Sciences Dentistry 50 (12.5%) | 50 (12.5%)
(200)
I N— 4
| "hartnacy 213 I"harmacey SO (12.5%6) | 50 (12.5%)
|
(Total 309 300 200 (50%) | 200 (50%) |

3.7 Nats Collcctioo Frocess.
Four rescarch nssistants were frained. and used in administrution of questionnaires. The

' four rescorch assistants were selected from the selccicd facultics for easy administration of
questionnaire, They were trained on intctpersonal communication. how to aobtain informed

consent from respondedts. conf dentiolity in research ond voluntary parlicipotions. Researcly

assistanis were also taken through study objectives and cach item in the (tucstionnoire as welk

uance of good odministmtlon of insiruments in rescarch. The semi-structured
as impot

. re was 0dminjsicred by the research assistonts while the investigator opart [rom the
qucstionnai i
ire 0dministmtion,

general Supcfv]sion also 8ssisted inqucsiionnal

3 8 Valldity

‘The insirument Was . . . |
g ¢ validity Wes censuted |hmugh review of peninent fileroture in the nren of
H

designed 10 include the common longuage spoken among university

students. The conten

csenrcly SUperviso made Pertinent corrections before the f.anl dm of the
' supervisor c
the study, The !tsea I
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respondents have similar characieristic

P dents accepted the insoument. There was total
\hing of the questionnaire. Some respondents asked whether they would be

subjt::fcd lo IV test afier filling Ihe questionnaire. Length of time for questionnaire
administration was 20-30 minutes on the average:

few respondents were calked 1o Fill correcyly:
the unfilled qucstions. Some questions askerl during gdministiation of questioanaire were spacc

for ‘last bom® in the spaces provided and *differcnee between how you know one who is HIV

positive and AIDS’. In format review, need 1o provide options for major reasons for preventive
heatth behaviour practices arose.

3.9 Rellability

Reliability was ensured by using simple English that could be easily undersiood by the
stiudy population as well as recruitment and imining of personncl from the concemed
depantments. The instrument was prc-tesicd among students of Ibadan Polytechnic 1o observe
the following: acoeptability of the instrument to the respondents, willingness of the respondents
o answer questions, the length of time taken to administer a questionnaire, whether
respondents have similar undessianding of the questions and if there was need (o revise format,
presentation or reconstruct questions. Data collected during the pre-test was used to adjust
ilems in the questionnaire.

The modif ed section and itans were in the following sections; — in intioduction,” we
assure You that the questionnaire will toke a few minules as you are only to tick most of the
answers® were added. In Scction A number S, levels of study which were foimally written in
this form 1. 2.3.4.5.6 was writtcn as yr, 2™ yr. 3% yr, 4% yr. 8% yr and 6% yr. In Scciion B

question 3. sexual intcrcoursc was changed to unprotected sesual intercourse. Question 1S of

the same sectlon was re-written from avoiding sex complelely 10 sexuol abStinence. [n Seciion

C. question 20- major reasons for !
the primary source of influcnce of the behaviour that ycu engage in which had no option were

The options wese deduced ftom numerous responscs from respondents. Others

level of practiee of proventive health behaviour and who is

given options. | .
were also added as one of the options in who in Nucnces preventive health behaviour,

To aid better understanding of question 21 in
was rated in descending otder of magnitude and has this

section C, question 21 was made tohave

i icl\. l ls

' 1 L) th
hlghCSl influcnce follo cd b)' | . ‘
in (fucnced YOU iy preventive heahh behaviour'. Question 21b now

'WhiCh ofthcsc have In ([ your l
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rSpondents have similar characienistie
was doec to obsenve acceptability of the
FeSponidents accepled the insuument. There was total
naire. Some respondents asked whether they would be

A afler filting the questionnaire. Length of time for qQuestionnaire
administration was 20-30 minutes on the average.

mﬂ\em 10 the resPondents, Most
willingness in filling of the question
subjected to HIV test

. few respondents were calted to fill cosveelly
the unfilicd Questions. Some questions asked during adminisuration of questionnaire were space
for "last bom" in the spaces provided and 'diflercnee between how you know' one who is HIV
positive and AIDS’_ [n format review: need 1o provide oPtions
heahh behaviour practices arose.

for major reasons for prevenine

3.9 Rellgbllity

Reliability was ensured by using simple English that could be casify undersiood by 1he
siudy population as well as recruitment and raining of personnel from the concemed
dcpariments. The instrument was pre-tcsied among students of Ibadan Polytechnic 10 observe
the following: acceptability ofthe insttument to the respondents, willingsiess of the respondents
to answer questions, the length of time taken to administer a questionnaire, whether
respondents havc similar undersionding of the questions and if there was need 10 revise format,
presentation or reconstruct questions. Data collected during the pre-test was usod (o adjust
items in the questionnaire.

The modificd section and items were in the following sections: — in introduction.” we
assure you that the questionnairc will take a few minutes as you are only to tick most o the
onswers’ were addcd. In Scction A number S, levels of siudy which were formolly written in

this form 1, 2.3.4.5.6 was writicn as iyr. 2™ yr, 39 yr, 4® yr, $® yr and 6 yr. In section B
question 13, sexual intcrcourse was changed to unptoiccted scaual intercoorse, Question 5 of

the same section was re-written from avoidmg scx completely 10 scxual abstinence. In Section

C. question 20- major feasans for level of practicc of preventive health behaviour and who is

the pnmary source of influence of the behaviour that ¥ou engage in Which had no option were

given options. The options werc deduced from numerous resPOnscs from respOndents. Others

were also added as one of the options in who influences preventive health behaviour.
To aid belter understonding of question 21 in section C, question 21 was made to have
{ in descending order df magnitude and has this

210 and 21b. Question 213 which was e

stion- how has 1he following influcnccd your behaviour towards HIEV preventlon? Tick | as
question-

highest i fluence fOllO“'td by the next 2, 3. and | in the boxes below-was reconstrucied to b
est influc rall .

'gh h of thesc have influenced your Hiv preventive health behaviour”. Question 21b now

‘which of these

1
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n 3" and 10

Of"!he Un'vl el B Since | respondents have similar chamcieristic
Yersity of 1hadan: The pre-lest was done t0 observe acceptability of the

ﬂ:-srlt-ﬁe'm o the
respondents, Most fespondents accepted the instument. There was total

willingness in filling of 1he questionnaire. Some TSSpOndents Bded whether hey would: be

subject i ;
cd o HIV test afler filling the Questionnaire. Length of time for qQuestionnaire

administrati 20- i
mintstralion was 20-30 minutes on the average- few respOndents were called to fill correctly

the unfitled questions. Some questions asked during administiation of questionnaire were space

for ‘last bom' in the spaces provided and *differcince between how you knaw one who is HIV

positive and AIDS". In format review. need 1o provide options for major reasons for preventive
health behaviour practices arose.

3.9 Rellabllity

Reliability was ensured by using simple English that could be easily undersiood by the
study population as well as recruitment and 1mining of pcrsomnel from the concemed
departmenis. The instrument was pre-tesied among students of Ibadan Polytechnic to obsenve
the following: acceplability of the insttument lo the respondents, willingiess of the respondents
to answer questions. the length of time taken to adminisier a questionnaire, whether
respondents have similar undersianding of the questions and if there was need lo revise formal,
presentation or reconstruct questions. Dota collected during the pre-1est was used to adjust
iems in the questionnaire.

The modified section and ilems wete in the following sections: — in introduction.” we
assure you thai the questionnaire will take a few minutes as You arc only to tick most of the
answers' were added. In Section A number S, lcvels of stud) which were formally written in
this form (. 2.3.4.5.6was whlien as 1yr. ™ yr, 3% yr, 4® y1, 5% yr and 6™ yr. In Scction B

question |3. scxual intercourse was changed to unfitotected seauzl intercourse, Question [S of

the same sectlon was re-writien from avoiding sex compleicly to scxual abstinence. [n Scction

C. question 20- major 1casons for lcvel of practice of preventive health behaviour and who s
the primary source of inf'ucnce of the bchaviour that you engage in which had no oplion were
given options. The oplions \wcrc deduced from numerous respanses from respondents. Others
so added as one of theoptions in who influences preventive health behaviour.

To aid betier understanding of question 21 in section C, question 21 was made (0 have
which was rsted in descending order of tnagnilude and has 1his

were al

21a and 21b. Question 213,
ion- how has the following influe

12,3
ohest influence followed DY the next &, I .
highest | uenced your HIV preventive health behaviour’. Question 21b now

*which of these have in 5
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eads- fiom the one listed in

= : | that has the greatest influence. In
sectroqrt C. question 32, what do aihe

behaviour al | at will moke you practice this preventive heahh
tour always whi
r always which respondents saurcely responded to was also provided with options for

_ e farm
casy .'tsﬂdﬂ s? .Lanly Proper training of the rseasch assistants and non-labeling of the
questionnaire gave room for 1ruthfulness in lilling of questionnaire. Determinasit of co.cfficient

of reliability of insirument was done before #dminisiening the instrumerx. The co-efTicicnt of
reliability using the Crobach Alpha reliability 1est was 0.58.

