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ABSTRACT

The HIV/AIDS menace has been a major source of concern to everyone, particularly,
the people of Lower Manya Krobo Municipality as the area has always recorded
higher rate of infections compared with other districts in Ghana. The study sought to
assess HIV/AIDS knowledge of Senior High School students in the Lower Manya
Krobo Municipality of the Eastern Region of Ghana. The simple random sampling
technique was adopted to select 300 students, comprising 120 boys and 180 girls
proportionately selected from the four Senior High Schools in the Municipality.A-37
item questionnaire adapted from Wanjiru Helen Wairimu was used for the data
collection. The obtained data were analysed using descriptive statistics (means,
standard deviations, frequencies, and percentages). The study found that; majority of
the senior high school students in the LMKM of Ghana have high knowledge about
HIV/AIDS. It was again found out that HIV/AIDS knowledge they have does not
have much impact and influence on their sexual behaviour. Finally, it was revealed
that the students in the LMKM are not applying their knowledge in HIV/AIDS due to
certain inhibiting factors such as religion, limited recognition of personal risk of HIV
infection, difficulty in procuring condoms, and the pandemic being a curse from the
gods are the factors that inhibit the application of HIV/AIDS knowledge of the SHS
students in LMKM of the Eastern Region. Several recommendations were suggested
which include; the fact that the Ministry of Health in collaboration with important
educational agencies should intensify sex education to the students and the
community members in order to strengthen their awareness of HIV/AIDS.

X1
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CHAPTER ONE

INTRODUCTION

1.1 Background to the Study

One disease that has threatened the existence of the human race for some time now is
the HIV/AIDS. Globally, HIV/AIDS has spread to virtually every region of the world
and has affected people of diverse status and backgrounds. Men, women, young
people, children and even conceived babies are all at risk. The phenomenon hampers
human resource development and undermines the skills base of countries, as most
infected people are part of the labour force. It has, therefore, become a major public

health concern with about half of new infections occurring among young people

(UNAIDS, 2010).

The impact of HIV/AIDS has caused great consternation among policy-makers, as it
threatens to erode socio-economic development by increasing morbidity and mortality
among people of working age (Barnett & Whitehead, 2002).According to the World
Health Organization (WHO, 2017), an estimated 36.7 million people worldwide are
living with HIV, with 2.1 million new cases registered by the end of 2015, while an
estimated 35 million people have also died from the disease. The UNAIDS (2018)
reported that in 2017, 1.8 million adolescents aged 10-19 were living with HIV. New
HIV infections among adolescents are projected to decrease by 29% between 2018
and 2030, which is not enough to meet global targets. The global targets are that 90%
of people living with HIV know their status, of whom 90% are on treatment; of whom
90% are virally suppressed (90-90-90).Rapid population growth in many low- and
middle-income countries has created a growing cohort of adolescents and young

adults, and combined with slow progress in HIV prevention among young people, the
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epidemic appears far from over. Projections show the current rate of HIV incidence.
Without accelerated efforts and investments, a total of 2.0 million adolescents could
become newly infected with HIV between 2018 and 2030. The situation is
particularly serious for adolescent girls, who are part of key populations. Worldwide,
one adolescent girl (15-19 years) became infected every three minutes in 2017.
Adolescent girls account for two out of every three new HIV infections in the 15-19
age groups. Adolescents in general and adolescent girls and boys in key populations

in particular, tend to be the groups most at risk of HIV infection.

Sub-Saharan Africa, with only ten per cent (10%) of the world's population, remains
the most severely affected region (UNAIDS 2010). Approximately seventy per cent
(70%) of people infected with HIV worldwide reside in Sub-Saharan Africa, which
remains the most affected region in the world (WHO, 2017). Katjavi and Otaala
(2003) report that 85% of teachers who died between 1996 and 1998 were HIV-
positive in the Central African Republic. Also in Zambia, the number of teachers who
died of HIV/AIDS in 1996 was greater than the number of teachers that the country's
teacher training colleges produced in that year. In addition, a 20% drop in school
enrolment in South Africa has also been attributed to HIV/AIDS (UNAIDS, 2005).
Sibanda (2003) added that in the poorest households in South Africa, AIDS takes a
greater share of available resources and limits access to food and health care. A
staggering per cent (60%) of hospital beds were occupied by patients with HIV/AIDS
related illnesses. Ghana, also a Sub-Saharan African country, has been experiencing
an increase in the infection rate for some time. For example, the prevalence for 2016
was 2.4%, up from 1.8% in 2015 and 1.6% in 2014 (Ghana AIDS Commission,

2017).
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What makes the situation even more worrying are the increasing infection rates
among adolescents in the sub-region. According to UNICEF, the 15-24 age group is
the group most infected with the virus. This high-risk group accounts for sixty per
cent (60%) of all new infections in many countries. Young adults are particularly
vulnerable to HIV infection because of the physical, psychological, social and
economic characteristics of adolescence (Albarracin et al., 2005). Young adults are,
again, at risk because of the high-risk sexual behaviours, attitudes and constraints of
the societies in which they grow up (Ashford, 2007).1t should be noted that from its
discovery in 1981, HIV/AIDS was perceived as a disease defying science, and was
wrongly associated with immoral behaviour. Scientists first sought out the agent
responsible for HIV transmission by focusing on the biological mechanisms of the
virus' action, the natural history of the disease and the epidemic, and the means of
prevention, care and treatment. Ulasi et al. (2009) state that in Ghana and many other
countries in Sub-Saharan Africa, HIV transmission is mainly through heterosexual
intercourse. In these countries, HIV and AIDS are widely seen as a consequence of
sexual immorality or immoral behaviour, so that infection is seen as God-given
punishment for sins such as prostitution, promiscuity, drug use, or homosexuality

(Ayranci, 2005).

In the particular case of Ghana, HIV prevention and treatment programmes have been
put in place to combat the AIDS epidemic. However, reports from the United Nations
Integrated Regional Information Networks (IRIN) on Africa indicate that the
Ghanaian government's AIDS programme is at risk of failure, mainly due to stigma
and a weak health system (Ghana AIDS Commission, 2014b). Since the beginning of
the epidemic, much progress has been made in preventing new HIV infections and

delaying the progression of the disease (Groce et al., 2006). According to Fiona,
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Katie, Eric, Marlise, Prince, Sian and Mathew (2013), people who engaged in sex
work or solicited sex for money (prostitutes) in Cote d'Ivoire were the pioneers who
first contracted HIV and AIDS in Ghana. Mill (2003) reports that globally, forty-five
per cent (45%) of people who contract HIV/AIDS are adolescents aged 15-24 years.

This finding is corroborated by other researchers who have also found that
adolescents aged 15-24 years constitute the largest population of HIV-infected
individuals (Coates & Szekeres, 2004; Ebeniro, 2010, Milanzi & Komba, 2005;
Weeks et al., 2004). Szekeres (2004) stated that in the United States, adolescents are
the largest group infected with HIV/AIDS. Figures presented by Naswa and Marfatia
(2018) suggest that 11.3 million adolescents aged 15-24 are infected with the virus the
world over.It has been shown that increased knowledge of HIV/AIDS is not a
predictor of behaviour change (Onah, Mbah & Chuckwuka, 2004), although

knowledge of the disease is a prerequisite for change (Avornyo & Amoah, 2014).

1.2 Statement of the Problem

The 2018 national estimates and projections of HIV/AIDS show an increase in the
prevalence rate for the country. The adult HIV/AIDS prevalence rate was 1.69%.
While the Ahafo Region had the highest rate at 2.66%, the North-East had the lowest
prevalence rate at 0.39%. Among the districts, LMKM in the Eastern Region had the
highest rate of 5.6%. It is also estimated that 334,713 people are currently living with
HIV; 117,199(35%) men and 217,514(65%) women. Again, in 2018, an estimated
19,931 people were infected with the virus. Of these, 5,532 (28%) were between the

ages of 15 and 24 (National AIDS Control Programme, 2019).

It should be acknowledged that, studies have been conducted on knowledge of

students on HIV/AIDS from international and local perspectives. For example,in
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South Delhi, India, McManus and Dhar (2008) reported using a sample of 251
adolescent girls that when we talk about protection against sexually transmitted
infections, including HIV/AIDS, "use of protection" may have a different meaning for
some sexually active adolescents. The authors further indicated that the adolescent
may choose pill over condom, thinking that the former could protect them from HIV.
The authors concluded that the girls did not know whether the contraceptive pill could
protect them from HIV/AIDS or not. Also, in Nairobi, Mayosiet al. (2012) reported
from a sample of 3,612 adolescents aged 12 to 25 years that knowledge of the
adolescents about prevention of transmission of HIV/AIDS was high, but was not
applied to their sexual behaviour practices, although a small number of them
transferred this knowledge. Again, the authors reported that one-fifth of sexually
active boys used condoms regularly; one-third used them irregularly, while others did
not see the need for condom use. It was therefore concluded that there was a need for
comprehensive sexuality education programmes, which should aim to equip
adolescents with the knowledge necessary to enable them to protect themselves from

the scourge of HIV/AIDS.

Again, in Kenya, Njogu and Martin (2003) concluded from a study, that adolescents
who are at the most reproductive stage of their human development are at greater risk
of HIV/AIDS than any other population group. In this study, the authors indicated
that the level of knowledge of students on HIV/AIDS was low. For this reason and
more, the authors concluded that students deserve greater attention in the fight against
HIV/AIDS infection and transmission. Arguably, research findings such as the
aforementioned on the current study variables are contradictory and inconsistent,

which demands further investigations.
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In Ghana, Oppong and Oti-Boadi (2013) reported from a study that sought to test the
knowledge of HIV/AIDS among undergraduate university students, that the students®
level of knowledge about HIV/AIDS was high, although there was no transfer of
learning regarding their sexual practices. Appiah-Agyekum and Suapim (2013)
concluded from a sample of 260 female students in senior high schools that, when
adolescents receive HIV/AIDS education, they benefit from it because they become

aware of the factors that predispose them to the disease.

Given the challenge that HIV/AIDS poses to adolescents, it is essential to intensify
the awareness about the risks associated with sexual behaviour and the importance of
applying this knowledge to real-life experience (Njogu & Martin, 2003). Kabiru and
Orpinas (2009) support this assertion and argue that, given the high rate of HIV in
Sub-Saharan Africa, it is important understand the forces that influence adolescent
sexual behaviour because knowledge of HIV/AIDS is insufficient among Senior High
School students in Ghana (Gordon & Inusah, 2003; Tagoe & Aggor, 2009). There is a
geographical gap in the study of HIV/AIDS in Ghana because the studies so far
conducted in Ghana such as zxzxzxzxzx were limited to universities and senior high
schools in regions other than the Eastern Region of in Ghana. Hence, the current
study sought to assess the knowledge of senior high school students on HIV/AIDS in

the Lower Manya Krobo Municipality of the Eastern Region of Ghana.

1.3 Purpose of the Study
The study aimed at assessing the sexual practices and knowledge on HIV/AIDS of
Senior High School students in the Lower Manya Krobo Municipality of the Eastern

Region of Ghana.
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1.4 Objectives of the Study
The overall objective of the study was to assess the knowledge of HIV/AIDS among
SHS students of LMKM in the Eastern Region of Ghana.
The study, specifically, sought to:
1. Assess the knowledge level of SHS students in LMKM of the Eastern Region
of Ghana on HIV/AIDS.
2. Examine the influence of HIV/AIDS knowledge on the sexual behaviour of
the SHS students in the LMKM of the Eastern Region of Ghana.
3. Explore the factors that inhibit the application of HIV/AIDS knowledge of

SHS students in LMKM of the Eastern Region of Ghana.

