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ABSTRACT

Anecdotal eadence has shown that for many women around the world, the pramary means of
contraciing HIV is marital sex. In Nigena, the percaived vulnarabiifty' of mamied wamen to
HIV infection through sex with their spouses has not been adoqustely studied. This study was
therefore camed out in Omi-Adio, Qyo State, Nigena (0 assess marmied women's fmowledge,
perception and risk of contracting HIV from spouscs.

The study was a cross-sxbona] swvey . involving the use of a foursisge random sampling
technique in selecting 390 maicied women aged 1645 years from 143 workplaces and 55
houschoids. Respondents were classified into thiee categornies hased on age: younger Wobcn
(16-45), middle-aged women (26-35) and older women (36 -45). The 1asrumont for data
collection was a scmi-suucturcd questiorwaise which contained questions for clicaung the
following information: socio-demogruphic characisyittics, pereepticas of HIV transmission
and associaled risk factors. The instument incivded a |4-point knowledge scale on HIV
tansmigsion and its peevention. Resporndents’ scores of 1-5, 6-10 and ) 1-14 poinis were

classified as poor, fair and good respectively, Data were analyzed using descnptive, chi-
squate and ANOVA with level of tignificance sct at ¢.0S.

The mean age of respondenis was 30.2¢2.9 years with middle-aged. older and younger
women constituting 46.2%, 30.8% and 23.0% respectively. Respondents in monogamous
unions were 67.2%, 71.0% were treders and43.0% had primary education. Respondents®
mean knowlcdge score was 7.322.9 wath the scores for middlc-aged women (7.542.9) and
older womca (7.442.9) being significantly higher than 1hat of younger women (6.742.9)
Mean knowledge score for those with tettiaty education was significantly higher (8 8+2.9)
compareyd with those with senior sccondary (B.042.9), junior secondmty (6.942.9). pnmary
education {6.7+2 6) and no formal education 6.7+2.3. most respondents (99.05%%) had fair
[1tV-related knowledge. There was no significant associaiion between knowledge of HIV
and type of manisge. Respondenis’ perceived vulnesability to HIV infection from spouses
was not sigiificanily different by age, educstion and ecligion. Eighty-tive percent of
ecipondents peeceived HIV to be serious. Unprotacted scx svas perceived by most (96.9%) 1o
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be the major route of infection. Ninety-five percent of respondents believed that women
could get HIV from their spouses and of these only 10.0% perceived themselves (o be at risk
of contracting it from their spouses. Although, a majority (80.0%) belicved that HIV could be
prevented, only 15.3% were of the view' that married women could protect themselves from
getting infecied by their spouses. Filly-five percent reported ever discussing sexual matters
with their spouses. Measures listed by respondenis for preventing infection from sposes
included mutunl faithfulness (82.0%), use of condom (8.5%), usc of charms (5.7%4), spousal
communication (5.9%) ond prayers (1.2%). The reposted risk factors for 1V iafection from

spouses included infidclity of spouses (51.5%) and risky traclitionna! pmctices such os
pol¥8yny (77.2%) and wife inhentance (2.3%).
Respondents’ knowledge about HIV transmission, prevention and associated risk factors was

fair but most of them did not perceive themselves to be vulnerabdle to infection (rom their
spouses. Health education progiommes !0 incrcase iheir knowledge and modify their
petceptions relating to vulnerability are advocated.

Neywords: Married women, HIEV infecuon, HIV knowledge, HIV nisk,
Vulnerability o infection
Word Count: 489
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OPERATIONAL DEFINITION OF TERMS

Kaowledge: It is the geneial awarencss or possession of information, facts. ideas and tuths
about a subject matter.

Marital Sex: Sexual \nicrcourse between spouses

Perceptions: One's attitude or undesstanding based on what one obscrves or based on one’s
thoughts.

Preventive Strategies: A casefully devised plan of action 10 avoid undesirahic barnfu
outcomes.

Risks: the possibility of coming 10 hann

Risk Factory: predisposing influences

Spousal communication: Effective dialogue between coupies

Spouse sharing: a culrural practice of sharing one’s wife with others

Widow cleansing: a cultwial and ritualistic practice among particular ethnic groups Africain
which widows arc made to have sexual intercousse with cleansers as part of rites
recommended for widows before bemg released from mouming

Widow inhcritance: a cultural practicc 1a some ethnic groups in Afnnca which involves the
passing of a widow 10 a family member as an inheritance.
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ABBREVIATIONS

AIDS: Acquired immune Deficiency Syndiome
AMREF: African Mcdical and Research Foundation

HIV: Human Immune Deficiency Virus

NACA: National Ageocy for the Control of AIDS

NDFHS: National Demographic Health Suivey

PAHQO: Pan American Health Associason

ST1: Sexually Transmitted Infcctions

UNAIDS: United Nations Program ou HIV/AIDS
UNICEF: United Nations Children Fund

UNDA W: United Nations Division fot the Advancement of Womcen
UNDP: United Nutions Development Prograiz:

UNIFEM: United Nations Development Fund for Women
UNFPA: United Natoas Population Fund

USAID: United States Agency for Intemetional Development

WIIO: World Ilealtt Crganization
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CHAPTER ONE

INTRODUCTION

1 Background (o study

AIDS, ihe acquired immune deficiency syndrome is a fala! illness caused by a retrovirus
known as thc human immune deficiency virus (R1V), which breaks down the body s immune
system, leaving the victim vulnerable (o a host of life threatening oppoctarusuce infections,
neurological disorders, or unusual malignancies (Parvecs and Ciark, 1994). The vitus is
passed from person to person thiough sexual fuids, blood and breast milk Worldwide the
majority of HIV infections are transmiticd through sex beivwcen men and women, and nearly
haif of all adults living wath HIV are women (UNAIDS .2003).

HIV infects vital cells in the human immunc sy:tan such as helper T cells (specifically CD3'
T cells), macrophages, and dendritic ¢ells (J. HIV infecuon leads 1o low levels of CD4" T
cells through thiee main mechanisms: Firsy, direct viral kLilling of nfected cells; second,
increased rales of apopiosis in infected cells; and third, killing of infected CD1" T cells by
CDS8 cyiotoxic lymphocytes thai recognize infected cells. When CD4” T cell numbers decline
below 8 cnteal level, ccli-mediated immunity s lost. and thc body besomes prugressively

more susceptible 10 opporunistic infections.

| Most untreated people infected with HIV-1 eventually develop AIDS, These individuals

mostly di= from opporiunistic infections or malignancies associated with the progressive

fwilure of the immune sysiem, HIV progresses to AIDS al o variable mte alfected by virl,
host, and environmenta] factors; most will progress to AIDS within 10 years of HIV
infection: some will have progressed much sooner, and some will take much longer.
Treatment with anti-tetrovirals incteases the life cxpeclancy of people infected with HIV
Even afier HIV has progressed (o diagnosable AIDS, thc avcrnge survival tims: with
anurctroviral thcropy was estmated to be more than $ years as of 200§ (Kasiser,
2007) Without antiretzoviral therapy, someone who has AIDS typically dies within o year
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global AIDS cpidemic has become one of the grcatest threat human health and
velopment. Siatistics at the end of 2009 indicate that around 33.3 million people are living
with HIV and cach year around 2.6 million mote people become infected with HIV with
about 1.8 million dying from AIDS(Global health councit,). Although HIV and AIDS axc
found in all pasts of the wotld, some arcas are more afflicted thon others, The worst alfected

region 1s sub-Saharan Afiica, wherc in a fesw countiics more than one in five adults is
' infected with HIV (UNAIDS, 2010).

. Passoge of HIV appears to be morc efficient from men 1o women than vice-versa. In recent

' times, the AIDS epidemic hes been found 10 have increasing prevalence among momed
women. A number of factors combine (o put marmed women ot risk; these include an
innbility 10 ncgotlote safe sex and a Inck of communication bctween spouses, other foctors
include gender discnmination, gender based violence, abuse of hwmon right, lack of
ccopomic empowerment, harmful cultwal proctices, o Jack of sufficient knowledge about
HIV/ALIDS and low educational status (Underwood and Kopunigio, 2006).
The prevalence of HIV is higher in countries of sub-Sahasan Afiico thaa in other parts of the
world (USAID. 2003). In 2009, an csumated 2.6 million people were infected, of which 69
pereent occurred in sub- Saharan Africa (UNAIDS, 2€010). UNAIDS in its 2008 globel teport
stated Ul although HIV prevalence is much lower in Nigeria then in many countries such as

South Africa and Zambia. the large size of Nigeria's population meant that by the end of
2007, there were an camaie 2,600,000 people infecied with HIV in Nigena end
sppmoxunaiely 170.000 people died from AIDS in 2007 nlone (UNAIDS, 2008). lp recent
years, life eyectancy 1 Nigoris has declined portially as a result of 1he effects of HIV and
AIDS o 1921, 1be average life expectancy was $3.8 years for women and 52.6 years for
men (UNTPA, 2005). The 2007 extonate bad fallen (0 SO for women and 48 for men (WHO,
2009\

fa Nigeria. the scyo-prevalernce rates of §.4% in 2005 trenslated 10 2.9 million people living

=v® the vous This placed Nigaria a3 having third gresiest bunded of people infected with
HIV 18 ¢ soxxid Over the last [cw decades, the HIV epidemic in Nigens bay gone from
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g only o few populations with high-nisk behaviour within a “concentrated™ epidemic
h fhw Swaies 10 0 “geucralized” epidemic in many Smtes (NACA, 2008).

gLI:I Problem statemecat
Worldwide heterosexual intercourse accounts for majonty of HIV infections, and co-cxstent
sexually transmitied disease (STDs) especially those causing genital ulceratton. United
Nations program on HIV/AIDS (UNAIDS)/World Heolth Organization (WHQ) epidemic
updotc in November, 2006 reported that worldwide a tolal of39.5 million people were living
with HIV/AIDS, 37.5 million were adults of which 17.7 million were women (\WHO, 2006)

Evidence shows that marriage is not a protective factor ogainst HIV infcction for women and
r girls. Trends in current dots 0o new infections suggest thot the incidence of HIV is nising
| among maitied women and girls worldwide. This chziienpges the logic of preventive

stralegics that asc based on messages ofabstincoce-untilinoniage and monogamy for women

and girls (Sippel. 2007), Some of the rcesons for the high rates of HIV infccuon among
l mamed womcn are linked ‘(o the very reasons thot some people matry; they want to have
children and with no way to conceive and protect themselves from 1LV at the same time and
they frequently pui themsclves at risk of HIV infection (UNAIDS, 2004). The majonty of
infected women arc of chid beariog age, opening the woy for pennatol HIV tragsmission to
their children on a large scafe. United Nations Developinent Program (UNDF) has estimated
that over 85% of thc coses of paediairic infections in Aftica have resulted from pennatal
tansmission (UNDP, 1990)

Globally, HMiV/AIDS is the leading ¢muse of dealth among womesn of reproducuve age
(UNAIDS, 2004). The percentage of wuinen living with 1V :.md AIDS vanes signilicantly
between difTerent regions of Lhe world. in arcas such ns Westem and Central Europe, Eastem
Euiope ond Ocennio. women accovnt for a relatively low peecentoge of LIV infected jeople,
However, in rcgions such us sub-Sahaman Aftica and the Caribbean, the percentage s
significantly higher (W110, 2009).
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985 in sub-Saharap Afica there were as many infected men as 1tbere were women.

er as the infection rate bas iocreasef ovey the years, the number of women livang wvith

and AIDS bas overtaken and rernained higher than the number of infexted men. In 2009

¢ were around 12 million women living with HIV and AIDS, comparcd to about 82

| mitlion men. UNAIDS have estimated 1hat around three quartets of all women with HIV live
_in sub-Saharan Afnica (UNAIDS, 2009).

Sub-Sahamn Africa i3 one region of the world wheie mojonty of HIV Dancrussions oocus
dunng heterosexual contact. As women are twice as likely to acquire (1Y Som an infected
pariner dunng unprolected heterosexual intercourse than men, womern: aze disproportionately
infecied in this region (UNAIDS,UNFPA. UNIFEM, 200). Like many other countnies in
Afiica, HIV is most prevalent among the most productive mcmbers of society (age 25-29)
with young women, in particular offected. The epidemic also had a dispropoitionate impact
on women and girls in their reproductive yeais with 4.9% of pregnant women age 25-29
infected, followed by women age 20- 24., willt 4.7%. More nlanmning, 3.6% of women age t5-
19 were infecied as well (NACA, 2008)

1.3 Juslification
Sex is tradiionally a very pavale subject in Nigena for culturnl and religious reasoas. thus

thete i3 o jack of accurmie informetioo about information about sexuzl health and this hay
mean: that there orc many myths and misconcepilons about snd HIV (Nigetin Federel

Ministy of Jealth, 2002).

Most HIV/AIDS awarcoess progiams orgamized hy health educators fail 10 address the needs
of mariied women henee the high incidensc of HIV emong mariied women in recent imes
Preventive sirategics thot focus on abstinence and fathfulpess in licu of comprchensi ve
evidence based prevention progrmuns nre not adcquale 1o protect a wonian whose hushand is
unlaithful (Mishra, 2007). Also sucn stategies canniot protect » woman who does mst
pevceive herselfto be at risk of contracting HIV from her spouse
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4.

earch questions

What is the study group's tevel of avareness and knowledge about HIV/AIDS?
What socio-cultural factors cap predispose marvied women to HIV infection?

What 1s the study group’s perception lowards the risk of contracting HIV fiom their
spouses?

What prevenuve stiategies can be adopted by mamed women?

1.5 Objectives of the study

1.5.1 General abjectives

The general objective of the study was to assess HIV/AIDS knewlcdge and perception of
nsk lowatds contracting HIV from spouses among mamed women in Omi-Adio comununity
of Ido LGA, Oyo Sute,

1.5.2 Specifiic objectives

To assess IHIV/AIDS knowledge among maitied women in Omi-Adto.

To identify socio-cultural factors that can factlitote spoussl tansmission of HIV

To desciibe (he perception of :isk of ninmed women towwvds contracting HIV from
their spouses

To identfy preventive stralegies that can be considered by women within mamage

Research bypothesis
There 1= no diffetence in knowledge of IHIV/AIDS among younger mamed
women (16-25), middle-aged women (26.35),end older martied women (3645)
Thete 13 00 association between knowledge of HIV/AIDS and level of education.
th:ere IS no association between knowledge of HIV/AIDS und religion

[here is no associetion between knowledge ot HIV/AIDS and type of education.

There is no association betweeo knowledge of 11IV/AIDS and perceived vulnerability
to infection.
There is no dilference in perceived vulaerability 1o [HIV infecuon among younger

qamed women, middle-agcd women and older nmamed women
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CHAPTER TWO

LITERATURE REVIEW
reviewed under this chapter is presented under the following subheadings:
Epidemiology of HIV and AIDS, Gender dimensions of HIV and AIDS, Women's
knowledge about HIV and AIDS, Perception of HIV risk among manied womer. and Factors

predisposing mamed women to H!V infeclion

2.1 Epidemiology of IIIV and AIDS

Tlie Human immune deficiency virus (HIV) is a retrovicus and belongs (o the famnily of

lentiviruses. Infections with [cntivinuses typically have 8 chionic course of disease, a long

period of clinical latency and persistent viral replication. i hese are two types ot HIV. types |
and 2, Both have been docwoented as the causaiive agents of the acquired immune
deficiency syndrome (AIDS) (Clinical Guidelincs for Anti-retroviral Therspy in Nigcra,

2003). Over the past 25 ycars. nearly 25 million people have died from AIDS (). HIV/AIDS

causcy debililating iliness and premaiure dcoth in people dunng their prime years of life and

has dcvasiated families and commum:ic{, Futther, HIV/AIDS has complicated efforts to light
poveity, improve hcalth, ond promote development by

I. Diminishing a person’s ability to support, work and provide for his ot her tanuly. At the
samc time, Uea'ment und healihcare costs relnted 10 HIV/AIDs consume houschold
incomes, The combined effect of reduced income and increased costs impovenshes
individuals nnd houscholds.