3.10 Data Managemcal and Analysis

Questionnaires were carefully packed and scrially numbered as research assistams
rctumed them. Access (0 questionnaires was only allowed to researcher and the assistants. The
tesearcher prepased a coding guide. which was corvected and approved by the supcrvisor. Data
obtaincd from 1he questionnaire wss then edited and manually coded and entered trito compuiet
for analysis. Analysis was cairied ou! using SPSS version §2 slatisticai software and the data
presented into 1ables and chaits for casy understanding, chi-square statistics was used 10
determine association betveen variables,

3.11 LCthical Consideration.

Informed consent was vcrbally sought from the respondents. In the [irst day of
questionnaire distribution, the rescarch assisiass with the help of the rescarcher addressed the
class after lectures before administesing questionnailcs. Dy this. the respondents were infonincd
thar pagiicipation is voluntary and that no namc is requited during the filling of any
questionnaites. Respondenis were also inforncd that ail information tesulting from their
responsc will be kepi conlidential as well as complete destruciion of questionnaires aller

completion of the study.
i) Afl mformation received from respondents is conlidential and hence names of respondents

were not collected.

ii) No coercion was used during administration of questionnaires. itwas made voluntary

3.12 Limitatjons
limitations cncountered by
e With peisonal cclated issucs made some respondents reluciant

(1h the rescarcher during the course of study are:
Some of Ihe

1. Thelopic being sensitiv
to fill all Question items regs

atiention of the rcspondents 10

rding scxun] iNCrcourse. ‘I'his was cosrecied by callingthe

Jill such question with assurance that such responses are

for rescarch use only.
52

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



"OUR

RESULTS

4.1 Demographic Background of Respondeats
4.1.1  Age. Ethuic Group, Religioa, Occupation and Level of Education of Porents
Toble 4.1 shows disiribution by age, ethnic group, religion. occupation and level of

educotion of respondent’s parents. Respondents’ oges range from 17 to 43 years with mean age
of 23. (+3.6). Majority 321 (80.3%), were Chiistions, 79(19.8%) were Muslims ond 3(0.7%)
others. Distribution by respondents” ethnicily has the following; lbo 86 (21.5%). Yoruba 269
(67.3%) and others 45 (11.2%) respectively. The others comprisc of niojorly Edo followed by
Dclta, Akwa-Ibom. Rivers and Housa. The able shows that 184 (46%) of respondents fathers
were self employed while 135 (33.8%) were civil servani. One hundred ond forty three (35.8%)
mothers were civil servonis and 126 (31.5%) self employed. Others in fother’s side arc clergy.
retired, ond Iote while mothers hove rctied and house wives. Level of education of
respondent’s parents showcd that more fathers ocquired university education 240 (60%) than
mother RO (45%). Morc mothers ocquired secondoty education and has no formal education
111 (27.8%) and 22(5.5%) compared to fathers whose otiainment of secondaty education and
no formol educotion were 87 (21.8%) ond 11(2.8%) respectively. Others 22 (5.6%) in level of
fathers education artended Technical School, Polyiechnle and Diploma Courses while a large
number of mothers 34 (8.6%) ottended school of Nursing, Tescher Troining Colleges,
Polytechnic Educption and Schoo) of Cotering and Fashion Designing.
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; l I'crcc_mag._gs
278
[ 45.5
12190
43
2.3
100
80.3
19
0.7
100
| Edhnic group
| tbo 86 21.5
| Yoruba 269 67.0
| Othess 45 11.2 S|
Totol 100 100
Occunatioo of respondcents father =k _
Farming i 17 143
Self emuloyed 184 50.0
Not workinp,. 2 58
Trading 35 1.3
Civil servants | 135 32.6
Total 100 100
| Occmoation of respondents snother - 73
Farming o %
Self emoloyed I; .
Not x.\'orkmg 93 215
'g:at'lmg T3 35.8
ivil servants 5 16
Others 300 100
Total
 Fathers' level of cducation 0 T
Primary cducation 27 21.8
Sccondary education 210 60
University cducation T 2.8
No formal education 2 5.6 |
Others 400 100 |
Total
| Motbers’ level of cducation 43 13.)
Primary education i 21.8
}_Sccondlry cducation 180 45 ]
Univcrsil}_educnlion 22 S5
No fonnnlcduation 34 8.6 |
Orhers 400 B 1 B—
Talal s




'Respoadents.

_ shﬁ\s students’ ycor of Sludy W jth the l'ollowmg records: ycar One,
' %) ?éﬂ? w0, BE (20.3%); year three, 94 (23 5%); year four, 84 (21%); year
.": kul'!l 8%) and year six. 13 (3.3%). Table 1.2 shows that 19 respondents (4.8%)
were fom Sociology depaniment, 19 (4.8%) from Psychology, 25 (6.3%), from
' "_E-)lliiicni* Sciences. 18 (4.5%) from Geography, 19 (4.8%) from Economics. 21 (5.3%)
from Classic, 22 (5.5%) from English. 17 (4.3%), (rom Communication and Language
Ans, 18 (4.5%) from Religious Studics, 22 (5. 5%)ltom Furopean Stwudies, 100 (25%)
from Dentistry and I'hormacy cach. Respondcents posilion from mothers and flothers side
shows o similar trend. thied childand above hod the highest aumber of 247(61.8%) and
204(51.0%) in tolth parents (fother fonner and mother loter) lollowed by  first
81(20.2%) ond second child 102(26.0) in (athees side and 72(18.0%), 9(23%) [lor
mothcres side. One hundred (25%) studems with equal number of males and females

responded from each of the four faculties.
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e Year five and six was gs a result of using respondents from denlistry and pharmacy

depanments.
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Knowledgena WIV/AIDS Transmissloa gad Preventios

4.3 Respondents®

The r<posts as presented in 1oble 4,31 show ihat respondent were generally

knowledgeable on arcas of HIV preventive health behaviour. While 389 (97.3%), were
knowlcdgeablc that unprotected sexual intercouse was a method of 111V transmission,
a few did not have adequate knowledge. Other areas where respondents showed
knowlcdge in the findings were as follows: Sharing of unsterilized needles/unciean
medical equipment 384(96%). blood transfusion 385(96.3%) and mother to child
transmission 361(903%) respectively. A little wmore than half. 205, (51%) had
knowicdge that sexual abstinence will prevent one {rom conteacting 1{IV. Three
hondred and thirty cipht (84%) ond 274(68.5%) had knowledge that avoiding
intercourse with commercial sex worker 8nd consistence use of condom will Prevent
HIV spread. Less mnles (47.8%) than females (49.5%) had knowledge that unprotected
sexual intercourse is not a preventive health behaviour while more femafes (46.4%)

than males (44.1%) pointed out that HIV could be transmilted from mother to child
(p>0.05).

Generally 335 (83.8%) and 281 (70.3%) respondents had good knowledge of
HIV transmission and prevention respectively. Table 4.3(2) shows high level
knowlcdge difference between Scicnce and Humaniry based students. One hundred ond
filty three (76.5%) in Ylumanitics and 182(91.0%) in Sciences has adequate knowledge

e 17(23.5%) from llumanities and 18 (9.0%) from Sciences
her hand 120(60.0%) from | lumanilics

ledge of HIV prevention while 80(40%)

of HIV tansmission whi
had inadequate knowicdge (p<0.05). On the ot
and 161((80.5%) from Sciences had good know
and 39(19.5%) had poor knowledge respectively.

c .g"

indi hat blood lrans{uston tansmils HIV/AIDS. Also higher numbers of
R 188(52.1%) than humanities 173 (47.9%) had knowledge 1hat

boto babics (”)0.05).