1.5 Research Questions
The following research questions guided the study.
1. What is the knowledge level of SHS students in LMKM of the Eastern Region
of Ghana on HIV/AIDS?
2. What is the influence of HIV/AIDS knowledge on the sexual behaviour of the
SHS students® in the LMKM of the Eastern Region of Ghana?
3. What factors inhibit the application of HIV/AIDS knowledge of SHS students

in LMKM of the Eastern Region of Ghana?

1.6 Significance of the Study

The information obtained from the study will be useful in addressing the incidence of
HIV transmission among adolescents in Ghana. In addition, the findings of the study
will be useful to the Lower Manya Krobo Municipal Health Directorate in their quest
to implement measures to control the rate of transmission of the disease in the

municipality.
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The outcome of the study could help in the formulation of policy on access to HIV
counselling and testing for Senior High School students in Ghana. It will also give
policy makers a very useful insight as to the effective strategies to adopt in controlling

the rate of HIV infections among adolescents.

The outcome of this study is intended to become an important document that will
contribute to existing literature on the knowledge of HIV/AIDS and sexual behaviour
of Senior High School students. It will serve as a reference material for other

researchers who would like to learn more about HIV/AIDS in the country.

1.7 Scope of Study

According to Mclnnes and Rushton (2013), the delimitations of a study are those
characteristics that arise from limitations in the scope of the study that define the
limits of the study. This study focuses HIV/AIDS knowledge of students in the four
public Senior High Schools in the Lower ManyaKrobo Municipality of the Eastern
Region of Ghana, namely Krobo Girls_ Presbyterian Senior High, Akro Senior

High/Technical, Manya Krobo Senior and Akuse Methodist Senior High Schools.

1.8 Operational Definitions

1. Human Immunodeficiency Virus (HIV): It is a virus that attacks cells that help
the body fight infection, making a person more vulnerable to other infections and
diseases.

2. Acquired Immune Deficiency Syndrome (AIDS): It is the late stage of HIV
infection that occurs when the body_s immune system is badly damaged because
of the virus.

3. UNAIDS: This Stands for the Joint United Nations Programme on HIV/AIDS. It

is an innovative joint venture of the United Nations family which brings together
8
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the efforts and resources of eleven (11) United Nation System Organizations to
unite the world against AIDS.

World Health Organization (WHO): It is a specialized agency of the United
Nations that is concerned with international public health.

The United Nations Children’s Fund (UNICEF): This agency was originally
known as the United Nations International Children_s Emergency Fund. It was
created by the United Nations General Assembly to provide emergency food and
healthcare to children and mothers in countries that had been devastated by the
Second World War.

Key populations: This refers to men who have sex with their fellow men,
injecting, drug users, sexually exploited youth, commercial sex workers and
adolescents identified as gays, lesbians, bisexuals, transgender or intersex.

HIV antigen: It is a part of a virus that triggers an immune response. That is, if
you have been exposed to an HIV, antigen will show up in your blood before HIV
antibodies are made.

HIV antibodies: They are disease —fighting proteins that the body produces in
response to HIV infections.

HIV seropositive: It means a person has detectable antibodies to HIV.

HIV seronegative: It means a person does not have detectable antibodies to HIV.
Seroconversion to HIV: This is where after a person contrasts HIV; their
immune system begins to develop HIV antibodies. It is the period during which
these antibodies first become detectable.

Serologic test: They are blood tests that look for antibodies in your blood. They

can involve a number of laboratory techniques.
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1.9 Organization of the Study

This study has been organized into five chapters. The study starts with Chapter One
which presents the introduction and provides a background to the study and then
discusses key research issues such as statement of the problem, purpose of the study,
research objectives, and research questions, significance of the study, the scope of the
study and definition of terms. Chapter Two covers the literature review. The literature
discusses theoretical and conceptual frameworks about Senior High School students'

knowledge on HIV/AIDS.

In Chapter Three, the research methods were outlined including the research
paradigm, research approach, research design, study setting, sampling techniques and
procedures, population, instrumentation, ethical concerns and the method for data
analysis were also discussed. Chapter Four was devoted to the presentation, analysis
and discussion of the data. Chapter Five finally presents a summary of findings,
conclusions, recommendations, suggested area for further studies and limitations to

the study.

10
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CHAPTER TWO

LITERATURE REVIEW

2.0 Introduction
This chapter presents a review of literature related to the study. The review of
literature focuses on the following themes:

1. The Concept of HIV/AIDS

2. Assessment of the knowledge level of HIV/AIDS of students.

3. Factors that inhibit the application of HIV/AIDS knowledge among

adolescents

4. The influence of HIV/AIDS knowledge on adolescents‘ sexual behaviour.

5. Theoretical framework

6. Conceptual framework

7. Summary of literature review

2.1 The Concept of HIV/AIDS

The etiological agent of AIDS was identified as HIV in the early 1980s (Barré-
Sinoussi et al., 1984). Since then, the disease has continued to spread throughout the
world, causing the death of many people. Since the beginning of the epidemic, about
75 million people worldwide have been infected with the disease, about 32 million
have died from it, while an estimated 37.9 people were living with the virus at the end
of 2018 (UNAIDS, 2019). The majority of HIV infections are known to occur in Sub-
Saharan Africa, where an estimated 22.9 million people are living with HIV. The
Epidemic in Asia has remained relatively stable and is still largely concentrated in

high-risk groups.

11
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2.1.1 Types of HIV

Two types of HIV are known to cause AIDS. Human Immunodeficiency Virus (HIV-
1) is responsible for the majority of HIV infections worldwide; while Human
Immunodeficiency Virus Type 2 (HIV-2) is mainly found in the West African sub-
region, but sparingly in parts of Europe (Ho et al., 1995; Temin & Bolognesi, 1993).
Both HIV-1 and HIV-2 cause AIDS, the rate of disease progression of HIV-2 is much

slower than that of HIV-1 (Grewe et al., 2016).

2.1.2 Stages of HIV in the human body

There are three stages of HIV. The first stage is the acute phase of HIV, during which
a person is infected with the virus. At this stage, symptoms may or may not be
present. Some people have flu-like symptoms two to four weeks after the initial
infection, while others have no symptoms at all. At this stage of the infection, the
viral load is high and the HIV-positive person is incredibly contagious whether or not

they have symptoms.

The second stage of HIV is also known as clinical latency stage, asymptomatic
infection stage and chronic infection stage. This stage occurs when the virus is barely
detectable and reproduces only at very low levels. The reason the virus becomes
latent is to avoid detection by the host immune system. The virus uses its latency as a
survival mechanism of some sorts. Even if the virus remains weak during the latency
phase, it can still be transmitted from person to person. The duration of the latency
phase is variable. If the right medication is taken, this phase can last several years or
decades, but without treatment, the virus will move much more quickly to the next
phase. Once the latency period is over, the virus quickly becomes active again,
infecting and killing many CD4 cells. Without treatment, the CD4 count can drop to

12
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dangerously low levels. The normal CD4 count in a person not infected with HIV is

between 500 and 1600 cells/mm°.

The third stage of HIV officially begins as soon as the CD4 count is below 200
cells/mm’. At this stage, the infection is clinically considered to be AIDS. People with
AIDS who are not treated should not live longer than three years (Selik et al., 2014).

Most people living with HIV/AIDS do not die from the virus, but rather from
opportunistic infections. Opportunistic infections are diseases that are not normally a
problem because the immune system is able to defend the body against them.
However, when the immune system is weakened, such as when CD4 counts are below

200 cells/mm’, the body cannot fight off these infections (Baggaley & Alary, 2006).

2.1.3 Types of opportunistic diseases

There are many different types of opportunistic diseases. Those most commonly
associated with AIDS include candidiasis of the bronchi, trachea, oesophagus, or
lungs, encephalopathy, rare cancers such as Kaposi's sarcoma, tuberculosis, and

Pneumocystis carinii pneumonia (Cohen et al., 2014).

2.2 Modes of Transmission

Modes of transmission of the virus include unprotected sex with an infected person,
transfusion of contaminated blood, sharing of contaminated needles and sharps, and
from an infected mother to her child during pregnancy, delivery and breastfeeding.
The clinical symptoms of HIV infection are mainly due to the presence of other
pathogens that take advantage of the weakened immune system to cause the disease.
These vary according to the stage of infection, ranging from no symptoms to an
influenza-like illness including fever, headache, rash or sore throat a few weeks after

initial infection with the virus. As the infection progresses, other signs and symptoms
13
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develop, such as swollen lymph nodes, weight loss, fever, diarrhoea and cough.
Without treatment, serious illnesses such as tuberculosis, cryptococcal meningitis and
cancers such as lymphoma and Kaposi's sarcoma, among others, can also develop.
These symptoms tend to recur as the infection progresses to AIDS and eventually

cause death (Février, Dorgham &Rebollo, 2011).

2.3 Theoretical Framework

2.3.1 The Health Belief Model (HBM)

The Health Belief Model was developed to explain health, illness or sickness
behaviours (Resenstock, 1974). This model argues that individuals who engage in
healthy behaviour, such as safe sex, individuals perceive themselves as vulnerable or
susceptible to a health threat. They also perceive the protective action available as
outweighing the perceived cost of the action. However, even when individuals
perceive that they could adopt a particular course of action, some trigger might be

required to nudge them into action (Juczynski, 2016).

2.3.2 Social cognitive theory

Social Cognitive Theory also provides a means to understand knowledge and explain
behavioural change (Igbal et al., 2019). The knowledge acquired about a disease can
lead to a behavioural change such as engage in preventive measures and (Bandura,
2004; DiClemente & Peterson, 1994). The severity of risks and capability to perform
certain behaviour to avoid negative attitudes, or stigmatization may compel to engage
in the preventive measures (Bandura, 2004; DiClemente & Peterson, 1994, Munro,

Lewin, Swart & Volmink, 2007).

14
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2.3.3 Information Motivation Behavioural skills (IMB) theory

IMB theory asserts that health-related information, motivation and behavioural skills
are essential to perform health behaviours (Fisher & Fisher, 1992; Fisher, Misovich,
& Bryan, 2002). The IBM theory also suggests that perception of HIV risks is not
only inclined to the individual to acquire accurate HIV knowledge, but also socio-
economic and autonomy related characteristics, affecting HIV prevention and high-

risk behaviours to fight against HIV/AIDS.

2.3.4 AIDS Risk Reduction Model (ARRM)

The AIDS Risk Reduction Model (ARRM) provides a framework for explaining and
predicting behaviour change (Catania, Kegeles & Coates, 1990). The model identifies
three stages of behaviour change:

Stage 1: Recognition and labelling of one_s behaviour as high risk: This is based on
the knowledge of sexual activities associated with HIV transmission, belief that one is
personally susceptible to contracting HIV and belief that HIV/AIDS is undesirable.
Stage 2: Making a commitment to reduce high-risk sexual contacts and to increase
low risk activities. The main assumptions in this stage include cost and benefit
analysis of the risk, importance of sexual practice as seen by the individual and its
potential risk, and knowledge of the healthy utility as well as social factors (group
norms and social support), are believed to influence an individual_s cost and benefit
and self-efficacy beliefs.