2. Deepeiting socioeconomic and gender dispasitics. Women arc at high risk of infection
and have few options for providing for their families. Childien aifecied by HIV/AIDS,
due to their own infection or parental illtiess or death, are less Likely 1o receive an
cducation, as they leave school Lo care for uiling pauents and younger siblings.

3. Straining the resowccs of cominunilics- bospitals, social envices, schools and
businesses |lcalih care wotkers, (eachers, businets and government leadcrs have been
lost 1o HIV/AIDS. The impact of diminished productivity is felt on a national scale

(Kaiser Family Foundation, 2007)
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ugh unprecedented global attembion and intervention effoits, the jaic of oew HIV
tioas has slowed and prevalence rates have levelled off globally and 1in many regions.

wever, despite tha progress seen in some countries and regions, the total number o [ peaple
| living HIV conanues to rise (Global Health Council, 2009).

1n 2008, globally, about 2 million people died of AIDS 33.4 million were living with HIV
and 2.7 million were newly infected with the virus. IV iafections and ALDS death are
unevenly distributed geographically and the naturc of the epidemics vuy by regioas.
Epidemics arc absting in some countnes and burgeoning tm others. More than 90 percent of
people wvath HIV are living in developiog countties (UNICEF, 2007). Globally there arc 34

million people living with HIV. While HiV infections have declined by nearly 25 pcrcent
betwecn 2001 and 2009, the epidemic continues to outpace ilic response. Two people were

[ newly infected for each persan who started antiretrovitz! Iherapy in 2009 (UNDP, 2009),

I AIDS was first reported in Nigetin th 1986 The epidemic in Nigena has since extended

beyond the high- nsk groups lo the geneial population. Some pans of the country are worse
aflected than others, but no Staie or community is unaflected. All the States of Nigena have a
genereliacd epidemic, The epidemie in ihe counuy can be descnbed as heterogencous. with
vanous communities in dilTerent stages, some declining whilc others are stiil nsing. AIDS
cases arc becoming more visible in communites, although AIDS case reporting has been
charactenzed by under- recognition. under-repoiting and delayed reporting, the nunber of
tcporied cases has been on the inerease since 1996 (Fedcrol Ministry of |icalih, Nigenia,
2005).

The impact of HIV/AIDS on girls and women has been particularly devastating, \Yomen and

guls now comprise 50 pcrcent of those aged 15 and older living with 111V (UNAIDS/\WHO,

2009), Key statistics on HIV in Nigeria has shown (hat:

. HIV is the leading cause of deoth and diseascs among womean of reproductive age
(1 549 years).

° In sub-Saharan Africa. 60% of the people living 11V are femsle (while women make
up 50% of (he global epidenuc).
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In Nigena, prevalence among young women age 15 24 years is estimaled to be thiec
1nes higher than among men of the same age.

Females constitute 58% (about 1.72 million) of peisoas living with HIV in Nigena.

‘¢ Each year S5% of AIDS deaths ocour among women and girls (NACA. 201 1).

2.2 Gender dimensions of HIV/AIDS

Women and girls now compnse 48 percent or 17.7 mullion or the nearly 40 ruliion people
living with HIV/AIDS. Especially vulnerable ase young women and girls, v+ii> make up 75
percent of all new cases in sub-Saharap Africa and a growing population ¢ {ihose infected in
Asia, Eastern Europe and Latin Amenca (UNAIDS, 2006). Three-Quariers of all women and
gils with HIV/AIDS live in sub-Saharan Africa (UNAIDS, UNFPA, UNIFEM, 2004) No
other region in the world approaches its HIV prevalence rates or displays such a
disproportionate impact on women and girls. [n sub-Saharan Afiica, about 23 million adults
aged 15-49 are infected with 57 percent of them being women (UNAIDS/AAVHO, 2004)

HIV is no longer striking primarily men. Today, more than 20 ycars into the epidemic,
women account for neorly half of the 40 million people living with HIV worldwide. Despite
lhiy alwming trend. women kriow less than men about how HIV:AIDs is traasmitied and how
H| 1o prevent infection and whai litslc they know is rendered uscless by the discnmination and
violence they face (Thomys and Heyzer, 2004). Eighty-percent of young women (age 15-24)

in low and middic.iacome countries canoot correctly tdentify ways of preventing EIIV
transmission (UNA!DS, 2006).

The feminizstion of the cpidemic is particularly Bcule in sub-Saliaran Africa becsuse
heterosexua! iransmission has been the EllOdc of ranswmussion for some lime, 1n other regions
of the world. men arc still more likely 1o be infected with HIV than women. as the main
mode of Lansmission is cither homosexual traasmission, injecting drug use or commercial

scx work {Hargreaves and Boler, 2006).

Recent studies In Afiica indicate 1hat young mamed women dre ol a higher nsk of EIIV
infection than their mamed counterpans. A study in Kisimi, Kenya found that 33 percent of
mamed girls were positive compared (o 22 piercent of sexnally active unmacried girls of the
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.o Ndola, Zambia, 27 percent of mamed girls were HIV posskve compared to 16
of tnmarmed girls. The study also fourd that adolcsecnt gilfs who were mairied (0
older men- a common occwrvence- were more likely 1o be HIV posimve, Half of the

ied women whose husbands were ten or more years older were infected with HIV,
mpared to none of the women whose husbands were up to three years older (Glynn, Carea!
- and Auveit, 2001). Another siudy as shown that the bond of mamage is not the piotection
against HIV infection that many assume it (0 be. Many of the nsk foctors continus to apply-
Mamage- whether in Lusaka or Pretotia- may not be as safe or as sacred o once thought.
‘This is especially true (or younger matried women. According © a ces=arch done in recent
years, manicd adolescent girls in doth Kenya and Zambia demonsarate higher rotes of HIV
infection than their siereotypically mote “at nsk” single, sexually active female counterparts.
The same studics also point oul these young girls often have much older husbands who are

about three times as likely 10 be HIV positive than the beyfiisnds of single girls (Centte for
health and gender equity, 2003).

Masriage may be putting sub-Saharan Altica's women in & risky situation when i comes (o
HIV/AIDS . What makes mmriage dongerous for these women? Among other things: more
sex. less condom use and virtually a non- existent ability (10 abstain. Being (mhiful as a means
to prevent HIV only worke i both partners are HIV ‘acgative when they begin the
relationship and 1f both panncrs do not have scx outside of it (UNFPA, 2004). A 2003 study
found that married adoicscent girls in southern and casterm Afnca hal much more
unprotected sex than single girls their age. There arc obvious reasons for this. In some
inslance, mamed p<rsons may not feel the necd to use a condom-coovinced of a pyarr's
fdelity and :totus. or with the goal of having childicn. [n other cases, women lack the

ncgolisting power in n relationship o insist on condom use, even when they know thai their

panocs i3 unfaithful (Dunkle, 2004).

Reversing the spread of HIV/AIDS must addiess the cntical role that gender relations plays
in sacxual and reproductive life and how it affects I1IV prevention, Indeed, the changing lacc
of the epidemic brings inlo sharp view tlie gender and sacial isequalities that shape people’s
behaviour and limit their choices (UNFPA, 2004). An overwhclning body of scientific,
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nedical and public healib daia now irrefidably confirms the umique biological, social,
jiural and economic vulnerability of women and girls to HIV/AIDS (Centre for Heslth and
der equity, 2003).]

3 Women's knowledge about HIV/AIDS

According to an AIDS reduction model, knowledge of AIDS is a perquisite to recognizing
nisky behaviour and taking action to change it (Catonia, Kegel, Coates, 199G). In many
societies, both the discussion of and cducation about sexual matters 1S frowvicd upon. As a
result, millions of people, especially girls and women remain ignorant atout HIVZAIDS with
potentially deadly conssquences (UNAIDS, 2001). Even though gic's and women are highly
vulnerable w0 HIV infection, they know less than males about HIV/AIDS and how it 1s
ttansmitted (Global HIV prevention working progtam, 2003}

Reports galhered from most countries of the world, especially countnes in sub.Saharmn
Africa and Nigena in panijcular show that knowledge about [TIV/AIDS among women is low
eomeparcd to that of men 1t is even lower in the rural parts due 10 & number of factors which
incjude harmful cultural pmciices, economic disodvantoge (due 10 limited access to economic
opportunitics) and limited access to health care and diminished soctal starus (USAID, 2003).
A study by NACA as shown ihai in Nigcnia only 23 percent of women have comprchensive
knowledge of the mode of i{IV transmission and prevention (NACA, 2011). Sex is
traditionslly a very piivate subject in Nigeris (Odutola, 2006). In some regions of Nigcria
women mesty relaively young, often 160 much older men. In North-westem Nigena sround
half of gitls aec masricd by age |5 and four out of five are married by age 18 (The Population
Council, 2007), Studies have found that 1those who are mmried ot o younger age have less

kiiowledge of HIV/AIDS 1han unmamed women, and arc morc likely to believe thint they are
low.risk of becoming infecied with HIV ( The Population Council, 2007). One of the eight

goals of the United Nations Millemuin Declaration is to combat HIV/AIDS, malaria and

Other discases

To wonitor the success of national programmes to prevent the spread of HIV/AIDS, daia ase
now being collectal by & number of devcloping counines and compiled by UNICEF on
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nd linle or no information on protection methods (UNICEF, 2003). In South-east Asi, only
13 percent of young women were able 1o correcily identify two preventive methods (using
coadom ond limiting sex 1o one faithful, uninfected partmer) and thiee common
‘miscgncepuyons about HIV/AIDS, in Victnam almost all young women believad they could
get HIV from a mosquito bite, in Cambodia 30 percent of young women bclieved a healthy
looking person could not be infected, in sub-Saharan Africa only 20 percent of women aged
15-24 were able to identify two prevention methods and the common misconceptions .about
HIV while in Somalia only 26 pereent of young women bad heard of AIDS and only 2
percent knew how to avpid infection Many young wormen did not know that a healthy

looking person can be infecled with HIV and thet a condom can prevent HIV transmission
(UNICEF, 2003).

Women'’s limited knowledge is evideat in nearly cvery countiy surveyed with sex-
disaggsegated data for bath sexcs. In some regions and countites, the gap is substanual. In
sub-Saharan Africa 53 percent ol young women know that a healthy fooking persoo can be
infecled. compoted 10 64 percent of young men (UNIFEM/UNAIDS, 2004). In Burkino Faso
the differences mic 42 percent of young women, compaicd 1o 64 percent of young men
(UNIFEM/UNAL!DS, 2004). In Ethiopio, 39 pciceni of young women know that a healthy
person may have HIV compared (0 54 percent of young men (UNIFEM/UNAIDS, 2009),

Figures of HIV/AIDs knowledge vary among countries and wbile knowledge among young
women has improved between 2000 and 2008 slightly, there remain gicat challenges, Young
men consistently hove higher rates of accurate knowledge about HIV/AIDS in oll tegions of
the world (UNICEF, 2010), A survey of 24 sub-Saharan Aftican countries found thot two~
thirds of young women lacked understandiog of |IIV transmission and showed that men's
knowledge was greater (UNICEF, 2010). A similar study corried out in 2004 olso showed
women’s more limited knowledge evident in realy cvery country surveyed with sex-
disaggregated data for both scxes. In somce regions and countries, the gap is substanual, In
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Africa, 53 pereen! of young women know that a beslthy-looking parson can be
, compased to 64 parcent of yousg men (UNTFEM/UNAIDS, 2004),

1_l'ierceptions of HIV/AIDS risk among marTied women

Sexual health behaviour depends very much on each person’s sexual perceptions, thus it is
necessary to understand sexual risk perceptions of people as baseline data for dctermming
their sexual status. Sexusl risk perception has been defned as an individunl's 1stinctive
judgement of both aspects of sexual risk, including the probability of occurrence and the

seventy of the associated consequence of hiaving wisafe sexusl intereouwrse (Naravage and

b

Ochler, 2008). The relationship beiween perception of risk and sexual behaviour is complex
and poorly understood (Akwara, Medoisc and Hinde, 2003). Studies conducted in diffcrent

cultures have associoted HIV risk perception with a wide range of vaniables: number of

sexual patiners, knowledge of sexual pariner’s past s=xwd) behaviour, fear of AIDS,
discussing AIDS at home and religious affiliation. !n sub.Sahamn Aftica, socio-cultusal
noms and practices are major detenninants of sexual risk- wking bchaviour (Caldwell,
Orubuloye and Caldwell, 1999).

However, a study in Kcnyn on perception and risk of contracting HIV/AIDS and sexua!
behaviour has (ndicaled a sirongly positive association between perceived risk of HIV/AIDS
and risky sexual behaviour (Akwars, Madepisc and !linde, 20903). Anothce study aon
perception catried out among Alncan Ameticel women showed thel an individual’s
subjcctive perception of risk is tased on a mulliplicity of both intema! and <xlemnl factors,
including relationship context and cultwra) world view. Results from the study went on to
show that when pattner infidelity wns controlled, financinl independence and intetpersonal
conuo! were significant prediclors of perceived FIIV risk, with lack of power relnted 10
elevaled levels of perceived risk. When relationship powetr and HIV knowledge were inken
into account, cultwin] worldview was n significant negative predictor of perceived nisk, with
high levels of fatallsm associnicd with low perceived risk. These findings suggest thal
knowledge atone is not encugh 10 explain HIV risk pezception (Younge, Salern and Bybee,
2010).
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smdy in Thailand bos revealed that marital statis is an imporsant factor in sexual risk
ﬁfbepl:oni since scxual acsivities would be sccepted among inanied women but not for
single women (Gray and Punpuing, 1999). Recent studies also in ‘Ibailand showed that
women fejt they were not at risk because they knew their men and tbeir history and therefore
trusted them not 10 be infected. Women tended to link scxun) intercousse with love and
romance and this peiception resulted in unsafe scxual intcrcousrse. This proves tha
knowledge did not relate to actual perception and behaviour. The srudy went on 1o show: that
even though some women understood the concept of risk they still believed tha ihey stood a
minimal chance of contractiog the disease compared (0 others (Naravage, Oehler, 2008).
Individuals may perceive their nsk of getting AIDS to be high or low depending on their
previous sexual behaviour or that of their partners. [n lhis case, risky sexusl behaviour is the
inffuencing facior on perception of risk. [n some cases, a person’s perception of nisk may be
passive, and not necessarily based on his or het previous sexual behaviour. A high perception
of risk might lead to a modificstion of sexual behaviour, for example refusal to have sexual
intercowse with apartner (Akwara, Madaise, Hinde, 2003).

The belief that AIDS is s discase for “high zisk" groups cao influence people’'s perceptions
and behaviour. For a long time in Kenya, AIDS was associated with homosexuals, drug
users, prostitutes, truck diivers and tourists. As a result, somc pcople discounted Ltheir own
risk because they did not identify wilh these high-risk groups (Kenya et al, 1998; Okeyo et af.
1998) Another belicf thal may influence the perception of HIV is the way thal illness is
viewed. Some sec A4DS as punishment for immort] behaviour o Lthat those who see theie
lifestyle as being mosally upitght may perceive their chance of being infected by H1V to be
low (Konde-lule, 1993; Nzioka, 1996), Studics have indicsted that wives of men who
engagc in high.risk behaviour have inadcquate knowledge of their husbands’ activities

outside marriage and hence do oo1 perceive themselves ot nsk (Newmann, 2000),

2.S Faclors predisposing rosrried wornen (o HTV infection
While the levels of HIV infection and AIDS mrong women demonstinte clearly the
magnitude of the problem, un undersianding of H(V infection in women requires moro than

just an apgreciation of the swstistics. The social and culturnl determinanis of HIV [nfection in

AFRICA DIGITAL HE‘W’H REPOSITORY PROJECT




 are very different from those for men because they relate to the role of women within
relationships, families and communities which, in fm, determines the nanure and pateras of
sexual activity and other factors that place women at risk of HIV infection. An undeistanding

of the epidemic musi therefore include not only how women have been affected but also why
they bave been affected (Hamblin and Reid, 1991),

In a multi-site comparanive ethnographic study, five anthropologisis retumed & 1h:2ir long-
lerm rescarch sites in countiies at different stages of the cpidemic (nasceoi: Fapus New:
Guinea; concentrated: Mexico and Vietnam: disseminated: Ugapds and Nigeria) w explore
how gender incequality combines with social stratification, labour migraotion, and emcrging
ideals of romance 10 shape married women's risk of HIV irfection. Using Mantal Case
Studies, Key informants Intciview, Patlicipant Observation and Archival Rcsearch,
researchers found that social, culiural and economic factors combine to make men’'s

extrasnarital sex the exception rathcr than the rule {American Public Health Associatioo,
2009).

