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ABSTRACT

Background: HIV/AIDS is a major source of concern all over the world as it constitutes
a major source of death and a threal to national development. Despile vigorous

promotion, knowledge on HIV/AIDS remains just above average wilth HIV testing

services remaining low especially in youths. Also, the highest prevalence of HIV has

been reported among youths, a category into which most athletes flall. This necessitates

the need for studies to assess athletes’ knowledge on HIV/AIDS and identily [aclors

affecting knowledge and to identify those demographic and bchavioural factors which

hinder FIIV testing among athletes.

Mecthod: The study was a cross sectional study among 320 athleles participating in the
| 7" edition of the Nigerian National Sports FFestival between 29" June and 11" July in
[>ort Harcourt. A two stage sampling method was used to select respondents to whom
questionnaires were administered. Univariate analysis was employed to calculate
frequencies and distributions of each variable. Knowledge score was calculated, totaled
and converted into percentages and classitied into three groups. (PPoor knowledge — less
than 50%; Good knowledge — 50%-69%; Excellent knowledge — 70% and above). T/IF
lests, linear regresston, chi square and logistic regression were used to test the difference
in mean scores as well as identify association and factors affecting knowlcdge of

FIIV/AIDS and IV testing antong athletes. A p-value < 0.05 was considered to indicate

statistical significance.

Results: The mean age of the athletes was 29.1years SD 9.3 years while the mean age at

sexual debut was 19.9 SD 3.8 years. The mean knowledge of the athletes was 59.1%
SD19.9%. About a quarter of the respondents had poor knowledge (25.9%) lollowed i))r
those with good knowledge (35.5%) and those with excellent knowledge (38.7%). Factors
that affected HIV/AIDS knowledge among athletes include religion (p=0.000), place of
residence (0.025) and level of education (0.000). Prevalence ol HIV testing was 60.0%
with females’ athletes having a slightly higher prevalence (60.2%) compared to males
(59.9%). Alter adjusting for other variables, athletes with sccondary education and less
were about three times less likely to have been tested for HIV than those with tertiary
cducation (OR=0.392, 957 CI1=0.201-0.767). Athletes who Knew a lacility where Lthey

could get a HIV/AIDS test were about live times more likely to have had a IV “test
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compared to those who did not know where to get a HIV/AIDS test. (OR=4.202,
95%CI1=10556-11.349)

Conclusion: The study shows that HIV/AIDS knowledge among athletes is not adequate
and is affected by religion, place ol residence and level of education. This suggests that
athletes’ knowledge on FHIV/AIDS is mainly influenced by the demographic [actors that
surround their upbringing. It also identified some factors that prevent HIV testing among
athletes. They include having a higher level of education and knowledge of a [acilily that
provides HIV testing services.ln view ol these (indings, strategics should be put in place
that incorporate training ol athletes in sexual and reproductive health with special regards

to FITV/AIDS. Also, HIV testing services should be made readily available to the athletes.

ICeywords: HIV testing, Athletes, Nigeria
Word count: 490

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
11t



compared to those who did not know where to get a HIV/AIDS test. (OR=4.202,
95%CI=10556-11.349)

Counclusion: The study shows that HIV/AIDS knowledge among athletes 1s not adequate
and is affected by religion, place of residence and level of education. This suggesis that
athletes’™ knowledge on HIV/AIDS is mainly influenced by the demographic factors that
surround their upbringing. [t also identified some factors that prevent FIV testing among
athletes. They include having a higher level of education and knowledge of a facility that

provides HIV testing services.In view ol these findings, strategics should be put in place

that incorporate training of athletes in sexual and reproductive health with special regards

to HIV/AIDS. Also, HIV testing scrvices should be made readily available to the athletes.

ICeywords: IV testing, Athlctes, Nigeria
Word count: 490

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
t:1



AFRICAN DIGITAL HEALTHH}EPOSITORY PROJECT



,.f&*ﬁi han .;.J}tﬁ;"f-tur > who ¢ '-*‘t"-:.f'h 1ted to the pre v'-r:'_i‘;- I this work., 1n particular
" ‘ T

;i 8 ]' l"ﬁ{bffaﬂm‘l'g@, ;..-‘" led o. urn, my nwmﬁfﬂ‘i‘r F[[;"} W{"‘(‘» \Y| Tfuﬂ ﬂi‘.{ﬁ?e‘ n 1) ' pe CI' TCV f-. \Ver-

B ll’d'-_‘-.
il

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



CERTIFICATION

I certify that this work was carried out by Onuoha, Nnamdi Lucky in the Department of
Epidemiology, Medical Statistics and Environmental Health, Faculty of Public Health,

College of Medicine, University of [badan, Nigeriet.

\
f)
x "n.lr
f/b]@zl“ “.j‘fq (2

Supervisor
Babatunde O. Adedokun
MBBS, M.Sc. Epid. & Med. Stat.(Ib)

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



TABLIE OF CONTENTS

PAGE
Thtle Pafcrgesl by RaSuROiat - s o o o el SLTde bt g S e ol s i
AUt aCT R st ER M L ar oS5l TR e T e R e T ¥
[Ded iCarionty et iy R SO ' Nt e T e |V
ACKITG IV C OO 111 11 0 e L SR s S S Y
Ceitillcation eI NC RPN L e e BN e oot et Vi
DADICE O CONLGL LS A PR i o i e s oo o o masis 5 Hamen &« SRN o o8 o 5 e ik Vi
L St T LI @S] bis 2 5t o o e s s wxprers 18 SR 6 AR T B SFET e TP B IX
List of abbrevialions. ... ..ot X
CHAPTER ONI: INTRODUCTION
[.1 Background. ... .. ..o e e |
|.2 Problem Stalemenl. ... e 2
1.3 Justification of the study...................... Mg N e wemare s e o B
|.4 Main Objective....ooivii i . ST o
1.5 SPCCHIC DD IV S, ittt i e e e, ‘|
|.6 Research questions............... om R vireral® asETAl AT TEBUSE BRARY SO EE - !
1.7 L3 POCIUBEES o . <. ororerveroms oveve s Re 5o ommaron, 38 sy A8 SHoPemms s P e B T Bt S e o o =
CHAPTER TWO: LITERATURE REVIEW
20} AN A T . < S
2| HIV 1SN I NIZCI I oottt et e e e 0
27 Athletic participation, sexuahity and HIV/AIDS..........ooo L. 0O
2.3 Understanding drivers of the HIV/AIDS epidemics.........oooovviinnn.... 7
2.4 Knowledge of HIV. ..o, e BTl s v s s e TSt s S B 7
25 LZ1fect of sociodemographic factors on IllVllcsling ,,,,,,,,,,,,,,,,,,,,,,, .. 8
2.0 Behavioural faclors alfecting HIV testing.......ooooooiiiiiiiioi .. 10
2.7 Drivers of the HIV/AIDS epidemics. ..o gt
CHAPTER THREE: METHODOLOGY
3.1 Study design................o..en. o Pl g P e S e = a0 0 o Miemuigna + o o 3o | 5
3.2  Description of the national sports festival oo 16

AFRICAN DIGITAL HEBLTH REPOSITORY PROJECT



3.3 Study POPUIGLION. ... vt 17

3.4 Sampling method

............................................................. | 7
3.9 Sample size determination........oooeeeeeer e oA~ e 17
B U125 (371 13 Y] MR e e o A R S |8
3.7 [ a1 S 1 S o L T | 8
S Nt 11 G 21 | 1 5 1 T TP s A 19
CHAPTER FOUR: RESULTS
4. Socio demographic characteristics of athletes......................... 20)
4.2 General knowledge on HIV/AIDS by athletes........ooovwoeeeennn... 22
4.3 Athletes Knowledge ol HIV/AIDS transmission c.o....oooeveeeiiiinin.. 23
4.4 Athletes knowledge of HIV/AIDS prevention................cooo...... | 24
4.5 IShowledge score of respondents on FIIV prevention and transmission... 25
4.0 Behavioural characteristics ol athletes................. 0L, 20
4.7 Stigma and disCrimINatioN. ... ..oviiiit ittt i ee et ennnnss 27
4.8 Prevalence ol HIV testing and self perceived risk...................... 23
4.9  Comparison ol mean knowledge scores between levels of

sociodemographic characteristics of athletes........ccoooveiei e 3(0)
4.10 Linear regression output of knowledge on variables ... 31
4.11  Association between HIV testing and sociodemographic characteristics

eI S G e b hry 11 A et Rt UL W s 2 R o 32
4.12  Association between HIV testing and behavioural characteristics

S AL L ey R e Pl 1k T ok oA e Y e s 34
4.13  Association between HIV testing and risk perception by athletes.. ... 35
4.14  Logistic regression output on variables...........o. o 36'
CHAPTER FIVE: DISCUSSION AND CONCLUSION
5.1 DI TR (o] PR U ol SR 37
v U Conclusion and recommienUdalion. . ....ouuvr ettt e 390
S [T TTT) U221 O 1T S i o 0 o e N0 S0 A5 S Sy, S P s s 30
REFIERENCES. oo os o teeseiessasssieiieeniieens ATk Aot o | e e 40
A Y DT Dy e e WIS (el o 0 S I ol e B i, o % 1D

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Number

Table 4.1:
Table 4.2:
Table 4.3:
Table 4.4:
Table 4.5:

Table 4.06:
Table 4.7:
Table 4.8:
Tablc 4.9:

Table 4.10:
Table 4.11:

Table 4.12:

Table .1 3:

Table 4.14;:

LIST OF TABLES

Title \
Socio demographic characteristics of athletes..................
General knowledge on HIV/AIBS by athletes..................
Althletes knowledge ol FIIV/AIDS (ransmission «................
Athletes knowledge ol IM1IV/AIDS prevention.....................
IKnowledge score of respondents on HIV prevention
ANAEFATISNAISSIOIEE 2 s omen 0w oo oy 55 5 armawrore sud v are aie S o 0 it elo
Behavioural characteristics ol athletes........... EUTTT
Stigma and discrimination..........oooiii i eee i
Prevalence of HIV testing and self perceived risk......co........
Comparism ol mean knowledge scores between levels of
sociodemographic characteristics obrathletes.........................
Linear regression OULPUL. ... .. e i e e
Bivariate analysis of HIV testing with sociodemographic
Characteristics ol athletes........ooo oo por——

Bivariate analysis of FIIV testing with behavioural

characleristics OfF alhlC s o v e o

Bivariate analysis ol HIV testing and selt perceived risk
yathil@les, . .. «@Nooviste ropar msmsrsn s wmeras g .

Logistic regression output on variables............. ...............