Stage 3: Taking action: This stage is broken down into three phases: a) Information
seeking: b) Obtaining remedies and c¢) enacting solutions. Depending on the
individual, phases may occur concurrently or phases may be skipped. The main areas
that are of importance in this stage are the place of social networks and problem

solving choices; prior experiences with problems and solutions; level of self-esteem;
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resource requirements of acquiring help; ability to communicate verbally with sexual
partner; and sexual partner_s beliefs and behaviours.

Other internal and external factors that may motivate individual movement across
stages. For instance, aversive states may facilitate or hinder the labelling of one_s
behaviour. An External motivator such as public education campaigns can change

their sexual activities.

2.4 Empirical Review

2.4.1 Factors that inhibit the application of HIV/AIDS knowledge of adolescents
Young people's egocentricity, belief in their invincibility, the need to express
themselves and to seek sensations, which peaks in late adolescence and early
twenties, make young people inclined to engage in risky physical and social
behaviours (Plattner, 2010). These behaviours are often part of the transition from
childhood to adulthood, which is characterized by the learning of self-awareness,
while there is generally a lack of information, willingness, and skills that would
enable young people to avoid high-risk behaviours (Odu et al., 2008). Various factors
make young people particularly vulnerable to HIV infection. Some of these are

discussed below:

2.4.2 Limited recognition of personal risk of HIV infection

In studies conducted in nine African countries among sexually experienced adolescent
girls and boys aged 15 to 19, between 40 and 87 per cent of respondents in seven
countries believed that they were at little or no risk of contracting HIV/AIDS. In most
cases, having only one partner is thought to be safe because of knowledge of other
risk factors such as sexual history and partners with other sexual partners (Reif,
Geonnotti & Whetten, 20006).
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2.4.3 Biological factors

Women are more vulnerable to HIV/AIDS because of their biological condition as
receptive partners. Women's biological characteristics, which consist of a larger soft
body surface area exposed during sexual intercourse, allow for greater exposure of
mucous membranes to seminal fluids. In addition, male seminal fluid contains a
higher concentration of HIV than vaginal fluid and remains in the vaginal canal for a
relatively longer period of time. Tuju (1996) pointed out that men transmit HIV more
efficiently to women than women to men. Other biological factors include mother-to-
child transmission of HIV during pregnancy, birth or after birth through

breastfeeding.

During adolescence, sexuality becomes the biggest factor in the process of body and
mind development. Human sexuality, and young people's sexuality in particular,
involves inevitable and irresistible biological impulses that always demand to be
satisfied. For young people, the onset of menstruation and sperm development often
marks the initiation of sexual activity, in an attempt to satisfy newly discovered

sexual urges and curiosity (Moletsane et al., 2007).

2.4.4 Sexual health behaviours among the youth

Early initiation of sexual activity puts the adolescent at health risk. Young people are
less likely to require a commitment with or from a partner before having sex. As a
result, young people report having frequent sexual intercourse with casual contact,
meaning that they often have multiple relationships. They frequently change partners

and are therefore at high risk of HIV infection (Kiragu et al., 1996).
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2.4.5 Inadequate youth health services

Reproductive health services have been largely oriented towards the needs of
pregnant married women. As a result, young people, especially sexually active youth,
do not seek these services for reasons such as inconvenient hours and locations, lack
of privacy and confidentiality, fear of social stigmatization, judgmental attitudes of
service providers and unaffordable fees. Lack of access to health services becomes a

serious threat to young people's reproductive health (Caldwell et al., 2004)

2.4.6 Inadequate sexual health information and education

Many young people cite lack of knowledge, inaccessibility and safety issues as the
main reasons for not using contraceptives. One study showed that less than 50% of
young people in Madagascar and Nigeria are aware of contraception (Caldwell et al.
2004). In Sub-Saharan Africa, as in other parts of the world, a culture of silence
surrounds most reproductive health issues. Many adults are uncomfortable talking
about sexuality with their children. Others lack specific knowledge about sexual

health.

Many Africans feel unable to discuss sexuality despite perceived barriers related to
gender and age differences. In many African countries, some people believe that men
are biologically programmed to need sex with more than one woman. Polygamy is a
central social institution and reinforces this belief. In addition, some men believe that
this "biologically programmed need" makes high-risk sex unavoidable (Buckley &
Ribstein, 2001). In some poor communities, high rates of HIV infection may be partly

explained by early, consensual or forced sexual initiation (UNAIDS &WHO, 2002).
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2.4.7 Cultural and social factors

Young people who are socially and economically disadvantaged are most at risk of
HIV infection. Lack of education, untreated STIs and sexual exploitation exacerbate
the vulnerabilities of young people living in poverty. Some African religions and
traditions teach that AIDS is a shameful disease and a punishment for those who have

had sex, and many adults are reluctant to admit to a disease that involves promiscuity

(Buckley, 2001).

2.4.8 Alcoholand drug abuse

Around the world, young people have high rates of tobacco, alcohol and other hard
drug abuse. This is often accompanied by early sexual experiences among young
people, which increases the risk of HIV infection (WHO, 2000). A person under the
influence of drugs and alcohol loses their inhibitions and are more likely to engage in
risky sexual behaviour. These behaviours include casual sex with multiple partners,
sex without a condom, or incorrect condom use. Injecting drug use is "the most
effective means of acquiring infection" using contaminated injection equipment and is
emerging as a major vector of HIV transmission in Kenya (Muturi, 2005). Drinking
alcohol before or during sex can contribute to risky sexual behaviour (NACC, 2012).
In a 36-month study of agricultural workers in rural Kenya, study participants who
consumed alcohol during sex were 2.4 times more likely to be infected with HIV

(Shaffer et al., 2010).

2.4.9 Economicfactors

A study by Forsyth and Rau (1996) showed that the economic factor plays a major
role in the spread and control of HIV/AIDS. For example, with the movement of large
numbers of people involved in both the informal and formal sectors and including
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mobile work in the transport, entertainment, fishing and tourism industries, child
migrant workers are particularly vulnerable to casual sexual relations, many of whom
may be away from their regular partners for long periods of time (Wairimu & Theuri,

2014).

The lack of employment for young men and women has led them to engage in sex
work for money, putting them at risk of contracting HIV. In Kenya, homosexuality
has developed and men in legal heterosexual unions tend to seek sex with male
prostitutes, putting them at risk of contracting the disease and passing it on to their

legal partners (Buckley & Ribstein, 2001).

2.4.10 Influence of knowledge of HIV/AIDS on adolescent sexual behaviour

The important role of knowledge in addressing the HIV/AIDS pandemic has been
recognized. Increased knowledge about HIV/AIDS is considered an important step in
behaviour change, while misconceptions can prevent individuals from making
informed choices and taking appropriate action (Population Council, 2006; Awusabo-
Asare et al., 1999). Knowledge is an important foundation for positive sexual health,
since effective protection against HIV/AIDS and other STIs requires an understanding
of disease transmission, prevention and prognosis (Boyce et al., 2003, p. 55). Lal et
al. (2000, p. 1) have also commented that knowledge about the spread of HIV and

safe sexual practices has a critical impact on the prevention of HIV/AIDS”.

A Joint United Nations Programme on AIDS (UNAIDS, 2005) report revealed that
countries that had significantly reduced rates of new HIV/AIDS infections were those
that typically invested heavily in AIDS education and awareness initiatives.
Commenting on the links between behavioural change and the decline in HIV/AIDS

prevalence in Zimbabwe, the report further said that such changes in
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behaviour...reflect a combination of knowledge of the basic modes of HIV
transmission linked to a growing personal experience of the realities of AIDS

morbidity and mortality (UNAIDS, 2005, p.5).

Other studies have shown that young people who have been exposed to appropriate
sex education tend to delay sex or use condoms (UNESCO, 2005a; University of
Arizona, 2004; UNAIDS, 2003; UNFPA, 2003a). Contrary to the fear that sex
education leads to greater sexual activity or experimentation, a review of sixty-eight
reports on sexual health education found that HIV and/or sexual health education
either delayed the onset of sexual activity, reduced the number of sexual partners, or
reduced unplanned pregnancy and STD rates (UNAIDS, 1997). An analysis of 250
North American programmes found that among sexually active young people, AIDS
education programmes were effective in decreasing the number of sexual partners and

increasing condom use (Kirby, 2002, cited in UNAIDS, 2004).

In Nigeria, a study among unmarried male youths in the University of Ibadan
(Adewole & Lawoyin, 2004) found that students who had obtained knowledge on
HIV/AIDS early at the secondary school level were less likely to have multiple sexual
partners, compared with those who acquired the knowledge later. In a study in
Uganda, students who reported that they had taken precautions about AIDS were less
likely to have ever had sexual intercourse (Twa-Twa, 1997), while in a Kenyan study,
lack of factual knowledge on HIV/AIDS was among the factors found to be

responsible for sexual intercourse among adolescent girls (Lema, 1990).

Using data from anonymous self-administered survey of military personnel in
northern Thailand, London, VanLandingham and Grandjean (1997) found that men

who had sex with other men were less knowledgeable about HIV/AIDS. In Ghana,
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knowledge about HIV/AIDS was found to be lower among students who currently
had a sexual partner (Apoya, Ayugane & Balhara, 2004). Using Demographic and
Health Survey data from 23 lowand-middle-income countries, Snelling et al. (2007)
also found an association between increased knowledge of HIV/AIDS and condom
use. In a study among men in Bangladesh, respondents who had heard of AIDS were
less likely to have had sex with prostitutes than those who had not (Caldwell &

Indrani, 1999).

Anarfi and Appiah (2004) have emphasized that since there is yet not cure for
HIV/AIDS, education then becomes the only social vaccination against the disease.
They defined education to include everything done to increase and sustain people_s
awareness and knowledge of HV/AIDS towards staying away from risky sexual
behaviours. Their analysis went on to discuss the role of both formal and informal
education as tools in fighting the disease. Commenting on the kind of information that
adolescents need, Mclntyre (2004, p.12) has said: All adolescents need information
on how HIV spreads, how it can be prevented and how you cannot tell when someone
is infected... After a review of numerous data on knowledge, behaviour, life skills,
access to services and HIV prevalence among young people from several sources,
Monasch and Mahly (2006, p.25) concluded that an important, but not sufficient,
foundation for any prevention effort aimed at young people is to provide them with
basic information on how to protect themselves and their partners from acquiring the

virus.

According to Auerbach, Hayes and Kandathil, (2006, p.46) behaviour change
interventions to reduce the risk of HIV/AIDS are based on social science theories that
emphasize the importance of knowing about the risks of HIV transmission, instilling
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motivation to protect oneself and others, changing expectation of outcomes,
developing skills for engaging in protective behaviours and the ability to maintain
protective behaviours, and to providing social support for protective actions. In a
study on the mass media and HIV/AIDS in Ghana, Benefo (2004) reported that
HIV/AIDS information had caused behaviour change among 57% of women and 58%
of men. In Uganda, more than 44% of respondents agreed that people had changed

their behaviour due to their knowledge of AIDS (Ntozi & Ahimbisibwe, 1999).