The United Nations Scerctary Geneial's task force on women, girls and HIV/AIDS in
Southem Africa has identified three key fuctors thet contnbute to the greater vulnerabihity of
the sub reglon’s women ond gitls to 11V infection, cach of which miist be addressed-

. The eulture of silence surrounding sexuality
o £xploitative tranaaciional and intergenerational sex and
. Violence witain relationships

Gendcr-baszd violence is now one of the leading factors for HIV infection. Unless. the link
beeween the two is broken, it will be hard to reverse the epidemic. While the challenges are
daunting, there are many models already in place that usc a vuriety of approschcs; utilizing
the health care sysiem, buman rights protection, education, legal reform and working with
community groups, When the sufe of Iaw has beea esoded or bas disappeared, as in coniliet
situations, ciforis asre being mede 10 offer protection and prophylaxis through hwnanitanan

ogencies (Maman, 2002). Violence againsi women iy both a cause and a consequence of
HIV/AIDS.
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t of life for t00 many women in all countries, whetber in pesectime, during conflict
st<conflict periods. The true extent of violeace against women is unknown, but current

indicates that intimate partoer violence ranges anywhere from 10 to 69 per cent, and

one in fowr women may experience sexua) violence by an inlimste partner in her life
(USAID, 2002).

‘According to a recent study, one of the first to show a firm link between violence znd HIV,

women who arc beaten or dominated by their paitners arc mucb more Jikely i0 become

infceted by IV than women who live in non-violent households. The mscarch was canied
out among 1,366 South Afkican women who artended health cartters in Soweto and agreed to
be tested for HIV and interviewed about their bome lives. Afler being adjustcd for foetors
that could skew the outcome. such as whether interviewees hod engaged i casunl sex or sex
work, the figuces showed that women who were beaten by their husbands or boyfriends were
48 per cent more likely 10 become infected by HIV than those who were not. Those who
were emotionally or financinlly dominated by their paitner were 52 per eent more likely to be

infected than those who were not dominated (Dunkle, 2004).

Customary pract:ces that seemed immuwsble when women rights aclivists began targeting
them a few dccades ago are now being called into question by leaders and policy: makers In
many cases. Lie ink o FIIV/ALDS only makes the need 10 change practiees such as carly
matiage, female genital cusiing, spouse sharing and widow eleansing more usgent. The value
of early mastioge is being debated. Ino many countiies, il is comnion 10 MasTy young people
espeetally girls o1 ap early age. Even with the thseat of HIV, many parents are marrying their
daughters stii! younger in the ristaken belief that this might protect them from infection
Since the men who ore finencially able to maity arc generally older and nre more sexually
expetienced, many ore unwillingly bringing HIV and STIs to their mamiage (Glynn, 2003).
“Widow cleansing™ pmcticed in $ome¢ communitics in Afiica and Asia, i5 also being torgeted
Such “cleansing” generally involves a widow having sexusl relations either with o designated
village cleanser or with a relative of her late husband. It has been o way to bicak with the past
and move forward as well as an aitempt ©© establish 8 fnmily*s owaership of the husband's
propexty, including his wife. In cases where a husband dicd ol AIDS, this is just as risky for
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men who are chosen 1o “cleanse”™ as the women who are “cleansed™. It also prevents

In a small village in Western Kenya, a group of widows are challengiog the practice of
“*“widow cleansing”™ with help from AMREF (Afiican Medscal and Rcsearch Foundation), an
! NGO based in Nairobi. They have refused 10 sleep with a cleanser and have borrowed funds

n from inberiting property thst has been their fomily’s main source of support (Saibs,

to create a brick making business so they do not have 10 rely on men in the village for
stupporl. They talks 10 anyone who wiil lisien abcut the problems assoctated with “clcansing”

.and have won coavetts among the men {Global Coalition on Women and AlDS. 2004).

Ultimately, much of the discrepancy between what girls and women know they should do
and what they acrually have the power to do s rooted in gender inequality. As one recent
study noted, “deeply entrenched beliefs nbout female rsid male sexuality meaa that women
geocrally have less power than men 1o decide with whom, bow and when they have scx.
These beliefs are rcinforced by a number of lnciors, including poverty, uge or disability, but
may still affect women who arc financially indcpendent or middle or upper cluss.
Discrimiontion agoitst womcn is a foct of hif= in oll regions of the world 10 varying degrees,
and manifested in vayiog ways. In many countries, women find difficulty (inding ond
keeping paid work or earning 2 wage that is equivalent 10 men’s. ln some rcgions they arc not
allowed to inherit or own property or are discouraged ftom doing so, meaning that a woman
without male proteciion has very little ways to support herself or her children
(wwiv.luw org/camprigi/’ women/property/aidsfacishect.htin). The abuses of human rights
that wamen dea! with on o daily basis can become neanrly insunnouniable obstactes when
HIV/AIDS is involved, One of the most serious economic effects of HIV for women has

been loss of property (Global cvalition on women and A1DS, 2004).

In Zimbabwe, onc project worls wilth 200 women 1o reduse poverty and economic
dependence on men, thus increasing their bargeining power for sofer sexual selations. The
women have reccived grants and treining to start income gencrating projects such as giinding
mills. hotficultwre, poulsy farming, soap making, juice making, butchery end tailoting
During the cniite process women also receive technical support and education on human

AFRICA DIGITAL HEAETH REPOSITORY PROJECT




1s, reproductive and sexual health and on how to deal with domestic violence and
/AIDS. The campaign is led by women and other wained community resousce Persens

(www.vs0.org.uk/advocacy/gendering-aids. pdf).

" Poverty and economic dependence are not the oaly reasons it is difficult for many girls and
women (0 insist on proicction. In scme cascs, they ase not comfortable speaking about sexual
‘issues. in other cases women-cspecially girls- may acquiesces 10 unsafe sexual practices in
order to preserve a relationsbip ultisnstely much of the disceepancies between what girls and
women know they should do and whal they actualjy have the power lo do is rooted in gender
inequality. As one recent study noted, 'deeply entrenched beliefs about female and male
sexuality means that women generally have less power than men 1o decide with whom, how
and when they have sex. These beliefs are retnforced by a number of factors, including
poverty, age or disabillty but may still affect women who are financlally independery, or

“middle’ or "upper class” (Bola, 2000).

With Jess obility 10 contro] sexual cncounters, and increased physiologieal susceptibility to
Hiv, many women arc finding thnt comnmonly occepted mcthods of prevention ore
tnsuffictent. For example, abstinence is meuiingless 1o gitly and women who are coerced or
forced into sexual nclivity. Foithfulncss otiers little protection to wives whose husbands have
sevcral pasthers or who were infecied before they were masmed. Condoms require the
cooperation of men, who may refuse to usc them. Furthermore, mamed couples frequently

do not usc condoms either because they want to have childien or because condoms would

indicate o tack ofteitst (UNAIDS/UNFPAUNIFEM, 2002).

Some othcr stidies too bave suppoited the fact that these dactors affect the spread of the
infoction among women-Tactors aflecting the spiead of HIV/AIDS among women and gitls
in the region arc poverty, early maotriage, traflicking, sex work, migntion. a lock of
education, and gender discrimination and violence. Breaking the culturc of sllence is critical,
As in many regions, both industtinllzed and developing, complex socinl and cullumli baryicrs
hinve made talking about sexuality or insisting on protection from 1V so difficult that cven
educated middie class women say they are unablc to proicet themseives, while poor women
have cven less power lo do so (UNAIDS,UNEPA, UNIFEM, 2004). The panems of socin!
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nomic dependency that tender women vulnerable to HIV infection are manifcsted 1a
different ways. First and foremost, they lead to women being deprived of the power to
‘detcrmine the basis upon which their sexual relationships with men take place. For many
women, $exusl intercourse 1S not a queshion of choice but rather a quesuon of survival.
Culuzal attitudes and norms leave no place for uamamed or childless women A woman's
fertility ond ber relationship to her busband will often be the sousce of her soctal idemuty.
Moteover, for many women, marnsge provides forms of 2conomic and social support tbat
would not be availoble to them ifthey were to remein single (Sabatier, 1990).

Hamful marmiage proctices violale women's 1ight and conuibute Lo increszsiog IV rates in
women and girls. [n Nigeria, there is no legal ninimum oge for marviage, and early marriage
is still the nonm in some arcas. Parents see it as o0 way of protecting young girls from the
outside world and mnintaining chastity. Young married piris are al a risk of conwacting HiV
from their busbands as it is acceplable for men to have sexual panners outside marrioge, and
some men bave more than one wife (polygyny). As a result of their age, lack of educalion
and low siatus, young marricd giris arr not able to negotiote condom use to prolect
themselves againsl HIV and STis. lo ecuniies of Lhis region, social nnd cultural norms limit
the discussion of scxunlity and reproductive and sexuai bealth ssues, and many countries
have nol developed prevention programmes. Part of 1he challenge facing the region is the
need to defuse the stigmd and blame that are so oiten oltached to vulnerable groups, and lo

widen the geneial public's knowledge and undersianding of the epidemic (UNAIDS,UNFPA,

UNIFEM, 2004).

2.6 Preventive strategles

Current  MIV/AIDS prevention stralegies commonly promote mooogomy. fidelity ond
condom use, in coancciion with morality and rcligion (such as the ATIC strategy }vhich
stands for Abstinence, e (aithful and 1)se Condoins). Since thesc stratcgies have falied to
address tbe underlying cpocepts of masculinity and bigh-1isk or even violenl practices of
sexuality, they bave prover to be insufficient and even hunufuli. Due to syslemic gender
incquality and women's powcrlessness, women have not been able to enforoe these strategics

vis-4-vis theirmale purtoers. Oiten, Ihey have added to the existing burden on women’s lives,
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e sex negotiation bas become 1he exclusive responsibility of women. These prevention

strategies have victimized and firther marginalized infected women (Sonunerfelds, 2001).

- Mjhmy pris and women. knowledge is not enough. They need to leam not only how HIV

is transmitied but also how to negotiate abstincnee, “1f you want me to have sex with a
condom. | won’t give you any money for food." The response a South Afncan woman

received when she asked her husband to use a condom. (www.icw.org.).

2.7 Coneeptual framework

Two conceptual models relevant to the study have been sclected. These ore the Healih Belief
model and the Ecological model. A coaceptual framework describes ibc relationship of a
problemn (o some concepts. The Health Belief model and the Ecological model have been

used in highlighting the linkages among a sct of concents believed to be related to the

problem undcr investigation in the study.

2.7.1 The Hcalth Belief Madel

The Health Belicf Modecl (Rosenstock, Hochbaum et ol. 1974) was developed to explain
prevenlive health bebaviour. In this siudy, the model is uscd to describe the fisctors that are
uscful tn undcrstanding the relationship between the study group’s percetved scriousness of
HIV iafection, their perceived vulnerability to contiacting EIIV Bom their spouses and their
likelihood of adopting preventive strategies. The model is interactive as each step influcnces

the others. The modc) has 4 (major components:

. Pcrceived susceptibility: (kis refess to the subjective perception of risk or vuloerability
to health threan.

. Perceived seventy: this consists of an individual's perception of the seriousness of the
heatih threat.

. Perceived benelits: this consists of the clficiency of an action designed to prevent or

teduce the tbreat of illncss.
. Perceived barricrs: this tefers (0 the assessment of the negative eonscquences 1hat
might be associated with the pieventive or ameliorate behaviour (inconvenience,

uncomfoitability, side effects ctc)

AFRICA DIGITAL HEAETH REPOSITORY PROJECT




2.1 shows that an individual is mobilized to act through the susceptibility and severity
'_ nts, which together create a sense of disease threaL For example. results from
ies have shown that perceived susceptibility to sexually vansmitted infections including
HIV ipfection is a significant predictor of condom use (Adih and Alexander, 1999).
Perception of increased susceplibility or risk is linked to the adoptono f bealthier behaviour,
and decreased susceplibility 10 unhealthy behaviour. However, this is not always the case.
For example although college students consider thcmselves at nsk of HIV because of unsafe
sexual behaviours, they still do not practicc safer sex (I.ewis and Malow, 1997). Pcrecption
of susceptibility explains behaviour ip some situaMons but not in al! situaiions. Despite
threats to a person's health however, behaviour will not occur unisss & cue lo action is
preseni. Those cues may be intemmal or extermal (mass media ele) (Pienlice and Rogers,
1986). . Reports have shown that countries with high prevalence of HIV will ofen sec this
eventually stabilize and even decline because people are begnning to change tisky behaviour
patiems having scen someone die rom AIDS (www.overt.org, 2011). Meanwhile, it is also
belicved that psychological or demogaphic variables (age, education, mamnioge ctc) maoy
sndircctly offect the likelihood of a self protective act (usc of condom before sexua)
intercoirse through the influence of onc or more of the tnodel's components (Janz ond
Becker, 1984). Reports from 2008 demogrophsc healih susvey in Nigerio shows o positive
associnlion between cducational atiasinment and increased awercness of HIV preventive
meihods (NDIS, 2008). Thc same report showed thal mamied women and unmasticd women
who have ncver hod sexua! intercourse arc least likely to know that using condom ani
limitsing sexual fatercourse © one HIV- ncpgative pariuer reduces the nisk of 1MV
tansmission  The last phasc of this model is the likelihood of taking action which may be
pasitive if thc bamers that prevent action are less than the perccived benefits.
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Conceptual [ramework

BELIEF MODEL (Rosenswock, Hochbaum e1 al. 1974) APPLIED TO

EDGE, PERCEPTION AND THE RISK OF CONIRACTING HIV/AIDS FROM

SES BY MARRIED WOMEN AND THE ADOPTION OF PREVENTIVE
GIES

| MODIFYIXG FACTORS 7
PERCEIVED BENWFTTS OF AVOIDING

\‘  «Demopaphic: age, level of _»| HIV INFECTION
| education, marial sty

-Living Jonger 10 carc (or chikdrcn

- +Knowledge and belicf about H1V : _
and AIDS -Avoldanec of spending mcage Fasncial

resourees no estment xod diugs

l T

PERCEIVED SUSCEPTIBILITY — LIKELIXOOD OF USING
PERCEIVED THREAT PREVENTIVE STATEGIES
Low to modernte degyee of — .
perceived susceptibliity. -low fo modorie people - low because perceived
Peaple belleve they cannot fall threat €3 low
« It is seen as puoishsment fiom God victim because diey are a0t
1a bed pcople. procoiscuous mnd their spousaa
are falthful
-1t [s ascnided 1o witeberalt and ' 7 T
olher superstitions .
/ CUES TOACIION
PERCEIVED SEVERI[1Y: Seen as
serious because it can lead 1o deash -Seelog Women suffeniag from AIDS

-L.tsten:ng 1o heslth Lalim by Communliy
1lealtk OfYienrs

+AlIDS Awareneas campaign by Noa-
Governmeota] Organszatians

-Media ltstening (0 educations]a od
AWArcDea3 progrmmal om radio, T V etc
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The ecological modcl

e ecologicol model cmphasizes the interaction between, and the interdependence of,
factors within and across all levels of a health problem, [t highlights pcople's imeraclions
with their physicol and socio-cultuial cnvironments. Two key concepts of the ecological
mode] help 10 identify intervention points for promoting health, The first is thot bechavior
affects, and is affected by multiple levels of influence while the sccond is that individunl
behavior both shapes, and is shaped by, the sacial environment {(seciprocal causaticn)

In order to exploin the fust key eoncept of the ecological modct, (multipie icvels of

influcnce), McLeroy, Bibeau, Steckler and Glanz (1988) identified 5 leveis of influence for
health-related behaviors and conditions. These levels include:

. Interpersonal or individual factors

- Intrzpeisonal foctors

. 1nstitutionnl and organizational factors
. Community factors

. Public policy factors (NTi, 2005).