IX
AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Page
21
22

23
24 |

30)
31

33

35
30



AIDS
aOR
ARVT

CDC

ClI

I'CT
FMoll
[HCT
HIV
[ISSS
IBBSS
MARP
NARIIS
NDIIS
NPP
PLWIIA
PMTCT
SILS
UNAIDS
UNFPA
UNGASS
UNICEF
UNIFIEM
USAID
vCT
WI10)

LIST OF ABBREVIATIONS

Acquired immunodeficiency syndrome

Adjusted Odds Ratio

Anti Retro Viral Therapy

Centre for Disease Control

Confidence Interval

Federal Capital Territory

[Federal Ministry of Health

HIV Counselling and Testing

Human immunodelicicncy virus

HIV Sentinel Scro-prevalence Survey, 2008 Nigeria
Integrated Biological and Behavioural Surveiltance Survey
Most At Risk Populations

National FHV/AIDS and Reproductive Health Survey
Nigerian Demographic and Health Survey

National HIV/AIDS Prevention Plan

People Living with FIV and AIDS

Prevention of Mother to Child Transmission

SociolEconomic Status

Jomt United Nations Program on H{V/ALDS
United Nations T-und tor Population Activities
United Nations General Assembly Special Session

United Nations Children’s Funds
United Nations Development Fund For Women
United States Agency lor Internationat Development

Voluntary Counseling and Testing

World Health Organization

X
AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



CHAPTER ONE

INTRODUCTION

1.1 BACKGROUND:

[HIV/AIDS 1s a major source of concern all over the world as it constitutes a major source of’
death and a threat to national development. The virus has negative umpacts on cconomic,

soclal and political development of any nation that has a high rate (Alao, 2004). WHO

Estimates of 2009, ranks HIV/AIDS as the 6" commonest cause of death worldwide behind
Diarrheal diseascs, Lung discases, InHuenza/Pneumonta, Stroke and Coronary _discase.
Certamnly, the burden of the discase 1s so much that relentless global elfort and huge resources
have been directed to the fhight agamst the pandemic. The statistics 1s as friglftening as the
mpact 1s disturbing. For stance, the number ol people hiving with HIV worldwide has
continued (o surge, reaching an estimated 33.4 milhion m 2008 and a global estimate of 2.7
million (2.4 million — 3.0 muallion) new fections and 2 mulhion AIDS-related deaths that
occurred m 2008 (NPP, 2010). Even more worrisome is the fact that a greater percentage ol
the mlected/dying people are 1 sub-Saharan Alrica with a total number of the people living

with the virus put at 22.<4 million (20.8 miltion to 24.1 million).

[n Nigeria, the story 1s no-more comforting, and current estimates ol pecople living with the
virus 1s 3.1 million, with a total AIDS death ot 192.000 in 2010 and 2009 respectively
according to FMOI6. Thus. Nigeria has the second highest number ol people living with HIV
in the world alter South Alrica (UNAIDS HIV ¢pidemic update 2010). It is evident {rom
these ligures that the past, present and [uture elfort to checkmate Lurther spread of this discase

1s well worth 1t especially among youths.

HITV testing which is the process by which an individual undergoces conlidential counselling to
cope with stress and make inlormed choices about learning his or her HEV status and o tiake
appropriate actuon (UNFPA & PP, 2004), has been shown 1o be an elfective strategy (o

facthtate behaviour change for HIV preventon (Namazezr 1, 20000, IV esting, origimated in

|
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the carly 1980’s due to high stigma involved mn HIV testing procedure and has evolved over

tune to correct parts of it that discouraged its use among individuals. Despite vigorous

promotion, HIV testing has been low overall in sub-Saharan Africa (SSA) (Stefan el al. 2010)
with a large majority ol HIV-1 1nfected people in SSA not been aware of their [V status

(Worid [Health Organization, UNAIDS, & UNICEF, 2007).

Niger:a, 1 her 2010-2015 National Strategic Framework (NSF), appears poiscd. amidst her
many varicd preventative stralegies, o commence use ol sports to intensify anti- FHV/ALDS
campaign. When talking about sport and HIV/AIDS, the emphasis 1s mainly on-how (o use
sport as a tool for creating awareness, improving lkknowledge and changing attitudes to 1V
alfected people. For this (o be realized, a base line has o be established as (o the amount ol
knowledze possessed by these athletes and the existing factors that alfect theur HIV testing
behavier. This has necessitated the need lor studies such as this that assesses knowledge on

HIV and shows the relationship between demographic and behavioural factors and HIV

L L
b mentin o e
BTN r
U'-.u..‘l.;i.} by ®
L

[.2. YR2OBLEM STATEMENT

The youths ol every nation are the leaders of tomorrow. II their survival 1s threatened by wars.
poverty or discase. then the future of that country ts blecak. IV pandemic 1s the biggest
obstacle to the achievement ol the development goals agreed to at the UN Millennium
Surmniit in 2000 (Casale and Whiteside. 2006). With the high prevalence ol HIV in the
gencras population, and particularly 1n the youths several different surveys had been
condizted nationally and institutionally to lorge better ways (o contain thts disease. The 2006

popuiztion census showed young people making up over 50% ol the population.  This
nopulztion also represents the group with the highest prevalence of HIV/AIDS in scveral sero
prevajcisce surveys 1n Nigeria. ‘The 2008 sentinel survey showed a prevalence ol 5.6% among
age group 25 — 29 years. 4.6% among age group 20 — 24 and 3.3% among ages 15 19 vears
Thus. young people are disproportionitely miccted. (NSC HIV-AIDS Plun.2010) Although
the virus may be present i a varicty of body [Tuids. only blood poses anv degree ol risk ol

transmission in athletic scttings.  The key risk lactors for heterosexual transnission (the

domysiant mode of acquiring IV in Alrica) are transactional or paid sex and concurrent

o
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partners. (Cote et al 2004). Athletes may fall into this category because of the nature of their
jobs which keeps the away [rom home for long periods which are spent cither m waining
camps or at competitions. There is no doubt that social interaction within camps ant sports
arenas may be as characterized as 1n any other social gathering involving youths who may
seek for territorial dominance, [riendship and even, experimentation on their SCXL-lalily. Purists
may wish away these realities based on moral standards.- Yel. because ol the dire
consequences of unsate sex on the individual and national development. it is saler to plan
based on existing realities that young people are {ull of energy, mquisitiveness and adventure,
not excluding sex, which 1s the major route ol heterosexual acquisition ol THV/ALDS.

Perhaps, sports on its own may serve as an alternative to youth's excess encrgy.

1.3. JUSTIFICATION OF THE STUDY

The highest prevalence of HIV has been reported among youths, a category mto which most
athletes fall. This realization drives home the point of prioritizing prevention interventions
among young pcople and sports presents such a huge opportunity to reach this sub-population
group with HIV prevention services. T'his however cannot be acliueved il the knosvledge.
attitude and perception ol HIV are not known. "Fhis has necessttated the need for studies such
as these that would assess not only the knowledge, perception and attitude of Nigerian athietes
on HIV but also identity the prevailing factors that affect their HHV testing behaviours. Also.
studies 1 the past tocused on the knowledge and attitude ol students. civil servants and
hcaltircarce workers towards IV testing (Musa et al; Anochie et al; Okojic et al) onutting high
risk groups such as athletes who are at greater risk of contracting the virus due to the nature ol

thetr job which takes them away from home for long periods.

Also, there-is himited mlformation on demographic and behavioural Tactors influencing the
uptake of FHIV testing among athletes especially in Nigeria. The practice ol HIV testing can
reduce the rates of sexually transmitted infections and high-risk sexual practices (Lancel.
2000: Kamb et al 1998) as knowlcdge ot [TV status iy help incrcase awareness on safe sex
IV testing plays a critical role i reducing stigma and discrimination  lor PLAVEA

(UNAIDS. 2008b: UNIPA & PP, 2004) and also prevents HIV trimsmission through
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information, education, guidance, continuing support and psychological benelits that help

individuals to cope better and lead positive lives (Coovadia, 2000).

1.4 MAIN OBJECTIVIE: -
To asscss knowledge on HIV/AIDS and determine demographic and behavioural faclors that

influence HI1V testing among athletes in Nigeria.

1.5 SPECIFIC OBJECTIVES

e To determine the prevalence ol HIV testing among athletes in Nigeria.

* To determine the demographic and behavioural factors that affect HIV knowledge among
Nigerian Athletes.

o To determine the association between demographic and behavioural factors and HIV (csting

amoiag athletes in Nigeria.

1.6 RESEARCH QUIESTIONS

e Whalt is the prevalence ol HIV testing among athletes in Nigeria?

e  Whatis the difference in HIV knowledge across demographic and behavioural factors among
athletes 1 Nigeria?

e Whatis the association between demographic and behavioural factors and HIV testing among

athletes 1 Nigeria?

1.7 HYPOTHESES

e There is no ditterence in the mean knowledge score across demographic variables among
alhletes in Nigerta

e There is noassociation between demographic and behavioural lactors and HIV knowledge
among athletes in Nigeria?

o [lhere 1s no association between demographic and behavioural factors and HIV testing amonyg,

athletes in Nigceria?
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CHAPTER TWO
LITERATURE REVIEW

2.0 OVERVIEW

According to USAID/WHO [act sheet report 2006, Twently —five vears mto FHV/AIDS
cpidemie, more than 80% of the people living vwithHIV in low and middle income countrics
do not know they arc HIV positive. Nothing suggests that this situation has changed today.
This underscores the need (o encourage more people to come forth voluntarily to know their

status. The prevalence among pregnant women approximates- well the prevalence among

sexually active men and women aged 15-49 years (Grassly ct al., 2004; UNAIDS/WHO.

2003b). It has been called o question, however, the represcntativeness ol this proxy measure
whether 1t actually reflects the prevalence m the whole population, the Most Al Risk
Populations (MARPs) and other prone groups. There are also population subgroups that are
constdered vulnerable with respect to HIV nfection. These include, females that are
widowed. separated or divorced, people with physical and mental challenges, mcarcerated
populations, pecople living m poverty and young people (Natioual HIV/ATDS Prevention Plan

2010-2012).

The World Health Organization delines voluntary HIV  counseling and testing as a
contidential dialogue between a client and a care provider aimed at enabling the client to cope
with stress and take personal decisions related to HIV/AIDS. Guidelines for HIV testing were
developed in context of high stigma. The IV testing model has evolved over time (o correct
parts of it that discouraged its use among individuals. The lirst serologic HIV test was carried
out in 1985. In 1986, the CDC revised the guidelines to tocus on the need o olfer lesting and
conlidentiality. In 1987 the guideline was lTurther revised and the need o disclose personal
information was removed. By 1991, HIV testing was readily available in developed countries
with the guidelines further revised in 1993 making it interactive rather than didactic,

HIV testing has proven o be uselul in the carly detection of HIV and can lead (o the use ol

other services including prevention and clinical management ol HiVarelated  ilinesges.

Oy
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tuberculosis control, psychosocial and legal support, and prevention ol mother o child
transmission of HIV. HIV testing can also be an effective behaviour-change intervention.
VCT ollers benefits to thosec who lest positive or negalive, alleviales anxiely, incrcascs
clients’ perception of their vulnerability to HIV, promotes behaviour change, lacilitalcs carly
referral for care and support including access to ARV therapy and assists 1 reducing stigma

in the community because of the awarceness on the sero-status (Sedudde et al, 2009).

2.1 HIV TESTING IN NIGERIA

f In Nigeria, there are no known studies that show the relationship between demographic and
;1 behavioural factors on HIV testing among athletes. Also in Nigeria, FITV/ALIDS is aggravalted
;' by tnhadequate sexual health education. tnadequate voluntary IV testing and counsclling,

; unhealthy cultural practices and poor health care system (Jumoh, 2003; Alao, 2004). NDFEIS
i 2008 data show that only 3% ol women and 6% of men had ever been tested tor HIV. People
are still scared and skeptical about testing for HIV, and their concerns are mostly fear of
stigma, discrin{inalion and how (o manage if they test positive (Nwanguma, 2004). Studies
amony, rural farmers m Benue State, Nigeria by Obolt ct al 2010 show that knowledge about
HIV (esting services was also high (94.3%) but only 76.2% were willing to accept fiec HIV
testing  services. Major recasons  given. by the unwilling  respondents include, Tear ol
stigmatization (56%). and psychological trauma (32%). Further. despite the Tact that 49%, of
wonien and 63% ol men know where o get a IV test, only 15% ol women and 14% of men

have cver been lested and recetved themr result (NSCHIV  ALDS. 201 0).