Other studies similarly report of positive influence of knowledge of HIV/AIDS on
sexual behaviour, including delaying sexual intercourse, using condoms, stopping sex
with prostitutes, etc. (Anarfi & Antwi, 1995; Araoye & Adegoke, 1996; Bankole,
2004; Camlin & Chimbwete, 2003; Fayorsey, 2002; Magnani et al., 2002; Ocran &
Harlow, 2004; Uwalaka & Matsuo, 2002). On the contrary, other studies indicate
low levels of knowledge of HIV/AIDS among young people coupled with
misconceptions about the disease (UNGASS, 2001). Generally, knowledge of
HIV/AIDS is higher among young men than women (Aluede et al., 2005; UNAIDS,
2003). It is also higher among people in urban areas than rural areas (UNAIDS, 2005;
UNAIDS, 2003). Others have also warned that knowledge about HIV/AIDS does not
automatically lead to responsible sexual behaviour (Adedimeji, 2005; Anarfi, 1997),
and that knowledge must be complemented by attitudes and values that will lead to
appropriate decisions (Coombe & Kelly, 2001). For example, an analysis of the
communication strategies used in HIV/AIDS/STI campaigns in Jamaica during the
period 1999-2003 revealed that in spite of the increased level of awareness about
HIV/AIDS and its transmission, little desirable behaviour changes had occurred

(White, 2005).
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In Ghana, it has been observed that the expected behavioural changes have not
occurred in spite of the several programmes that have been undertaken to create
awareness of the disease (Anarfi, 2005; Kates & Leggoe, 2005). Several other studies
have observed high-risk sexual behaviours among young people in spite of their good
knowledge and awareness of HIV/AIDS (Adedimeji, 2005; Afenyadu & Goparaju,
2003; Anderson& Beutel, 2004; Braithwaite & Thomas, 2001; Ikamba & Ouedraogo,
2003; Meekers, Klein & Foyet, 2001; Odirile, 2000). A study among college students
in the United States of America also found a mismatch between knowledge about
sexual issues and sexual behaviour (Castora, 2005). Low levels of condom use in
spite of awareness of the risks have also been reported (Karim et al., 2003; Winfield

& Whaley, 2002).

2.4.11 The socioeconomic impact of HIV/AIDS

The epidemic continues to have far-reaching social, economic, health and
demographic effects. In addition to the direct harm inflicted on people infected with
HIV and the households in which they live, AIDS has had indirect yet real and
substantial effects on communities and society as a whole. According to the National
AIDS Control Council (NACC, 2012), it is widely recognized that HIV/AIDS has a
major economic and social impact on individuals, families, communities and society
as a whole. In Kenya, AIDS threatens personal and national well-being by negatively
affecting the health, life span and productive capacity of the individual and critically
affecting the accumulation of human capital and its transfer between generations.
Research conducted in low-income and severely affected countries clearly indicates
that HIV/AIDS is the most serious obstacle to economic growth and development in

those countries, and Ghana is no exception.

24



University of Education, Winneba http://ir.uew.edu.gh

The impact of HIV/AIDS on economic growth and development, coupled with the
direct impact of increased mortality on the lives of the poor, makes HIV/AIDS a
particularly corrosive threat to poverty reduction efforts. This impact has posed major
challenges to society as it has affected the productivity of the agricultural sector on
which the majority of Kenyans depend for their livelihoods. The sector has been
undermined by negative effects on labour supply, agricultural production, agricultural
extension services, loss of knowledge and skills and, at the personal level, trauma
related to death. Consequences include reduced household and community food
security. Commercial agriculture, a major source of foreign employment and income,
is affected by rising health costs and prolonged mortality of key workers (Xiaoyan &

Sato, 2011).

Education services are suffering from the loss of teachers due to AIDS and the
dropping out of school of children due to the death of parents and lower household
incomes. Health services are losing qualified staff and have to cope with the
increasing burden of HIV-related infections. The direct costs and social problems
associated with caring for a growing number of orphans, combined with existing high
levels of poverty, place a heavy burden on family and societal structures. Awareness
of HIV, understanding of its modes of transmission and perception of individual risk
are essential for reducing sexual risk, although they are often insufficient on their own
to prevent transmission. Young people are less likely than adults to demonstrate an
accurate and comprehensive understanding of how to prevent HIV transmission

(Tegang et al., 2010).

Knowledge of HIV/AIDS is relatively high in Kenya, with 75 per cent of women and
81 per cent of men aged 15-49 years knowing that using a condom can prevent HIV
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transmission. HIV testing and counselling is provided through both voluntary and
provider-initiated sites, with 73 per cent of health facilities currently offering provider
initiated HIV testing and counselling. Mobile outreach sites target most-at-risk
populations (MARPs) and other vulnerable populations, according to the Kenya
Demographic and Health Survey (KDHS 2008-2009). Widespread availability of
counselling and testing services through multiple outlets led to a significant increase
in the number of people tested for HIV between 2003 and 2009. In 2003, 14.3% of

adult men and 13.1% of adult women were tested for HIV.

In 2009, the proportion of adult men and adult women tested increased to 40.4% and
56.5% respectively. Stigmatization of people living with HIV/AIDS (PLWHIV) has
decreased significantly in recent years, although it remains a challenge. The 2003 and
2008-2009 KDHS surveys asked whether respondents would be willing to care for an
HIV-positive family member at home, whether they would buy fresh vegetables from
an HIV-positive vendor, whether they would feel that an HIV-positive teacher who is
not ill should be allowed to continue teaching, and whether they would not want to
keep it a secret that a family member has been infected with the AIDS virus. The
proportion of men and women who answered —yes” to all four questions increased
from 39.5 and 26.5 per cent in 2003 to 47.5 and 32.6 per cent, respectively. Over the
same period, there has been a decline in the proportion of respondents willing to
disclose the HIV status of a family member, and the number of Kenyans with a
general acceptance attitude towards HIV-positive people remains low. KDHS also
found that stigma towards people living with HIV decreases as education levels and

wealth quintiles increase (Musyoki et al., 2015).
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2.5 History of HIV/AIDS in Ghana

Ghana ranks first among Sub-Saharan African countries in reducing HIV prevalence
(Gisslen et al., 2017). Various techniques including enzyme linked immune sorbent
assay, western blot, particle agglutination test, polymerase chain reaction (PCR) and
rapid HIV test (U.S. Department of Health and Human Services, 2017) are used in
testing for the presence of the HIV/AIDS virus. A national HIV testing algorithm
consisting of sequentially testing plasma, serum or whole blood using the First
Response HIV1-2-0 rapid test kit and, if a reaction occurs, re-testing using the Ora
Quick HIV type 1/2 rapid antibody test (Tenkorang et al., 2019) is also used in

Ghana.

2.5.1 HIV/AIDS epidemic in Ghana

The epidemic in Ghana is characterized by the co-circulation of both types of HIV.
The first case of HIV infection in Ghana was reported in 1986 (Burgoyne & Tan,
2008). The case has been on the ascendance for over three decades now. It is
estimated that 217,428 people, representing 1.42% of the adult population, were
infected with the virus in 2011 (Nachega et al., 2012). The HIV prevalence is
estimated to be around 1.57% in 2009 but decline by 0.08 in 2010. HIV-1 accounted
for 98% of the infection, while HIV-2 accounted for 0.7%. HIV-1/HIV-2 co-infection
accounted for 1.3% (De Cock, Mbori-Ngacha & Marum, 2012). Currently, the HIV

prevalence in Ghana is 1.6% with regional variation (Ali et al., 2019).

2.5.2 Diagnosis of HIV/AIDS

Reliable and accurate laboratory diagnosis of HIV is necessary for early initiation of
treatment and case management. HIV testing is also essential for screening donated
blood, epidemiological surveillance of HIV or trends and diagnosis of infection in
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individuals (UNAIDS, 1997). Centre for Disease Control and Prevention (CDC,
2010), has shown that viral transmission can peak immediately after infection and that
people who learn they are infected significantly reduce behaviours that can transmit

HIV. Testing can help more people know as soon as possible after exposure whether

they are infected, to help reduce the spread of HIV (UNAIDS, 2017).

However, during the "window period" of 3 to 12 weeks, the period between infection
and detection by a test, infection can occur. It is possible to test negative for HIV
antibodies during this period, even though infection may have occurred with the
incubating virus. It is recommended that the test be repeated after three months to
check a person's status. HIV testing is voluntary, so appropriate pre- and post-test
counselling should be provided to all persons undergoing the test. HIV test results are
confidential. Follow-up care, treatment and preventive measures are provided
appropriately. Three main types of tests are available to detect antibodies. These are
the Enzyme-linked Immunosorbent Assay (EIA), Immunoblot tests and rapid tests.
EIA is both time consuming and labour intensive and cannot be performed routinely

in resource-limited settings.

Rapid HIV tests are single-use enzyme immunoassays that contain all necessary
reagents and provide results in less than 30 minutes. They usually contain antigens
made from whole viruses and therefore can detect antibodies to both types of HIV.
These tests are useful for screening individuals and making results available quickly
to improve treatment decisions. Rapid tests can be used to determine the HIV status
of pregnant women in labour in order to decide whether to initiate antiretroviral
therapy to prevent mother-to child transmission. They are also used to test a reference
patient or sample after an occupational exposure, to enable the health care worker or
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researcher to begin post exposure prophylaxis quickly (Simonds, 1993). In emergency
departments in high prevalence settings, rapid tests can make screening more feasible
and generate results quickly enough to influence clinical management (Lyss et al.,

2007).

Private people are trained to perform the test at approved private facilities. This has
increased the rate of testing (Baiden et al., 2007). The turnaround time for obtaining
results has significantly reduced, so that more people receive their results on the same
day of testing. The reliability of results is, however, influenced by the accuracy of the
test, the testing algorithm used, and the provision of the counselling and testing
service as a whole (World Health Organization, 2004). The World Health
Organization (WHO) therefore recommends enforcing standards to ensure the quality
of test results and appropriate documentation at all testing sites by implementing a

quality assurance programme.

A variety of other tests are essential to confirm positive antibody test results (Western
Blot, Polymerase Chain Reaction [PCR]), to complement antibody tests (p24 antigen,
PCR) or to provide additional information to the clinician treating HIV-positive
patients (qualitative and quantitative PCR and genotyping). The western blot is the
standard confirmatory test that should only be used to resolve indeterminate results or
to diagnose HIV-2 infection (WHO, 2015). The western blot (WB) generally detects
antibodies against p24 (gag gene, core protein) and gp 120, gp 41, gp 160 (env gene,
envelope protein). False positive and indeterminate results are avoided because these

tests do not contain contaminating cellular components (Joshi & Chipkar, 1997).

In infancy and up to 18 months of age, placental transfer of HIV antibodies from the

mother prevents diagnostic testing. Although p24 can be used, its sensitivity in
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children over one month of age is 89% suboptimal, even after immune complex
dissociation procedures in which the p24 antibody is dissociated from the antigen

(WHO, 2010).

Virological tests provide a definitive diagnosis of HIV in most infants at 1 month of
age and almost all at 6 months of age. For example, through the use of HIV DNA
PCR, 38% of infected children tested positive within 48 hours of birth, and 93%
within 14 days (UNAIDS, 2016). However, this test is not routinely available.
Instead, the HIV RNA viral load test is more conveniently used for clinical diagnosis
in infants (Schneider & Fassin, 2002). It is as sensitive as HIV DNA PCR and is
commonly performed by PCR or DNA in Hong Kong. However, in people with a low

viral load, false positives are possible (Rich et al., 1999).

Infants who test negative repeatedly should always be re-tested until HIV infection is
ruled out by two or more negative virological tests after 1 month of age, one of which
should be done after 4 months of age (Oleske & Scott, 2001).