An ecological] pospexuve shows the »gvantage of multilevel interventions that combine
tehavioral and cavilonmental comporkmis. Clearly, the ecological stresses n wholistic
spproach to problem identification and resolution. Figure 2 shows the ecological model as

adsgied (o fucilitate the stody of pereeptions and sisks of maried women relating to the
coplacton of HIV.
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The Ecological model
J: ical mode! odnpted to explain Knowledge, perceplions and nisks of contracling

rom spouses by manied women

POLICY - Ineftecilve or non-existent policies proleeting the rigght of women
- Policy makers ot giving needed attentlon to the vulnerability of mamicd women (o

HLV infection

COMMUNITY - Taboos, mytihs and cultural bellefs aboul HIV/AIDS
~ Community norms regarding the pince of the wemaen in soclety

|

ORGANIZATION - HIV pieventive and education programs
not tailored to meet the needs of manied womea,

T e——

(NTERPERSONAL- Views of pcen

about HIV
-Views of family members about use

of piotoctive strefegies i mamage.

-Bzlie(s & Perceptions
about [IV/AIDS

. <Anitdinal dispoasition
(owards disessc

| -Mamicd women's {imito]
f koowledge about IDV

" INTRAPERSONAL
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“though the Health Belief Model (HBM) was oniginally developed to help explzin
@ain health relaied behaviours, it hes afso helped 10 guide the seasch for “why” 1hese
aviouss occur and (0 identify points for possible change. {fsmg this frame work, change
'ﬂmchcs can be designed. The HBM has been used to help in developing messages that are
likely to persuade anindividual 10 make healthy decision (Campbell, 2001).

However, there are two main weaknesses which have been noted about the HRof. First,
health beliefs compete with an individual's other beliefs and outitudes (ouiside of those
desctibed in modifying factors) which can also influence behaviour (Campbell, 2001). For
example an educstcd 1ndividunl who is aware of the dangers of induiging in tisky sexual
behaviour may still indulge in it just to fi1 into his circle of fiicids. Secondly. in decades of
tescarch in the social psychology of bebavioura!l change, 3t has not been shown that belief

fjormation always precedes behavioura: change. In fect, ihe iormation of a belief may actually

follow B behaviour change (Campbell. 2001).

The iniceaction between the two mcdeis helps (0 downplay the weaknesees of each
framework. For instance rclationships with family, Giends, ncighbours, co-workers and
acquaintances (interpersonnl reintionships) arc importnnt intluences on the health behaviour
of individuals. An individual can belong to one or more social networks. Through these ties
in socin] networks, people rcquire norms (Campbell, 200t), this may account for the other
non-health beliefs thet en individual may have. Gcological models for health educauon focus
atiention on the individual and 1he social environnicnwul factors as the 1argets for ony
interventions, Some health education professionals misintain that using such tetms as
“lifestyle and “heaith behaviour” moy direct aftention towands changing individuals (as seen
in 1the HBM), raiher than cbanging the socinl and physical environment, which can serve lo
reinforce unhealthy behaviows. Within the ccological [(ramewoik, organizationu
chaincienstics can be used 10 suppoit behaviounal change, Orgonlzations. such ns school,
work, church, professional or neighbouthowd groups, moy have positive or negative e(Vects
on the henlih of their m¢mbess. Sinee they are important sources nnd transmilkers of social

‘norms and values, organizstions can provide the opportunily 1o build social support for o
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our c¢hzage ¢ Campbe! 200i) ﬂtgzqﬂzaﬁbn;q changes zre nceded ‘0 support

oural ‘changes amony individuzls, for example, they can serve as cues ©

del should focus attention on 1 eavisormental causes of behaviour (rather
] wduaﬂy- focused) and sbould also identify cnvironmeatnl interventions for

¢ health {Campbell, 2001).

26

AFRICA DIGITAL HEALTH REPOSITORY PROJECT




CHAPTER THREE

30 METIIODOLOGY

f'.'},l Study design
This study was a cross scctional desctiptive survey designed 10 determine and document the
knowledpe, percepuons and risks of contracting HTV from spouses among mamed woemen in

Omi-Adio community of ldo Local Government Area of Oyo State.

3.1.2 Description of study arca

The research was caitied out in Omi-Adio, a ward in Ido LGA of Oyo state, Ido LGA came
into exisience in May, 1989 with ils beadquar'ers at Ido. It shasres boundaries with Oluyole,
Ibarapa, Akinyecle, Ibadan Nonh West, [badan South West in Oyo siote and Odeda LGA of
Ogun staie. The populace is predominantly Yorubs. The LGA is blessed with feitile land and
the main occupation of the pcople is fnsming and trading. Food crops and cash crops such us
cassavn, cocoa, palm oil and kola nut exe produced and then sold in the mosket. Many
tndustries arc located within the LCA. Some of them ase; The Nigeman National "euoleum
Corporetion. Nigerian Wire and Cable Industry, Nigerian Mining Corporation. NIPOL
(manufacturer of plastics). The LGA cobsists of 10 wards with Omi-Adio beiag one of them
Oms-Adio itselfl cousisis of 34 communitics. The only major industry in Omi-Adio is the
Nigerian Mining Corporation, |lowcver severml small seale industiics like concrete block
making industies and fiuniturc making industinies arc also present there, There are 2 public

secondary schools and several primocy schools. There is one gosemuncnt owned health

facility- o primary health care ceotre and several private licolth centres.

The total population of Omi-Adio community aecording 101991 census is 11.094 with males
numbertng 5,418 and female numbciing 5.676. (Accoiding 1o the National Mopulation

Commission. curvent figures are yet 1o be published).
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tudy variables

educarional status and occupntion.

~ 3.1.4 Study population
The study popuiation consisted of marmed women between the oges of 15 and 45 years

These are women in their most produclive and reproductive stage of life.

3.2Sempling procedure —
A multisiage random sampling tcchnique was used forthe selection of respondcats for the
questionnaire.

Stage [: The sclect.on of Omi-Adio community was pusposive tased on the facithatitisa
busy sub-urban community located on the outskirts of lbadoo city hence there is o lot of
migration to and from the city especially by the men.

Stage I1: Nineteen out of about 1hirty-six sirecis weze randomly selected using ballots

Stage HI: A total of { 43 houscholds out of cbout 350 and 5SS workplaces were systemalically
sclccted (nltemate houscholds and workplaces).

Stage 1V: Convenience sampling {A!l available subjects were picked until the required
number was rcachcd) was used 10 select respondents unlil 1he required sample size was
ollzined. Panicipants for tie focus group discussions were recruiled from the markel place

ond from their residcnces respectively.

3.2.1 Samplc size estimation
[he sample zizc was determined using the formula:

n= Zpg
4
Whete,
n= desired sample sirc
z=\he standard normnal deviate sct atl.96 confidence intesval
p= proportion estimated to be obininable in target population
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ndent variables are the sociodemogiaphic characteristics such as age. religion.




a

(0.05)

The calculated sampie sizc was however increased 1o 400 1o make up for possibje cases of
anniuon or incomplete response.

3.3 Insiruments for data collection
Data collection employed bolh qualitative and quantitative metbods. A focus group
discussion guide (qualitative) and o semi-structured questionnsire (quantitative) were used

for dats collection.

3.3.1 Duia collection process.

The focus group discussion guide (see appendix §) was used as a 100} for exploring the 1opic
The questiopnaise was designed using infoimaiton galhered ftom rcviewing literature  Six
focus group discussions (FGD) were conducted two each for the three age groups [ younger
moatried women (ages 16-25), middle-aged women (26-35) and older maitied women (oges
36-45).] The rescarcher sceved as moderator for all she sessions while the rescareh assistants
complemented by toiing notes and audio-taping lhe responses a fler verbal consent wos
obtained from the partiejpants. A Yoruba version of the guide was used for the dige,sion
since the poputace was Yoruba speaking. Pouticipanis for the FGDs were recruited from the
market place sid from their places of residence. Esch session conststed of 6 marnied women
280d lnsicd for aboul SS minutes. Informatioa gothered Gom the FODs was (fyen used 1o fne

Wne the questioanaire (scc appendix [I) which was administered by the researcher ahd

focarch agsistants. The questionaoire was diveded into 4 sections (Sections A-D).

Section A focused on respondents’ demographic informorion; secuon B focused on

xh’owledge sboul IV and AIDS; sectioo C focused on HIV prevention while section D

focused on risk perecptions and preventive stralcgies. Respondeots were selected at mndom

29

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



e market, shops and from places of residence. Before the respondents were
od. they were asswed of confideonality and that the information obtained from
would be used only for the study and that they would not be requised to supply their
and addresses in the interview. With this assurance and feeling secwre in their

nonymity, the women opened up and shared their expariences with the intervicwers without

L

fear of any reprisals. Women who had never been marncd, who were not within the ege
bracket of 16-45 or who had never heard about HIV and AIDS were excluded Fom the

interview: [t took a period of 4 weeks to conclude data collection. About » hundred

questionnaires were administered per week.

3.3.2 Data validity
To ensure validity of the quantitative study, the following steps wer taken.
: The insuuments swere reviewed by co-researchers, lecturers and necessary corrections

were mode by my supervisor.

. Questions in the questionnaire were fine tuned using the qualitative information
gathcred during the FGD.

. The questionnpicc was translated inlo Yoruba language ensuring that it was well
understood.

The qucstionnaite was pre-iested on o neutral populption having similor ehamcicristics with
the proposed study popuiestion. Thus ensuring that: Errors (sysicnutic or othcrwise) in the
stiuciute of the Quesugnnoise that were discovered svete corrected before being cmployed for

the rescarch. A fcr the pre-test the quesionnnire had to be iedesigned to make i more

explomtory.

3.3.3 Dnia rlisbility
the reliability of the instrument. the following sicps were taken:

d to 40 tespondents outside the study site (Ap<ic

To ensure

First the questiopnaite was administere

community) lo ensiat |cp!0d11€ibi|ily. Analysis-was then camied out using Cronbach’s Alpha

comrelation cocflicicot of the SPSS (Sutisiical Package for Social Scicnces). Alpha

' (Cronbach’s) is 8 model of intemul consistency, based oo the aversge inter-item correlation
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ww.spss.com), According to this epproach. a result showing a correlatson coefficient
ter than or equal to 0.5 is said 1o be reliabje. Analysis of the data obtained from the pre-
t yielded a correlation coefficient of 0.533 which confitmed the reliability of the

ument.

'3.3.4 Data management, analysis and presentation
' The researcher ensured that a daily review of completed questionnaire was carmicd oul on the

lield and also at the end of cach day. This was to correct ruistakes and (o detectomissioas. A

coding guide was developed for the questionnaire to aid uniform and correctenity of data for
analysis. Daa collected were coded accordingly. They wese then cntered! inio the computer
for siatistical analysis using the SPSS package. Both descriptive and infecrentia) 1wals were
used to facilitnie the analysis of the data. The results arc prescnted in tnbles and graphs.

3.5 Limitations of the study
The major limiatioo of this study is the sole rcliance on the tespondents’ ceports and the

assumption that the questions were well uaderstcod by the respondents. This meaas that the

correciness of the claims may oot be totally reliable. Also the 1raincd field assisinnts were

assumed (0 hayve understood the putpose and the use
dents cooperaie and give reliable information

fulness of the study, they were therefore

also assumed to have becn able to quake respon

with the use of the insuume:ns for dota collection, |1 was nlso assumed that they adminisiczed

it appropriately. T o reduce the effect of these limitations the following was done:

e Some-questions Wi included in the questionnaire to scrve as tiackers 10 answers glready
given such tual if they wete comradictory the research assistants wemt back to the

question and inquired for clanfication.

Qolv experieneed ficld 035i91ants WIS
Gnining session Was conducted for

erswnd !
T he leld assistants were bricfed on the objcetives

employed 10 admimistcr the quesilonnaire
e field assistants for o period of 2 days by the

A
he content and the context of the questioos to

vescarcher (O enable them und

facilitate good guality deld collection.

of the research and they Weie Jectured on bow
ass Within the Faculty.

10 conduct themselves on the field. They

training took place in 3 cl

3i
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ofls were made o maintain privecy duzing interviews smcc the questionnaire
contained some sensitive and pesonal questions.
» The services of an expert in Yoruba language was cmployed because the researcher was
not vast in Yoruba language and in order to have the exact meaning of items in the
questionnaire thus cesuring stondardization and consistency of the insttument
'« The questionnaire started with less personal questions so the respondent was allowed
time to wasm up to the interview before being asked more personal Questions,
* The questionnnires were administered by 4 female field essistants to ensure that

respondcnts were free to express lhemselves.

3.6  Ethical consideration

The confidentiality of the respondents was ensured and protected 45 there was no request for
names, personal addresses or any other type of identifier. Kesedrch assistants were of good
conduct, morally upright and did not act cocrcively, or in any uncthically unpcceptable
maoner, Records were also kept and stored in a safc place. The rescarcher did not 1€Quire any

forma! fctter of 1ntroduction to the study site duc to 1the fact thot the LGA i3 one of the field

sites of the depastment but informed consent wos obtained from respondeits before

administering the questionnairc.

n

AFRICA DIGITAL HEALTH REPOSITORY PROJECT




CHAITER FOUR

RESULTS

he findings from the study arc presented in this section. They are organized into the
_ilo»\'ring sub-scctions: socio-demographic charactenstics, knowledge nbout HIV and ALDS,
ﬁo:rgnption of tisk 1owards contracting EfIV, socio-cultural factors thal con facilitatc the

‘tionsmission of HIV between spouses and appropnate preventive measures tha can be

" recommended within maniege-

4.1 Socio-lemographic factors
A toral of 398 respondents were interviewed. 1fowever, eight of the respondents reported that

they had never heard about HIV, for these cight the interview was terminated und ns a result

only 390 questionnaires Wwere uscd for the analysis, The women were met and sntervicwed at

their workplaces and at thetr places of residence. The nge of rcspgpdcnts ranged from 16 to

45 years with a mean age of 30.2 £2.9 years. \he middle-nged married women were more

180(46.29%) than the older marricd women 120(30.8%) and the younget married women
9(X23.0%). This is shown in figure 4.1, Five (J 3%4) of the women were widowed while eigh
(2.1%) were cither separsted. Majority of rcspondenis were of Yoruba origin. Most
respopdents 16642 6%) had ¢wunary education as the highest level of education, followed by
scnior sesondary schosi cducation 126(32.3%), junior secondary SS(15.1%); higher
education (tmiwm‘i!pulylcchnicﬂ!ce) 23(5.9%) aod those with 0o formal educouon
20{5.1%). (Sex bFurc 4.2). Other socip-davogiaphic chamcteristics of respondents can be

scen intable 4.1

. { respmmdcis were in polygynous mamages 128 (32.8%) while the

Ah.‘_ ey 02,‘ werc i0 MOROZAIMOUS DAUMIRES A tow! of 217 (55.6%) and a total of

ey

73 (44 4%) 0 e 276 (70 8%). A lasge pavanisge of respondenis 379 (97.2%)

m‘ cadio, followed by tekovson 369 (94 6%%) and video 341 (87.6%). Sce
D :

_&4.!0&*.
)

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



o llJ
-

]

yeio-Demographic Characteristics of Respondcnits

ociod l;i-;gnbhic [ Frequency Pereent
,| cteristics of respondends (%)
F 1} ipn
~ Christianity 173 44.4
‘1 fslam 217 | 556
.‘ ~ Towl 390 [1000
Type of m=arriage:
Monogamous 262 67.2
Polygynous 128 328
: l
Total ._390 ] 100.0 ]
r.Elhnic group
Il Im 4 : -0
1 Yoruba 379 | ;7'2. -
: Others® |5 i
R No responsc ‘ :
-‘ Totul 39 100.9
Occupstion: N
Il I 276 70.8
B . 80 20.5
L g 14 3.6
= | Teacher P L0
Farmer
., 1 1.0
Housewife 10 26
Others*® 5 0.5
- | No response 190 | 100.0
Total —
Ownership of cos
Clmm!“c mtdil. 369 94.6
&M‘u 343 879