More females (70.0%) than males
preventive health behaviour. Two

respondents fiom science
mothers can tansmit 11V to thesr un

$9
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o f IL .ﬁI“JI- !.'- "o I
-. SRR ’M 1S Ty "Smlss'lqn'and Peevention
u'.:l::r g VRIS L

__—-

\ low is | r}ﬂ}&!‘famﬁﬂ ik " i —
e A _ — = No.
= - - R Y. _l'crl:cnl. | Frequency [ Percent.
Jnprotecied Sexual mlercéh%sj 97.3 1l 2.8
hnnng ncedles/unclcan me ical
qmpmml : 76.0 16 | 4.1
Blood uunsfusmn o
| 96.3 {15 3.8
From mothcr to child.
| %0.5 38 9.6
- | Casun! contact swith infected person.
or 8 2.0 392 98.1
[ 1low is TIV/AIDS prevented?® Ves INo
1 Frequeney | Percent | Freguency | Percent
Ahstinence 208 51.3 185 16.3
[ "Avoid sharing nccdlcs. _338' 84.5 52 3.0
Encournge portner to remain  faithful 343 85.8 47 11.8
Avoid conmcrcial scx. 336 84.0 54 13.5
Using condom consistenily. 2N 68.5 L6 29.0

*Multiple responses
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> |- "' IT"N. rr 4 P‘L %

*l’rp.:.-w- vﬁ g
‘revent .E'-l'” ﬂ’.[f.p 11&- IE_ N
"

f.i-rSé_iclicts =
1809.0%)
| Sclences
| Adequete 28l(70£q), - 120(60.0%) | (61(80.5%)
Not Adequate  119(29.8%) | 80(40%) | 39(19.5%)

| Knowlcﬂgc on prcscnnon ﬂlluﬁiinltlca'
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| 4.4 Respotdents’ Knowledge of Behavioyrs tbalare HIV/AIDS preveative

Toble 4.1 shows Dercentage distribution of respondent comect and incomrect

knowiedge of behaviours that are preventive towards | 11V \ransmisston, Non use of

dru@ as a preventive behaviour was correctly identif ed by 112 (28.0%). Other correct
responses 0 HIV/AIDS preventive behaviour were, having one uninfected panner
302(75.5%) and consistent and proper use of condoms 294(73.5). Incoerect knowledge
towands preventive health behaviour as indicated by respondents were having Only
handshake Withan infected person 84(12%) and potrenizing local nail cutters 84(21%).
Morc moles (73.5%) than females (72.5%) were not knowlcdgeable that pationizing
focal nail cutter is nota preventive behaviour (P>0.05).

One hundred and thitty three (66.5%) and 130(65%) from sciences and humaonitics
respectively had knowledge that sexunl abstinence is a good prevertive health
behaviour towards HIV spread. More respondents [rom humanity 70(35%) and
28(14%) believed that non use of drug (cigareite/iobacco abuse) and having only hand
shake with a person living with HIVZAIDS is o preventive health behaviour compored
with 42(21%) and (10%) that werc science based. In 1otal 122(61%) of those in
sciences had adequate knowlcdge of behaviour that are HIV preventive more than
105(52.5%) of respondents from humanities. Thirty ninc percent of those in science had
poor knowledge of behaviour that are HIV preventive compared with (47.5%) of

tcspondents from humanities (P<0.05).
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haviours that are HIVIAIDS

e i = B e
Bt li
g}!gﬂ_ﬁchﬂkur = ‘Y“ L NO DO“" k"O“‘
S e = j_:__ -Ert‘: ] o I’ J % | rcﬂ. L7
opbngﬁzsugnﬂhianoﬂ nnd r—— - l'eq_J = £ :
iscrimination of
260 ‘ 0 | 1.0
Mle fiving with HIV/AIDS. gL SR
“Drinking and coling with an infecied I
person. 85 213 [276  |69.0 |39
Having one uninfected pariner.
302 75.5 |66 16.5 |32
Non usc of drugs (cigaretic tobacco ,
abuse). 112|280 [203 |[s08 |8
ik i fi .
ota] nbstinence from sex o e | ris 2.0 |21
Consisient and proper use of condom. 294 735 |41 178 |35
Use of sierilized equipment, 165 913 |7 1% | 18
%
Caring for people inficted with 238 :’9.5 19 32.8 1
HIV/AIDS. :
*Patronizing local nail culters. 84 210 | 292 73.0 |24
*Blood initiation duringcullism. 135 338 1233 583 |32
*(loving only hand shake with an i 12.0 103 ;:.5 <
infected %

DErson.

63

*ndicales Incorrec! FEs|pon>¢s.
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122(53.7%)

| 78(45.1%)

] 200098, 1%)
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IS whb correct answer to HIV/AIDS
WWWWMFQIM!ION: by Gender

K“rrqw'lglgc of INIV/AIDS Pre\eatwc llcallln

._:'I

Scx I-value

| Bcbohou'r 4 = Males [Femalus

| Stopping sllgmﬁtiml'ion and discrimination of people ™ | 136(34.0%) | 124(31.0%) | .328
biving with LHHV/AIDS

Drinking and cating witli an infectcd person 12010.5%) | 43(108%) | 472
laving onc uninfected panner l56(39.0%)1 146(36.5%) |.502
Non use of drugs(cigarctic and tobacco abuse) 61(15.3%) | Si(128%) |.519
| Patronizing local nail culters “[4K10.3%) | 43(10.8%) |.970
Totl abstincnce frony sex 127(31.8%) | 136(34.0%) |.028
| Blood initintion during cultism 63(15.8%) | 72(18%) |.53?
Consistent nnd proper use of condom 134(38.5%) | 140(35.0%) |.038
Use of sterilized cquipments 1B1(45.3%) | 184(46%) | 615
[Taving only hand shake with on infected person 22(5.5%) | 26(6.5%) | .766
Caring for people infected with HIV/AIDS 120(30.0%) 118(29.5%) | .89
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Males  Females

| P-value

[ Avoid patcon mrquqmmwrl-u*-'* T [TeBa20%) | 168(42.0%)

~ [190(47.5%) “wsws %)

332

r'Scxunusbstmcncc"H =T 12701 8%) | 136(34.0%)

S ———

| .028

I Enc‘ourng_c partner to remain (milhiul 1672(d1.8%) | 176(44.0%)

036

v
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4.5, Preventive Heaith Behavigyr Praciices

Tables 4.5.1 shows that 233(58 %) of y1.c respondents ysed condom

| during sexual
intereourse. Out of the number thygy claimed to ysc condom

193(82.8%) repoited using

itercouise and out of the 206 (51.9%) that reportcd
knowing their HIV status, 144(70%)

condom always in all sexual

could alwnys aitest 10 their status. Among
267(73.2%) that reported having one uninfected sexual partner, 214 (80.1%) cloimed lo

always adhere 10 limiting seX 1o one sexual partner white $3(19.9%) sometime limit sex
lo one uninfected parincr. More males 119(29.8%) than femalcs 114(28.5%) used
condom consistently while more femalcs 155(38 896) than males [31(32.8%) gencrally
practice preventive health behaviour (p>0.05).

Overall peeventive health behaviour practice in table 4.5.2 showed that
respondents from Humanities pmctice more preventive health behaviour than those in
Sciences. Out of two hundred and twenty two thot procticed preventive health
behaviour adequatcly. fifly onc percent |1 1(50.5%) were from Humanity while
109(49.5%) were Science based. Eighty nine (49.4%) and 91(50.6%) from Humanitics
and Scicnce respectively practiced less proventive hcalth behaviour (p>0.05).
Comparing limiting practice of preventive heaith behaviour with yeor of study,
respondents in 17 2™, 3", 4®.5® and 6™ year had 45(20.5%). 44(20.0%), 53(24.1%),

49(22.3%) 23(10.5%) and 6(2.7%) respectively.
no signilicont diffeience when practice of preventive health
ear of sludy and mothers level of

‘There was

behaviour was cross-tabulated with gender. Rculty/y
education (p-value>0.05). Some practioes that will make undergroduates improve on

their HIV preventive health behaviour practices arc sclf discipline 339(85%) and 11tV
progiamme 303 (75.9%) More Males than fcmales agiced thar IV progiamme,

IF disc;pline will make them Improve inEPARMEE. OF Pravertive

religious teaching 8nd s¢
health behaviour (p>0.05).

67

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

ey




.1|‘

—

dopléd Ly Respondcats

e _ Yes Noy
: — J Frea, | % Freq. €
! 'Avoiding shnring of 'sham in'sllumcnlofa‘nyﬁmﬂ._# 9;.6 25 5 6.
[‘ 'Limit sex 10 one uninfected paitner 267 7132 |89 24.4
| "Avoiding unscreencd blood transfusion, 147 892 |42 10.8
‘Tattooing/inCision with Eisonai Kit, 16 203 |298 79.7
Usc of condom in sexuol inercourse 213 s86 |17 114
Ensure the usc of safe necdles/syringes for 361 | 79
‘injections. :
Scxual abstinence. 286 26.7
| Knowing ones HIV sinius. 206 48.1
Not engaging in samc sex relnlionship<(a) vaginal, 160 6.7
| (b) nnal (c) oral scx.
| Disclosing ones HIV status. 160 57.1
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s o et BBy | Fecquency of Practicing Ifrn'cnli\':“
Healih Bebavieur
. : . ‘Sometimes Alweys
P.'ifi'cnlti\_'c l,!:lit_t;. Behavlour. | !
- ~ l' — Freg. | % | Frea. %
Avoiding sharing of sharp instrsment of an : )
[ttt e Y1 g2 | 223 | 25 | 727
| Limit sex to onc uninfeeted pariner, s3 L' 9.9 214 | ¥0.1
| Avoiding unscrecncd blood transfusion. 18 | 11.0 309 9.0
f.l_'l'uuooing/incision with petsonat kil. _I 27 35.5 A9 3
Usc of condom in sexual intercourse. 40 17.1 193 | 828
.E.nsure the use of salc needlics/syringes for 0" 3.6 348 96.4
Injcctions. T4
Scxual abstinence., n 252 214 ;O:
Knowing ones H1V stotus. 62 Jo.i_ | 144 :
 Frequency of not cngoging in same sex
rclotionships-(a) vaginal. {b) anal (c) oraf 27 7.8 318 922
SEN.
Frequency of disclosing ones HIV slatus =) 23.] 123 30
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€ 4.5.3b Frequency of Preventive Itcan Bebaviour Practices by Faculties