Serial testing refers to the use of two screening tests used in sequence to test for HIV
antibodies. If the initial test is negative, no further testing is required. If the initial test
is positive, it must be followed by another test. The first test must be the most
sensitive and the second must be highly specific, and be based on a different antigen
source than the first test. Samples that produce discordant results in the two tests shall
be subjected to further testing, whereas parallel testing involves the use of two
screening tests performed simultaneously. Samples reacting to both tests are
considered positive. However, those with discordant results must be subjected to

further testing.
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Parallel testing is performed to minimize the risk of false negative results and to avoid
technical errors. It is often used when a highly sensitive test is not available for initial
screening, and when the agreement of two tests needs to be assessed. HIV infection
can be detected by testing for the presence of HIV-specific antibodies (Sepkowitz,
2001). HIV-specific antibodies are present in almost 100% of HIV-infected
individuals. Their presence is equivalent to the diagnosis of chronic active HIV

infection.

A direct diagnosis of HIV infection is also possible by detection of the infectious
virus, using cell culture, or by identification of the viral antigen (p24 antigen) or viral
nucleic acid (by NAT, nucleic acid test). In addition to these qualitative tests, tests for
the quantitative detection of the virus have become very important: the concentration
of viral RNA in the plasma, called "viral load", has become an indispensable tool for

guiding antiretroviral therapy (Kramer & Krickeberg, 2010).

Objectives of HIV/AIDS Test

There are a number of rapid HIV tests, also known as rapid/simple test (R/S) devices.
These tests are based on one of the four principles of immunodiagnostics: particle
agglutination, immunodot (gauge), immune-filtration, and immunological
chromatography (Centre for Disease Control and Prevention, 2003). In most cases,
either whole blood or capillary blood (obtained from a fingertip) can be used. This
avoids the need to centrifuge a venous blood sample obtained by venipuncture, and
test results are normally available within 15 to 30 minutes. Immunoglobulin can also
be eluted from blood spots deposited on filter paper and dried (WHO, 2015). These
dried blood spots can be used for anonymous unlinked testing and in developing
countries where cold storage and transport facilities are inadequate. Once completely
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dried, the blood of HIV infected patients does not pose a significant risk of infection
and dried blood is stable over long periods of time. Urine or oral fluid (that is,

"saliva") can also be used for some tests (WHO, 2017).

Cases of false positives using rapid tests have also been reported, particularly in
countries with a high prevalence of HIV infection. From 2003 to 2004, rapid tests
were included in an algorithm to initially screen HIV-negative adult male volunteers
in two randomized trials of male circumcision for HIV prevention in a rural
population in the Rakai District of Central Uganda. The 94.1% of specimens with low
positive results were negative or indeterminate after confirmation by enzyme
immunoassay or western blotting (Sharp & Hahn, 2011). In a study of more than
6,000 volunteers in voluntary counselling and testing in East Africa, 24 results were
recorded as "low positive" in rapid tests. However, only two of these results were

confirmed by a conventional EIA (Gallo, 2006).

The use of rapid tests has been authorized in some countries, such as the United
States. They can be useful if the result is needed quickly, for example in emergency
rooms, before emergency operations, after needle-stick injuries, and to minimize the
rate of "unclaimed" test results (if the result is only available after a few days, some of
the people tested will not return to receive it). Rapid tests, which are easy to perform
and require little equipment, may be useful in developing countries (WHO, 2018), as
a result, these tests still represent a technical challenge for many laboratories. NAT
can complement antibody detection tests for the diagnosis of HIV infection in special
situations, such as in cases of suspected acute infection, where antibodies are still
undetectable in new-borns of HIV-infected mothers in whom maternal antibodies are
still present. The quantitative detection of HIV RNA in plasma ("viral load" test) is
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used as a prognostic marker, to monitor antiretroviral therapy and to estimate

infectivity (UNAIDS, 2016).

Today, "highly sensitive" tests that detect as few as 50 copies of RNA per cubic
millimetre of plasma are commercially available. Viral load testing is therefore an
indispensable clinical tool. Unfortunately, due to the need for trained personnel and
expensive specialized instruments, as well as the lack of organization to follow up
HIV-positive people on ART, many developing countries cannot routinely use

currently available NAT tests (Rubin et al., 2013).

The risk of HIV transmission through blood transfusion has decreased dramatically
after the introduction of highly sensitive fourth generation screening tests. However,
to further reduce the latency period, several countries now prescribe HIV NAT in
addition to antibody testing, for screening HIV negative patients in high-risk groups
and in certain situations, such as suspicion of primary infection and screening of
babies born to HIV-infected mothers. In fact, it has been found that the risk of
acquiring HIV through transfusion is reduced by approximately 50% with NAT

(Harden & Fauci, 2012).

Theoretically, HIV RNA is present in the blood throughout the course of the disease,
from sero-conversion to AIDS. However, its level is often lower, dropping to less
than 400 copies per ml, especially during the asymptomatic period. One study showed
that in a panel of 35 samples from HIV-positive individuals with low viral load (<

400 RNA copies/ml), NAT failed to detect 4 of these samples (Rubin et al., 2013).
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2.6 Knowledge Level of SHS Students about HIV/AIDS Contraction

HIV/AIDS has spread rapidly to many countries over the years since 1981 and is
becoming a global health challenge (Nubed & Akoachere, 2016). Sub-Saharan Africa
(SSA) is the most affected region in the world, with about two-thirds of the world's
infected people living here (Bahrin Azman et al., 2018). According to UNAIDS
(2018a), the majority (approximately 80%) of the 1.8 million adolescents living with
HIV live in SSA (Nubed & Akoachere, 2018, UNAIDS 2018). Even in the general
population, the majority (71%) of people living with HIV (PLHIV) as well as new
HIV infections (70%) and AIDS-related deaths (74%) worldwide are registered in
SSA (Kharsany & Karim, 2016). The HIV/AIDS is among the leading causes of death

in Africa, accounting for one in five deaths in SSA (Adeleke et al., 2015).

Ghana recorded 250,232 cases of PLWHIV between 2006 and 2014 (Ghana AIDS
Commission, 2014a). Of these, 92% were adults (15-49 years for women and 15-59
years for men) and 8% were children (6-59 months) (Ghana AIDS Commission,
2014b). Adult HIV incidence is estimated at 0.07 per cent, with 11,356 new infections
and 9,248 AIDS related deaths recorded. HIV prevalence in Ghana is described as
widespread over the years, with a prevalence rate of over 1% in the general
population (Ghana AIDS Commission, 2017). Young adults, particularly those aged
15-24 years, are the group most vulnerable to HIV infection (Agyemang, Buor &
Tagoe-Darko, 2012). This may be due to their engagement in risky living practices
due to lack of adequate information (Huda & Amanullah, 2013). Similarly, Ghanaians
have their first sexual intercourse when they are in high school or of age (Nubed &
Akoachere, 2016). A study conducted in the Ashanti region of Ghana found that
people have premarital sex when they are young (Neupane & Doku, 2012). In

addition, young people present specific challenges that predispose them to HIV, some
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of which include lack of correct health information, lack of access to adequate
reproductive health services, economic exploitation, changing lifestyles, global
conflicts, (Masood & Alsonini, 2017) exchange of sex to meet their needs, and

substance use (Chen, 2011).

Knowledge, Attitudes and Practices (KAP) about HIV/AIDS are the cornerstones of
the fight against HIV. Adequate knowledge about HIV/AIDS is an effective way to
promote positive attitudes and safe practices (CDC, 2012). Attitudes towards
HIV/AIDS should in turn determine people's sexual behaviour (CDC, 2013). Many
prevention programmes have focused on improving knowledge about transmission,
with the goal of overcoming misconceptions that may prevent behavioural change
toward safe practices and also reduce stigmatization of PLHIV, (CDC, 2013).

Several studies have been carried out in Africa and beyond to study KAP levels
among students. These studies found that students' knowledge about HIV was low to
medium, with misconceptions about high-risk practices among participants and
negative attitudes towards PLWHIV. Misconceptions were also found in most KAP
studies conducted among young people in different regions of Africa (Nigeria,
Botswana, Gabon and other African countries) and beyond (Nubed & Akoachere,

2016).

A study conducted in Nigeria to determine knowledge of HIV infection among
secondary school students in Port Harcourt revealed that only 7.1 per cent of
participants listed the four modes of transmission: sexual intercourse, blood
transfusion, mother-to-child (vertical) transmission and intravenous drug use. The
four above-mentioned modes of transmission were identified by only 31%, 14.4%,
9.1% and 8%, respectively. Only 0.7% identified all preventive measures. Another
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survey conducted in western Nigeria to assess the level of awareness, knowledge and
attitude towards HIV/AIDS among secondary school students in the local
administrative area of Atisbo, Nigeria, showed that the participants had a relatively
good knowledge of HIV/AIDS, reasonable knowledge of safe sex practices and a
positive attitude towards sex, HIV/AIDS and people living with HIV. But another
study in Gabon, which assessed the knowledge and attitudes of secondary school
students about HIV, showed that students were not sufficiently informed about
HIV/AIDS transmission and prevention. Half of the respondents were aware of HIV
transmission through sexual intercourse (55.7%), from mother to child (48.3%) and
through needle or syringe sharing (51.8%), and 25% used condoms, while 15% were

aware of unsafe HIV transmission practices (Netshivhuyu, 2017).

Studies in India (Kumar, Pore & Patil, 2012) have also revealed misconceptions. In a
similar study in Afghanistan, while 21% of respondents thought, for example, that HIV
could be transmitted through toilet seats, 21% also said that people could become
infected with the virus through mosquito bites (Kumar et al. 2012). A negative
attitude towards PLWHASs was also reported in another study (Kumar et al., 2012).

A good knowledge of HIV does not always translate into good behaviour and/or safe
practices. In Botswana, for example, a previous study showed that half of the students
could be perceived as being at risk of HIV, while the same participants believed that
every sexually active student should be informed of his or her HIV status through

regular testing (Stephens et al., 2012).

From the above discussions, it is obvious that the prevalence of HIV/AIDS is high in

Sub-Saharan Africa because of the poor knowledge about the disease,
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This is in consonance with USAID (2011), for example, who lamented that
comprehensive knowledge of HIV/AIDS remains low in Sub-Saharan Africa and is
an obstacle to reducing HIV/AIDS incidence rates. For example, approximately 2
million PLWHA in South Africa do not know they are infected, believe they are not

in danger of becoming infected, and are unaware they can transmit the virus to others.

2.6.1 Knowledge on HIV/AIDS prevention

Knowledge of HIV/AIDS is one of the most important tools for combating the
epidemic, especially among young people (Kiragu, 2001). According to Kiragu
(2001), many young people may not have the level of knowledge to understand why
people engage in unprotected sex, and the serious consequences of the global spread
of HIV. In West Africa, the number of women with comprehensive knowledge of
HIV/AIDS is 10 to 20 per cent lower than that of men (Kiragu, 2001). This is
probably due to the fact that the majority of these women are very poor and are also
illiterate and cannot read and understand any information related to the disease
(Kiragu, 2001). Koenig, Larson and Larson (2001) concluded that until people are
informed about HIV/AIDS and its devastating consequences, all efforts to curb its

rapid spread will be in vain.