M
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adeuta’ awareneas about HIV and AIDS
" the respondents menticaed HIV in gerticular as 3 commoa beaith problaxm of
n However a large peresatage mevtiound oxiana as a common hesltb probicm of
. (See table 4,2). All 390(100%) responderds had heard abomt HIV and AIDS. Sowvces
“information about HIV mestiooed by respondents included the radio 336(86.2%):
evision 269%(69 0%): bealth wotker 201(51.5%); friends 126(32.3%) and newspapa

.“134:-59%) (Sec 1able 4.3 below). Respondents egremd that HIV 383(98 23%); Gonerhoes
 322(82.6%) and Magun 247(63.3%) were discasa 1hat could be transmided through sexml

" inlevcourse. The overall meap scorc on a 14-point knowledge scalc was 7.3122.6

4.3  Knowledge of respoodcots about HIV transmission, preveniion, Signs and

symploms prevention
The most commonly mentioned modc of HIV trapsmission was sexual inlg@course
383(98.2%). Other means of HIV uananissioo menttoned included sharing of unsterilized

gm objecgs oc Instruments 320(821%). blood transh:ision ]82(467%) and moth¢t (o child

trnasmission 117(30%) othess included shoring of cutleties and shanng of 1oilet 6(1.5%) (see
table 4.3). A total of 312(80%) respondents agreed that HIV could be prevented. The
mcthods of provention mentioned iociuded muttaal faithlulness between spouses 278(71.39%),
avoidance of shniing sharp objecis and instuvments 239(61.3%), usc of condom 164(42.1%)
and avoidance of taking ursereened blood 147(37.7%). Loss of body wrxight 274(70 .3%)
topped the fist,of signs wid symploms of 111V infection mentioncd by respondents followed
infections 1 16(25.7%), prolonged diacthoea $7(14.6%). tuberculosis 49(12.6%).
' did not kriow any signs o¢ symptoms of infection (see
the opinion thar AIDS could be cured

by skin
Twenty six perccnt of respon .
‘ dents w<re
table 4,3). Sixicen pereent of respon |
medicolly 34(8.7%), spiritually 22(5.6%) and. through the use of herbs 1(0.3%). A large
1] “ Iy . ’

f ndents 237(60.8%) belicved thot the worst 1hing thot could happen 10 a
re ;

‘; IH,\’;OW death, 101(25.9%) mentioned loss of _body weight, 92(23.6%
P'-'rso.n Wi 1 fgalth, | 5(3.8%) mentioned Stigmatization while 20(5.1%%) did not know the
e person With HIV. Findings {rom the focus group discussions

Id ha toa : .
= cl:ml:ol‘:\ e 1::: some fojsconceptions obou! HIV. transmission a8 somc women said
ccvealed that thet

dents

perccntng
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1d be contracied through shanag of toilets and eating utessils such as plates and

while some others were of the opinion that having sexual intercousse with a woman

 her menstrual period could put & man at resk of HIV infection.
me Symptoms of HIV infection mentioned dwring the discussion i1n addition to those

tioned in the interviews included malaria, constent severe headaches, wounds that refuse

{0 heal and 1esistance of infections to drugs.

4.4 Perception of risk towards coniracting HIV

This scction presents detsils of tespondents’ perceptions, their perceived vulnarability to HIV
infection and their perceived seriousness of the discase conditioa. A ! of 331(84.9%)
perceived HIV infection as very setious; 31(7.9%) perceived it to be somewhat serious;
13(3.3%) were not certain about the scriouspess of the infeciion: 6(1.5%) were of the

perception that it was not at all serous and 9(2.4%) did no! sespond. Ninety one percent of

tespondents were of the opinion that commertial sex workers were at risk of conyrocting HIV

others mentioned are as follows: single men 325(83.3%:); marricd mea 321(82.3%); Single
women 320(82.1%); monicd women 320(79.5%); diivers 308(79.0%%). health workers

287(72.3%) and young children 251(64.4%).

A majority of respondcnts 372(95.4%) were of the opiltion that marricd women were at risk

of HIV infection but only forty-four pereent believed that women's primmy fisk were their
i\ from their spouses. Of the 95.4% who fell mamed women were at risk

ases. could get . ‘
e ved themselves to be ot 8 high personal nisk of conuecting IV ffom

only 37(10.0%) peccet
their spouses (!hose who reperied 1hat th
9%%) howeve
n table 4.4). Those who perceived (bemselves to be ot risk

ey were vety likely to getihe infection from their
. what (hey were not ot all likely to be infected
264(70. r felt
spouses). A My 0ty

: See dctails 3
s : s ") gave reasons such as their spouses” unfoithfulocss ond

0, ried “very lkely .
(those ,horrtPO eiving themselves ot iisk (Sec details in table 4.4). Findings from the
polygamy for per

oc ' i led some O

'scussion Scssions revea '
R . 1ing 11fV wos thsough engaging in extrn-manital affaits and although,
f conttacl

e woman greatest tisk of infection was a promiscuous

{ the women felt that maried women’s

greatest risk 0

re o f the opinion Ithul g matei

mosl we personal tisk of getting 1t from 1heir spouscs.

spousc, very few felt they were at 8

8
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*uts common health problems and treatment options

EALTH PROBLEMS AND TREATMENT OPTIONS Number | %
HEALTH PROBLEMS: Malaria 288 73.8
Stomach pain 63 162
Typhoid 30 1.7
Sexually bansmitted disezses 24 6.2
Fibtoids { 9 | 49
OPTIONS: Go to o chemist  §81 1719
Visit e clinic 105 269
Go 10 the health centre 105 26.9
| Use berbs or other mcdications st home x 3.1
Visit a traditiona! practationer 5 13
Visit feith bealers E4 3.6
Piroaizz drug bawkers 10 2,6

*Multiple responses
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ission, prevention, signs and symptoms.

*multiple responscs
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rees of Information ahout (UV* Frequency | Percent (o/j'
lio 336 86.2
elevision 269 69.0
| Health workers 201 51.5
Friends 126 32.3
kzwspaper 51 14.7
Il'T‘lodc of IV transmission* 5
| Sexual intercowsse 383 98.2
, IShm‘ing of unsterilized sharp isstument | 320 82.1
‘Blood translusion 182 46.7
‘| Mother 10 child transmission 117 30.0
Sharing of cutletics and toilets 6 1.5
Mcthods of TITV prevention 5
Mutual faithfulness 278 7.3
Avoidance of shaning sharp objccts 239 61.3
Uso of condom 164 42.4
Avoiding unscreened biood 147 37.7
- r-Signs and symptoms ol 111V*
Loss of body wzight 274 70.3
Skin infeciions 146 294
Proiong¢d diasthoen - 40
Tubcrculosis i L L
Don't know 4y oLy



erceived vulnerability and ressons for perception

e rpbifly Number | %
37 10.0
hat jikely 51 13.7
ot certail 20 )54
ot at all likely 264 [ 70.9
Total 37 100
';I;' rasons for pereeived vulpnerability ~ |[Number |%
h‘ =37
I ~
J 4 64.9
| Spouses® unfasthfilness £
0 270
olygen
1_' h’“ .y 3 8.l
g ¥ 100

- —

| . .
« Spous=s ndiscriminnie sharin

i1
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ocio-Cultural factors that can (acilitste transmission of HIV between spouses

“secuon gives details of socio-cultwral factors mentioned by respondents which can
ispose mamed women 1 HIV infecuoo from their spouses. Factors mensioned by
ndents included the following: cultuial belies and norms [which include polygyny
301(72.2%); spouse-sharing 150(38.5%); widow-cleansing 98(25.1%) widow-inheritance
9(‘2.3%)', early masciage 8(2.0%) and female ciccumcision 4(1.0%)), a culture of inlidelity as
o show of sexual prowess among men 20 (51.5%) and religious belicfs [negative disposition
to divorce and ncgative disposition to protecied sexual intercourse within marriage
29(7 4%)]. Other factors mentioned by respondents include Jow economic siaius of women
due 10 their relegotcd position in the society. Findings from the Focu: group discusston
sessions showed that some women blamcd the culwre of making men ubstain from sexual
inlercourse with their wives afler cbid-bisth and untl they wezn the baby on increased
promiscuity among men while others blamed it on the faci that cultire does not allow a
woman to discuss sexual issues with her spouse and this makes it difficult for 8 woman to

cxpress her concern about getting 11V infecuon to her spouse:

4.6 Preventive strategics mentioncd by respondents

A 1o1al of 44(11.2%) of respondenis jelt they could pro
- ) felt they could not protect themselves. For those

tect themsclves from getting HIV

infection from their spouscs while 22(5.6% .
who repoticd that they could protect themselves. usc of condom 30(68.2%) topped the list of

mentioncd followed by obstinence. Details of this can be scen in table

prolective measures , . y ;
Goilowed by prayers |oppod the list of preventive strotegies which are

4.5. Mutual faithfuloess SoD
coasidered to be ncceprable within mamiage by respondents. Details are Presented in 1able

cussed sexual issues with their
49 F {five perce _ '
5 Flﬂ)'w'r b:pcrccnmg" 181(46.:4%) had ever discissed issuc celating to HIV and AIDS,
speuses. U B .
A 1o1ai of 146(37%) reponed that thcir spouses hod expressed a witlingness to discuss such

' 4.6). Only 132(33.8%) repor:ed that their spouses had ever ipitiatcd
issues (Set table 4. ;oti gg 1o HIV and ALDS with them. Some women at the focus group
discyssion on 135ves €

i i 8

: ' eXOa-MAal)

! to indulge 0 : .

| doesnt havc any reason 1. one's spouse with condoms thal he can use when indulging in
best mcthod was to Provide

ot of respondents reported ever having dis

w} affoirs; others were of the view that the
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'

mber a@ced that engaging one's spouse in communication
sald belo'ia b eating HIV infection.
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|

Number %e
ntive strategies acceptable within marriage: p
Mutual faihfulness 320 826
Prayers 3 Ls
Use of condom 13 :,7
Use of charms 26 : .9
Spousal comnunicabon 2 |5
Voluntary counseiling and testing R 2.1
I
=~ £}
'_How do you thiok you can protect you rself? o= =0
.-r,_ ‘
| nfethods of persooal protection employed by respondents®:
5
Use of condom 30 65{8)5
' Abstincore ;2 ok
Scparaiion . ’.8.2
Spousal communcetion 8 ) 5
Use of cliarms 2 .

*multiple response3
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.

Rication apnd reaction ofspouses to issues relating to

I

= — _ : s‘
icuon 10 discussions on scxual issues ) s
| Do you ever discuss sexual
| issues with your spouse? F
faetes. Y PO Yes 214 55.5
No 171 4.5
Total | 385 100
- 1
Have you ever discussed sexual
w10 T 4 AIDS with your spouse? .
ilusucs relating to HIV an . o o e
Total 214 100
" Whet was your spouse’s feaction?
Willingness 146 81.1
Anger = 122
Violence 3.3
Sieoce 6 3.3
Total 180 100

g —
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is ao differenice in knowledge of HIV/AIDS among younger mamed women.

Je-aged mamed women and older married women.

15 0o association between educationa! level and knowledge of ~ HIV/AIDS
is no association between knowledge of HIV/AIDS and religion.
i3 Do association between knowledge of HIV and perceived valnernbility 10 HIV.
3, There 1s no association between perceived vuloeiability to HIV infection and levei o
education.

There is no dilference in perceived vutocrabslity to HIV infection and type ¢ f marriage
‘. There is no association becween perceived vulnerability to HIV infection and age group.
‘8. There is no associstion between age and discussion about HIV-related issues with spouse.

9 There is no association between level of educaBon and discussion about HIV.related issuc

with spouse.
10. There is no association between type of mamage and discussion about HIV.celated

tssues with spouses

A6
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ere s oo differense i knowledge of HIV/AIDS among younger mamed Women,

dle-aged married women and older married women

lts show a significant difference in knowledge of HIV/AIDS among younger manied

me , middle-aged married women and older married women since p-value is less thon

| , '(see 1abid 7 below). This implies that the older a woman’s age the better her knowledge
bout HIV/AIDS.

‘“Table 4.7: Comparison of mean kmowledge score of respondents by age grouf:.

N | Sid, | Medisn

rr Age group Mean

» Deviation

670 | 90 | 2.889 7.00
754 |180 | 2.987 | | 7.00
742 1120 2.984 1.00

" Younger marricd women

Middle-aged marricd women

Older marricd women

Total 731 |390 | 2.964 7.00
S AL

' SS dr MS F p-veluc*
ANOVA
sl 6860 I 36.860 3231 0.040
l Between 36. N

3 | 38% _
Within 3380.2i6 J= -
C‘ S5 S of Squnres, df=degree - of frecdom, F= Yatiance falio
ODL £~ 3 ,n\

p- value = Probabilily value * Significant ot < 0.05
c.

MS= Mcan Squos
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[able 4.8: Comparison of mear knowledge score of respondents by educational status

:lll_lig'hcat level of W Stdm |
| education Mean | N Deviation | Mcedian
"INB formal education 6.7 20| 129;- 5.00 |
Primary education 6.7 166 2.693 6.00 |
junior secondary school 6.9 55 2,965 7.00 |
| senior secondmy school 80 126 2949 8.00

university/polytechnic/ 88 23 2984 | 9.00
NCE !
Total 7.3 | 390 2964 7.00

ANOVA  |SS O K " [p-valuce
vanation
Between 161.592 {4 40.398 4.778  0.001 ]
Within 3255485 | 385 8456
~ CODE: §S=Sum of Sqm;;
df=s degrce of freedom
MSa Mean Squuie

o.value= I'robability value
F= Vanance ralio * Significant Bt 0.05

4R
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n table 4.9 below p-value obtained from the test of this hypothesis is less than

null hypothests HO is (herefore rejected. This implies that the religion of a woman
ot affect her knowledge about HIV/AIDS,

ble 4.9: Comparison of the mcan knoswledge score by respondents’ religion

I | s [
Religion Mean N | Devistion | Mcdian
ol T 767 1713 2,884 7.00
Istam 7020 217 3.001 7.00
‘ Total 7.31 390 2.964 700
'I-'ANOVA SS dr MS F p-valuc*
vanation £
| Between 40.931 1 10,931 4,704 0.031
| ==l
ILWilhin 3376.146 | 388 8.701

CODE: SS=Sum of Squarc dfs* degree of freedom
F= vanance ralio

*Significant at< 0.05

MS= Mean SCuare

p-value= Probabilify value
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iation between knowledge and perceived vuloerability to HiV infecuon
pothesis is not rejected becsuse the result as secn in table 4.10 below show p-
er than 0.05. This can be intcrpreted to mean thot knowledge about HIV docs nol
ccived vulnerability to infection:

4.10: Compsarison of knowlcdge with perceived vulnerability

‘.m think you are at nsk of contracting H1V from your spouse?

| : . et
;owiedge Very Somcwbal | Not Notoll |X ] p-talue
i : in | likely &
le likely | likely certain +
oor (1-5) | 12 T2 008%) |6 7] i069 1332
l (3.2%) (1.6%) |(19.4%) : =
Foir 6-10) |13 17(4.6%%) |5 Vit | 6.820 3
| 3.5%) (1.3%) |(29.8%) |
I_ 17306 |9 g1 5052|288
Good(11-14) o 2w |21
{ Total 37 T L L
i
p-value sigpificant 21<0.05

50

AFRICA DIGITAL HEALTH REPOSITORY PROJECT




': ociation between percerved valmrabaliny W HIV infection and kevel of

s not Meaed. i test rembh chowi 00 siprificans SSROCDOS betees
' Mxoﬂlvmﬁmdkwiddnm“mmmawu

Table 4.11: Comparison of perceived vulperability wilb level of education Du you ihink

 are st nisk of conwracting HIV from yous epouse?

E —TN 1  Total
| }63 Very likely Somewhat | Not Not ar »
1 of education ‘ likely cortaio likedy

(HiomR) [1e(00%) |19

:
l- farnal edacstion N10.0%) | K50%)
|

16(9.6%) | 25(15.1%9) 8(48%) | 107 (63.5%) | 156

47
: 4(7.8%%) 1121.6%) |35 9%) | 29(56.9%)
Junios secondary oducat.on

{(d3%) |15(652%) |22
haic/NCE | 417.4%) (8.7%)
Univ ~esity/ Polytechn)
| s0 20 262 368
0 it

-Ff'oul

e

Significan
’«-ru.ow p=1.539 21%

l/"_

(ll 5“.“5
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o ived vulaerability to HIV infection and type of marziage. This is shown in table 4.12
below: The implication of this is 1hat the type of marriage to which a woman belongs does

ot affect her perception of vulnerability to HIV/AIDS.