2.2 ATHLETIC PARTICIPATION, SEXUALITY AND HIV/AIDS

The absence of documented cases of transmussion during athletic activity is signilicant in
vicw ol the known prevalence of HIV mlection(Brown LS. Drotman P 1993).1n general. there
arc al present no Epidemiologic data on the prevalence ol HIV/AIDS in Athletes™
(Schwellnus, 2008). The preceding inlormation ts in contradiction vyith the inlfamous remarks
that athletes are more promiscuous than thewr pecrs. Such unproven statements cannot be
conclusively argued in this work. No doubt that physical excraise generally improves the
health ol an individual, icluding reproductive health, However, athletic participation alone
cannol be an adequate explanation fur a percerved overt or coverl inercase inounsale sexual

4
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activity of an athlete. That athletes often cohabit 1 camps 1s similar to other youths who
cohabit in boarding schools, university hostels, or who participate in other types of camp
activities. Schwellnus opined that since athletes are youths, HIV prevalence study in athletes

should follow the pattern of study in the general sentinel survey/age stratified. This statcment

1s based on the assumption that
Athletes fall into the age category 15-35 years
Risk behaviour for HIV in athletes is no ditferent from that ol their peers in the same age

category; and

Participation in Sports does not put athletes at any higher or lower risk ol contracting THV

(Schwellnus, 2008).

2.3 UNDERSTANDING DRIVERS OF THIE HIV/AIDS ERPIDIEMICS

Belore now, several studies on youths had been conducted i the country secking (o
understand the drivers of tlius epidemic amongst this category ol the population. Some of the
[indings from such studies would be cited alongside the commonly identifted drivers ol the
epidemic 1n Nigeria. According to NSC HIV _AIDS 2010, these drivers allect vouths HIV
Prevalence. Knowledge., Attitudes and Behaviour. They mclude:

Risky sexual practices

Low risk perception

Stignia and discrimination

Gender mequality

Poverty

Poor access o aud non availability ol services

2.4 KNOWLEDGE OF HIV

According to WHO “youths are at the epicenter for preventing the progression' ol the
HIV/AIDS pandemic’ (WHO, 2004). The WIHO estimates that youths ages 1S 1o 24 comprise
50% of all new HIV fections and consequentiy must be targeted Tor education in deercasing,
transmission and reducing the stigmatization ol an HIV diagnosis (WHO. 20040, According to
a study. 1t is clear that youths have a very ligh knowledge ol kev basic coneept on HEV/ATDS

but many youths are still confused aboul cure of AIDS hy spiritual, medical, or tradiional
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practitioners or whether AIDS has a cure (Odu et al,2008).Understandably. therciore, the
prevalent low coverage and uptake of HIV counseling and testing service is a reflection of this
perception. Previous studics show that although sexually-active respondents demonstrated
basic knowledge of HIV/AIDS and high risk perception, risky behaviour was comumon and

protective behaviour was poor (Adedimeji et al,2007). Studies by Temin in Benin, Nigeria

also showed that young people had some knowledge about STDs, especially FIIV and AIDS,
but many believed infections were inevitable. A study among naval officers showed (hat
although the overall mean AIDS knowledge score was 7.1 ol 10 points, 52.1% ol respondents
belicved that a cure tfor AIDS was available in Nigeria and that one can get 11V by-sharing

personal items with an infected person (25.3%) (Ugboga A.N ct al, 2004).

27D EFEFFECT OF SOCIODEMOGRAPIHIC FACTORS ON HIV TESTING

Studies by Auburn et al, (2011) show a negative relationship between age and HIV testing, it
showed that younger individuals are more likely to be tested. A study in Ethiopia showed the
age group ol 15-19 to be the most receptive group to HIV testing services compared with the
other age groups. (Mengasha et al, 20006). Studics 1n Kenya also show that age 1s initially
positively associated with use of HIV testing services to a maximum age ol 34 alter which the
assoclation 1s necgative, though not signilicant (Namazzi, 2010). LEvidence exists that sexual
debut 1s occurring carlier than generally believed among both boys and girls in Nigeria: for
girls it can be as early as 10-12 years; and for boys 15 years (REACH Interim Report. 2010).
Previous studies by Uchendu ct al show the median age at sexual debut for males was 15
yvears and 16 years lor temales. The Nigeria Demographic and Health Survey (NDHS. 2008)
reported that overall, more than half of women age 25-49 and one quarter ol men age 254449
were sexually active by age 18. One in live women was sexually active by age ' 15. NARHS
report 2007 equally showed that the median age at lirst sex far all respondents aged 15-24
years was 16 years for females and 17 years for males. Previous studies by Olasode O.A

showed age at onset ol sexual activity among young people was 10-20 years.
Religion plays an important role in detcrmining sexual practices among dilterent people. The

Studies show that Muslim women are less likely to use IV testing services probably due to

the restrictive role of such women and hence limiting their decisions to use such serviees. (
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Namazzi, 2010). Findings on the association between education and HIV testing ire mixed.
Several studies suggest higher levels of education correspond with higher levels of testing.
(Pickering et al 1993, Simbayi et al, 2004: Brouwer et al. 2000.,). In Nigeria. A study by
lliyasu et al, 2006 also found a positive relationship betvveen education and adults’
willingness to accept VCT services. A recent study also found that individuals with more
years ol formal schooling were more likely to have had a HIV test than those with less years
of education (Auburn, 2011). Education is positively associated with using VC'I with the
probability increasing by 1.3% with increase in years of “education at | % level ol
significance. (Namazzi, 2009). Studies in china show that migrants who werc more cducated,
cmployed as construction workers, more knowledgeable about HIV/AIDS, aware ol HHV risks
and who engaged 1 a multiple sex partnership were more likely (o have ever heard of VCT
lor HIV. (Na He ct al, 2009) and those with 29 vears ol schooling (aOIR: 10.9, 95% Cl: 2.0—
45.5), had had a previous HIV test (Xu et al, 2011).

Studtes of socioeconomic status (SES) and HIV testing have shown a consistent relationshiy
between income and access to testing. The costs of the actual HIV testing and transportation
to and from the testing site may hinder tow-immcome individuals from bemg tested. (Korra et al.
2005) Moreover, higher imcome idividuals consistently report superior access (o testing and
health-carc services in general. (Suubavicet al. 2004; Siziva ct al. 2006; Weiser et al, 2000 )
Low-income individuals residing in resource-poor countries may lace increased barriers and
challcnges to accessing health services, such as HIV testinz scrvices. Also, all wealth
categories, 1.e. the poorer. middle, richer and richest are signilicant (at lecast 10% level of
significance) and have a greater probability of using HIV testing services than the base group.
the poorest. The probability increases with wealth on average with the poorer and richest
having a 4.8% and 9.6% higher probability of using HIV testing services than the poorest
respectively (Namazzi, 2010). Seventy four percent ol the people in a study were willing to
pay for HIV testing services. and this finding 1s greater as compared (o 13% reported 1n

Kenya and 24% m Uganda (UNAITDS. 2002).
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" Namazzi, 2010). Findings on the association between education and IV testing are mixed.
* Several studies suggest higher levels of education correspond with higher levels of testing.
' (Pickering et al 1993, Simbayi et al, 2004: Brouwer et al. 2000,). In Nigeria. A study by
[liyasu et al, 2006 also found a positive relationship between education and adults’
willingness to accept VCT services. A recent study also found that individuals with more
years of lormal schoofing werc more likely to have had a HIV test than those with less years
of education (Auburn, 2011). Education is positively associated with using VC1 with the
probability increasing by 1.3% with increase in years of ‘cducation at I % level of
significance. (Namazzi, 2009). Studies 1 china show that migrants who were more cducatecl.
employed as construction workers, more knowledgeable about HEV/AIDS. aware of FIIV risks
and who engaged m a multiple sex partnership were more likely to have ever heard of VCT
for HIV. (Na tle ¢t al, 2009) and thosce with =29 years ol schooling (aQR: 10.9, Y5% Cl: 2.6-
45.5), had had a previous HIV test (Xu et al, 201 1).

Studies of soctoeconomic status (SLES) and IV testing have shown a consistent relationship
between mcome and access to testing. The costsof the actnal HIV testing and transportation
(o and from the testing site mayv hinder low-imcome individuals from bemg tested. (Korra ¢t al,
2005) Morcover, higher mcome mdividuals consistently report supertor access (0 tesfing and
health-care services in general. (Stmbayi et al, 2004; Siziva ¢t al, 2006; Weiser ¢t al. 2000 )

Low-1ncome mdividuals residing tm resource-poor countries may lace increased barriers and
challenges to accessing health services. such as HIV testinz scrvices. Also, all wealth
categories, 1.e. the poorer. middle. richer and rvichest are significant (at least 10% level of
signilicance) and have a‘greater probability of using HIV testing services than the base wroup.
the poorcest. ‘Lhe probability mcreases with wealth on average with the poorer and richest
having a 4.8% and 9.6% higher probability of using HIV testing services than the poorest
respectively (Namazzi, 2010). Scventy lour percent ol the people i a study were willing to
pay lor HIV testing services. and this hnding is greater as compared to 3%, reported in

Kenva and 24% in Uganda (UNAITDS. 2002).
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2.0 BEHAVIOURAL FACTORS AFFECTING HIV TESTING

Studies have also shown low level of condom use among sexually experienced adolescents.
As the NAREIS (2007) reports, only 11.2% ol sexually experienced female adolescents (age
15-19 years) and 35.6% ol their male counterparts werc using condom at the time ol the
study. This 1s corroborated by similar findings in a study group which showed that 56.5%
used no protection while 29.0% used condoms (Adebiyi&Asuzu, 2009). Studics among young
slum dwellers in [badan, Nigeria showed (hat the perception of the respondents aboul the risKs
assoctated with unprotected sex varied by gender and type of partner. Nearly cqual
proportions ol females and males reported a “great’ or “moderate’ risk in unprotected sex with
casual partners, but this perception differed when a regular partner was concerned. In this
case, nearly 60% of males, compared to 20% of females, reported a “great” risk, while about

16% of females, compared to 30% of males, reported a *moderate” risk. (Adedimeji et al,

2007}

A population-based study 1n adults aged 13-39 years in Uganda found only a small portion ol
the participants used condoms alter receiving - VCT (Lutalo ¢t al, 2000). Studicé (0 evaluale
the effects of VC'I on sexual risk behavior reported that atter VO, HIV-positive participants
and HIV scro discordant couples were more likely to reduce unprotected ntercourse and
increase condom use than HIV-nepative and untested participants. and there was no dilterence
in these behaviour changes between HIV-negatives and those who were not tested. Winhardt
ct al, (1999). A study catried out by the Voluntary HIV-1 Counseling and Testing J={ficacy
Study Group (2000) during 1995-1998 in three developimg countries (Keuva, Tanzania and
Trimidad), couples who recetved VCT had significantly greater reductions i sell-reported
unprotected. 1ntercourse with their enroltment partners than those who received health
education (p=0.008); however, the rates of unprotected sex with non-enrollment partners did
not diller between the two groups (p=0.3). Among partictpants who cnrolled as mdividuals.
the rate of reported unprotected tercourse with non-primary  partiers  showed - greater
reduction in the VC'T group comparcd to the health cducation group (p=0.01): however, the
ratc with their primary partner was nol dilferent (p=0.3).  Another study in Thailand
compared risk behaviour belore seekimg anonymous VO T inonge 230 FHV-positive and 250

HIV-ncgative consceutive clients ol the Thanr Red Cross Society Anonvimous VO chinte. The
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most common response to either & negative or a positive IV test result was the reported

intention to use condoms more regularly. Study participants who tested negative on a former

HIV test reported higher condom use than clients never tested lor FHIV.( Phanuphak et al.
{ 1994).