| ';l;ci'cn'tivc Health Behavionr

Facultles
—— . - Humanities  Sci
. L /;:s:g‘.“ng sharing of sharp instrument of any kind =220
Always 38(46.3%) | 44(53.7%)
Limit sex 1o onc uninfceted panner D02 04 P TR 9%)
e
Mok | 25(47.2%) | 28(52.8%)
T'I : . 10 1{51.9%) | 103(48.1%)
| Avoid unscreencd blood transfusion
BRI 18(47.4%) | 20(52.6%)
Always 17,
L 154(49.8%) | 155(50.2%)
Tattoo/incision wilth personal kil
Somctimes 10(37.8%) | 17(63.0%)
Always 25(51.0%) | 24(49%)
Use of condom in all seXual intcrcourse
Sometimes 22(55.6%) 18(45.0%)
Alwsys 103(53.4%) | 90{46.6%)
Ensure the use of safc ncedles/ synnge for injections
Somctimes 8(61.5%) 5(38.59%%)
Always 169(48.6%) | 179(57.4%)
‘ A\
s oncal RS 20(46.8%) | 33(53.2%)
Always 71 (493%) | 73(50.7%) |
— : ips-vaginal. anal or |
?;tlcnsagmg in same scxelationsh1ps-vag 20(57.1%) 1 15(42.9%) !
7 :
Sondimes 158{47.9%) | 172(52.1%)
Always
Disclosure of HIV siatus 25(67.6%) | 12(32.7%)
Somctmes SS(47.7%) | 68(55.3%)
Always
Scxual abstinence 34(47.2%) | 38(52.8%)
Samaimes 107¢50%) | $0%(50%) |
Alws)
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.5.4: Distriliution of Respondents og ren
h Pﬂlldenls on fcponcd i 10T
Nealth Bebaviour by Genger Praclice of Preventive

Practice of Preventive Health ﬁ?&l\'im_lr

Sex I'-

— . : _ Males Femnles value
Avoiding sharing of sharp instrument of any kind | 181(45.356) [ 185(45.5%) | 283
[Limit sex 10 onc uninfecicd ~arincr 13734.3%) | 130(32.5%) | .758
| Avoid unscreened blood transmisslon 176(44.0%) | t71(42.8%) | .299
Talloolincision with (xesonul kits 31(7.89%) | 45(11.3%) | .118
Usc of condom in all sexual inicreourse 119(51.9%) | 114(48.9%) | .675
Ensure the use of sale needles/syringes for 173(43.3%) | I88{47.0%) | .039

_inicction L

Scxual nbstincnec I81(45.8%) | 192(54.2%) | 013
Knowing oncs HIV stotus 99124 8%) | 107(26.8%) | .637
Not engaging in same sex relotionship 175(43.8%) | 183(15.8%) | .F13
Disclosurc of LIV status 82(20.5%) | 78(19.5%) | 914
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4.6 Reasons and Primary g
ary Source of loflueace in the Pracijee of Preveative 1calih

Behaviour

ucnces their preventive
h fection as major reasons
3 | ¢ health behaviour y hile Mase Medio ployed a major
miuencing preventive health behaviour praciices, Behaviour practiced 10 avoi
infection includes limiting sex

role in

d HIV
10 onc uninfected partner 158(33.3%), avoiding
unscreened blood transfusion 243(51%6). consistent use of condom 142(32.9%),

ensuring injecting with safe ncedle 225(38.8%) and sexun! abstinence 155(26.1%).
Thirty eight and qine percent and ninety one percent wtioos with personal kit and
disclose their slatus because it was sofe while fear of God was major reason for not
engaging in samc sex relationships 268(52.7%). Table 4.6.2 shows that Mass media
infuenced avoiding sharing of instrument of any kind 248(45%), 1tiooing/incision
with personal kit 25(18.7%), consistent usc of condom 104(31.3%) and knowing ones
HIV status 80(30.0%). Limiting sex to onc uninfccted parencr 129(31.2%) ond
disclosing ones HIV status 93(43.7%) hod sellf molivation as a primaiy source of
influence while health personnel was the primaiy source of influcnce in ensuring
injecting with safe needle 149(23.3%) and ovoiding unsereencd blood transfusion
158(31.3%).

More males 79(41.6%) than fcmales 62(32.6%) pracliced consistént use of

condom to avoid HIV infection while more females 40(32.8%) than moles 33(27.0%)

| praclice the same preventive health behaviour

16(21.3%) and 18(25.4%) had morc influence from

males 11(14.7%) and 5(7.0%). Christians $8(45.7%) ond Moslcms 22(17.3%) were
| ancl while mass media and fricnds influenced

to avoid uoplanned pregnancy. Females

friends and parents comnared 1o

infuenced to usc condom by health peiso _ A
as follows 85(55.6%), 18(11.8%) and 2229394 and 4(3.3%) gepscir gp-inistitas

109(57.4%) and Moslems 31(16.3%) used condorms to ovoid HIV infection followed by
970) &N 3

feas of God 21(28.0%) and 4(5.3%).

: e
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e 4.6.1: Res s’ “Redsh (&
POndents M'_l_l_!l"Ré_'*on or Practicing Preventive Health
Behaviour® '

Preveative Health | geysans for Prevenlive Ilealth Behaviour Practiced [n the

L : Last Three Months
Avold TUV/ALIDS | 1t s safe Remain healthy | Totnl

| infection und lise long
kreq. % | Treq. | % Frea. %
Avoiding shnring of | 248 4s0 | 180 | 327 | 123 223 | sSI
shorp instrumentof
| any Kkind

Limit scx w0 onc 158 | 419 136 | 36.1 83 22.0 377
uninfccicd partner i =20
Avoiding 238 43.9 187 | 338 124 224 554
unscrcencd blood
ransfusion | | ]
Tattooing/incision 32 330 42 | 433 2 237 97 I
with pcesonal Kit ‘”
on L !
To‘%sislcn! usc of 142 | 3s.1 138 | 34.2 St 126 | 33

condom in nlil |
sexual intercourse | il =4 alomp| | 4
212 553
Ensure thc usc of 225 40.7 211 38.1 1% |
salc
ncedles/syringes for )
:'rl\c:\:lic:\n;oncsﬂlv 81 29.0 103 | 369 9 340 279 W
s1a1us .
Not engaging In 184
same scN |
rctationships-(a- ) PJ
vaginal, (b-oral, (c- |
onnl sex i [ 67| @ [®2] 1 |§
Disclosing oncs [ L
3|08 55 | 260 | 192 | 239 8s 143 | 382
Abstaining from 1| I

sCxX - ——

361 1 36 | 7 2t | 41 | 21

Multiple resporses”
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Table 4.6.2:

=

;Vl\nFaré’.Tl_k Fimary Sources of Infuence
- of Preventive Healtl Bchaviour®

Primary sources of Influence t1powards HIV/AIDS presentive heal
behaviour

Self Mass media | Heulth Tolol

Beliaviour

personnel
l .
1. Freq | % |Treq (% |Freq|% |Freq |9 |Freg | %
| Avoiding sharing of sharp | 39 73 |73 |136 | 153 |2B.6 | 159 1l 207 |53
| instrument of any kind. 29.7
[

TLimlt  sex 1o onc 25 jln 39 (102 [129 372 |91 |262 |65 [182 |347
{wninfected partner \

Avoiding unscreened | 3§ 69 |44 [87 [126 |25.0 | 142 |28.1 |158 |31.]
blood uansfusion. '

Iattooing/incision  wilth | 12 90 |9 6.7 (31 276 |25 187 | 16 12.0
ocrsanal Kits only. !

Consislent use of condons | 27 81 (23 |60 |98 129.s [104 [3)3 |80 2.1
in all sexval intercourse =

Ensure the use of safe | 32 6.3 ‘52 102 | 137 269 k139 [27.3 |149 |293
needles/syringes for

intections. - 5 o
in 160 | 1$8 |36.8 [ 115 26.8

Abstaining from sex, 35 82 |69 . 32 2]

Knowing%nc.s HIV stas. | 16 60 |28 |!05 )76 |285% hao | 300

10.
Not engaging with same | D 93 |35 |14.2 | 131 |530 |32 130 | 26 5
sex relationship (o) vaginal

garomXe) dopl 19 |14 |73 |8 417 | Q3 226 | 40 2"'__
Disclosing oncs status. 10 :
Multiple reSponics.
24
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1 -

Test ol Hlyporhesis

||y90ﬂl€5i3 One (ﬂol) Thiere

s no significant relationch;
variables- faculty and knowlcdge alionship

: between independent
of preventive heglih behaviour
fn table 7.1, 155(77.5%) ou ol 269 respondenls with ade

. quatc HIV preventi
knowledge were Scicnee bascd studems while R e

-5 ' 114(57.0%) werc from Humanities. Tiie
ndings show 1there is significans relotionship between facultics of Study ond

Knowledge of LIV preventive heali behaviour (p<0.,05). ‘The null hypothesis s

thereby rejected and alicrnate which says that there js significant diffcrence between
facully of study and knowledge of preventive heallh behaviour is accepled. This mcons
that foculty of swdy influcnce knowledge of preventive health behaviour.