Table 4.12: Comparison of perceived vulacrabillty with kind of marriage
Do you think you mi at risk of contracting HIV {rom your spouse?

Type of Very Somewhat ' Noi atal) Tota)

marriage likely | likely | Not certain | likely

Monogamous ~ 7] 2 2] 97 128
(4.9%) (9.4%) 01w (68.3%) 'I

Polygynous 15 10 '8 189 | 232
(6.0%) @3% | (1.8%) (76 2%)

Tolal N 22 30 286 360

X'=6.206 p=3.976 Signllicant at < 0.05
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> assoc18uon between perccived vulnerability to 11V infection and age group.
iﬁ’aiuc 1s greater than 0.05 it indicates no significant association betwsen
cerved vulnerability 1o HIV infection and age. This is shown in table 4.13 below. The

ion of this 1s that the age of mamed women lias no impact on perceived vulncrability

Age group | Very likely | Somewhat Notcerisln | Notatall | Total |
) Likely tiely |
[Yowger | 12(129%) | 17(183%)  [4(33%) |66 % =
oamed (70.9%)
me —N
Middle.aged | 14 (13.6%) | 13(126%) 13(7.5%) |68 103
mamed (66.0%)
women <ol J
Oider nianied | 11 (6.5%) 21 (20.4%%) 8 (4.7%) 130 170
o (76.5%) | |
| Total 37 54 28 1 264 (3N

X*= 10.853 p=0.788 Sizniiicant at <0.05
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re 1S N0 assoctation between age and discussion on HIV-related issucs with spouse

p-value is less than 0.05 it indicates a significant association between age of

c you ever discussed issues reloting to HIV wath your spouse?
Age group | Yes No Jiel

‘Younger matried 26 (74.3%) |9 (25.7%) |35
| Women
| Middle-aged 62 (74.7%) | 21 (25.3%) | &3

1 1.__Womcn :
Older married women 93 (80.2%) | 23 (19.8%) | ! 1€ |

PTOTAL 181 53 1234 |

X!'=1.177 p=0.001 Sigpificant a¢<0.0%
I
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rc s N0 @ssociation between cducauonn] level and discussion on H1V-zelated ssucs

p-value is greaicr thon 005 i\ indicates no significant ussociation beiween

al jevel and discussion on 11[V-teloted issues with their spouses. ‘This i8 shown in

5 below. It therefore implies that educotiona! level daes nat improve the ability of a

yTicd woman 10 ¢nNage in 111 V-related dssues discussiony with her spouse.

le 4.15: Comparison of discusslon 08 HIV-related issucs with educations! bevel

Yes No Total
4(20.0%) |2 (10.0%) |6
70 (32.2%) | 24 (13.5%) 94
31 (86.1%) | 5 (13.9%) | 16

| Tunior secondary school \

[Senior secondury school | 61 (48489 T9(T5.1%) |80
UniversieyPolyiechnics NCE | 15(65:2%) | ° ' 30%) |18
Totml % 181 I 53 234 B

1
X1=26 264

p-value9.999 Signi

ficant 2t < 0.08

a5
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 no Association between type of marriage and discussion on 111V-related issucs

se.

he p.value i¢ Jess than 0.05 indicating a significant association belween type of
e and discussion on HIV-related issues with their spouses. This is shown in table .15
. It therefore implies that wonen 111 monogamous unions are mare likely (0 engage in

-related discussions with their spouscs than those in polygynous mamages.

able 4.15: Comparison of discussion oo HIV.related Lssues with type of marriage
234

Type of marriage | Yes No Tuotal
r .I\!onogamous 115 (77.2%) | 34(22.9%) | 149

4{- Polygynous 66 (77.6%%) | 19(22.4%) |85
LTotll 181 3 24

X*=5.476
p-value= 0.025 significant at <0.05
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CHAPTER FIVE

| 5.0 DISCUSSION, CONCLUSIONS AND RECOMMENDATIONS

his ciupm discusses the findings of this study. In is orgaruzed into 5 sub-sections as

. ws'-soc';o'-dcmogtaphic characteriscs. knowledge about HIV and AIDS, perceplions on
k of contracting HIV, socio-cultural factors that can predispose namcd women to

infection and appropridte preventtve measwes |hat can be coadered within mannge. The

chapler ends with the conclusions and recommendations.

- 3.1 Socio-demograpbic charscicristics of respondents

A larger percentage: (46.2%) of respondenis are ouddic-aged women follovied by older
mamed women; 30.8% while younger mansed constiluted the smallest percentage, 23 09v.
This difference in the number of respoadents from cach of the groups is probably celaled to
the stage of life of 1he middie-aged women 2ad the older women. Compared 10 their younger
sounterpants, the older and middleaged women are more independent and have more (ree
lime 10 socialize and interact outside the home since their children arc likely o be grown UPs
who have cither left home or ¢cquisc le3s aticoton than children of younger masried women
[t oy also be that the study community hos a higher population of middlc-aged and ofdes
marricd than younger manied women. the community being located in South-westem
Nigens whetc early artisge is 0ot as COMMOD as m the nortbern past of the country. From
the FGDs held with ihe women, it was evident thyy older manied women were more willing
and gpen tc djscussions sbout sex and HIV than were younger mastied women. This s
Probably due o their maturity and their life cxpeneaces

It is pot strange that gn Overwhelming majority of respondents 37%(97.2%) were Yorube

the I is m}m"y Yoruba, the communil) king looaled 1n O"D State, a

sate in Souh wesWOO Nigena Ther ¢ were however a few women from other ethnic groups
who are eithe muricd 10 yoruba SpOuse Or sre Immigrants from neighbouring siates apd
1 ics: Omi-Adio being both a famung and 8 trading community,

S7
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.

3 ;.ﬂx.---;mu-nunodcﬁéicucy syndsome (AIDS) epidemic in developing countries since
e | pﬁ expect youpger married woren to have 8 higher mean knowledge score being

L

Young gng supposcdly dynamic, but interestingly the middle-aged and the older marmned
i
SHEH have a higher mean knowledge score. Barlier studies have linked the soaring HIV
[Fales among younger married women partly to o leck of adequate knowledge about HIV and

AIDS resulting from the folse notion that being ignorant about sex and scxuality uniil
na 70ge is an asset (Sadik, 2008) a fact that has been conf:rmed by this study. Tlus may also
ol related (0 the fact that older women, because of their stage in life: have more oppogtunities
to interact with people outside of their family, hence they have more access o informaiion
about HIV and ALDS. They are also more likely to ask questions und discuss issues relating

to sex and HIV more freely than their younger counterports because of their wider

expenences,

Education leads (o the acquisitien of informstion and increases the extent 10 which such

information is grocessed. used and passed on 1o individuals or members of o social network
(Isiugo-Abonihe, 1994). This statement agrees with the findings of this nresent study. The
2008 Nagonal Demographic Health Survey also showed a positive association between
edixasional prinimment and inoaased owareness of HIV preventive methods repont s
consigent with the report of a study camed out by Olawoyin, tn 2007 which also showed an

ation between ofucstioasl level and knowledge of 11IV/AIDS and scxual health. The

Sudy observed (hzi thHeis was 8 fasicr mte of response 1o qucstions among relatively older

*nmen in lerticry instnutions than hase of sccondary" ifsututions, and discusSIons on topscs
relating to scmuu heaith and HIV/AIDS were tetter engaged by the older women as well
The obo— tion is consistent with te findings of this prescnt swdy as evident in the resulis

obta ner in chapter four.

ledge score appeared [0 increase with increase in the level

of education except for those With

E Wiﬂ;ﬁim“"
This ancemaly can be - eohance aptitude (ability to reason, process and use

of knowledge even though [t ™3

primary education and those with no formal education

fact that forma: education is not the only source

$9
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jon). It could nlso mean that too little cducation can be counterproductive which
with o common saying that goes thus, “fmsufficivns cducation is worse than no
on a all." This situation might however be addiessed by the secent plan of to

rate junior secondary education into the Universal Bosic Education program by the

hﬂ Govermnment of Nigetia thus improving the stondard of pnmasy education,
t studies have shown that (ornol education can influence vulncrability to HIV in live

sent ways:

1) Expose girls to HIV and AIDS education, which helps prevent 11IV.

[ 11 their sell.esicern
2) Provide psychosocial benelits for young women, helping them to huild their s¢

and capocity 10 act on HIV prevention messdges.

‘influence 111V vulncrability.
4) inlluence the level of power wilhi

L he girl
. aﬂd sc_xunl nCl\\"Ofksort
S)Aﬂc: et significant difference in mean knowledge scorc belween women in
Since thege Was NO

a woman belongs may

n sexunl relationships.
child (i largreaves and Boler, 2006)

aot be o cootributory factor to her kaowledge

of maniage 1o Whicb
about HIV and AIDS.
re betwexn Christion Women apd Muslim women

. women are expected 1o be at the bockground asking no
0 ibhe facy that 1o lsl:;d“ mm ST g

o o soeh t
q ‘Om- “\tdl? bet O | M Ch’i’ﬁm com!cm Who fu rm P
of westem cducation appear (o be gredter

coofirmstion to this finding is this commem by tslwnic
- i Lo Birls schools have been labelled offensive and
3 var

| “Female cducation [s agpinyt islamic teachings. it
desuoyed by h“‘r“" _ qmm”

The diffcrence in the MERS kpowledge s¢O

&0
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xpected, there was a significant difTerence between meon knowledge score and
cupation of respondents. Respondents whose occupation require o higher level of

' education like teachers. health workers and public officers have a higher mean

owledge score than thosc whose occupation require less formal education like traders,

isans and fanncrs. Overoll, mean knowledge score of respondents was averoge as
ed on 14-point scale, being (7.3£2.9). Ifowever it hos been reported that people’s

I
141V and AIDS is often low despitc their high level of

overall knowledge about the naturc o
awasencss of the discase condition (Isibor and Ajuwon. 2004).

5.3 Respondents’ perceptionson LIV infection

Sexunl risk perception 1s defined a9 an individuals’ instinctive judgtnent of bolh aspects of

including the probability of occurrence and the severity of the associoted

scxun) nsk,
sence of having uasafc sexual intercourse (Namvage and Ochler. 2008). Health

conseq
health perception. therefore uaderstanding

behaviour depends very much on cach person’s
and measuring sexual perccpuons of people can
sexual health status (Edlin, Golunuy and Brow: 1996)

provide baselinc dat for detennining thejr

mgy bave importeal implications for heohih if the

AlIDS
tisky behaviour. In additien, an

o ‘willingness to avoid
oo of fisk and Scxus] behaviour may

'The parecived fisk of getiing
| and lead t©
betweep PCICCP
@easwts necessry o check the spread of the

(Akwvara, Madise and Ilinde, 2003).

percepuons are rauooa
undorsianding of the ASSOCigAON
facilitare the design of AlDS-preventive
discase 3MONg diffonnt & Aplllalionwbgroups

ion of fisk and cxual behaviour 1S complex 0nd poorly
) Studies conducted on the injluence of knowledge on
proctices has reported mixed resvits, Some

e (Ndola et al, 2006
qore—wop of risk and adoption of safer =

. A -dml" koo wledge ©
bave repovicd 1bat &N mdl;nm « in the adoption of safer scxudl practices (UNAIDS,
risk sran o be amoT8

a Ick Of agsocintion betweon HIV knowledge and sexual
udy do not show any significant asscciation

¢jjv. This is eontracy 1o the AIDS nsk

( HIV and sccuralc sSC3sment of 1heir own

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



mode! that states that knowledge is a pterequisite to recognizing risky behaviour
. action to change it (Catania ct 2l, 1990).

they engage in sexual activity and that women ase more reluceznt than men to report

it self-assessment of risk (Nyoni, 2008). This teport leads support (0 the findings of this
present study. Perception on the severity of the discase condition was high as majonty of
respondents saw ALDS as being very severe. A passibic explanation for this is the increased
" awareness being created through various health educstion programs citing AIDS as “the

disease 1hat has no cure.” Also the possibility of baving seeo or heard of somcone who died

of the diseasc 15 a probable rcason.

bave associated HIV risk peiception with 2

al ledge of sexual
wide variety of variables which include: number of sexual pariners, kn?w cdg. 0
| fear of AIDS, shame associaied with having AIDS,

) ' ) DS at
i lions of AIDS 1isk, knowin2 someone with AIDS, discussing AIDS a
e el d relationships ond religious affilistion {Macintyrc ct ol. 1990).

( the oPinjon that motsied women ave at nisk of

Faslies siudies conducted 1n different cultures

paitner’s past sexual behaviour,

home, closeness 1o parent chil
: - 5
In this study, the majority of fespondeDts &

a Of (1] mbdiie
contracting HiV. Howevef, only 449 2greed thot s i
Exiramanid offairs topped 1he list of po
from 1heir spouscs- B

:ority of respondents ar= of the opinion 1hat married women

Even though n My yS“ % perceived themselves 10 be at a personal risk of
gD ety due to the foct thoy many of them sec mamage as a
M b';hc believe their husbands ase faithful, This opiuon is

n Wu_sc . Vd . & study carried out in 2008 which revetled thu
n‘:j::k becausc they knew the men and their history and
finding proves that knowledge did not relate to

d women could contrct the infection

(rapsmission.

are ot risk of HfY

coniyncting it. Thjs perception

safe haven (rox the infecuo

1
consistent with those of women 0
Yy wero nol a
d. This

therefore trusted the s
tual ention and bchnviuur(Navnwgc and er
actual perception

somc “~omen el that 1he
m not ve infecte

not Ret infected beecause they felt that being

¢ould .
e victims of the infection

tayved they
¢ beltev ot they € ould never becom

other
Howcver some believing

“positive minded™ Of simply
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Studies have indicated the wives of men who
[ - i - m
518? risk behaviours often have wradequate knowledge of their bushand’s sexua)

n respondenis in polygynous mamages believe they are safe from the infecnon judging
ot their husbands could not be unfailhful since they have enough women atbome to satisfy
them' This s1ate of mind was evident from the focus group discussions beld with the women
Some others are of the opinion that HIV is a cursc or a rewatd for evil desds, and God can
- 0ot be 30 unkind as to afllict them with it being innocent, This line of thought 1s consistent
I.. w;!h that obtained in a study in Kenya wherc some women sce AIDS as punishment for

| ulinoral bebaviour so that those who sce their lifestyle as being morally upright may
perceive their chancc of being infected by HIV to be low (Konde-Lule, 1993; Naoka, 1996)

On the other hand however, a study has shown manial sex to be the single greatest nsk for
HIV infection for a growing number of women sround the world because marital (nlide lity
Dy men is so decply ingmined across many cultures (Hirsch, 2007). The same study' fiuther
reveals that in some pasts of the wo;!d, including Nigena, mamed men routinely have
. extaowrital sex, get infected with HIV, thea come home and infect therr wives. The study
sgees With these findings since, spousnl unfaitbfulness followed by polygyny are the nijor
reasons reported by respondents who perceived themselves to be at risk of infecuon from
their spouses, This view it in line with tho generl understanding that the most prevalen
ugh heterosexual intercourse. Also it has been reponed ihat

route of HIV traasrussion i rS
cestain fa [ahh-bascshd governmenial bodies continue 1o propagaie the myth of mamage as

safe (Gonzzler, 2008). -

5.4 Predisposing socio-cultural factors .
in sub.Saharan Afnca socio-culturs| norms and practices arc malor determunants of sexual

Fisk-taking behaviour (Ccldwcl!, Owubuloye and Caldwell, 1999). in this study, po lygyny
Wpped the lisi of reported practiees (hat cao predisposc a mamed woman to HIV, |1 is
howeres interesting (0 no‘tc that respondents who arc tn palygenous marriages and who had
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elves. P 01}'8)'110!13 bchzmonr has been contidered one of the major factors
3 the spread of HIV in Africa, where higher rates of HIV infection often are found
s with high rates of polygamy. However, the cvidence supporung this notion is
“IiL. In Ghana, the prevalence of HIV infection was lowest in the notth, wherc 44%
O marriagres arc polygyuous. Polygyny may provide 8 closed scxual petwork. wiik: a lower
chan, of the inkoduction of HIV (HIV and AIDS, the issucs for Africa).