Bosu (2010) opined that comprehensive knowledge about HIV/AIDS is the first step
towards the adoption of behaviours that reduce the risk of HIV/AIDS transmission
among young people in Ghana because the knowledge and behaviour of most-at-risk

and vulnerable populations such as young people play an important role in the spread

of the HIV epidemic in Ghana.
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UNESCO (2011) has also affirmed that globally, while knowledge about HIV/AIDS
and safer sexual behaviour among young people has improved, only 34% of young
people have comprehensive and accurate knowledge about HIV/AIDS. This
highlights the need for further research to understand why new infections continue to
occur despite this knowledge. Although condoms are the best weapons against HIV
transmission, studies continue to show limited use of this barrier method in sexual

intercourse in Sub-Saharan Africa (Wodi, 2005).

Condom use among young people plays an important role in reducing the
transmission of HIV and other sexually transmitted infections, as well as unwanted
pregnancies. Although condom use can reduce the risk of sexually transmitted
diseases, most sexually active young people in Sub-Saharan Africa do not
consistently use condoms because they are too expensive for young people and they
do not know where to get them, among other reasons (Petersen & Swartz, 2002).
Accordingly, the Kenya government has been very active in the promotion of condom
use. Since2001, when it was identified that an estimated 12.8 per cent of the
population was infected with HIV, the government has not relented in its efforts to
reduce the infection. In 2001 imported about 300 million condoms to distribute to
citizens. Since then, condom distribution has been radically scaled up(National AIDS

Control Council, 2008).

Studies have shown that the disease is due to high involvement in unsafe sexual
behaviours, such as sex with multiple partners, sex with strangers, negative views on
condom use, and a low rate of behaviour change even after being informed about

HIV/AIDS (Agyei-Mensah, 2001).
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2.6.2 Knowledge on treatment of HIV/AIDS

Although there is no cure or vaccine for HIV infection, significant progress has been
made in recent years in the treatment of HIV, which is known to slow or even stop the
progression of the disease that would otherwise lead to AIDS. This means that HIV is
no longer a fatal disease and is now considered a manageable chronic condition.
Multiple treatment options are available for people living with HIV. Treatments vary
from person to person depending on disease progression, drug resistance and other

health conditions.

For most people, treatment is as simple as taking one pills a day, with few or no side
effects. In Australia, it is recommended that HIV treatment be started as soon as
possible after diagnosis. Antiretroviral treatment in HIV-positive individuals with C
cells/uL is a highly effective way to prevent their partner's HIV infection (a strategy
known as Treatment as Prevention, or TASP) (Anglemyer et al., 2013). TASP is
associated with a 10 to 20 fold reduction in the risk of transmission (Chou & Selph,
2012). Pre-exposure prophylaxis (PEP) with a daily dose of tenofovir, with or without
emtricitabine, 1s effective in high-risk individuals, including men who have sex with
men, HIV-positive couples and young heterosexuals in Africa (Owens et al., 2019). It
may also be effective in intravenous drug users, with one study finding a risk
reduction of 0.7 to 0.4 per 100 person-years (Choopanya et al., 2013). In 2019, the
United States Preventive Services Task Force recommended Pre-Exposure

Prophylaxis (PrEP) in high-risk individuals (Kurth et al., 2011).

Universal precautions in health care are considered effective in reducing the risk of

HIV (CDC, 1987). Intravenous drug use is an important risk factor, and harm
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reduction strategies such as needle exchange programmes and opioid substitution

therapy appear to be effective in reducing this risk (Kurth et al., 2011).

A series of antiretroviral drugs administered within 48 to 72 hours of exposure to HIV
positive blood or genital secretions is called post-exposure prophylaxis (PEP) (Staff,
2011). The use of zidovudine, a single agent, reduces the risk of HIV infection
following a needle stick injury by five times (Staff, 2011). Beginning in 2013, the
recommended prevention regimen in the United States includes three drugs -
tenofovir, emtricitabine and raltegravir - as this could further reduce the risk

(Kharsany & Karim, 2016).

PEP treatment is recommended after a sexual assault when the perpetrator is known to
be HIV-positive, but is controversial when his or her HIV status is unknown (Poeta et
al., 2011). The duration of treatment is generally four weeks (Young et al., 2007) and
is frequently associated with adverse events - when zidovudine is used, approximately
70% of cases result in adverse events such as nausea (24%), fatigue (22%), emotional
distress (13%) and headaches (9%) (Kripke, 2007). Currently, highly active
antiretroviral therapies (HAART) are combinations (or "cocktails") of three or more
drugs from at least two types, or "classes", of antiretroviral agents (WHO, 2010).
Initially, treatment usually consists of one non-nucleoside reverse transcriptase
inhibitor (NNRTI) plus two nucleoside analogue reverse transcriptase inhibitors
(NRTIs) (WHO, 2016). NRTIs generally include zidovudine (AZT) or tenofovir
(TDF) and lamivudine (3TC) or emtricitabine (FTC) (WHO, 2012). Combinations of
agents including protease inhibitors (PIs) are used if the above regimen loses

effectiveness (WHO, 2010).
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2.7 The Issue of HIV/AIDS in the Lower Manya Krobo Municipality

The LMKM has always had a high infection rate compared to other districts in the
country. For example, out of the 254 districts in Ghana, LMKM led the country in
2018 with an infection rate of 5.6% compared to a national average of 2.66% (Ghana
AIDS Commission, 2019). The Municipal Health Directorate's statistics on the
infection rate from 2012 to 2019, collected from the municipality's health facilities,
are quite scary. Statistics indicating the rate of Infections of HIV in the LMKM for
persons, age between 10 years to 29 years is shown in Figure 2.1 and Table 2.1.
Figure 2.1 and Table 2.1 both show that for 2012 to 2019 though both males and females
have experienced swings in HIV/AIDS infections female persons in the Municipality
have been more affected over the eight year period of observation. In 2013, 713 male
persons were infected. Beyond that the number of infected male persons have been on the
decline. Also, though both sexes have experienced a decline in the number of persons

infected, it is observed the infection rate has been higher for females.
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Figure 2.1: Statistics indicating the rate of infections of HIV in the LMKM
Source: LMKM Health Directorate (2020)

Statistics indicating the rate of Infections of HIV in the LMKM
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Table 2.1: Statistics indicating the rate of infections of HIV in the LMKM

YEAR Male Female
2012 43 166
2013 743 61
2014 43 159
2015 50 167
2016 24 144
2017 37 153
2018 52 182
2019 60 159

Source: LMKM Health Directorate (2020)

2.8 The Conceptual Framework

Demographic factors

Behaviour Change

v
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\/

External factors

Figure 2.2: Behavioural change model

Researcher‘s conceptual framework

Recognition and
labelling

Making commitment

Taking action

The framework above posits that behaviour is a function of knowledge and some

external factors. While the external factors can directly lead to behaviour, they also

affect the knowledge on HIV/AIDS. More so, the link between knowledge and

behaviour change is mediated by demography of the persons involved. Using the

Catania et al. (1990) theory of AIDS Risk Reduction Model, three factors affect the

knowledge that an individual has about HIV/AIDS. The amount of knowledge an
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individual has about HIV/AIDS and the extent to which such factors affect knowledge

on HIV/AIDS and behaviour change.

2.9 Chapter Summary

This chapter examined the issue of HIV/AIDS epidemic globally, in Africa and in
Ghana. It emerged from the review that about 75 million people have been infested
with the HIV/AIDS; an estimated number of 37.9 million are still living with
HIV/AIDS whilst about 32 million people have died of the pandemic. The literature
review established the fact that HIV prevalence rates are very high in Sub-Saharan
Africa in general and in Ghana in particular. It pointed out that poverty and some
socio-cultural practices are major contributory factors that bring about high rate of
HIV infections in Sub-Saharan Africa. Factors such as socio-cultural and traditional
practices also account for the spread of the disease. In the Eastern Region for
instance, it was clearly established from the literature that the high HIV/AIDS
prevalence in the Lower Manya Krobo Municipality is very high compared with other

districts in the country.

However, the research review identified that knowledge about HIV/AIDS is still low
in the Sub-Saharan Africa. Stigma and discrimination are still major challenges
against PLWHA and key populations in the sub-region, including Ghana. Non-
encouragement of educators of the disease was also identified as another gap in the
review because several examples in the review have shown that low HIV/AIDS
prevalence rates were recorded in countries where classroom education was practiced.
HIV/AIDS preventive measures have also not taken into consideration the issue of
SHS students® knowledge level into mainstream HIV/AIDS programmes (DiMatteo,
2004). The conceptual framework of the study based on AIDS Risk Reduction Model,
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three factors affect the knowledge that an individual has about HIV/AIDS. The
review also identified the fact that the best prevention intervention approaches were
the combination of independent and dependent approaches to education and
knowledge. Considering these gaps, it is necessary to conduct further research to

assess these issues.
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CHAPTER THREE

METHODOLOGY

3.0 Overview

This chapter discusses the various methods and procedures that were employed in
conducting the study. The following strands were discussed: paradigm or philosophy,
research design, setting of the study, population, sample and sampling techniques, and
data collection procedure, instruments for data collection, ethical considerations and

data analysis.

3.1 Research Paradigm

Henn, Weinstein and Foard (2016) indicated that a paradigm is a set of philosophical
assumptions about how the issue of concern to the researcher should be
studied_(p.10). According to Cohen, Manion and Morrison (2000), research is about
understanding the world, and your understanding is informed by how you see the
world, what you view understanding to be and what you see as the purpose of

understanding.

The study adopted a positivist philosophy or paradigm. Positivism utilizes
quantitative and experimental methods to test hypothetical-deductive generalizations.
Thus, it seeks casual explanations and fundamental laws and generally reduces the
whole to simplest possible elements to enable analysis (Easterby-Smith & Malina,
1999). However, positivism approach is complicated in the sense that, the approach
requires independence of the observer from the subject being observed, and the need
to formulate hypothesis for the succeeding verifications (Amaratunga, Baldry, Sarshar

& Newton, 2002).
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3.2 Research Approach

The approach of this study was quantitative which involved quantifying and analysing
data using specific statistical techniques to answer specific questions (Apuke, 2017).
This approach was used to identify the distinguishing features, elemental and
empirical boundaries (Nau, 1995) of the problem. This approach is preferable for
investigating the behavioural components of research and its design has been
concerned with defining an epistemological methodology for determining the truth-
value of proposition and allows flexibility in data treatment, particularly, comparative
and statistical analyses and repeatability of data collection to verify

authenticity/reliability (Amaratunga, Baldry, Sarshar & Newton, 2002).

It is noteworthy that different research strategies have their strength and weaknesses
(McGrath, 1982) and quantitative research approach, similar to other research
methods, has the strength of allowing comparison and replication, observes and
studies subject independently. With quantitative research method, reliability and
validity can be determined more objectively than qualitative, strong in estimating
descriptive aspect of research. It emphasizes the need for the formulation of
hypothesis for succeeding verification, as well as seek for casual explanations and
fundamental laws and generally reduces the whole to the simplest possible elements

in order to facilitate analysis (Easterby-Smith & Malina, 1999).
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In addition, quantitative research approach, under a limited resource environment,
allows large scale-data collection and analysis at a reasonable cost and effort, as well
as providing statistical proof (Amaratunga et al., 2002). Nevertheless, the failure of
quantitative research approach to ascertain deeper underlying meanings and
explanations to most research, as well as its inability to measure variables at a specific
moment in time, contributes to the disadvantages or weakness of quantitative

approach as a research method.