In India. over one-third (39%) of the FSWs reported consuming alcohol belore meeting
clien(s (Subadra ct al, 2010). Injection drug use (1DU) is experienced 10 & growing number of
Alrican countries (Adelekan and Lawal 2006: Abdool et al. 2006), and is therelore becoming,
increasingly recognized as an important mode of HIV transmission (Dewimg ctal. 2000). In
most countries the HIV prevalence among drug using populations such-as commercial sex
workers (CSWs) is higher than among the gencral population not only because they engage m
behaviors that put them at higher risk for inlection, but because they are um(;ng the most
marginalized and discriminated against populations and often lack access o basic healtheare
services (UNAITDS 2006) Some studies have found significant reductions in drug (Gibson cl
al, 1999) or sexual risk behaviours (Boyer et al.,; 1997; Gibson et al. 1999) among .study
participants. Xu et al reported a previous history of HIV testing i high risk groups with <5
clients in the recent week (aOR: 1.7, 95% Cl: 1.2-2.3), having a regular sexual partner (aOQR:

1.9. 93% Cl: 1.4=2.5), tllecgal drug usc history (aOR: 2.2, 95% Cl: 1.5-3.1),

Multiple sexual partnerships-are simularly common amongst vouths. According 0 a study
among youths in a tertary mstitution in Lagos, more than 70% had multiple lifetime sexual
partners (Durojatye. 20097 Also. a study m e among young people showed the number of
scxual partners varied between | and 5 (Olasode, 2007). A study wmong Nigerian naval
personnel revealed that majority (88.1%) had had liletime multiple parthers ranging (rom 1

40 with a mean ol 5.1: 32.5% of male respondents had had sexual contact with a female sex
worker. 19.9% did so during the six months preceding the survev (Ugboga. et al. 2004),
Another study indicates that twenty four percent ol the students have multiple sex partners.,

about 44 percent of who do not like using condom (Oyikutu et al, 2010).

|

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




2.7 DRIVERS OF THE HIV/AIDS EPIDEMICS
2.7.1 LOW RISK PERCEPTION

The motivation behind HIV testing is complex, and an individual’s deciston to be tested may
be aftected by a range of factors including HIV testing policy, the eflectiveness and
avatlability ol' medication. the availability ol testing. and health education messages

promoting HIV testing. Studies in Britain investigating the relationship between FV testing

and risk behaviour showed a total of 32.4% of men and 31.7% of women reported ever having

had an HIV test, the majority of who were tested through blood donation. (Christine ¢t el

2005).

Studies 1 Uganda found that most young people have knowledge and information on HIV

!
|
|
;

lesting services available (Sebudde ¢t al. 2009). This 1s however not the case in china wherc
studtes show that lewer than half (406.5%) ol the participants had heard ol HIV testing {or
HIV. (Na He et al, 2009). However, studies by Uzochukwu ¢t al in Nigeria show that high

knowledge ol HIV testing does not reflect on the attendance at HIV testing clinics.

Recent non-randomized trial studies reporting on the impact of HIV counselling and testing
on HIV risk behaviours suggest that a single dose ol HIV counscelling and testing 1s unhlkely
o be cticctive i reducing sexual risk behaviours (Clark et al, 1998 Ickovies et al. 1998) or
STD mcidence (Chamolt et al .. 1999: Clark et al .. 1998). Christine ct al, 2005 reported that
testing lor H1V in the past-5 years was associated with high-risk behaviours in both men and
women.Women who reccived HIV counselling and testing engaped i high-risk sexual
behaviour at the same level as baseline and their risk behaviours did not difter from women
who did not receive HIV counselling and testing at 18 months {olHow-up (lckovics et al.

1 998).

A large trial, reported by Kamb ct al. (1998). demonstrated (hat brief counseling uxing a
personalized nisk reduction plan was as eflective as mtensive enhanced counscling when
compared o didactic messages typical ol cnrrent care at STD climes. THowever, data Trom
tnials suggest that the effect may wane over time (IKamb et al, 1Y98: Sweat ¢t al, 2000). Other

smaller trals, all carried out in the US, failed o deteet statistical dilterences in high risk

1 2
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behaviour after HIV counselling and testing (Boyer el al, 1997; Gibson ct al .. 1999: Wenger
et al ., 1992), perhaps due to insufficient statistical power. Three trials demonstrated that

standard counseling was as ctfectlive as intensive counseling (Boycr et al, 1997; Wenger,
1992). ‘

4

Testers at the mobile HIV counselling and testing sites were less likely than non testers (o
know about clinic-based VCT sites and (o have higher incomes and less likely (o know a
person with HIV. (Stephen F et al, 2006). Another study conducted in Harar Town about
utthization of HIV counselling and testing scrvices. pereeived barriers and prelerence of
adolescents 15 — 24 yrs of age. myjority ol them (83.3%) felt that they were at either no or
low risk ol acquiring HIV and 92.2% responded that they have heard about HIV counselling

and testing, the most frequent and preferred source ol information tor IV couusclling and

testing being radio/television (59.2%). Only 21.9% of adolescents reported that they had ever
| been tested tor TV, The conunonly given percetved barriers of HIV tests were low risk
perception and fear ol stigma and discrimination if the fesllows test positive. (Leniessa.

2005).

A controlled cross-sectional design studyiig  associations between HIV counselling  and
testing and sexual behaviour m Thailand by Muller et al. (1995) showed risk behaviour
reduction after HIV counselling and testing, particularly m HIV positive persons. .

Another study showed that testers were significantly more likely than non testers to percetve
themselves at ercased risk and to report a history ol sexually transnutted discases. 1For
women. this perception of risk was olten associated with a beliel that their husbands or male
partners had othcr sexual partners. (Stephen et al, 2006). Iollowing HIV testing. a study in
china among high risk groups showed a high perception ol HIV risk (aOR: 1.5, 95% CI: 1.1-

2.2) (Xuetal, 2011)

[“urther. despite the fact that 49% ol women and 05% ol men know where o pet a HIV test.
only 15% of women and 4% ol men bhave ever been tested and received their resull
(NSCHIV_AIDS,2010). More than 70% ol a study population did not perecive themselves at

risk of being infected (Durojaiye, 2009).
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2.7.2 STIGMA AND DISCRIMINATION -

Stigma and discrimination serve as inhibiting lactors to the uptake of HIV counseling and
testing (HCT) and other EFIIV Prevention service thereby contributing to inadvertent
transnusston of HIV among unsuspecting sexually active people. According to a recent study,
discrimination ranked as one of the factors that hinder the acceptance of HIV/AIDS VCT
(Yahaya et al,2010). Similarly, an earlier study by lyaniwura et al (2000) showed that 7.9%
[earcd the stigma attached to HIV. Stigma and discrimination are two major problems often
taced by people hiving with HIV and AIDS in many developing countries, mcluding Nigeria.
Studies among rural [armers in Benue state, Nigeria by Oboh et al i 2010 show that
knowledge about HIV testing services was also high (94.3%) but only 76.2% were willing (o
accept lree HIV testing services. Major reasons given by the unwilling respondents mclude,

[ear ol stigmatization (30%b), and psychological trauma (32%).

Stigma and discrimination shown to persons living with and allected by HIV and AIDS can
worsen the spread and the mpact of the HIV and AIDS epidemic. As a result ol fear of
° ° ° 1. . ° . . ° . ° °
discrimination and stigma. many individuals are alraid of secking HIV testing to know thenr
HIV status while persons hiving with HIV and ATDS (PLWHAs) may be less inciined (o
declare and openly acknowledge thewr HIV sero status (NARHS RIEPORT 2007). The same

study discovered that halt ol the respondents would keep it secret 1l a fanmuly member 1s

inlceted mdicating that the lear of stigma and discrimination stull persists.

2.7.3 GENDER INEQUALITY

Diflerences between men and women i biology. sexual behaviors, social attitudes,
cconomic power and vulnerability similarly rellect causes and consequences of the
disease in the gender (NSCHIV AIDS. 2010). Though women are biologically more
vulperable to HIV mfection. there 1s evidence that gender roles and relations e
iextricably linked with the level of individual risks and vulnerability o mlection as
well as the level and quality ol care. treatment and support that the inlecied can
access. 1he United Nations General Assembly Special Session(UNGASS)Y on HIY
and AIDS 1 June 2001 with 189 country delegates i attendanee stressed the point

that gender equality and the empowerment ol women are fundamental elements in
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the reduction of women and girls® vulnerability to HIV and AIDS (UNIFEM.
NIGERIA, 20006).

2.7.4 POVERTY

A number of evidences indicate that poverty as well as 1gnorance has been the major factors
accounted for the widespread of HIV/AIDS inlections in Nigeria. (Attah, ct. al, 2002; Maleni
and l'ajemisin, 2003; Lzeanwu, 2004; David, ct. al, 2005; Irelin and Alolagbade. 2000:
Abdulrahim, 2007, and Abdullatai, 2008) ( NSC HIV AIDS PLAN.2010). Poverty is a
crippling diseasc, on its own, that complicates HIV/AIDS. The poor are less awire of inethods
lo protect themselves and poverly decreases access to necessagy health care. mcluding ant-
retrovital drugs, treatment tor opportunistic infection, and sexually transmitted inlections (

NSCHIVAIDS). Whether AIDS causes poverty or poverly causes/complicates AIDS 1s still
debatable.
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CHAPTER THREE
METHODOLOGY

3.1 STUDY DESIGN/ STUDY AREA

I'he study was a cross sectional study among athletes participating n the 17" ediition ol the

Nigerian National Sports Festival between 29" June and 11" July in Port Harcourt, tagged,

“Oarden City Games” national sports Iestival held in Port Harcourt Rivers Stalc.

3 DESCRIPTION OF TIHE NATIONAL SPORTS FESTIVAL
The National Sports FFestival was concerved as a socto-psychological elixir to bond the
decimated psyche of the Nigertan Nation which was (raumatized by civil war in the late 60s.
To arrest the drilt towards inter-tribal morass occastoned by the 1967-70 Civil War and mosl
cssentially. to checkmate the declining standards oft Nigertan sports. the Vederal Government
itroduced a bienntal multi-sports competitton involving all the then 12 States. of the
I‘ederation, now commonly referred to as the National Sports IFestival. Perhaps, 1t could be
arpguably insimuated that the Sports Festival was one ol the byc products of the 3Rs ol
(Reconstruction, Rehabilitation and Resettlement) enunciated. as a way of reuniting the
country emphasized amongst youths. The Games Festival actually started i 1973 ull date and
has been religiously held ‘biennially as a multi-sports festival except in 1983, 1987, 1993 and
1995. The founding fathers had the twm objectives of:

A. Promoting mass participation in amateur sports from the grassroots level throughout the
country with a view to discovering hidden talents.