&y oy

Cihcr socio-cultural faclors include spousc-sharing. Ogly, 39% of sespondenis menWoned
this factor, prfaps because it is nol a8 common practice ameng the Yoruba cthaic group
Also only 25% of respondents mentioncd widow cleansing which is also not a ecmmon
ptactice in Nigetia although it bas been reporied that it is commonly practiced in seme other
Sub.-Saharan African countites such as Kenya (Saidi, 2603). Swprisingly only about Uiree

percent of respondents meptioned widow inticntznce which is an age-long piactice among

the Yoruba cthnic group.

: .
“Cultural prescriptions (n various cthnic sesiings condone male infidelity dut expect women

1o stay faithful to thelr portrers. As a result 11 (s found that women sometimes coniract 1V
straight on their matrimonia! beds.” This staiement by (NYoni. 2008) agrees with the

ﬁndu]s, ol' lhis pmsr‘!{ s(U'J)' beccause over 50’6 Of mmndcnls mcn‘iOHCd the culture of mnlc
infidelity as @ oredisposing socio<cuitursl foctor 1o HIV infection from spouses. Further

studies by Nycai (2008). have reported thet the majonty of women stay faithful to their

husbanAe and partners according to cultural prescriptions and roles, while their husbands do
nol =omply.

Other socio-culpual factors thay weee mentioned by reshondents included celigious beliefs,
low econ0Mic status of womehn, carly marfiage aixl female circumcision The Bible and

Koran both teach submission for women, but this has been crroneously taken 10 mean thai
1an oot

\d hence are not n the position to dictate the premise ypop
Hmm:u are infcrior to D U

B
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” ::‘:;mmm Acconding 0  report by e Zimbabwean minisry
It (2000), the submissive role of women disempowess them and
k lbﬂm unable to Guestion issues PNAining to their health and scxuality. This inability
mn pertinent (45uey regarding their health makes women SuSpSble to I{IV/ALDS

Mcs have shown that thac are socio-economic ipequilies such as grest gaps between
pmen and men 10 educstioo, income, starus and other factors which nllow sodividuals to be
self-supporting and autooomous. As a result, many poor women who are #looc. uneducated
and powerless, must depend on 8 man to support them and their children (L.angen, 2005)
Stidies have shown female circumcisioo o also be a sk facior for women in HIV
Rasmission. Traditional practices involving female circumcision and mutilaton can result i
infecion dunng and afier 1he cutting, including H1V infection through sexual activity prior to
the healing of the wounds. In countries such os Mali, Sen=ga! and others, Icgal mensures ba ¢
been 1aken to abolish this harmful traditional practice (HIV and AIDS, the issues for Afnca)
A study on carly monioge by Clark, Brucc et ai (2006) has revealed that for many
&dolescents - pasticularly the youngesi bndes - marriage greatly increases their pogegtial
exposure to the vitus, becausc mastiage results o a udnsiton from varginity to frequent
unprotected sex. Lven among adolescents who arc already sexually acuve, myTioge
genenlly leads 10 a dramnatic nse in the fiequency of unprotected mrercourse, esPecially

when pregnancy is desired, Secondly, the pardad of auwmed female adotescents aze
tyPically older and, 113 virtue of their age mofe likely to be HIV positive than the boyfnends
of unmamied female odolescenty. In eddition, in polygynous societies, child and miolescent

brides are more likcly than older brides 0 be second or third wives. Thirdly, women who

marry as adolescents receive Jess formal educstion and have Icas exposure 10 the media than

their yninaricd peers, Bpeatly reducing their opportwiitics 10 receive information sbout
HIV/AIDS vio these channels and potensially undermining theit obility © ncgotiate safer

2ol procices. This foregoing a1guUMEnt agrees (00 well with the findings ta th s study
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ludy has shown that many HIV preventive strategies assume an idealized world in which
one 1s equal and free to make cmpowered choices, and can opt lo abstain fom sex. sta),
-'f;rlhfu[ 10 one’s partner or use condoms coasistently (UNAIDS/WHO, 2004). Howevcr in
|'ﬂus siudy, only 25% of respondents mentiooed o way by which they 1hought they could
L protect themselves fom getting HIV from their spousea The reowitning 75% either did act
think they could protect themselves or did not respond. The majority of respondents did not
respond perhops because they hod never given it a thought cr because they thought being
martied has left them with no choice. For those who respoaded, the use of condom topped
the list of methods of protection that were mentioned, followed by abstinence. Ihis s
consistent with FOD (findings. This is perliapa due 10 the publicity that such protective
methods have received in recent times rother (iun because respondents believed them 10 be

methods that arc applicable within matita! context

A study hus however shown thai altbough condom usc se¢ms 10 be 1he best strotegy to reduce
HIV ansmission, there ai= sccio-cultutal bamers that prevent discusioRs about safer scx
behaviouss between busbznd and wile (Stcinbeook. 2001). For example. it is socially
inapptopriate fo: r» wife to discuss her husband's whereabouts or otempt © ncgotinte

condom yse with him. Such aficmpts could be misinteipreted as an allegation of infidelity

and couw’d lenad lo violence,
John:on, Beniley et al, 2003), Another study has elso shown that the inability of women 10

m ot s risk for HIV infection is compounded by the fact ihqt

copscquently many women remain in high-risk relatioaships (Go,

coatrol the factors that place the |
many soeiches defince the socinl and cullural ilentity of women prnimarily tlwough their role
as c:ild benrers and child remers: HIV basrier preventive measures such as the use of

condoms which inhibit women's Abilily to fulfil their .
The expesience with {amily plaaning programmes in the past has highlighted the
¢

rcptoductive role arc thercfore not

‘accepuble.

66

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



| ‘, I-ﬁiﬁt_t_‘tht-culmm value placed upon reproductiog has been an obstacle (o change
: o demonstated that women farcly have coattol over the reproductive process
amblin a0d Reid, 1991). A study canied out in India bas shoun thar a Dujority of uomen
'_ :‘"'_ ed their inability 10 negotiate safer sex behaviours, such as condom use. Those who
\ _. awarc that condorp use protects agzinst HIV infection bad a hard time convingin g their

| 10 use condoms because of the fear of such equests being inlerpreted as a lack of
ist berween them (Vamna, Chaodra, Callahan et 21,2010).

@smdy cartied oul in a province of South Africa showed that men are mors bikely 10 refuse
0 1se the condom when the age difference between them and their femsie pasriners s wide: if
they are in a marvied relationship; and where there is no communication about HIV/AIDS
“between them and their pariners {Langen, 2005) The study lends support to the fact that
thert is a relationship betwecn spousal corununication and condom use. Another stidy has
also shown a relationship between spousal closeness (& resuit of spousal communication) aad
faithfulness of spouse (Isiugo, 1994). According to the siudy, emotional bonding between
spouscs, or spousal closeness, clcarly shows a negative relationship with the iucidence of

cxtramasital relations. For instance, men who share o strong cmotional bond with (hetr
partners are abous 58 per cent less likely (0 have extramanial relations as those with a weak

bond.

Findings in this study suggests that mosi husband’s expressed willingness to discuss HIV-

related issues with thgir wives contrasy to the optnion expressed at the FGD that itis seen as

indsceat for 3 woman (o discuss such issues with their husbands. These lindings may be an

indicator (0 the need to develop cultvially selevant HIV prevention piograms directly

targeted 1o ysives to equip them with eflective skills to negotiate safer scx behaviours with

their spouses.

Sturprisingly there was no ,]gw;mmm:iuion between educational Jevel and discussion of
urpnisingly the

LIV related 1ssucs with spouss

: . ‘~I[b h‘r

The study crcvesled that older carried women (rom
IV.relaied issues with their spouses | s
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It is also not strange 1bat women (0 MOnoRaMOus unions found it easier to

ssues with they spouses than their counterpans in poly®ynous unions.
| ' |? because the husband in polyEYuous marrigges may not spend Quality time with each

¢alth Education implications of findiag>

- There is no doubt that the results of this study will bave far reaching implicauons for

Planning, designing, implemenling and evaluatiog HIV preventive aod educative programs

for piarried women i1n the study area and in Nigena at Iarge. Health education is o

~ combinaiion of leamning experiences designed to facilitate voluntary ndaptation of behavior
tonducive 1o health (Green, Kruter et al, 1980). 1t is concemed wilh reinforciog and changing
knowledge, attitudes and behaviour of people through eileciive communication of facn )
information, with the aim of helping them fo ensure an opumum well-being. Healih
education can therefore bc used to bridge the gap beiween bealth information and heslih
pmcuces within the context of HIV and AIDS. The findings uf 1his study have revesled gops
in the knowledge and perccPtion of scll vulierability of mamed wonien to HIV infection
from spouses This should be aduressed with appropriate HIV and AIDS cducation syuregies

among marned women.

AS far as 111V and AIDS contiol and prevedtion in mamied women is concerned. the goa) of

health educstion using (sctual information i3 to improve thc knowledge of matied women

abaut HIV ransmission and prevention and to cnlighten thcm about the nsk tha! comes from

matital cex. Effective education can contiibute to the Xnowledge of memed women and

protect them against m{, infiection. Preventive programs for married women should be
developed with their active nvolvement. Also preventive progrums should be ilored to suit

age, gendez and the culum] peculiarities of the study population.
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! ence of education when ilmn.togmdafsats.ilisboawcrnmmngth&

: .._ omen fing it easier 10 discuss such issues with their spoyses being wiser and more
'-.';'-f-';? tnced. It |
_ d m, 15 also nol swange that women in qWOORAMO s unions found it easjer to
V-related issues with their Spouses than their counterpans in polygynoits unioas,
e
because the husband in polygynous rmTizges may not spend quality time with cach

smcc they are many and he hasto spend some time with each of them.

Y

fealth Education implieations of findings

‘There 1s no doubt that the results of this study will have far reachis g iaplications for

slasning, designing, implemcuting and cvaluating HIV preventive and educative programs
for maied women in the study area and in Nigena at large. Health cducaton is a
‘combination of leamning experiences designed (o facilitate voluniusy adaptation of behavior
conducive 1o health (Green, Kiutce et sl, 1980). k is concemed with reinforcing and chaqging
khowledge, ottitudes and behaviowr of people through effecuve communication of factual
mformation, with the aim of helping them to cosure an opiimum well-being. Health
education can therefore bc used to bndge 1= gop between health information and health
practices within the context of HIV asd AIDS. The lindings uf this study bave revesjed Bops

in 1he knowledge and perception of s¢if vulnerbility of mimied wonicn to HIV infectjon

from spouses. T his should be cddressaal with spproprisic HIV and AIDS educstion sirategies

among mamed women. |

As far as HIV ond A DS control and preveation in married women is concemed., 1he goal of

health education veing factual Information is 10 wnprove the knowledge of mamed women

about HIV uansmissjon and prevention 0ad to enlighten them about the risk that coroes from

manisi scx, Effective cducation can contribute to the knowledge of married women and
Proteci «hem ngainsi H1V infection. Preventive programs for mamed womes should be
developed wath theif sctive involvement. Also preventive programs should be tajlored 1o suit

3gc, gender and the culiural Ptcu“mlllﬁ"f the study population
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. g
ik, —

S il 2 .

-slion aciviues orgamzed for manried women must be cagmble of improviag (heir
n t (cands self wlassabiline. Such activities should aum 3t achicving set goals of
; the incidence of HIV transmission through marita! sex.

cording 10 a technical repon by the Federal MinisTy of Health (2004), “dats from asound
e eorid, including Nigeria, suggest that married women's greates| 1isk of contracung HIV
ough having sex with their husbands™ Thus HIV preventive progzams f(or married
t 20 must be bascd on scientifically proven, evidence-based stategies that are culaoally
atc eqablleand judged to be appropiate. cffeciive and usable within the marriage context.

‘The core elemenss of preventive HIV and AIDS related progtams shouid iclude the
1ng: infoanation about HIV and AIDS and how 1 1s aasmitted; edicnioasl programs

D cubiagce undevsianding of personal sisk and promote easbling simicgies and practical

Prevention measures which encourage and support behaviotal change. Such prograins should

* V0

also involve the men.

Conciusion
The results obtained from chis study have revealed that many mamed women do not cons;d et

hamselves vulnerable to HIV infection fror their spouses hence the nced for public

enlighicameat 10 raisc their awareacss of vulnerabilit yto infection. Also most HIV
Prevention programs focus oo Stk gies like sbstincncs, mutual fidelity and use of condom.
These are swalegies that are d: flicult for women to implement within mamage. Sifce

arc ‘mportant i the Nigerian cultural conlext. new evidence-based

marriage and motherbood
intescousse Within maznage safer for women should be promated

stralcgics that can maks

Onc of such susicgi=s is spousal communicsation. There i3 a

masital relations!nps ON the imporsncc of spousd] communicdlion as & means of keeping the
relati 3

isk of HIV bansmission among Spous<s at the lowest ebb. Women should be trained in the
sk O A\

art of culturally acceplable conunupicauon
sensitization programsuss SO that they are canie

necd 10 senxilize women in

skills. [t is also imponiani (0 involve the men in

d along.

6Y
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. ‘i_ﬂﬁons
the findings of this study, the following recommendations arc made!

Preventive messages nced to emphasize that marmage is not a guaranice of safety
from HIV infection.

- There is a nced lo conduct public cnlightcnment programmes 1o increasc married
women's awarcness on vulnerability to HIV infection.

New policies and intcrventions tnilored to the scxual and bechavioml prof le of women
are nceded to address the vulnerabilitics of married svomen.

There is o need for iacecased cnlightenment and sensitizntion for both men and
women in the marital relationship on the need for spousal communication.

| ' i ventin
Projects must conlinue to cxplore c[fective, evidence-based simtcgies for pre 8

HIV infccuon in mortied swomen.

70
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APPENDIX 1

GUIDE FOR FOCUS GROUP DISCUSSION
INTRODUCTION

My names are Popoola Olabisi and my collcagues are

Master in Public Health degree (specializing In Health Promotion and Ed

Faculty of Public Health at the University of ibadan, Ibadan.
« KNOWLEDGE, PERCEPTION AND RiskK OF

MARRIED WOMEN IN ON\il-
NT AREA OF OYO STATE.”

— . | am pursving 0

gcation) in the

The 10pic of my project i
CONTRACTING HIV FROM SPOUSES AMONG
ADIO COMMUNITY OF 1DO LOCAL GOVERNMERE
We would like (o infortn you that in this discussion we arc lﬁ 2
1%ueswe would introduce so everyone should feel free 10 lmm‘-:‘.’ﬁ!” !0 | ’
Panticipation would cngblc us to Bene ~d give isight into the study

rate uscful data a7
Absolute confidepliality ©Of Yovur involvement 3%

d response in ¢
Mantained H u corder 50 that we wou!d not
: . low us Usc a tape e
. . Aowever, we npp&ll {o youllo |
| hpt vou wouid ¢ -1] us, you should Pleasc not fenlion your
thot WOLIE &+

tecested in your opinion about
this discussion. Your

his study would be

forget oll the unpostant tungs

rame o that i1 would nol be 1ecorded.

GENERAL
1, In yourow
2, What do you kn

is HIV and AIDS?

—onding What
n under 1anding symplons ond prevention?

o nboul ils COUSCy

PERCEF110NS OF RISK - nore at tisk of conUCE HIV?
: ;our opinio :
3.  Whichkind of woraen i-n )womcncw copynct HIV frora their spouscs?
KHow do you think mayvigd xual issues with their husbands?

6 [

0 cn €an djscuss S& )
S. How do you think ?‘“’r‘d.w‘;m con Predispose mamecd women or their
6.  What kind of lifestyles P

spouses 1o HIV infection?
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h STRATEGIES

~ How do you think-mamied women can help prevent heir spouses from ecetracting
HIV?

What factors or practices in your opinion can promote or hinder the adoption of safe
sexual practices between marmmied women and their spouses?