3.3 Research Design

The research design for this study was the descriptive design. To be specific, the
cross-sectional design was employed in carrying out this study. Descriptive survey
design involves the collection of data in order to test hypothesis or answer questions
concerning the current status of the subject under investigation (Gay, 1992). A survey
can examine current attitudes, opinions or practices. Attitudes, beliefs and opinions
are ways individuals think about issues, whereas practices are their actual behaviours
(Creswell, 2012). This design was chosen because it offered the opportunity to assess
the knowledge and describe the attitude towards the prevention methods of HIV and
AIDS of SHS students in the Lower Manya Krobo Municipality of the Eastern Region

of Ghana.

Amedahe (2002) maintains that in descriptive research, accurate description of the
activities, objects, processes and persons is the focus. This design has the advantage
of measuring current attitude or practices. It is also capable of receiving data in a
short period of time (Creswell, 2012). However, the design has its own weaknesses as
there is no manipulation of variable as in experimental designs (Shuttleworth, 2008).
Cross sectional survey design fits well with this study because it was suitable for
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obtaining data from a cross section of SHS students from Lower Manya Krobo

Municipality.

3.4 Setting of the Study

Lower Manya Krobo is one of the thirty-three (33) districts in the Eastern Region,
located in the eastern part of the region along the south-western corner of the Volta
River. It lies between latitudes 6.05°S and 6.30°N and longitudes 0.08°E and 0.20°W.
It is bordered to the North-West by Upper Manya Krobo, to the North-East by
Asuogyaman, to the South-East by North Tongu, to the South by Yilo Krobo and Shai

Osudoku Districts respectively.

Figure 3.1: Setting of the study

Adapted from Ghana Statistical Service district analytical report (2012).
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The Municipality covers an area of 1,476 square kilometres, constituting about 8.1%
of the total land area within the region (18,310 km?). The major towns in the district
include Odumase township (which incorporates Atua, Agormanya and Nuaso), Akuse
and Kpong (Ghana Statistical Service, 2014). The total population for the
municipality is 89,246 which accounted for 3.4% of the total population for the
region. The male and female population is 41,470 and 47,776 respectively (Ghana

Statistical Service, 2014).

The economically active population (ages 15-64) constitutes 58.5% of the total
population, resulting in an age dependency ratio of 1:07 (that is, one active person to
0.7 inactive people). This means that if the active population is effectively utilized for
development, the resultant effect on poverty will be positive and could reduce
vulnerability to HIV due to low income especially for young girls.

There are major and minor occupations in the Manya Krobo District. Farming, which
employs more than half of the work force, is the major occupation. Other major
occupations include fishing and teaching. Labourers rank highest at 66.0% in the
minor occupation, distilling/tapping and others are included as economic activities in

the area (Ghana Statistical Service, 2014).

3.5 Study Population

Target population is a large population from which a sample population is selected.
Mugenda and Mugenda (2003) define population as an entire group of individuals*
events or objects having common observable characteristics. To Kothari (2004),
target population is the number of respondents in the total environment who are of
interest to the researcher. The target population for this study consisted of all the
public Senior High Schools in Lower Manya Krobo Municipality in the Eastern
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Region of Ghana. According to the statistics from Lower Manya Krobo Municipal
Education Office, there are four public SHSs in the municipality. The target
population for this study was 2559 form three students in the four public SHSs in the

municipality.

3.6 Sample, Sampling Techniquesand Procedures

Social scientists are never able to study the entire population; they depend on selected
constituents to infer meanings into the larger population. These constituents are called
samples (Babbie, 2010). Flick (2014) asserts that out of a research population, a
sample is selected. Sample refers to any group or a sub-group of the total population.
A sample is defined by Flick (2014) as representative respondents selected from a
research population. The number depended on the accuracy needed, population size,
population heterogeneity and resources available. According to Kothari (2004), a
sample size of between 10% and 30% is a good representation of the target population
for populations below 10,000. The sample size for this study was 300 students which
represent 11.72% of the target population of form three students in the four public
SHSs in the LMKM. The sample size was determined using the Cochran‘s sample

size formula.
2
VA
n = pq/ @2

where:

i. 7% is the abscissa of the normal curve that cuts off an area at the tails (1 -
equals the desired confidence level at 95%). The value for Z found in
statistical tables the area under the normal curve is 1.96

ii.  p (0.5) is the estimated proportion of an characteristic that is present in the
population,
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iii. qis 1-0.5 is the estimated proportion of an characteristic that is not present in
the population,

iv. e s the desired level of precision, in other words, it is the error level of that is
like to be made in estimating the sample which is assumed to be 0.0032
Substituting the values into the formula produced a sample size of 300.125. For the
purpose of simplicity, the calculated sample size which was assumed to be

representative of the population was 300 SHSs students in LMKM.

Sampling is the procedure a researcher uses to select people, places, or things to study
(Flick, 2014). The quality of a sample determines the quality of the research findings
in large measure. It involved setting aside a unique subset of the population that has
the characteristics of interest for the study. There are two ways of selecting a sample
for the study. Both procedures were employed in this study. First, the researcher
employed the convenience sampling to select schools involved in the study. The
condition for selecting the schools regions included the fact that they were not only
easily accessible to the researcher but also they offered the researcher ease of

gathering data.

The simple probability sampling procedure was used to draw the sample of 300
respondents for the study. The sample was drawn in such a way that it was
representative of the entire population. To draw a representative sample, the
probability sampling procedure was adopted. The simple random sampling was used
to select the respondents for the study. Using the lottery approach, the researcher
designed ballot papers of same quantity with the inscription —yes” or —-r0” and they
were neatly folded and placed in a box. The pieces of paper were mixed and put into a
box and they were drawn out of the box in a random manner by students. With this
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method, each member of the population was strategically selected to participate in the
study. Persons who chose —yes” were given the questionnaire while those chose —#0”

were not included in the sample.

3.7 Data Collection Instrument

The instrument used for data collection was the questionnaire.

3.7.1 Questionnaire

A-37 item questionnaire which contains both closed-ended and open-ended questions
was used as data collection instrument. Babikir et al. (2012) explains questionnaire as
a set of written questions answered by a large number of people that is used to
provide information. A questionnaire contains a series of questions, statements or
items that are presented and the respondent is asked to answer, respond to or
comment on them in a way she or he thinks best. There is a clear structure, sequence
and focus, but the format is closed-ended, enabling the respondent to respond in her
or his own terms (Cohen et al. 2000). The first section of the questionnaire sought for
demographic characteristic which included age, sex, religion and religious

denomination.

According to Sarantakos (2013), close-ended items require less effort to respond to,
easy to score and promote objectivity on the part of the respondent. However, they are
limited to only the areas indicated in the questionnaires, and do not give room for
self-expression. Notwithstanding the lapse of close-ended items in restricting the
responses of respondents, its adoption ensures effective editing and analysis of data.
The close-ended items are also aimed at ensuring uniformity in the responses and

thereby preventing subjectivity of any kind.
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Questionnaire was used for this study because it is relatively quick and easy to create.
With questionnaire, interpretation and analysis of data is easy as data entry and
tabulation for nearly all surveys can be easily done with many computer software
packages (Neuman, 2000). Again, questionnaires are familiar to many people, nearly
every educated one has had some experience completing one and they do not make
people apprehensive (Tuckman, 1992). Above all, questionnaire is easy to standardize
therefore reducing the amount of bias in the results as there is uniform question
presentation. Kerlinger (2000) observes that questionnaire is widely used for data
collection in educational research because it is developed to answer research
questions. It is very effective for securing factual information about practices and
conditions of which the respondents are presumed to be knowledgeable of. It is also

used for inquiring into the opinions and attitudes of subjects (Neuman, 2000).

One advantage of the questionnaire is a high response rate particularly when the
questionnaire design is good and appropriate follow-up mechanisms are used.
Secondly, if properly understood and implemented, the technique simplifies the data
analysis stage. Finally, the questionnaire has a higher degree of transparency or
accountability than interview technique. However, questionnaire has some
weaknesses. It is expensive both financially and in time, especially if the respondents
are scattered over a large area. Respondents may also not provide appropriate answers
to the questions since the method normally uses structured questions. Thus,
questionnaire may yield superfluous information than an in-depth interview. Another
disadvantage is that, respondents may have the tendency to look ahead, skip around or
compare answers with those of their colleagues and friends when completing the

questionnaire (Gay, Mills & Airasian, 2009). The table below represents the

53



University of Education, Winneba http://ir.uew.edu.gh

population and the proportionate questionnaire allocated to the SHS Three students of

the LMKM.

Table 3.1: Allocation of questionnaires

Names of SHSs Sex Questionnaire Allocated
inLMKM Boys Girls  Total  Boys Girls Total
Manya Krobo SHS 369 324 693 44 38 82
Akro SHTS 298 245 543 35 29 64
Akuse 345 322 667 41 37 78
Methodist SHS

Krobo Girls* Presby - 656 656 - 76 76
SHS

Total 1,012 1,547 2,559 120 180 300

Source: Field Data, 2020

The sample size constituted 11.72% of the target population. The proportion of the
sample in the target population was used to determine proportion of each school‘s
[population that must be included in the sample as shown in Table 2.2. The formula

was used to estimate the sample proportions included the study.

SP
Q= 75 X N (Researcher‘s construct)

Where:
N= Desired sample size, SP = Specific population per school, TP = Total population

for all schools, Q= Questionnaires allocated per school

3.7.2 Validity and reliability of instrument

Validity, according to Ferretti et al. (2019), refers to the degree to which an
instrument accurately measures what it is intended to measure. Validity denotes the
extent to which the research instrument serves the use for which it is intended (Seidu,
2006). Yin (2003, p.34) discusses the test involved in validating any data in any social
science research. He groups them under construct validity, internal validity, external

validity and reliability. Content, construct and face validity were established.
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Face validity of the questionnaire were carried out by giving it to colleague M. Phil
Social Studies students for peer review. Their comments and suggestions were
considered for review of the questions. The content validity of the questionnaire was
ensured by the research supervisor who scrutinized the items for their suitability
before pre-test. Construct validity was ensured by critically developing the items or
questions within established theoretical framework by employing accepted definitions
and constructions of concepts and terms; operationalizing the research and its

measurces.

Internal validity check was conducted by ensuring agreements between different parts
of the questions, data, and matching patterns of results. Ensuring that findings and
interpretations derived from the data are transparent and that causal explanations are
supported by the evidence (alone), and that trivial explanations and inferences have
been weighed and found to be less acceptable than the explanation of inference made,
again based on evidence. The current research ensured concurrent validity through the
use of multiple sources and kinds of evidence to address research questions and to

yield convergent validity.

Golafshani (2003) defines reliability as the degree to which outcomes are reliable in a
period of time and if the outcomes in a research can be replicated using the same
method, and then the research instrument is reliable. To ensure reliability of the
questionnaire, a pilot test was carried out on 40 SHS 3 students from Yilo Krobo
Senior High School which has almost the same characteristics as those of Manya
Krobo, but was not included in the main data. Reliability analysis was done using
Cronbach_s alpha reliability model. A reliability coefficient (r) of equal to or more

than 0.70 threshold is acceptable as a measure of reliability as noted by Tavakol,
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Mohagheghi and Dennick (2008) who have stated that the acceptable values of alpha,
ranges from 0.70 to 0.95. These ranges of reliability coefficient values are deemed as
an acceptable measure of reliability because 0.70 is the threshold value of

acceptability (Dornyei, 2010). The reliability co-efficient for this study is 0.772.