Table 4.6(3): Respoundents’ Independent Variables (Faculty) nad
Koowledgc of Preventive Heslth Behaviour

— e ——

l{umaaltles Sciences

~ Ch iQ—Sqaurcn 19.08; df=1; P-volue=.000;(p<0.05)

15
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ﬁinowlcdgc of Prevealive 1ealih Behaviour | Faculty ol'_Smlty = | Total l

———— [ 114(57.0%) | 155(77.5%) | 269

Rty R [ 23(779%) | 269
e | B8(a3.0%) | 15022.5%) lm
e = =l - 200

Toutal _J_m_o | ]

T ——



Hypotbesls 2 (HO;) There is no significant difference in respondents’ knowledge of
preventive health behaviour and gender.

Table 7.2 shows that more females than males had adequate knowledge of HIV
preventive healih behaviour. One hundred and forty, (70%) of females and 129(64.5%)
of males had adequate knowledge while 60(30%) of females nnd 71(35.5%) of majcs
had inadequate knowledge.

The findings shows no significant relotionship among scxes in the knowledge of
preventive health behaviour {p>0.05). The null hypothesis is hereby accepted and the
elicmate which states that there is a signilicant difference between gender and
knowledge of preventive health behaviour is rejected. This means that gender does not

influcnce knowledge of preventive health behaviour.

Table 4.6(4): Respondcents® independent Veriables (Gender) and
Knowledge of Preventive 1ealth Dehaviour

Gender | Toinl |

T =TT aviour
Knowledge of Preventive Health Beh ST or e

—

- — N Meme————
129(64.5%) | 140(70.0%) | 269

16
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[ Adequole _ —[7135.5%) | 60(30%) { 131
lnndclgyn_lc e — 00 200
Tota =

~ChiSqeure= 1.37; df=1; p-valuc=-143 i( p>0.05)



Hypothesis 3 (H0,) There is no significant di
Ne
and tespondents Knowledge of preventive health b:f\:sfozflm" oL ity

Table 7.3 compares knowledge of preventive heolth behaviour and occupation of
parenis. The studics show thot there was no significanl difference between posental
status and knowledge of preventive health behaviour. Out of 269 respondents with
ndequate knowledge, 86(63.8%) and §31(71.2%) had mother ond father who wcre sclf
employed. Forty (31.7%) and 53(28.8.0%) hod non adcquote knowledge. One hundred
ond onc (70.6%) and 85(63.0%) respondents whose parents were civil scrvants hod

adequate knowledge. Findings from the results shows that p.volue = 0.45 for mother

and 040 for fothers which is not sttisticslly signilicant. ‘Me null hypethesis is

thercfore accepted and the oltemote is rcjected. This means that occupation of parcnts
has no influence in preventive health behaviour knowledge.

Table 4.6(5): Respoadcots' tndependent Varinbles (Pareotal occupation)

and Knowlcedpe of Preventive Henlth Behaviour.

-|_a_ n'.'.g_d‘_'“l_(nc?;lmgé_ of f‘rc_\'c_n_li\'é FSculth '!|TOIli|
*arcnts
occupution Nehaviour |
Mothers Adequatc lnadequate __| :
e | 40(31.7%) 126
e
Civil Scrvam | 101000%) e |
e | UL T ] i =
= ———— mpl—— B L___
Fathers B e HT
LSdeab_’T Doy ':_zt}?i%T__ — 135
L——_- : '—'—*_"‘__m Bl S
Civil Scrvon! _‘______3,4.75-—-——"_ 103(65.8%)
————— | 216(1)47e
ITO"II rs==62|dfw2. '.value l'ormolhcr
Chi-Sqaure for —formather= §12; for fathe

=0.45S: for fathess=® 0.400 (p>0-03)

X
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ifypotb_esls 4 (HO,) There is no significant diference between faculty and practice of
~ peeventive health behaviour,

The hypothesis to be tested is whether faculties of study are significantly diffcrent in
pmcntivc health behaviour practice. Out of 220 that maintain adequate practice of
prewentive heslth behaviour, 111(55.5%) from humanities had adequate practice while
89(44.4%) hod non adcquote practice. [n the same way 109(54.5%) from scicnces had
adequate knowledge while 91(-15.4%) had inadequate knowlcdge. From the findings.
the Chi-Squarc was .040; df =land p-valuc was 0.460, ‘The p-valuc was more than the

5% confidence interval thercfore preventive health behaviour practices is not
signilicantly difTerent in the facultics,

Tablc 4.6(6): Respontents’ Independent Varlables (Faculty) and P'ractice of

Preventive Jiealth Bcechaviour.

; - Faculti Total
IPrevenlive I3 ealth Behaviour Praclices cultics

lHumanltles  Scicnces il
- 101(55.5%) | 109(54.5%) | 210(100%) |

4
|

|

ElTective Practice

L e v N F9(43 4%) | 91(95.5%) | 180(89.9%)
InefTective Practic s

S ————T790(99.9%) | 191(99.9%)

Total 1
~ Chi-S¢ 0 040; die1: Pvaluc=460 p>0.03)
- qn * !

== —_— —
—
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Hypothesls S (HOs) There is no sionit o
of preventive heakh behavipn. 1gniticant difference between Redigion and practice

Table 7.5 cOmpares religion and practice of preventive healih behaviour. While 167

(75.9%) Christians praclice adequale preventive health bcitnviour, 51 (23.2%) Mostems

piactice preventive health behaviour while 2(.9%) of other religion practice preventive
health behaviour. One hundred gnd fiy four (85.6%) of Christian, 25(13.9%) of
Moslems and 1(.6%) of others praciice prevenlive health behavior ineflectively.
Findings [rom the results shows that P-value = 0.055, therefoie practice of preventive

health bchaviour is not statistically significant The null hypothesis is therefore
acceplcd and the aliernale is rejected. This means thot seligion has no influence on

preventive health behaviour practices.,

Table 4.6(7) Respondents' {ndependent Variubies (Religion) and Practlccof

Preventive Health Bchaviour.

e ———

Preventive Health Behaviour Practices | Religion Total |
Christians  Ishhm i - ;

i e Trciice ™ . S0 | 167(75.9%) "H(zi.zﬂ)_ 2_2(2(_1?8.l%)_ |
=~ 154(85.6%) | 25(13.9%) |30{99.5%)J

— T30(160.5% | 16036.1%) |

Incflective Practice

Total LU S
Chi Squurc= 5.81; df=1 ; P-value=.055 H{p>0.05)

7
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1.4

CHAITER 5

|
DISCUSSION, RECOMMENDATION AND CONCLUSION

This ch i1l di i isi
S chapler will discuss jssues arising from findings on 11EV/AIDS prevenlive

of University of Ibadan. Arcas lo be

. | revenlive health behaviour, praciices of
ventive heaith behaviour, pattemn ond frequency of 111V/AIDS preventive health

behaviour practices ond factors inflluencing HIV/AIDS preventive health behaviour
practices. 1he chapter ends with conclusions and recommendalions,

health behaviour of undergraduate students

discussed includes knowledge of IIV/AIDS p

pre

5.1 Knowiedge of HIV/AIDS Transmission und Prevention.

The mojor lindings showed 1hat most pditicipents had adequate knowledge of
IV prevenlive health behaviour. Virtuaily oll the respondents afTismed that HIV/AIDS
could be transmitted by unprotected sexuval intercourse and having multiple sexuol
panners. This could be ottributed 1o prevention programmes on HIV/AIDS orgonized
by non-govermmienial orgonizations in the university. There are cvidences of the
presence of peer cducotors omong students which moy hove contributed to good
knowlcdge of IV tmnsmission and Prevention among undcrgraduates. This study

comuborates Olodepo ¢f al (1994), Ona er al (2004). Bentlcde (2006), and Yun ¢t al

2001) which reponed signilicont increase in 11V preventive heaith behaviour

knowledge omong students. The finding is consisten! with Okonkwo e/ of {2004), Kelly

etal (2004y and Katjovivi ct af (2003) which reported high owareness on how HIV is
transmnitied among University students. Knowledge was also high that shering of

necdles. blood transfusion con tansmit HIV as welk as from mother to their unbom
child. High knowledge about sharin g Needles ofees With Kirby (2008) who reported

tha of both malc and fcmalc students contacted HIV through injecting
S ptoporlion Was aware thot cosuai contoet with

tivilieS. High
diug compared 10 sexual activilic is In line with Beatic (2006) who

ission. This

infecicd person does not 0id trangm . . |
record p: ndents were still involved in stigmotization of 11V potients despite
ed that (esponden

i eating fogethcr,
k!lowing thot HIV/AIDS cannol be transmitled by 4

denis indicated that obstinence is @
holf of the lespo“
Slightly more thon

If O
rhis migh 20
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CHAI'TER s