How do you think maricd womea can protect themselves from eontracung HIV  from

their spouses considering these factors?
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ILANA FUN LIRORO EGBE LORI ORO AFOJUSUN.

IWAJU:
B ojumo, oruko temi ni POPOOLA OLABISI, awun elcgbe minje -==++++**

Mo n ko eko fitn oyc giga ninu imo ilera ara ilu (Paraki julo nipa igbega ilera an 1mo) ni cka
I
Uera ara ilu 1i ile-iwe giga University of Ibadan.

Akoti akanse ise mi ni: IMO NIPA IFURA S1ATI EWU ATI KO ARU
TH IPINLE OYO.

Afe lat: 30 fun yin wipe ninu ijiroro yi 8 nfc ero okan yin nip

itori idi cyi, ki olukuluku fi gbogbo 0kBn datapo (0 W3 AL

‘ jpa iwadi y? ‘1nioju pe ohus gbogbo
i0 fun wa ni imo ti yoo watlo fati ni oye kikun nipe jwadi yi. A G da yinioju pe E
eyin oikan Sibe, 8 0 be 1 i e gbawa 1saye lati lo er0

un Pat¥i & ¢ ba so. E ma daruko yin. ki a

N HIVFAIDS LARA

g awon iszie L. o ma s¢ DIPa,

jirorc nz. ljororo yin pclu wa

ieba so yio wa laarin awa ali
imohun lati gba ohun yin sile kia ma ba gbagbe ob

ma gba sile pelu.

IMO NIPA HIV/AIDS
- Kini oye titi yin m p3 aarufl K°
g Kini emo ni pa okunfs, tona oti

gbogun eyi 1i anpe ni arun AAIRI?

idiwo carun aaidi?

;
IFURA 81 EWU ATI KO AARUN AALD

won obirin w0 as cyin M cro
2

pe ewu ati ko arun asidi wa fun?
Ic X0 arup anidi loti ara oko won?
ba awen oko won jisaro lon ibalopo oko

ltu a

Bawo nj €s¢ o pe aven ubilcko X
Bawo ni c S 10 pe & won abileko

u!i aya? u kiko anun asidi ]2arin owon abileko

; ew
lruigbe aye Wo ni ole fi 6y° site fun

I ’
ILANA 1D1WO FUN AARUN AAID o sa iran 100 laii mu ki awon oko won maase ko
e

2 Bawo nu ero pe owon abileko 3¢

arun anidi? {erope © |e se igbcga tabi idiwo fun yiyan jbalopo oko ati
leu Ohun WO fabi asa ¥ n |  abileko ati pwon oko wan?

- awo
ayati ko mu ewv dani lag0nt | o, bawo ni € 56 F0 P OwoD abllcko se le da abo
g eti Janxo.

Lebin awon hun won Y1 5 von ako wen?

bo ara won lo1 Ma
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APPENDIX Il

QUESTIONNAIRE

KNOWLEDGE. PERCEPTIONS AND RISK OF CONTRACTING HIV P:ROM
SPOUSES AMONG MARRIED WOMEN IN OMI-ADIO COMMUNITY O} 1DO
LOCAL GOVERNMENT AREA OF OYO STATE.

INTRODUCTION: Good day, my mome is POPOOLA OLARBISL. | am a .',0‘.:tgtadu316
@dent of the department of Health Promotion 8nd Edvcation, Faculty of Public Health,

College of Medicine, University College Hospital. Ibadao.
_perception and
kws quastionnaire will be helpfil

isk of congracting HIV from
Lam canying out a cesearch on the knowledge isk of coagachng

Spouses among married women. Infoﬂna.(ion obiained ﬁO[f] ( -
programs for mameg woaen,
is kept confidential, tberefore 1 wil]

answers are nceded to make

i planning appropriate HIV prevention

| Want 1o mak ¢ sure that all the infoymotion You Btve tuc

] n and sincae
00t write your pame on this fonn. Your most 0P

, ~never al] Questions as completely as you con-
Uiis s;udy successful, so | would like you 10 23=4€
y L t be used for scademic and rESeATch purposes anly.

The result of your responses wil  the survey- (If “No” thank feSpondent

o articipsre b
I wish 10 ask whether you are willing 10 pasucipal

and terminntc interview),

Thank you.

CTERISTICS
SECTION A: SOCIO'DEMOGRAN"C LS

) Age (as a1 last binhday) s-reeeees c1owed O 4. Scpasared O
2) Marita| siotus |. Married © 2 Divorced a). Wido
W) us -

J) reiigion t s itonal 03 Others (SPECITY) -oivees
1. Christianity o 2. Istam © 3.1 0% fbo 09, Oihers (Specily)

tlpysh O3 , ]

4 . .+ Yoniba © 2 ) . cdueation O
) El.hnlc group: |. Yont ! i foreyl cilucation 0 2. PNmary

3) Highest level of educntion: . Seniir 5 ondary school &

]. JUﬂiOr mndw “hOOI [ O'hm (SWW}‘ e8100000ai02i00000,

5. Univ:mlyfl’olytechnic/ NC
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kind of marriage are you into? |. Monogamous G 2. Polygamous o
3. Others (Specify)......-...

)Whatis your profession?............coumnieesiuninec.

) Do you own any of the following? (Tick 0 yes orNog)

1. Yes 2.No
Radio 0 o
Television 0 0
Video player © B

SECTION B: KNOWLEDGE OF HIV/AIDS

-now? List some of them
9 What common health Problems of marvied women do you know? List

1 if you have health probiems?

10) Wiiat do you usually do for treatmei =7 3. Go 10 the health ceaure ©
L. Use of lierbs at home D 2. Visijt03 ppIF

vy :e-na] heales O
1. Visit a private clinic 0 5. Visit a wadition

2.No
Yes
6. Others (specify). ... |
itted through scxud) intercourse
1) Li 4 -4 that YOU Know cap be ™
ist all the diseases e ¢eg 00 N0 D)
1 Yes “ir NO
o
0
Gonohoes : g
Magun . E
AIDS
Others (Specify)eese-eers= 7
2.NoD
o . Yesd
12) f1ave you heard of Hiv and AIDS
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", please stop the interview. Thank you]
yes, how did you get to know sbout if? Through; (Tick © Yes or No)

Yes No
Radio o 0
Health workers o o
Friends Q o
Newspep D a
Othexs (Specify) .« veveee e |

itted (Tick o all (hat &7y
‘ ich HIV can be ansalitted (
14) Mantion the ways by which o N, x

}. Through sexua) intereourss © 2. Shaing of ubsiai
URnfirsion o 4, From mother-to~child 0 5. Don‘t know 0

14 l '

I5) What are Whe signs and Symptonis of AIDS? (Tick D al) ihai 479 Z

y PREVENTION

-2 Nol Don't know &

16) Do y ou think HIV con be Ty Yulu;\bcr 18]
question 1 )

17) 1f “Yes™. bow do you think it €an < Wf‘:" . harp objects O
| Faithfuless to one’s poiner 0 2: 1) e

secrioN C: HI

y thase tticatjoned)

3 Avoyd uaking uaseic™
5. \has o 6. Don'i know O

12) Do you thiak AIDS can be cured
[1f=No~ or “Dan’s know" &0 ©

19)17 =Y 25", how do you think it o0

|, Yes 0 2.3 Don'thaowo
(AL '

question 30]

goovic®

be cured Teisrrmesse

PERCEPTION

<
o bt at risk of contracting HIV?

1INC I |
spclio yau Peiceive to

. ¢ people o
2)Which of the following §0UP°

(Ficka all 1hat spply) 3, Single women
| Yowig children0 2. SIngIE ™R O L Ll workers @
R s 6. Drives 0 BEPTE

~ 5. Masried women 0 O

o 4, Marrled men
A, |lealth woikers ©
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“Allof the above a 10. Others (specify) ... ...«
) How serious do you perceive HIV to be? 1. Very senous 0 2. Soniewhat serious a 3. Not

aln 0 4. No1 at al} serious O

32} What do you think can happento a person that gets infected with HIV? (List oll)

b

23) Do you think married women are at tisk of contiacting HIV?

1. Yeso2 Noo3.Don’t know oD

[i1“No" or “Don't know" go to question 25). Nt
24)1fYes™, how do you think marmied Women can contrect it> ~

1.
B,
05

B ) w\lsc'? 1. YesO 2.No o
25) Do you ever discuss sexuo] issues WitL your

[If *No™, go to Question DU DEr = 10 HIV/AIDS with your spousc?

i relating
& SYer. I aRse a:ﬂf;ﬁ::dso to qucsll'on number 28]
i *x0

l.Yeso 2 NoO
A7) [f “Yes™, what was Lis reaction?
). Auger 2. Violence 3 Willingn=S
5. Othayy (spmcify) ovese-arm -
28) Has your spouse ever initinted Of &

| Yeso 2.NooD =

re ll‘lﬂs 0 IV7AINDS wi th you?
5:3“31 iasusd

!po.,,gdo?
30) Whas kind of wosk doc? YO y gp"}tlf.OS-Clmc
3 Driver O
L. Anizn 0 2. Trde O 3.

' : 2 Noo
6. Oty (specify} - oo : f}-ﬂv?l_‘(ﬁﬂ
iy ot A5k O L
31)Do you hick his wosk puts bl ting HIV infection from your spouss?

f eves
’2!Do)wm’mgmn"“"‘o
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1. Very likelym 2. Somewhst likely 0 3. Not certain 0 4. Not at all likelya

[If“Not at all likely™, go to question number 35).

4“#“—

13} Why do you perceive yourself at risk?—
34) How do you think you can protect yourself? ey
. U
* {.Abstinence 0 2. Use of condom 0 3. Charms 0 4.Sepemtion O

6 Don't know @ 7. Others (specify) ..o o
i T\
35) Do you know any cultusal pruclices that can lca e
from their spouses? Mention them. (Ticka only those men\i }
| ' 3. Spouse Shanng O
1.Polygamy o 2. Widow Cicansing o3, op0

1Tied women contracting 111V

o LNV infection?

| -
- . Orhers (speCify)..oiesevmecseenes e Y,
t 36) What other practices do YOu know

List ).
\ 1

2
|. -

3. |
[ 4 for HIV prevention &MONg

)
ou recorfine
L e pce CAN y

37) What approptiale ptcvcnuvc mepsuics

matied wom,m?___‘_,,_.....---—

veniion
CONCLUSION you recoMmand foc IV preven

Can
Wt gyryroprinte preven™® measw™
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The 14-point imowledge scale on HIV : o
j \ { 4 pounls lor vp
} ‘ be transmied? Maxumum O
Mesion the ways by which HIV can
oaecl answers.

i 4 cotrect
1 f 4 pOIGES for up (0
; f AIDS? Maximum O
%har are the signs and Symptoms ©

ESWS.

: ‘me for COrpect answer-
i pmvcmed? Mmum: f ll\:::mn of 4 points for up 10 + correct
iak 1 be prevealc 2
{f “Yes”, how do you think 11 €20
ANSWETS. |
: n
Doyou (hink ATDS cap be cured? Maxiroum of ! PO

TOTAL marks =14 poin!s

GRAOING

15 points=Poor
6-10 points =Fair
10-14 points= Good
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[WE IFORO WANI LENU WO

N (AJIDI)
AKORI: IMO NIPA IFURA SI ATl EWU ATI KO ARUN KOGBO OGUN (;\B[LE
LARA OKO LAARIN AWON ABILEKO NI ADUGBO OMI-ADIO TI IJOBA
IDO, 1T IPINLE OYO.

ISIWAJL: Eku ojumo, oruko tem ni POPOOLA OLABIS!. Moje akeko iwe giga oipd
igbegailera ati imo ni ile- iwe gigatl University of [badan.

i ), Y " ce eto dina Kiko anuD axidi
Oro i a ba gba sile ni pa €sc iforo wam lenu wo ¥3, yio wulo lali s

o i yi > em;j ali cyin dikan,
Mo f fi da yin loju ipc gbogbo obun U cba so fun mi yio wa ieaih
o fc fi da

s b e O : inuokan wa ni & ofc lat mu Ki
nitori eyi, emi ko 0 ko oruko yin §inu W iwadij yi. Otito [a ti tnu
9

it fup mi fug. .
lwadi imo ijinle nikan M a © lo awon ¢si 1i ¢ ba

wa i iyl i . rara. ¢ dupe
bo se tan lati dorapo Mo Wi nice wadi Y1 (Ti won ba so x
Mo fe becre boya € 7

e [ v = “u -
lowo won ki ¢ §1 fi Opin 51 1waou lenu o)

Ese.

A. LILANA IKANIYAN NI AWUJIO

1. Omo odun melo D €Yin JET o ocvennmrmeenss

3 Ki pi alesopigs eyin ati oko yin lowoluwe Y17
) 1 J

- j \ ot , ~

3 EsinwodiC nse?

i n ifnﬂ (SC DlnYC)-
i Mus“luml C lbllc D. Awen m
AL Onlgbngbo B .

4. Abule oko bi llet: ..oeo
Adugbo 1joba ibile: c.coreene
Agbcgbc; B g Basepa A

: j eder |
2 m:l Yoruba B. Housa C.lbo D. Ede miran (Scalaye)
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6 Iboni e ka iwe de?
A.E o lo ile-iwe rata B. \le kewu

E.fle cko Junior

¢/ NCE).

C_Ekoogba D. llc eko Prumary

: - ;
Secondary F. Ile eko Senior Secondary G. lle ko giga (UniversityPolytechn

7.lje eyin ni ikan kan nipu awon cf0won yi?

A. Ero mohun-maworan

B. Ero iworan (Vidco)

C. Ero asoro magbesi

B. 13 woni eyin se? C Agbe D.lse ljoba L. Iyawo-ilc ¥, Omigan (Sc alaye)
.ANB Vgt

A.lsowo B. Onisc OWO

9. iniigeyawo wonLcyto wa?

A. OkO m. n L]

B.101WO FUN KOKORO 1Y PN G
;’ lje cyin li gbo n P2 asryn kogbogun eyt € , pe

10. ljecyin

A. Bee i B. Ras .

gbo, ba wo le ¢ gbO _

[5 Qsos0 @a Bbest s

le ko asgun amdi?

gan D, Omitan (Sc alayc)

11.Biebnti SOlseiiva

-mnwosan B

mohun |
st ynn Yi ni cn €0 peo

12. Ewo ninu 6won €
A.Omodc
B. Odo otwo0 RN T ekt
C. Odoomo obiann
1. Bolc ile
¢ Ahileko
£. Awa oko
G. As€¥Wo
F. Onise- isegin
o U ati n dasuko

{ Omiran (Se alaye)

20
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13, Niceyinni cro pea le di kiko kokoro aidi lowo?

A Beeni B, Rara

13 E daruko ona metati afi ie ko kokoro aidi

: R idj lowo
15, E daruko ona metati a fi le di Liko kokoro 21di

C. IFURA S1 EWU in obinfin ot okunrin 1.

= g g7
16, Nje eyin ti ba oko ¥i! jiroroori

A Bee ni B. Rard | A
17.Ti o ba je bee, bowo Nt Won 3¢ do Y0

| Od;
A . Tbinu B.1)0 C. Tokan tokan P.Od

18, lru is
A.Onjsecowo B, Onisowo
19, Nje cm ¢to P€ ise oko
. B,Rona

o i 0jo mo italop< loa:

¢ wo nioko yin asc?
Cc. Awvako

-~ i : 100 cwu fu
yip {i won sl po

[, Oni isc Joba
n kiko kokoro aidi?

A Been odo oko yin?

. idi lau
20 Nje eyinoi €10 ¥¢ e |+ ko kokoro nidi
0.Nje

clcdnubobomyin?

D. Omsren (Se nlaye)
n kiko kokoro aidi?

A lsera B Lilo Condom

ipo cwu fu
73, Mje cyvin Mo 852 ibi lc kan ka

o u of obilcko 52

Da Orcko wen.

A ...... ' deor
e
B""'o oot
a0
>
C..see
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i 2idi?
452 omiran wo ni eyin mo tiole f abileko si ipo ewu fup kiko kokoro

asi ile funawon abilcko?

idi iclel
Awon ona idiwo fun kiko kokoro aidi 1o PEYe wom ci¢
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