3. Promoting healthy and Keen competition amongst the competitors and states under a climate
of sportsmanship and friendly interaction, thereby enhancing and strengthening unity. So fur,
16 editions of the National Sports Festival have come and gone, cach contributing to the

promotion of the spirit of the Games toward National Development
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33 STUDY POPULATION ;

About 12000 Nigerian athletes from the 36 states and the Federal Capital territory

were the targel population and hence, the sampling trame from which the study

population was recruited. The inclusion/eligibility criteria were:

Athlete must be a registered athlete with either the State Sports Council or National

Sports Association,

The athlete 1s between 15-35yrs.,

3.4 SAMPLING METIHOD
A (wo slage sampling method was used (o select respondents (o whom
questionnaires were administered. tirst,proportional allocation was done, having

calculated the sample size. lor the 30 states and The Federal Capital territory |

athletes.Sccondly,systematic  sampling method was adopted  for the final
sclection ol the study participants.

3 SAMPLE SIZE DETERMINATION

Based on WHO recommendations which takes mto consideration an estimate ol the HIV
prevalence in the population to be surveyed (FMOLL 2003).

P=0.044 ( Prevalence of HIV testing among Nigerian youths, NDIHS,2008)

Confidence Interval=95%

z=1.96 (lor a normal standard distribution) and

d=0.022(precision or relative error) (Naing ¢t al, 2000),

Substituting in the formula, N=z"p (1-p)

w

(-
=1.96" x0.044x 0.956 /0.022°
=334
Since participation was voluntary, the sample size was oversampled by 10%. Fhis
gave an overall sumple sizc o1 307 athlctes. This made up lor l!m.\‘c who relused Lo

participate m the survey.
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3.6 QUESTIONNAIRE '

The study instrument was a self-administered questionnaire which was prerested and
necessary adjustments made. It consisted of four parts-Part A related to respondents’ socio-
demographic background, part B on knowledge regarding HIV/AIDS, Part C on high risk
behavior or practice related to HIV/AIDS transmission, and Part D, on Attitude towards
people living with HIV/AIDS. The knowledge, attitude and practice questionnatre was
modificd [rom the instrument used by NAHRS REPORT, 2007 on HIV prevalence in Nigeria.
Knowledge was assessed using a 23-itein questionnaire which included knowledge on ways
of infection, myths, discasc detection, treatment and prevention of HEV/AIDS. Prior to the
survey, the questionnaire was pre-tested on thirty respondents (o assess its clarity, scquencing

and ime needed to complete. The result of the pre-test was used o wmprove the phrasing of

questions in the questionnatre.

To assess respondents' knowledge ol HIV/ATDS, cachright response was given a score of |
while a wrong  response was scored 0. Total knowlcedge scores ranged between ()-28.
[Knowledge scores were totaled and converted to percentages. Knowledge scores below 0%
were constdered as poor knowledge while Knowledge scores between 30%-09% wete
classificd as pood knowledge. Scores above 70% were considered as having excellent

knowledge of HIV/AIDS.

3.7 DATA ANALYSIS
Data was analvzed using SPSS version 13.0. Descriptive statistics was used to describe the

data. Univariate analysis was emiployed (o calculate lrequencies and distributions ol each

varitable.

Independent sample T test and onc way ANOVA was used 1o determine the eflect of
demographic and behavioral factors on knowledge score within variables, | incar regression
was used to deternune the degree of dilferences m mean knowledge score within variables.

Chi-square test was uscd for bivanate analyses (o test the significance ol the association

between sexual and behavioral risk [actors and HIV (esting.
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Logistic regression analysis was perlormed for the various factors to show the risk factors

affecting the HIV testing. A p-value < 0.05 was considered to indicate statistical significance.

3.8 ICTTHHICAL CONSIDERATION
Informed voluntary consent was ensured. Athletes were made {o understand the objectives
and benefits ol the study. A Consent Form was prepaid to this eflect. Confidentiality was

already guaranteed since the study is anonymously linked. Approval [or this study was sought

from the Lthical Review Board of National Action Committee on HIV/AIDS and/or the

Unuversity College Hospital, Ibadan.
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CHAPTER IFOUR
RESULTS

4.1 Socio demographic characteristics of athlctes

Table 4.1 shows the socio demographic characteristics of athletes. The mean age of the
athletes was 29.1years + 9.3 years. There were more respondents aged 20-29ycars (31.9%)
followed by those aged 30-39yecars (13.8%), 40ycars and above (13.4%), and less than 20
years (11.9%) respectively. Mean age at sexual debut was 199 SID 3.8 years. Most
respondents were single (56.3%), male (67.2%) and were Christians (70.9%). More than half
ol respondents had tertiary education (55.0%), were from monogamous homes (54.4%) and
resice 1 the urban arcas (62.8%0). Almost hall of the respondents had other sources ol 1ncome
(48.<4%). One third ol the respondents had a monthly mcome below N20,000 (30.0%),

{ollowed by those carning above N61.000 (9.1%), and those respondents earning belween

N21,000 and N30,000 (8.8%) respectively.
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'-5';:'1 e 4.1:

Socio demographic characteristics of Athletes

Characteristics

Frequency (1=320) | Percentage
- Age |
| <20 38 119
{ 20-29 102 31.9
& | 30-39 44 13.8
40+ 43 13.4
| Missing/no response 03 79 |
| Rehigion
| Christianity 797 70 9
Islam and Others 0() 28.1
| Missing/no response 3 0.9
Sex ’
Male 215 67.2
Female 105 312 .8
NMarital status
Single 180 56.3
Married and others 140 438
Educational fevel I
Primary 5 1.6
Quranic () 3
Sccondary ! 35.3
Tertiary 76 55.0
Missing/no response | 6 o 5.0
Type of home
Monoganious } 74 54 .4
Polygamous 120 ¥ b
Others 3 0.9
" Missing/no response i 7.2
| Residence
" Urban central 201 (2.3
Semi urban 60 20.6
Rural village ¢ 1 2.8
Missing/no response 12 3.8
Another source ol income
Yes 155 4 8 .4
| No 143 4.7
Missing/no response [ 22 169
Monthly nicome rate
<N20,000 96 30.0
N21.000-N30,000 28 g.8
N31,000-N40,000 i, 7.3
N41.000-N50,000 25 7.8
N51,000-N60,000 16 S0
| >NG61,000 29 9.1
“ Missing/no response 103 322
2]
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4.2

GENERAL KNOWLEDGE ON HIV/AIDS BY ATHLETES

General knowledge of the athletes on HIV/AIDS is shown in table 4.2. Majority of athlctes

have heard of HIV/AIDS (37.8%) while

a little above half believed that AIDS has no cure

(58.7%). Majority of the respondents understand the fact that a healthy looking person may

have the virus (78.6%), and believed that AIDS can be transmitted from a mother to her child

(65.8%).

TABLE 4.2 GENERAL l*..i‘%l()‘h’\’LLl)(J-l1 ON HIV/AIDS BY ATIHLIETIS

Vari: ibl(

Ever heard of HIV/AIDS

Does AIDS have

—

d CUIe

— _—
| Can AIDS be transmitted (rom a

Possible that

a healthy-looking

person has the virus

mother to her child

—— e e

e —

Tota l?% )_

Yes ("/o) | No (%) Don’t know/ no |
response (%)
281 (87.8) | 39 (12.2) _b«n' -
148 (17.1) 165 (58.7) | 68.(24.2)
221 (78.0) | 21 (7.5) “139? _
Al 185(65.8) [43(15.2) | 17(6.0)
22
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43 ATHLETES KNOW

beli

transfusion (96.1%), Mother (o

child (65.8%

LEDGE OF LHIV/AIDS TRANSMISSION
Table 4.3 shows the knowledge of the athletes on HIV transmission. Almost all the athletes

eved that HIV/AIDS can be ransmitted through sexual intercourse (97.5%). blood

), sharing toilets with an infected person (7.1%),

sharing sharp objects like razor (90.7%). sharing needles (84.3%). More than a one fifth of the
respondents (22.8%) taught that HIV/AIDS virus can be transmitted through kissing.

TABLE 4.3: AT llLLlLb KNOWLEDGE OF HIV/AIDS TRANSMISSION °

Varable

e —

' Yes (%) | No (%o) Don’t know/ no response
(70)

Sexual Intercourse 274 (97.5) | 0(0) 7(2.5)

Blood transfusion 1270 96.1) |00y 11139y B

Mother to unborn child | 185(05.8) | 43 (15.3) §3(18.8)

Sharing toilets 1207 | 186 (06. 2) 175020

Sharing sharp objects like razor | 255 (90.7) | 4 (1. 5) 22(7.9) _ N
| Sharing ncedles o 1237(84:3) | 16(5.7) 28 (10.0) :

Sharing eating utensils 16.(5.7) 192 (063.5) 63 (25.9)

Mosquito bites/bed bJ;_:s : 20(7.5) | 186(006.2) 74 (26.3)

Witcheralt 17(0.0) [ 178(63.4) | 19(6.8) 1
LI\ls;..mg - [ 04(22.8) [ 149(53.00 | 18 (0.4h |

Hugging -« 7285 1207730 100G |
N=281 - N

i
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44 ATHLETES KNOWLEDGE ON HIV/AIDS PREVENTION
4.4 sl
Table 4.4 shows the athletes knowledge on the various ways by which [HIV/AIDS can be

lcd. - |
prevented. Most of the athletes believed that HIV/AIDS can be prevented by Staying with one
faithtul unnfected partner (89.3%

), Using condoms every time (79.0%), Abstaining from sex
’ 0 3 ° o .5
(81.1%), Using antibiotics (27.0%), seeking protection [rom traditional healers (8.5%).

Respondents also believed HIV/AIDS cannot be prevented by.delaying the onset of sexual

intercour A1 woidi ith ¢ ' ]
se (33.1%), avoiding sex with Casual sex workers (76.5%). reducing number ol

sexual partners (67.6%), avoiding sex witl people who have many sexual partners (79.0%),

avoid sharing ol sharp objects like needles. razors (80.1%), praying lo God (54.4%) and going
[or checkups (66.2%).

TABLE 4.4: ATHLETES KNOWLEDGIEE ON HIV/AIDS PREVENTION

Variable | Yes (%) No (%) | Don’t  know/ no
response (Vo)

Slaying with one faithful uninfected | 251 (89.3) 13 (4.0) 17 (6.0)
partner

' Using condoms every ime 022(79.0) | 24(8.5) | 35(12.5)

~ Abstaining rom sex | 228(81.1) _ _.'Eﬁ._l) 33 (11.8)

Declaymg the onset of sexual intercourse | 93 (33.1) [ 77(27.4) | 111 (35.9)

| Avoiding sex with Casual sex W orkers 215 (76.5) 115 (5.4) ST (18.1)

Reducing number of sexuil par ers 190 (67.6) 40 (14.2) | 51(18.2)

“Avoiding sex with people who have | 222(79.0) | 11(3.9) 45 (17.1)

| many sexual partners

|

' Avoid sharing of sharp objects like | 242 (806.1) 8 (2.8) 31 (11.1)

needles. razors

Praying to God 153 (54.4) | 68(24.2) |60 (21.3)
Going for checkups 186(66.2) |41 (14.0) | S4(19.2)

' | 2 25 (44.5) | SO (28.5
“Using antibiotics 76(27.0) | 125 (@445 \ (28.5)
Seck protection (tom a tradittonal healer | 24 (8.5) \ 183 (65.1) l: 74 (26.3)

N=241
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45: KNOWLEDGE SCORE Of

_ RESPONDENTS ON IV PREVENTION AND
TRANSMISSION
Table shows the mean knowledge score of respondents on HIV transmission and prevention,

the mean knowledge was 61.5% +17.8%. About a quarter of the respondents had poor

knowledge (22.4%) followed by those with pood knowledge (34.2%) with almos( hall of the

respohdents having excellent knowledge (<41.3%)

TABLE 4.5: KNOWLEDGE SCORE OF RESPONDENTS

' KNOWLEDGE SCORIL | FREQUENCY | PERCENT
Poor |03 D Y
Good 96 34.2
Lxcellent 116 d1.5
No response 6 gl
Total 281 100.0
25
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46 BEHAVIORAL C HARACTERISTICS OF ATHLETES

[abie 4.6 shows the behavioral characteristics of the athletes ()nly one third of the

respoiidents reported having many sexual partners (30.6%). About 25.0% of the respondents

condoms every t ’ o . . . :
used y tume with their sexual partners in the last six months while almost hall

never used condom with their partners in the last 6 months (40.6%). About half of the

1'esp()lldellls (4670/0) stated pl‘()lecli()n from both HIV/STI and unwanted pregnancy ds the

reason lor the use ol condoms, others used condom o protect [rom only HIV/STI (23.7%).
prevent unwanted pregnancy (16.4%5).