DISCUSSION, RECOMMBNDATION AND CONCLUSION

This chapter will discuss issyes arising from findings on | 11V/AIDS preventive

health behoviour of undergraduatc students of University of Ibedan. Arcas to be

discussed includes knowledge of 11IV/ALDS preventive health behaviour
preventive hcalth behaviour,

pructices of
Pancm and frequency of FIIV/AIDS preventive health
behaviour practices ond factors mMuencing HIV/AIDS preventive health behaviour

practices. The chapler ends with conclusions and recommendations,

S.} Knowledge of HIV/AIDS Trunsmisslon and I’ revention,

The major findings showed that mast pocticiponts hed adeguate knowledge of
HIV preventive healith behaviour. Viitually all the respondents affiemed that HIV/AEDS
coutd be transmitied by unprotected sexuval miercourse and having multiple scxual
pontners. This could be attributed 1o prevention programmes on HIV/AIDS organized
by non-govemmental organizations in the university. There are evidences of the
ptesence of pecr cducators among students which may have contributed to good
knowledge of HIV transmission ond prevention among undergroduates. This siudy
corroborates Oladepo er af (1994), Ona &f ol (2004). Beotlede (2006). ond Yuri ¢t al

(2001) which reporied signilicent increase in 111V preventive health bchaviour

knowledge omong students. The finding i s consistent With Okonkw o 7 af (2004), Kelly

e af (2004) and Kotjavivi e¢ ol (2003) which reponed high awareness on how F.IIV is
ity students Knowledge wus also high that sharing of
S . i

Il as from mother to their unbom

¢ with Kirby (2008) who 1eponed

transmitted among univer
. a H as e
eed|es, blood lanstusion €an transmit HIV

o c

. O e about sharing needles 0E7C o ¢ B

L e im()W":dgi' both male and femole Students contacied H1V through injeeting
geo

proportion was aware that casug) contact with
This is in line with Beatle (2006) who
paticnis despite

that less pcrcentd |
deug compaied to sexual activitics. lligh
e -Fron SR, 3 """’“_"”i:’“ cd in stigmalizmlon of illV
ere Sti]) 1OVOLY

resonded that rcspondcms were

I i :. l e

half of the respondenls indicated that 8bstinence is o
et = la bec as @ result of high $¢xual activilies among
behayjour, 1hls ™ gh N
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CUAPTER S

DISCUSSION, RECOMMENDATION AND CONCLUSION

This chapler will discuss issyes arismg from ( indings on 11IV/AIDS preventive

health dehavious of undergruduate students of University of Ibadan. Arcas lo be

discussed includes knowledge of {1IV/AIDS preventive health behaviour. pructices of

preventive health behaviour, pattem and frequency of HIV/AIDS preventive health
behaviour practices and foctors influeneing HIV/AIDS pevenlive health behaviour

practices. The chapter ends with conclusions and recommendations.

5.1 Knowledpe of HIV/AIDS Trunsmlission and Preventloa,

The mojor findings showed that mast patticijiants had adcquate knowledge of
HIV preventive health behaviour. Vittually all the respondents afficmed that HIV/AIDS
could be iransmitted by unprotecied sexual intercourse amd having multiple sexual
partners. This could be attribulcd 10 prevenlion progiemines on HEV/AIDS organized
by non-govcmmental organizations in the univessity. ‘There are cvidences of the
presence of peer educalors among students which may have contributed 10 good
knowledge of HIV tmnsmission and prcvenlion among undergraduates, This .smdy
corroborates Oladepo er al (1994). Ona et al (2004). Beatlede (2006). ond Yuri ef af

(2001) which reported significant increasc in ULV pteventive health behaviour

B o 'ons students. The finding i consistent With OKkonkwo e/ o/ (2004), Kelty

4 high swarcness on how HIV is

VTSN (2003) which repone
et af (2004) and Katjavivi ez o/ (209)) s asor

rsity studenss. Knowledge was also hig

: 1| as (rom mother 1o their unbom

:on can 1FUNSINl HIV os we .
acedles. blood transfusi R Ceedles dgrees with Kitby (2008) who repot «d
s qudents conected 11V through injecting

transmitted among unive

child. High knowledg

and (emale s .
gt proportion Wwas awere that casual contact wih

) pctivities. High . .
e "’“"'m sid trangmission. This is in line with Beatlc (2006) who
i not 0i N : :
R e R were Still involved in stigrnayization of HIV palicnts despite
resorded that 'OSPO""C"'S . eating together.
knowing thoy IHIV/AIDS cannot be iransmitied by cating 108

1that less pereentag

Sligluly mote th4ahall S of high sexual aclivitles among

might bc 83
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univetsity students (lwuagwu ct qf 2004). In

mukiiplc relationship among Um'vcrs;ty stude

(2006.) showed that the knowledge

the same vain, Ljemb; (2004) reporied
nt whilec Omoloso (2005, und Ebi e al

of HIV tansmission among undergradusies in

Nigerian Univessitics is high but the pragice of preventive behaviour is low
' . L]
Knowledge of HIV prevention was ako high in avoiding commercial sex, using

condom consistently and eficoutaging partner 1o remain faithfol.
condom agrees with Ona ct al, (2004) who reported thit

Consistent use of

there was significant iendency
towards 8 more consistent condom use ofier respendents became awate of HIV/ALDS.

5.2 Knowledge on Behaviour thatnrc 111V Preveative

Most of thc respondenis kncw tht siopping stigmitization and discriminstion of
PLWITIV as well as caring lor people infected with T1IV/AIDS ore preventive
behaviour practices. This agrees with FI I, (2004) in its repor; that stigmatization and
discrimination fiels transmission of K11V and has contributed 1o non-disclosure of 11V
status. | figher proportions o[ respondents were not aware that non us¢ of drup (cigasetic
and alcoho! abuse) is preventive health behaviour. The result could be as 8 resuk of non
use ol drugs (abuse) amiong the respondents. The oulcome disagreed with 8 study
conducted by Mallow (2004), Cory (2006). Petry (2003), and Windle (2001) which

reported that alcohol [acilitotes casual sex.

5.3 Practice of Preventive Hculth Bebaviour . denls;
Generally, preventive health behaviour was incflcctively Prcticed among responactis,
3 « Health Behaviour agrees with Uwskwe el ol (2000)

. - f Preventiv -
this level of practice © the prevention of RIV since

of mulli«iimcnsionlllpprouﬂh 1o .
theeat. Almost half of the respondents reporicd having

ﬂudy Siglliﬁicanlly differ
ung people had moee Uwan Seven sexual

and could be as a result
the disecasc assumed a national
one uninfected sexual Partner. The
which indicated that more sexunily
parlners, The increasc in consistent Use

and affordapility of condom in Nigerie. 58.3%) of scxunlly sctive young
Stightly more than half .

(Okonkwo e al, 2005). 18 o intercourse, Most Participants would

n f

always use condo . at o er al (2006) snd Chang
siudents always ways. The S dy 0grees with Morin | . &
disejose their 111V staius 8 % 3 hege’s o 8ll the parlicipanis discuss thejr status to
(200g). Their studies fecor

: k
cordinators 8nd members: In relagon (0 N0
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from Iwuagwu ef of (2005)
aclive YO i
of condof could be attributed 10 avaifability

The Study 88recs with (Magq e/ ol. 2006) and

wing ones 111V Siatus. almosy half of the




spandents know their status. This result sgrees with i indings by Omoigberale ¢ al,
2006) Which indicatcd that 42% of niversity of Benin students ogseed ta routine |
B cing. routine 111V
Most respondents avoided the use of used needte and syringes for injcctions
This report differs from what was obuined by Cichocki (2007) whic hreported increasc
inthe use of unsale ncedles and syringes among students' addicis in some universitics.
1 agrees with Sahceb ef al, (2004) which agrees thot 4.5% and 19.5% reused needles
and syringes respectively. Low perception o frisk was also reported by respondents.
This could be duc lo the fact that somc university students believe AIDS tobe a discase
of commercial sex workers which docs not affect students because they think they arc
knowledgcablc obout the discase (FI11, 2007.) This finding is consistent with studies by
Ayranci (2005); Oladcpo et al, (1994) and Durojaiye (2008). Almost aif the
respondents avoidcd engaging in somce scX rclalionship- This development was agreed
by Wolitski ef af (2001) and USAID (2007 & 2008) by the report that Africa has 25%
of same sex retationship. It is equally differe nt from Nnaji e i, (2010) who reporicd
that Enugu ond Ebonyi Stales hod 8% of menwho hove sex with men. Respondents
were very concemed obout blood and medical €quipment Us<. This is in line with
(Saheeb et al, 2004 ond Wi 10, 2002).

§.4 Frequeney of I'racllce of Preventive Health Behaviour.
Level of HIV preventive praciices could be associnled with gradual decrease in

prcvalence rate of HIV/AIDS. Morc rc5pondcms oiways praclice preventive health

those Who soinclines practice. .
r ies might be¢ responsible for the change in

2007). Hook (2005) 8greed tlial Mass media
healih information.

Advertisement On Mass medio
behaviour compared

and fonnation o f HIV ami-cfub in unjvefSitie

behaviour (Olowu e al, 2004: Agbamkwe, =
pecople with positive

entertdinment rcached Many young cd|y used BY rcspondcms might be associasted

Use of condom Which was alway's reporn

of 1l\fo|ﬂ‘0(|on L]
ndom USE.
se in cons;stent use O
cant fendency towords & more

" Educational Communication Malenal
Findings USAIDS. (2009) collaborated
( condom ameng young

with frequent distpabution
(IEC) and massive education ON co
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with this study which fepore i
Ons ¢! o (2006) reporicd significa
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any kind was highly practiced by respoiden
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whese sterilization was low among barbers bul agiees with Saheed cf of (2004) wh
use and reuse of ncedies was low, WRET

55 Reasons aud Influences of Preventive Health Behaviour Practices
Reasons for practicings preventive health behaviour weee 10 avoid HIV tronsmission.

The result is not contrary 1o Miiler e af, (2004) that reponted that avolding HIV
infection was reason for praciicing preventive heahh behaviour. Radio and television
jingles may have been responsible for such high reported influence. The result ogreed
that stakcholders globally fund LIV prevention programmes (WHO, 2000). On the
contribution of health personnel as factors influencing preventive health behaviour
practice, the study reveals a high rclionce on the healthcare giverss. This cosmoborsics
fndings by Adebajo es al, (2003) which reporied thot health carc providers have
moderete 10 high knowledge nud young persons prefee health care providers as source
of information on sexuality. On the other hand. it rejects outcoine by Cooper (2005)
and Whitaker e af (2000). The fornicr revealed that doctors hardly had time to discuss
with youths on sexuality while the later reported thal 60% of the respondents have

spoken with o parent gbout sexual initintion while 78% hove spchen with o parent

about condom.

j i fo
nts reporcd mass media as & major influence for

UNFpPA (2006) supporied the outcome of this
d adult have rclegpted their roles os

Majority of responde
preventive health behaviour praclice
(s and truste

siudy. The report asccetained that pares |
models to the background. making o large populaiion of young P‘°P|f to rely ’°" f’“ﬁ-
media for sexuality information. Similar findings by Keating e/

A ed that mass media had highest coniribution
{2006)wn$ of the view that

enlerainment an

al (2006) ond Kwambe € a4l (2008) report

; Ceoting € df,
to H Hipreventive health il Pm‘;lk‘s‘ N::'\.'Bﬂfogmlnrnc from fadio compazed
. " at leasl onc
$9% of the population had heard © dicd lo report by 1100k (2005) and Okoye (2009).
ing 0P

hat 92% of youths made responsible decision as O

the opinion
Hook (2005) was of the e 2009)

while
a OUIICDCh

nd out lhat over 10 million
result of mass medi
people a week Visited pomograbhic
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$¢ Reproductive Health Implicatlons of the Stady

The findi : .
: ¢ finding from this study has implications for reproductive health among

young persons. The findings revealed that there s still low utilization of condoms
among young persons and cven where it is uscd, morc males than females made more
use of . Non-usc of condom could make young persons vulnersble to HIV
transmission. Awarcness campaign/scmmars focusing on the need ond importance of
condoln use is advocated. The awarcncss could be organized by peer educotors and hall
executives in dittecent halls of eesidence with suppont from Non-Governmentol
Organizations. Distribution of related 1EC matcrials and condoms should cncourage
safer sex among undergraduales.

2 The findings also revealed that young peesons are corcful in the use of sharp
iastruments ond in cnsuring the use of sterile syringes/necdles for ipjections.  This
positive development should be encournged among undergraduntes. Strengthening the
posilive behaviour of use of sterile syringes through cducation by doctors, nurscs nod
health personnel is advocated. The School authority should orgonize students in hcaith

reloted courses to form clubs 10 supplement Lhe cducationsl activitics promoled by

professional and peer cducators. This will reduce HIV infection and increase

produclivily among young people.
3 As o result of poor ottitude

behaviour (0wards POsitive lifestyle remains low
is necded (O improve aliitude
ple counseling on the necd Yo disclosC

towards disclosure of HIV status, change in
while HIV transmission continucs (0

. Healih cducation towards disclosure of v
increase. Healt i

ini Adequ
ua of studens counselo’s.
oy . ricky behgyiour ond make Students who tested

i reduce cngagement i
HIV stotus will glg | BEOups for casy ncocss O treatment. This will

nfection ond offected individuals,
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the |

of Volunwry Coun
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generally improve attjtude 10words
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created omonB studc s, .
gl ° while hall wardens using

boards. .
c VCCT activilies.

could improV .
S hat Mot unde,872duaics do not regarl sexua| abstinence
that
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5.7 Impticatlon for University ofIb:d'lll_:lll'\«'*.l'ollcy Documeat

There is Bréat association between this Study and university of Ibadan HIV/AIDS
policy document.

1. The policy document revealed that students have the right to receive current.

comprchensive and balanced information about the spread of HIV and how 10
protcct themselves ffom infection. This has to do with high keowicdge of
preventive health  behaviour among the undergraduates students of the
university.

9. Piactice of unhcalthy behaviourtowards HIV trarsmisslon was high in condom
use s well as multiple sexual partners thercfore the university policy should
make provision for outlcts (hostels or recrcational centers) where condoms
should bc madc availablc for students.

3. According to the study, peer cducators had less impact to HIV llansmission.
University policy should therefore strengthen ond fund aclivities of peer
cducators to meet its day to day nec! by cducaling their pcers on 111V
prevention. . .

4. The media had highest inDucnce on HIV prevenlive health behavior practices

i in the university policy esa
among undcrgraduates. Media docs not reflect 1n y o el
nication to stude ns. Clfoit should be made to Include this
prevention related anticles in

channc| of commu 3
3 (O l
the policy as well 0s inaking provision for HIV

university MagAzincs.

8 Conclusion
The study on practice of pre

of University o f {badan tevealed thol

ventive health hehaviour dMOng undesgraduntes

knowtedge of preventive behaviour was high bul
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change which 8 {lie ONly BN g
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¢ educa 3 -
that pcc | 'ors ond (riends had |ess impact in influcncing preventive health
pracuices, implying that peer educators of University of [badan do nol really engage 1N
gnall group discussions with friends in school. ) 5

5.9. Recommendations

Inview of the findings of the study, the following reccommendations are made:

1 There is necd for iraining in basic skills, as this ialed second amony the
influences in the practice of HIV presentive health behaviour. Adequate ond
consistent health cducation, counseling, social support and group dynamics arc
recommended for healthy individuals as well as those living with the virus to
prevent further transmission.

2 Since the study revealed thal University sludents’ peer educalors orc not
crcating adequale awarencss on HIV prevention and coniral, moic atention
should be given to aclivitics of students' pecr educators. Training of more poer
cducators o coinplcment the activity of old peer cducators will improve
FHIIV/AIDS awarencss.

3 Religious Perspective should be Ulilized t0 Promote reproductive  health

infonnalion amMong undergraduolc students. Theee is also need 10 develop [EC

materialsto aid the work of peer cducalors

4 Mass media houses shoutd b¢ sponsorcd 10 ¢€n
d slot more H]V awnrencss jingles at penods when Youth

gage in morc HIV/AIDS

progroinmes oN
programmes are on. |
5 Programmes On 1V Counse ling and Testing Should be organized by the schoo!
m
white benefits of disclosing oncs HIv status should be hamessed. Condom use
1
d be strongly upheld by counselors.

‘ - shoul
o ve lo anhn:l\CC . -
ao QG s have low :nflucnsc on preventive heatth behaviour

3
6 Thestudy shows that parent 4 to be cqUipped with requisite

) L
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APPENDIX |
Quecstionoaire

HIV\AIDS preventive health behaviour of University of lbadan
undergraduate students.

A. Introduction.

Greetings. my names are Ezcajughi Ngozi-a siudent of Public Heatth (Health
Promotion & Education), College of Medicine, University of Ibadan. { sm conducting
a Research on HINAIDS Preventive Health Behaviour of University of Ibadun
Undergraduate Student’ and would like you to ponicipaie by completing this
questionnaite. Every information provided in this qucstionasire shall be strictly
confidential and for rescarch only. You may wish not 10 i1l this questioanaire and noO
penalty will be token against you. If you agree to complete this questionnaire pleasc

sign here: ~We assure you that the questionnaire will take o few minutes as
you are only to tick most of the answers

8. Instructlons:
1. The questionnaire consists of thrce seclions and cach section has a oumber of
questions with aliemative answers.
2. Plepse answer all the questions as compictely as you can by ticking in the
spoces provided besides the options you have chosen.