TABLE 4.6: BEHAVIORAL CHARACTERISTICS OF ATHLETES

Characteristics Frequency q-_l’crcentagé: N
Many sexual partners T
Yes 08 30.0
No 195 60).9
No response/missing, &7 S.4
Condom uscc | vith ¢ vtner in last 6 month _
Every time S0 25.0
Somceline 12 P
Never 130 40.6
No response/missing 33 1.9
Reason for condony use -
i Protect from HIV/STI 30 23.7
| Prevent unwanted pregnancy | 23 16.4
% Protect from 11V/ST1 and unwanted pregnancy 7 | 40.7
| Other K || 4.0
13 8.0

' No response/missing . |
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47  STIGMA AND DISCRIMINATION

Table 4.7 shows the attitude - rimeat :
¢ and perceplion of the athletes towards 1]V positive athletes and

all of the Fespondents believed that H IV
be allowed to compele (66.5%

individuals. More than h
positive mdnvnduals should

' ) and were willing to eat with a HIV infected individual
(63.7%). Majority of the

athletes 3 _ . .
were willing to care for a male HIV miected relative

84.7%) and temale HIV inf
( 0) cmale HIV infected relatjve (85.1%). Half of the respondents were willing to cal

food preparcd by ¢
ood prepared by a HIV infected person (50.9%) and were also willing to keep the status of a

HIV positive family member a secret (49.9%).

TABLE .7: STIGMA AND DISCRIMINATION

[

Y oynal . i y - ), N manns ok e
Variable Yes () No (%4) Don’t Lknow/no

responsce (%)

Ar cyou willing to eat with HIV inlected | 179 (63.7) 63 (22.4) * 39 (13.8)

mdivicual

e —— L —

Arc vou willing to care for a male HIV | 238 (84.7) 23(8.2) 20(7.1)

mmfected relative

Should a HIV infected athlete be | 187 (66.5) 45 (16.0) 49 (17.4)

allowed o compete

Are vou willing to care for a female HIV | 239 (85.1) 20(7.1)  [22(7.8)

mlccted relative

S —— —_—

r -

Should a HIV infected couch be allow ed | 222 (79.0) 27 (().6) 32 (1 | .4)

lo conlinue coaching

— S —

E— — ——

Are YOU wxllxn;: Lo cal food pxq)(uul lw 143 (50.9) 100 (35.6) | 38 (13.6) |

HIV infectediindividual | |

C—————

Woul(l you keep the status ol a HIV | 140 (49.9) 83 (29.5) \158(2().0)

positive {amily member a sccrel

A —

24(762) [ 320114y [35(12.5)

|

Should HI1V positive child be allowed 0y

attend school with other children . |

e e

N=28]
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1.8: PREVALENCE @F IV TESTING AND SELF PERCEIVED . RISK OF
AT[{LETES .

Table 4.8 shows the prevalence of HIV testing among the athletes. More than hall ol the
aihletes had previously had a HIV test (60.0%) with females having a higher prevalence ot
HIV testing (60.2%) compared to males (59.9%). Majority of those that had a HIV (st 00l
their results (97.8%). Reasons for wanting a HIV test varied among the athletes with more
than hall wanting to know their FHIV status (61.2%), followed by those who had a test [or
marriage purposes (17.4%) and to reduce [ear and anxiety (16.3%). Only a few had other

reasons lor having HIV test (3.9%) while 1.1% had test for emiployment purposes. More than
hall of the athlete who had not had a test was willing to have a IV test (69.2%). Almost hall
ol the respondents not willing to have a HIV test felt it was not necessary (4h6.4%). Majority
ol the respondents knew a lacility where they can have a HIV test (86.8%). About a third ol
the respondents (27.4%) had a high scll percetved risk ol contracting HIV lollowed l;) thosc

who fclt they were not at risk (26.0%) and those who perceived themselves to haye a low risk

ot contracting the HIV virus (22.3%).
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i able 4.8: PREVALENCE oOf HIV

TEST
- ATHLETES

[VARIABLE ok

| FREQUENCY (%)

| Piave you ever had a HIV test
| ffff 189 (60.0)
[ 126 (40.0)
| 0 — - 504 (100)
Result obtained after FI1V (egt A
! | Yes 180 (97.8)
No 4 (2.2)
Total . 184 (100)

Reason for having HIV test o
Reduce fear and anxiety

—

Reason [or not wanting to have a HIV test

29 (16.3)
Required for employment 211D
[For marriage purposes 31N 4
Want to kknow HIV status 109 (61.2)
Others 7 (3.9)
Total B 173 (100)
I{ no, would vou like to have a HIV test o
Yes 83 (69.2)
No 37 (30.8 )
Total

120 (100)

Don’t want to know my HIV status 2(7.1)
Fear and anxiety 6 (21.4)
I'eel 1t’s nol necessary 13 (40.4)
Cannot aftford it others 1 (3.0)
Othcers O (21.4)
Total | 2800)
1;2;)\\ facility to have a HIV lest .
No 40 (13.2)
Total : 3 (100).
, Toroe ol contracting the HIV virus
| ﬁ?ljlyou chances of contracting the | 8(_) R
l 6 0> (22.3)
| e 76 (26.0)
Pkl 71 (24.3)
] };lol Turc 202 (100)
ola
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49 COMPARISON OF pran KNG

DEMOGRAPLHIIC Cl-lARACTERlST[CS OF

Table 4.9 shows the coniparison

LEDGE SCORES BETWEEN SOCIO
ATHLETES

of me: . .
- oo mean knowledge score belween sociodemographic
characteristics of athletes. Christians

R had a higher mean knowledge score (62.5), compared to
usltms and those from other rel:o: S A i
other religions (58.5). This was not stgnificant (p=0.095). Athletes

ary education had 3 higher mean knowledge s
with secondary education

with terti
core of 63.9 when compared to those

and less (58.8). This was significant (p=0.022).

TABLE 4.9: 1P ‘ P MIF
ABLE 4. ggg;g AR[S())N OF MEAN KNOWLEDGE SCORE BETWEEN SOCIO
, (fl{Al HIC CHARACTERISTICS OF ATHLETES
INDEPENDENT SAMPLE T TEST

Male o

Female g’% :(7)(1) .262 0.208

Marital status | | S

Jingle | 02. | 5.9 0.624 0.533

Martied and Others 100.7 199

Religion - ~\

Christiantiy 02.5 7.2 .674 0.095

Islam and Others 58.5 19 ] "

lLdueation N _ S |

Sccondary and less 53.3 17.4 0 6449 [ 0.092

Tertrary - - 03.9 NN 17.8

Do you  have  another o : _

occupation .

Yes (2.4 3.5 ().668 (.50

| No 00.9 10.6
— . R — L
| Type of honte

iVionogamous 62.2 18.0 - 0.681 0.496
iﬁ_l_’O_}!\_'ﬁilm()lIS and Others I 60).7 14 _
 ONE WAY AVOVA - -~ R 7
" Variable Mean Knowledge score SD I'- (est | P-value
fz\uc - _ |

<20 60.8 15.] 0,251 0.860
| 20-29 60.9 7.9 |

30-39 03.0 1.9 ‘

40+ 62.6 — A0 |
hRCSi{l(-flICLT— 17 ¢ | .t | )
i Urban central 02.3 I7.(; V.08 | 0.5351
. Semi urban 011 02 |
 Rura 8o — {32 ] ..
Clocome rate 5 | . | )
[ <N20,000 01.9 lZ. he e
| N21,000-N40,000 61.2 152

N4 1,000-N60,000 60! [ 531
NG 1L,0004 0.8 I,
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- 4.10.: LINEAR REGRESSION OUTPUT OF KNOWLEDGE ON VARIABLES

~ Linear regression output of knowledge on variables is shown in table 4.10. After-adjusting for
other variables, Christians have a higher mean knowledge score of about 4.593 than Muslims

and those who practice other religions. This was not significant at p=0.063. T'hose athletes

with tertiary education had a higher mean knowledge score of 5.395 compared (O those with

secondary education and less. This was significant (p=0.0106)

TABLE 4.10: Linear regression output of knowledge on variables

- E— — e il =

| e Unstandardized regression | P-value 95% C1 |
. coellicient

. l Religion = o — e e ) ;

., Christianity 4 593 N Qs d 4

| Islam and Other (ref)

e —— — S

Educational level
Tertiary 5.395 0.010 1.017-9.773

Sccondary and less (retf)
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411 ASSOCIATION BETWEEN HV TESTING AND SOCIODEMOGRAPHIC
. CHARACTERISTICS :

Table 4.11 shows (he association between HIV testing and socio demographic characteristics
of the athletes. A slightly higher proportion of athletes aged 30-39years (69.8%) reported
having tested tor HIV compared to those aged 40 years and above (69.0%). 20-29ycars
(55.4%) and those below 20 years [35.1] of age. This was significant (p=0.005). A highet
proportion of those who had tertiary education (67.2%) reported having tested for TV

comparcd (o those who had sccondary education and less (48.8%0). This also was signtficant

(p=0.001).

32

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



- = = " - *1
g = r'l - o
- —— A

TABLE 4.11: BIVARIATE ANALYSIS 0o
SOCIODEMOGRAPHIC

HIV TESTING AND
ARACTERISTICS

NG1,000+

3

3
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Characteristics ? . ;
I Vet tested for HIV Total | Chi square | P-value
Yes (%) No (%)

Age :

<2()

0-29 13(35.1) 24 (64.9) 37 (100.0) 12.679 0.005

L 506 (55.4)

A a0 o) 95440101 (100.0)

40+ 29 ((’()'b) 13 (30.2) 43 (100.0)

(69.0) 13(31.0) | 42 (100.0)

Scx R g Wl Sl

Male

Female 127(59.9) | 85 (40.1) 212 (100.0) | 0.002 0.96]

‘ 62 (60.2) 41 (39.8) 103 (100.0)

Marital Status i
Sngle _ 100(56.5) | 77(43.5) | 177(100.0) | 2.066 0.151
Married and Others 89 (0<.5) 19 (35.5) 138 (100.0)

Religion )
Chnistianity 136 (61.0) | 87 (39.0) 223 (100.0) | 0.610 0.435
Islamy and Others 50 (506.2) 39 (43.8) 89 (100.0)

Educational level
Secondary and less 61 (48.8) 64 (51.2) 125 (100) 10.269 0.00]
Tertiary 117 (G7.2) 87 (32.8) |74 (¢ 100)

Type of home | T . -
Monogamous 105 (61.8) 65 (38.2 170 (100.0) .378 ().539
Polygamous and others 7.1 (58.2) 51 (41.8) 122 (100.0) '

Residence C- L It. {0 ]

Bl meuifiG 121 (O1.1) 7’{ (38.3) )5 (100.0) | 1104 0.576
R 40 (61.5) 25 (38.5) 65 (100.0)

Semi urban 7

] 21 (52.5) 19 (47.5) 40 (100.0)

Do you have anether source of
$lcomc 98 (64.9) 53 (35.1) 151 (100) 2.4006 0.116
N‘(’)S 30(55.9) | 63 (44.1) 143 (100)

B B — | ;.
Inconie ru(cp _ () 95 (100.0) 3. 160 | 0.368
57 (60.0) 38 (<10. § ) ¢ 306

| <];J2(),()()O ' " 17 (74.0) 3 (.20.()) SO (100.0) 1
N21,000-N40,00 78 (68.3) 3(11.7) A1 (100.0) .
N41,000-N60,000 6(61.5) 10 (34.5) 206 (100.0)



4.12: ASSOCIATION BETWEEN p11v

CHARACTERISTICS OF ATHULETES

Table 4.12

(70.9%) reported

; |
(00.670) and those who never yseq condoms (53.5%), (p=0.045)

association between [V testing and Beh

athletes. A higher proportion of those (hat used condoms every

[
,

TESTING AND BEHAVIORAL

avioral characteristics of the

day in the past six months

having ‘ B E
g tested for [V compared to those who used condom Ssometimes

TABLLE 4.12: BIVARIATE ANALYSIS OF HIV TESTING AND BEHNAVIORAL
CHARACTLERISTICS OF ATHLETES

Characteristics

Iver tested for TV

Total Chisquare | P-valuc
Yes (%o) No (%)
Multiplc sexual partners
¥Es 62 (63.9) 35(36.1) 07 (100.0) 0.932 0.334
No 12(S8.0) | 81(42.0) [ 193 (100.0)
Reasons for condom use | o
Protect Trom HIV/STE 34 (65 .4) 18 (34.0) 52 (100.0) 1.903 ().593
Prevent unwanted pregnancy 23 (67.0) 1 1(32.4) 34 (100.0)
Protect from HIV/STI and 64 (61.5) 40 (38.9) 104 (100.0)
unwanled pregnancy )
®thers 14 (51.9) 13 (43.1) 27 (100.0)
- Condom use in the Iast six |
months |
- Lvery time 06 (70.9) 23 (29.1) 79 (100.(1) 6.195 | 0.045
sometime 43 (60).0) 28 (39.4) 71 (100.0) |
never 69 (53.5) 60 (46.5) 129 (100.0) |
|[ Genital (|igéll:ll‘g(‘,_“_c—ll_i;;;{_()_l'*__
‘i Ulcers in the past sixamonths |
| Y 20 (64.5) 1 (35.5) 31 (100.0) (0.280 - 0.393
| No 159 (59.0) 108 (40.4) 207 (100.0)
(Know  a —l'z\Zility to get
CHHEV/ATDS (est | |
| Yes i OY (G<4.3) 94 (35.7) ‘ 203 (100) 12,4206 0.001
' No | 14(35.0) 20 (65.0) | 40.(100)
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4.13: ASSOCIATION BETWEEN v
ATHLETES

Table 4.13 shows the association between HIV testing
the HIV/AIDS virus.

TESTING AND RISK PERCEPTION BY

and self perceived risk for contacting

There T 3N
. Was no significant association between 111V testing and self
percejved risk.

TABLE 4.13: BIVARIATE ANALYSIS OF HIV TESTING AND SELF PERCEIVED
RISK

Characteristics

o T > A
Lver tested for IV | Tolal Chi squar-e¢| P-valuc

Yes (_%)_ | No (“%)

Rate you chances of contacting

the HIV virus

High 52 (65.0) | 28(35.0) | 80(100) 5959 . 10.114
LLow 44 (67.7) 21.(32.3) (S (100)
No risk 38(50.0) | 38¢50.0) | 76 (100)
Not suic 40(50.3) | 31 (43.7) 71 (100) | \
| — . . - : SETERReR . S :|
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4.14 Logistic regression output gn v

Table 4.14 shows (e

ariahles

Athl ho k on (OR=0.392, 95%Ci=0,201-0.767).
es W oo
etes Who knew a facility where they could get a HIV/AIDS test s Fe e e £ s

more likely to have had a [{[V {es compared to those who did not know
HIVIAIDS test. (OR=4.202, 95%CI=10550-1 1.349)

where (0 gel a

TABLE 4.14: Logistic regression

Variable Odds ratio 95% CI or I’-value
Educational level ] - — WV o e
Sccondary and less ).392 0.201-0.767 ).006
Tertiary 1.000)
Age | I -
<20) 0.507 0.149-1.729 ().278
20-29 0.690 0.273-1.776 ().448
30-39 1.100 0.381-3.177 ().860
40+
Condom usc in the last o o
six months
i Every time - 2.002 0.900-4,454 ().089 1,
sometime 1.367 ().628-2.979 0.431 l
never 1.000 i!
"_Kn_uw ‘l hll’i“(}_' to g;'l A |
HIV/AIDS test ' |
Ves - 4.202 1.550-11.349 - 0.005
I No 1.000)
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CHAPTER FIVE

51  DISCUSSION

This study shows there are re

asons why youths, particularly athletes have varying knowledge
on HIV/AIDS and also shows (he

demographic and behavioural factors that affect the uptake

of HIV testing among them. Most of the athletes had a basic knowledge of HIV/AIDS and the

various modes of transmission and prevention. However, their overall knowledge on

prevention and transmission was a little above average. .

Mcan age at scxual debul was 199 years this may be higher than the age of sexual debut in
youths generally because athletes are engaged in sports and therelore channel excess encrgy
to use compared to youths who may use sexual relationships as an avenue to use up unspent
energy. This 1s i line with reports by the 2010 REACIH mterim report which states that
sexual debut 1s occurring carlicr than generally believed among both boys and girls in
Nigeria: for girls 1t can be as early as 10-12 years; and for boys |5 years. Also, the 2008
NDHS reports which reported that overall, more than half of women age 25-49 and one
quarter of men age 2549 were sexually active by age 18. One in five women was scxually

active by age 13.

The mcan knowledge score among the respondents was a little above average: this may be
because majority of the athletes spend time outside their bases and are on the move duce to the
nature ol sports. This may 1solate them from the general public and youths within their age
group and lead to the athletes consulting from their peers on 1ssues relating to sexual health,
LHIV/AIDS inclusive. This linding is in contrast {0 a study by Bimbola et al which found that
vouths have a very high knowledge of key basic concepts on HIV/AIDS (Bimbola Kemi Odu
-el al. 2008) Christians had a higher mean knowledge score compared o Muslims. Also,
~thletes who resided in urban centraltareas had a higher knowledge ol HIV/AIDS prevention
and transmission compared to those in seni urban and rural arcas. This mayv be the case
because residents of urban areas are more likely to come across clectronic and print media

that convey messages on HIV/AIDS prevention and transission. This 1 1 line with o study
14t € > . . |
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that showed an increase in kl""OWInge of HIV/AIDS lransmission modes

measures especially in the yrban areas (Okunna and Dynny 2006)
Prevalence of HIV testing

as well as protecuve

_ among the athletes was above average with females having a
slightly higher prevalence than the male athletes.

This contrasts previous studies in which

more Men knew a facility where to get a HIV test (NSCHIV_AIDS, 2010).This may be

because females are more likely to conceive which would lead (o compulsory HIV testing 1n

recent years. Majority of the athietes knew a facility where they could get a HIV test;
however, just a little above hall of them had ever had a HIV test. This may be as a result ol

the athletes perceiving themselves not o be at risk of contracting the HIV virus. 1t may also

be as a resulit of fear ol knowing ones HIV status.

Although not significant the study teund that younger athletes were less likely to have had a
HIV test. This 1s probably due to an increase in self perceived risk with age or an increase in
knowledge on HIV/AIDS. Findings on the association between age and [V testung are
mixed. This is in contrast with studies by Auburn et al, (2011) which showed a negative
relationship between age and HIV testing, it showed that younger individuals are more hkety
o be tested. A study i Ethiopia also shewed the age group ol 15-19 ycars to be the most
receptive group to IV testing services compared with the othicr age groups. (Mcengasha ct al,
2000). Studies i KKenya also show that age is mitally positively associated with use of 111V

lesting services (0 a maximum age of 34 alter which the association 1s negative. though nol

stgnificant (Namazzi. 2009).

The study showed that Athletes with secondary levels of education or less were less ltlely to
have had a HIV test comparcd 0 those with tertiary education. This may be as a result of
1AVE C ¢ .
those with higher levels of cducation having a better knowledge ol HHTV/AIDS prevention and
OSC N -
(cansmission and the benetits of knowing ones status. Several studies suggest higher levels of
rans a
Jucation correspond with higher levels o testing. (Hlvasu et al, 20060 Pickerig ot al 19971
cducali S
: e of al 20000 These Indings are also corroborated by recent
imbays € 2004 Brouwer ct al, 2000,
Simbayi et al, 2004:
ludies which found that dividuals with more years of Tornial schooling were more likely Lo
studic ‘
C WI wee vears of education (Auburn. 2001 Arrecent study
«f than Uiose with less years of educa _
have had a HI1V test than
o . o . ' ‘1- } i . p— ). ‘_.’. ,“ \
Iso showed thal cducation 1s |)n5|lncl) assoctated with using VO'T services (Namazzr, 2009),
alSO S 2 c 1%

- - : TICIIE ge more educated, emploved as construction
N hina show that  migrants who were
G(udies in china sho
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workers, more

kﬂOWledgeable abOl.lt HIV/AlDS aware of HI
multiple sex partnership were more likely (0 |

2009) and those with >9

V risks and who engaged in a
ave ever heard of VCT for HIV. (Na He et al,

ears of ' .
Y SChOOllllg. The study also showed that there was an

association between HIV (es(;
] Apaet
INg and consistent condom use. Although not significant on the

logistic regression, athlet
.8 , tes who used condoms every time during each sexual act were more
likely to have had a HIV (e compared (o those who never

probably be due to

used a condom. This may

the ¢ 1IStent . : . .
onsistent condom users been more conscious of the mportance (o

otect the ; s '
protect themselves from the HIV virus or prevent the spread of the virus if they are HIV

positive. 1his 1s 1nh confrast to a population-based study in adults aged 15-59 years in Uganda
which found only a small portion ol the participants used condoms alter receiving VCT

(Lutalo et al ., 2000).

r

W) CONCLUSION AND RECOMMENDATION

The study shows that HIV/AIDS Kknowledge among athletes is not adequate and 1s allected
mainly by their level ol education. This suggests that athletes™ knowledge on HIV/AIDS is
assoclaled and mainly influenced by the demographic factors that surround their upbringing.
[t also identified some factors that prevent 1V testing among athletes. They include having a
higher level of education and knowledge ol a lacility that provides HIV (esting services.