SECTION A: DEMOGRAPHIC DATA

|. Age as ot last BItIhADY o eoveeorraassansenassamsessrasasensanse

2. Sex: (1) Male. [ ] (2) Female. it} |

3. Rc!iginn:(I)Chrislinnily.[ ] (2)slam [ ](3) othess (SPECify) .- voonoeeeecrrsnmares

4. Cthaicity. (1) 1bo 1Y) Yoruba{ 1 (3) llausa[ ) (4YOthers (specify)
5 wplchywanc you in School? 1 yr. i 14 M yr. 4% yr, 5%, 6P yr
6. What depastment are 3

7. FGCH]Iy "rbos..;""0v'ro-o"""4.oe.""0‘bco-“'...’Otcoo“”"’Otltco

SECTION 8: SOC 10.ECONOMIC DATA.
"hit § sition in the fandly? ! .
s \\\hm Rl pol?momn fathers slde (1) fiest chitld[  }(2) second child] ) (3} thin
1%,
and abovel | ) .
B. From ..,m}.cusmc(l)ﬁrst child [ )(2)sccond child{ 1(3) tndand apuve |
' ‘ oc tion of? .
5. What isIReSANE, e @Selrcmployed | 1 () Not voking| 1)
Trading [ |(5)Civils¢rvnn|[ 1 (6) Others (pls SPeCify)- coe.-oocnecer !
rding | mother (1) Fomner | 1(2 Self emplayed [} (3) Not wotking [ ]
Es')T::;i'ngl } (5) Civil servant | | (6) others (pls specify) [ ]
; el of yov )
1% Wll\:m ¥ lh'c :::L:;ign(f])Primmy cducation [ ] (2) Secondasy cdanllon[ ]
A “.h" sl cducation [ 1(4) no formal education [ ] (5) others (specify) :
(3)Umvcm,ycd“c,ﬁo..(l)Primmy educntion[ 1 (D) Sgcondasycduconon[ ]
(gn:j?l::::si’ty g ton | 1 (5) No Formal c¢ducation | ] (6) Others
d

(SpreCify) eseeses
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SECTION B:KNOWLEDGE ON HIV/AIDS PREVENTIVEHEALTH

BEHAVIOUR
11. Have you heard ofan illness called AIDS? (1) Yes[ ). (2)No.[ ]
12. Do you belicve thatAIDS exists? (1} Yes.[ ] (@ No.[ ]

liil-DS{’?lcase indicote by ticking all the ways in which you believe a person can gel
A
(1) Unprotected sexual intercourse [ ] (2) Shering ncedies/uncican mcdics!
equipmenm [ ] (3)

Blood transfusions | ] (4) From mother tochild | ]. (5) Cosual contact with

Infecied petson (sharing of food and cup). [ )(6) Mosquito bite [ 1(7)(others

CRERITY) b (e sl oo
14. 1s there anything o person can do 1o ovoid getting AIDS? (1} Yes] | (2)Nof
)
15. Whot can o person do 10 stop beinB infected? . .

(1) Abstinence. [ ]1(2) Avoid shoring needtes.[ ) (3) Avoid commercial sex [
1(4) | |

Encourage partner 10 rcmain faithful. [ ] (5) Using condom consistentty [ 1.(6)
Others (pls.

SOBCIY )envartesanroaniransarasasncaarionees - ' .
16. ﬁow long does it ususlly 1oke somebody o get sick with AIDS ofter being
infected?

with HLV (the virus thot causcs A1DS?) |

(1) A few wecks [ J (2)A few months. [ [ (3) One or Iwo years.] |

4) Severol yeass [ 1(3) olhccs(plssgccify).................-...: .....
17. (szs pre-cjaculatory fluid released during fonp!:;y hI]wcHIV virus?

Oves.[ )] (No.| 1 (3)Dent know .

18. (Dc)xs scx[unlly transmitted infections makes one susceptible 1o HEV/AIDS?

(HVYesl 1 @ No.| } (3) Pon'thoow | |

19. Which omong the under listed items ore 1LV prevenlive behaviour (Plcase tick
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———nﬂ?ﬂmlﬂ =—= Yes [No | Don’t
19 LIE TS 'I knew
i1 [ Stopping stigmaltizotion and discrimination |I T
of;ﬂ:gﬂk living HIV/AIDS e .
_!_f__IT)rinkinfaﬂd_cﬂliﬂﬂ.‘__—"ima“'n_-——"r“‘cq person | - —
s o onc uninfecied Partner ,
FI:-;Q-F' Non use of drug(cigarecite 0N lobacco . |
abus¢) ——————t— I
1.5 'T’minsﬁﬂl'_“'"c‘!“_"i-- - N T |
6 | Totl n'bSling"_csafL'L?')‘_"m — +—1 |
- ——Tlpod initiation during SHECEM A —1—
Jf"',__'ﬁ' Consgtmg—-——' uso of condom ___ = Tl
e e Tsterilied cquipments . ——— |7 [ 1
It.g = %io‘;;;é_aﬂiy_ handI shake with on nflected I
e e ieieg wih IVADS | =] |
el —— oF



SECTION C: JIDENFIFICATION AND PATTERN OF PRACIICE OF PREVENTIVE HEALTII BEJIAVIOUR
20 To whxt eatent du you preice these freventive HIV behaviowr in the last thyee morghs? Plesse tickf»") Tn 1hc appropriale colurmn.

PRACTICED | FREQUENCY OF [ MAIOR REASONS FOR LEVEL OF PRACTICE W10 IS THE PRIMARY SOURCE Of [NFLUEN
PRACTICE | OF THE BEHAVIOUR THAT YOI ENGAGE.

frieed |porwd | ol | Mem | Ndth | Dfhers
Iub powsxs
1 I I

Gehviar Yus Mg Sem | Awipp | Newr jod WY ‘' ks | Arevem fard | Remmbs
Nwe> bfucsian Saby | Usgleonad | bod Heshty md

Avoldimg
sharing of

sharp W
instiroumeonts of
any hind LL
[imit  sev ta
rbnf oeinfected l | :

rensfusion

[ J3. | F_l _TL
stioolngfincis) } - |
] whth I. I
personal kils { I 1
'“".' ——— :
i/siag cosdom
for scrusl
lolercourse
Ensure
infectiog  wlth
sslc acedles
Absiasining
| from sea

9 :ltﬂot eagagiag o
'"nu_ - e
relsticnship.a)
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2la. Which of these bave influenced your [[[V preventive health beliaviour

O Religious teachings [ H1V programme O Self will O T.V& Radio D llome
training O Films O [nfluence of money O Friends O Pecr educators

....................

22a. Do you know of an acquaintance, friend. fwnily member or relative that you are
sute of, who is HIV positive? (1) Yes{ ] (QNo[ |}

22b. 1f yes, how did you know (1) weight loss [ ) (2) tested positive [ ] (3) constant
cough [ }(4) sickness forycars[ ](5)others pls specify [ ]

23a. Do you know anybody whois sick with AIDS? (1) Yes| | (2) No (] |

23b. What is your rclationship with the person (1) Friend [ )(2). Family member [ |
(3) roomicoursc mate { ] (4) others specify.........

24a. Do you know any person who hes dicd of AIDS?2(1)Yes| ] (2Nol ]
24b. [fyes, hOW DONY.ciurvriecrrecsaneenrannenosssiennees
24c¢ llo);v did you know they are sick of AIDS? (1) Dlagqqscd to have AIDS '[I' ][(i)
symptoms of AIDS ) (3) rurnorsand fricnds {] (4) 1csied positive [l (5)others specify
25.  Have you heard of condom? (1) Yes[[ ]] (o)%) l\;o [ )
uscd any before (1) Yes (2) No
gg g?; ;zﬁ‘;sc condgm during your last sexual intercourse? (1) Yes[ J(2)No[ )
ily accessible arc condoms to yog? '
i (l;’)o:cccncigblc [ ]1(2)Sontctimes accessible [ ] (3) Not acccgn}:lcr[ ]
29. Do you think you havc done onything thet may have put youdt nsk 0
gt he ADS T e e i 12 mor?
ich group of people have you bo i

i \:’;t;livugcl [p ] (2). Girlfriend [ ). (3). Boyflicnq. [ ](4)husbend{ ].

(5) Commeiciol sex worker[ | (6) oll.\cr SPECHY.ounrrrerernrannncsosanes
31. How maony scxual pastncis have you hod in the last?

12 MONNST. .cciornremersnrrsasssasescses
6 MONIRSD. cerivarserasssmsisamasisanssoses
3 Wh 13 '33 l;"(l;:?lhmkihmmllmnkcyou pruclicc these preventive health behaviour
2‘ n b i . ]
n]')w:? ys;;;f;::l;:a;llgjil::;cms [ [ (2) self discipline [ ] (3) religious teachings [
(1) Pro

(4) 1ntroduction of H1V course in school curriculum [ 1(5)others pisspealy -—

o - e —
e —————

— S —

ey - - —
- o . —

—

i Gl
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