In view of these findings, strategies should be put in place that mcorporate training of athletes
in sexual and reproductive health with special regards to HIV/AIDS. Also. HIV testing
services should be made readily available to the athletes. This can be achieved by:

Organizing seminars (or athletes on HITV/AIDS when they are m camp or raining especially

among athlctes that-arc niuslims. [tom the rural areas and those with fower levels ol
¢ ¢

education.

| Tee or é idized rate to the athletes.
Providing HIV testing SCrvices (ree or at a subsidized

.3 LIMITATIONS

. (leny associated with HIV/AIDS makes it difTicult for people (o
ation o : ‘

Stigma and discrimin o | o
lies that are linked (o HIV/AIDS. This is because momany parts ol sub-
articipate 1n studies thdt « - |
ol ' At about your sex life Treely wrespective ol the
Sal Africa. it is not commol practice Lo il & '
dlqaran rica, 1t 1S | P | L .
d the need W divulge such information. Also. refusal bias and
ircumstance Al surroun
circymstances that su N .
s aflecle u]ldll) nl Feslitl.
Inadeqjuate sample gize may have aflected v
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- JESTIONAIRE TO DETERMINEG HIV/A IhG .
- ATHLETES ATTENDING TH[; 17" | VIAIDS KNOWLEDGE, ATTITUDES AND PRACTICES OF NIGERIA]

EDITION OF THE NIGERIAN NATIONAL SPORTS FESTIVAL IN POR
HARCOURT

e ructions:  Please read carefully and (ick *y /'/i|

iside the box o any option(s) you may have chosen
You may also mark more than ORI )

One oplion to some questions.
CONSENT:

M+ name 1s Dr. Onuoha, Nnamdi, Lucky, an MSc. Student

PR of the FFaculty ol public IHealth, University of Ibadan. 1 am
conducting a research on knowledge and artitudes a

e I s " . | bout HIV//\I.DS and other selecl'gcl .issues related (o HIV. Some.ofth.e
. Q ) pmsqna it your responses will be treated with utmost confdentiality. Your name or other details will
| not appcar 0”\”13 questionnaire and the responses you pive cannol be triiced hack o vou. You have a right (o withdraw
consent or retuse to pal'licipale In the study hut | implnrc you [0 participate and pIve dynur honest 'CSPONSES s they will

ooastn |)lam~nng HIV/AIDS related programmes lor Nigerian youths and improving the health status of sportsmen and
women. '

- Thank you in anticipation of your cooperation.

\

SOCIO- DEMOGRAPHIC INFORMATION
Serial No

oooooo
""""""""""""""""""""""""""""""""""

Your Sport....oooo i

3 Sex: |, Male 20 Temale ‘__‘

---------

Y Age last birthday (yrs) ............ ...

sssssssssssss

e D, Marital status: 1. Marred | l 2o Smelo I l v Separated

d. Divorced | Y. Widowed D 6. Others specily
0. Your Religion: 1. Christianity o dslam E 5. Traditional
4, Specily others 5, NG TESIRINSE. .. 10 v 508 55 b h G P e
7 Your level ol Education: . No formal eduacation 2. Primary :] 3. Quoranic
4. Secondary E 5. Jemiary. t:
3. Do you have any other acctpation or source ol imeome? ch[____l 2. No.
0 1£*Yes” to question No. & Wil 18 TS CUUINIBTY. .. xasamerss s wovmninse o 5oy v oo soinge s ane s essmavi
10 How would you rate your monthiy ncome’? 1.<N20,000 2. N21,000-30.000
3 N31.000-40,000 4. N || .000 5(),()()()|i] 5. NS§1.000 - 60,000 :j 6. N61.000 [j_
| What type of home are you from™ 1. rionoginmotis j 2. Polygamons [_: 3. Others specitv. ...
|2 Where do you reside (live) i | Rural, Village B 2. Semt, urbanm 3 3. Urban, Central :]

- i above city/town/village? 1 Yes[ ] 2, No.[ |
| 3 [ lave you been living continuousty i the aboy ‘ | .

In the last 12 months have you heen away from your home for more than one month altogether?
1 ( : .

14
l. \’CS f“1t+ i
B HIV/AIDS KNOWILEDGE
1 5 [Have your ever heard of AIDS or LIV (the virns that causes AIDSY? | Yes 2. No. :'
|16 Does AIDS have a cure? 1. Yo [ ] ) Nu.[ 8 Don'l Knmx‘ l
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It POSS] g '
(7. Ist possible that a healthy- looking person has (he virus that causes Aids?

. Yes l: 2. No. E] 8. Don’t Know 3

low* .
18 lHow=can a person get the virus that cayses AIDS? (Multiple answers allowed).
| 2 8
Yes No Don’t Know
A Sexual Intercoyrse
B. Blood transfusion
C Mother to unborn child
D. Sharimg toilets
.. Sharng sharp abjects like razuors
b Sharing needles
G. Sharing eating utensils
| L. Mosquito bites/bed bugs
. Witchcralt g
| J. IKissing
[l K. lugging.
.19 What can a person do to avoid gettimg, the virus that causes AIDS? (Multiple answers allowed)
| | 2 8
Yes NoO Don’t Know
A. Staymg with one faithtul uninfected partner
3. Using condoms every time
o Absiaiming from scx
D. Delaying the onset of sexual intercourse
= Avoldime sex witlt Casual Sex Workers (CSWs)
[ Reducmg number of sexaal partienrs
G Avoiding sex with people who have many sexaal partners
1. Avoid sharing of sharp objects tike needics, rizors
. Praying to God
] Gomng for checkups
K. 'Using antibiotics j
L. Seek protection from a tradhbional healer j
Mt Nothing.
2() Can the virus that causes Al1S be trimsnuited from o mother (o her ehild?
. Yes 2. No [: 8. Don’i’ Know [ ]
21. Would you rate your chances of getting Aids (ar the Virng thot canses Aids) as high, low or no chance at
all? 1. High J__J 2, Low [__] 1. No sk ot all ‘ 8. No response D
22 Do you know of a place wlhiere you can go o get an HIV (ATDS) test?

o e | 2, No | \
| don’t want to know the resnlt ol your tess b have you ever tested Tor the vivas thiat canses Ands®

. Yes I I 2. N UAF‘RICAN DIGITAL HEALTH REPOSITORY PROJECT



24, If “Yes” to question 23, did You get the result of the test? 1. Yes E

: S | . 2. No.
75 ould you hke to have a tesf (o find oul LFyou have (he virus (hat causes AIDS? |. Yes 2. No.
2 What is the main reason why you wauld like 1o have » lest? 1. To reduce fear and anxiety
2. Required for employment 3. For marriage purposes 4. 1 want to know my HIV status [
8. others specify. :| 5
2 ITyour answer in Q25 is NO, What is the MAIN reason you would not have a (est?
L. Do not want to know my HIV status 2. l'ear and anxiety
3. 1feelitis not necessary [__J 4. Tean nol alford il.r:
€. SEXUAL BEHAVIOUR/CONDOM USE
28. At what age did you first have sexual intercourse, il ever? 1. Age in years ( )
2. Never 3. Can’t rememben 8. No response
29 tlave you had more than one sexual partner at a time? 1. Yes 2. No.
50 Think about the persons you have had sex with in the Tast 12 months. How many were:
A Your spouse(s) or partners who you were living together witls (. /)
B. Boy/Girl friends ( [ )
C. Partners with whom youtlmd commercial sex (/)
D. Partners you mel on a casual basis (- _+___)
| [-. No response ( / )
3. In your very last sex act with a sexual partner, was a condom used? 1. Yes 2. No.
32 What was the MAIN rcason why you wesed @ condom that time?
| . To protect from HIV/STIs[ 2. Toprevent unwanted pregnancy
3. To protect from HIV/STIs and unwanted pregnancy _4] 4. olhers specify.
33, 1IN0 to question 31 what 1s the MAIN reason you dida’tuse a condom with your partner that time?
|. Not available D 2. "Too expensive 3. Partner objected
= |
4 Don’t hke them D S, brustmy parlner| 6 Destred pregnancy.
7. Used other contraception ___] S Didn™Cthink it was necessary 9. Didn’t think of 1t
100 Don’t know condoms | 1. Others specily............. 12 No response C
19 During the last six months was & condom nsed with your sexual partner(s) every time you had sex, sometimes o
never? 1. Every time 2. Some times :] 3. Never & No response.

IF“Yes” to question 35 what was the MAIN step you took?

| Seek advice or treatiment hom a government clinic or hospital

2. Seek advice or treatment from oo workplace cline ot Im.\‘pnml.‘ ]

3. Seek advice ortreatment Tran i Christian/Istamice or Charity=run ¢linie or hospital [

4 Geek advice or trestment from i Priviate climie ar hagpatal
5 Seck advice or treatment from a Privide phiwmacy [ |
6 Seek advice or treatment frony i | racdiiionnl heale

1, Seek advice or |l'cm'|IKI*HICIAN'Blbih{l]_;”é}{l‘_[l‘l-ll]l!ilég(i)gi+g;?§ngl!{lcgJElCT ]



0 RISK BEHAVIOU RS/PRACTICEN TOWARDS 111V INFECTION

Vad Which of these apply (o you in the |as SIX menthg?

| Sh 1 : '
hare unsterilized needles with oflyer peers (athletes or others)
2. use of intravenous drug
g
OA

Have more than one sexyal partner

Pay commercial sex workers for sex, at least once

have casual sex without condon

have sex under the influence ot alcoho!

Take hard drugs (marigjuana, cocame, herom, cle)

4
5
6
1. Engage tn anal sex
8
9

Leave unfreated sexually transmitted diseases

1 Share unclean razor blades, harhing clippers.

. ATTITUDES TOWARDS HIV/AIDS (Stiema and Discrimination )

3. Wauld you be willimg to eat from the samne dish with a person you knew had the virus that causes AIDS?
| Yes L Nu,l_ ] 8. Don’t Know.
39 [{ a male relative of yours becane 1l with AIDS, would you be willing to care for him m your household?
-L . Yes 2. No. ——1 8. Don’t Know.
4(). LFan athlete has the virus that causes AIDS but is not sick, should he or she be allowed 10 continue competing?
. Yes. 2. No :1 5. Don’t Know
q! I female relative ol yours becomes ithwith AIDS ©woald you be willing (o care Tor her in your household?
. Ves. 2 No [l SbowiKiow [
, 12 I a female coach has the virus that causes AIDS but s not sick, should she be allowed to continue coaching?
E . Yes. 2. " No j 5. Don’t Know
43 [ you knew a shopkeeper or food seller who had the virus that canses AIDS, would you buy food from him/her?
| . ch, 2. No L ‘ N. Don [ Know C
* [t a member of your family became til with the virus that causes AIDS would you sant it (0 remain a secrel or no
{. Yes. E 2. No :i] 5. Don’t Know
15 I"a (eam male in your tcam has the virus that causes AIDS but s not sick, should he or she be allowed to compet
wit-h you? 1. Yes. 2. Mo | 8. Don’t Know
46 If a child has the virus that causes ADS should he or she be allowed to attend schoo! with other children?
|. Yes. C 2. "No [ | R. Don't Know :]
| AT Should people who have AIDS (or the virs that ciauses ATDS) be given move health care, equal health eare or le:

health care than people with othier sertous dhscises” 10 Maore health cine I_ | 2. Lqual health cin‘cl

7 Less health caie l 8. Don't Know l :l
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