In any systematic enquiry into the human condition, it is important to establish the
truth value of the study. The study must be judged against certain criteria so as to
ensure that the findings are a true reflection of the participants or reality (De Vos,
Graafmans, Keesman, Westert & van der Voort, 2007). Through criteria such as
validity and reliability, the accurateness and completeness of a study can be
ascertained. Guba (1981) proposed trustworthiness as a surrogate measure for validity

and reliability in naturalistic inquiries.

3.8 Data Analysis and Presentation

Yin (2003) states that before interpretation take place, data should be analysed
statistically and presented. Responses from respondents on the questionnaire were
tallied in order to get the number of respondents who answered each set of items. The
quantitative data were fed into the Statistical Product for Service Solutions (SPSS)
version 25.0 software and they were analysed. Frequency count, percentage
distributions, means and standard deviations of responses were generated according to

each research question raised, and these were presented in tables.
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3.9 Ethical Considerations

In conducting a study, Creswell (2008) advises researchers to seek and obtain
permission from the authorities in charge of the site of the study because it involves a
prolonged and extensive data collection. For ethical reasons, a letter of introduction
from the Head of Department of Social Studies Education of the University of
Education, Winneba, was obtained to introduce the researcher during data collection.
The administration of the questionnaire was done after consent was sought from the

heads of the various SHSs in the Lower Manya Krobo Municipality.

After permission was granted, the study participants were informed of the impending
administration of the questionnaire and assured them of confidentiality of whatever
information they provide. Shamoo and Resnik (2009) define ethics in research as the
discipline that studies standards of conduct, such as philosophy, theology, law,
psychology or sociology. In other words, it is a method, procedure or perspective for
deciding how to act and for analysing complex problems and issues. Protection of
participants and their responses were ensured by obtaining informed consent,
protecting privacy and ensuring confidentiality. In doing this, the description of the
study, the purpose and the possible benefits were communicated to participants.
Participants were permitted to freely or voluntarily withdraw or leave at any time if
they deemed it fit. As a way of preventing plagiarism, all ideas, writings, drawings
and other documents or intellectual property of other authors were referenced

indicating the authors, title of publications, year and publishers.
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CHAPTER FOUR

RESULTS AND DISCUSSION

4.0 Introduction

In the preceding chapter, the methodology used for the study was presented in line
with the study. This chapter presents the results of the analysis of the questionnaire.
The chapter focuses on presenting results that reflect HIV/AIDS knowledge of Senior
High School students in the LMKM of the Eastern Region of Ghana. The number of
the questionnaire administered was 300 for a population of 2559 form three students
in the four public SHSs in the municipality. Out of the population, 1012 were males
and 1547 were females. At the end of the data collection, 298 questionnaires were
obtained for the study. That is, 2 of the questionnaires got missing from the girls in
the process of the data collection. The quantitative data were analysed using
descriptive statistics (means, standard deviations, frequencies, and percentages).The
first part of this chapter describes the demographic characteristics of the respondents
(students). In the second part, the research findings are presented based on the

research questions formulated for the study.

4.1 Bio-Data of the Respondents

This section on the questionnaire (Biographical) discusses the background
information of the respondents (students). These include the respondents® age ranges,
gender, religion and denomination. The demographic data was analysed using graphs

(bar chart and line graph).
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Ages of the Respondents

B Percentage ™ Frequency

9.7%
23-24 yrs 29
10.7%
21-22y1s 32
23.5%
1996 70
48.3%
17-¥8s 144
7.7%
15-16yrs 23

Figure 4.1: Ages of the students

Source: Field Data (2020)

As shown in the Figure 2 above, the results show that most third year students in
SHSs in the LMKM of the Eastern Region of Ghana ages fall within 17 and
18(n=144 , 48.3%). Those from 19 to 20 followed (n=70, 23.5%), those 23-24 (n=29,

9.7%). Those from 15 to 16 years were the least (n=23, 7.7%).

Frequency Percentage
178

180
160
140
120

100
o 59.7%

60 40.3%
40

120

20

Figure 4.2: Gender of the students

Source: Field Data (2020)
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Figure 2 shows the gender of the students. As shown in the Figure above, the results
show that majority of the SHS three students in the LMKM of Ghana were females
(n=178, 59.7%) The males on the other hand were the least represented (n=120,
40.3%). This is because one out of the four schools, that is, Krobo Girls‘ Presbyterian

SHS is an all-female school.

4.2 Analysis and Discussion of Data

Descriptive statistics are brief descriptive coefficients that summarize a given data set,
which can be either a representation of the entire or a sample of a population.
Descriptive statistics are broken down into measures of central tendency and
measures of variability (spread). Descriptive Statistics are used to present quantitative
descriptions in a manageable form. Descriptive statistics help us to simplify large
amounts of data in a sensible way. In the work of Gujarati (2013), it is asserted that
descriptive statistics utilize statistical, numerical and graphical methods to look for
patterns in a data set. It usually provides the information in a data set by revealing the
average indicators of the variables used in the study and conveniently present that
information. This section therefore offers some descriptive statistics of the study
variables which helps to understand the distribution of the variables in line with
Adam‘s (2015), assertion that the central purpose of descriptive statistics is to
summarize or reduce data. Thus, descriptive statistics describes what the data shows

based on the sample.

The research questions (Q1, Q2 & Q3) were analysed using descriptive statistics
(means, standard deviation, frequencies and percentages). Using the standard
deviations, a relatively standard deviations, the respondents® responses were believed
to be homogeneous (similar responses). On the other hand, a relatively large (within

1), the respondents‘ responses were believed to be heterogeneous (dissimilar
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responses). A mean of 2.50 and above indicates that SHS students® in the LMKM of
Ghana have higher knowledge about HIV/AIDS whilst a mean of 2.49 and below

indicates low knowledge of students about HIV/AIDS.

Research Question One: What is the knowledge level of SHS students
in the LMKM on HIV/AIDS?

The main goal of this research question was to assess the knowledge level of SHS
students in LMKM of the Eastern Region on HIV/AIDS. The knowledge level of
respondents was assessed through their application of HIV/AIDS information.
According to Trevethan (2017), there is no clear distinction between knowledge and
awareness; any attempt to distinguish between the two concepts will be elusive. In
reference to Trevethan (2017), awareness is equated to knowledge. Therefore, the
extent of awareness determines the knowledge of the individual. The accrued data

was analysed using descriptive statistics.

Table 4.1: The level of awareness of SHS students about HIV/AIDS

Statement YES NO

N (%) N (%)
Are you aware of HIV/AIDS? 294(98.7%) 4(1.3%)
Have ever received information on HIV/AIDS? 291(97.7%) 7(2.3%)
Source: Field Data (2020) n=298

The results displayed in Table 4.1 indicate the level of awareness of students about
HIV/AIDS. The results show that generally the majority of the students were aware of
HIV/AIDS (n=294, 98.7%). Only few confirmed not to be aware of HIV/AIDS (n=4,
1.3%). In addition, they respondents intimated that their level of awareness was the
result of information received on HIV/AIDS. Of the number that indicated that they
were aware of HIV/AIDS, n=291, representing 97.7% of the sample said their level of

awareness was facilitated by the information they received through various sources.
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Seven of the students representing only 2.3% asserted that they have not received

information on HIV/AIDS.

Table 4.2: Information on HIV/AIDS and how much information about
HIV/AIDS do students get from selected sources

Items A lot Little No
Television

Frequency 106 180 12

Percentage 35.6 60.4 4.0
Radio

Frequency 59 208 31

Percentage 19.8 69.8 10.4
Newspapers

Frequency 36 189 73

Percentage 12.1 62.9 24.5
Pamphlet/posters

Frequency 71 179 48

Percentage 23.8 60.1 16.1
Healthcare workers

Frequency 122 151 25

Percentage 40.9 50.6 8.4
Campaigns

Frequency 53 169 76

Percentage 17.8 56.7 25.5
Religious leaders

Frequency 39 196 62

Percentage 31.1 65.8 20.8
Internet

Frequency 52 200 45

Percentage 17.4 67.1 15.1
Sexual partners

Frequency 41 147 109

Percentage 13.8 49 36.6
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In class/at school

Frequency 87 170 28

Percentage 33.6 57.1 9.4
School health education

Frequency 113 158 27

Percentage 37.9 53 9.1
Peers

Frequency 44 205 49

Percentage 14.8 68.8 16.4
Family members

Frequency 46 167 85

Percentage 15.4 56 28.5

Table 4.2 shows results of the information on HIV/AIDS and how much information
about HIV/AIDS students gained from selected sources. A comparative analysis of
Table 4.11 shows that the print media and the audio (radio) and audio visual media
(television) are not very effective means of relating HIV/AIDS information to
students in the senior high schools. The analysis shows that the majority of the
students (n=122, 40.9%) relied a lot healthcare workers for information on
HIV/AIDS. The television is the second source of information to the students. The
study showed that (106, 35.6%) of the students received information on HIV/AIDS
from it. Again, the study showed that the least relied source of information is sexual
partners. The results showed that many students (n=109, 36.6%) have never received

information from this source.
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Table 4.3: Transmission sources of HIV AIDS

Minimum Maximum Mean Std. Deviation

Sexual intercourse 1 5 4.73 .667
Contact with blood 1 5 4.68 616
Casual contact with infected 1 5 2.54 1.436
person
Not using condoms 1 5 4.52 788
Contact with toothbrush 1 5 4.39 934
During pregnancy 1 5 3.57 1.118
During birth 1 5 3.80 1.042
True breast milk 1 5 3.90 1.064
Blood transfusion 1 5 4.65 .695
Sharing Needles (drug use), razor 1 5 4.73 .589
blades]
Unclean Medical Equipment 1 5 4.49 775
[Kissing] 1 5 3.82 1.088
Mosquito/Insect bites 1 5 2.19 1.391

Source: Field Data, 2020 Max=5.00, Min=1.00 Std. D*=Standard Deviation

As presented in Table 4.3, the results on the transmissions sources of HIV/AIDS are
depicted. From the analysis, the maximum score on the questionnaire was 5.00 (max.
=5.00) and the minimum score was 1.00 (min. =1.00). This implies that mean values
must fall within the minimum and the maximum range (1.00-5.00). Inferring from the
results show that the variables follow a normal distribution. This is based on the
reason that the values were within the acceptable limit indicating that the data was
normal. The results in Table 4.3 give evidence to believe that generally, SHS students

are aware of some of the Transmissions Sources of HIV/AIDS.

For example, most of the SHS students pointed out that sexual intercourse is one of
the transmissions Sources of HIV AIDS (M=4.73 SD=0.667).Contact with blood of
infected person was also found as one of the transmissions sources (M=4.68

SD=0.616).
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On the issues of casual contact with infected person (i.e. sharing food, cup, glass,
handshake, hugging, clothes, most of the students were aware that cannot be one of
the transmissions sources of HIV AIDS (M=2.54 SD=1.436). The practice of having
sex without using condoms was found to be one of the transmissions sources of HIV
AIDS among SHS students in the LMKM of the Eastern Region of Ghana (M=4.52,

SD=0.788).

In a related result, it was revealed by most SHS students in the LMKM of the Eastern
Region of Ghana that contact with infected person's toothbrush/shaving material
serves as one of the transmissions sources of HIV AIDS (M=4.39, SD=.934). The
results further show that during pregnancy a partner can contract HIV/AIDS. Most of
the students agreed to the fact during pregnancy, HIV/AIDS can be transmitted

(M=3.57, SD=1.118).

During child birth, most of the students agreed to the fact that during child birth
(labour), HIV AIDS can be transmitted (M=3.80, SD=1.042). Again, most of the
students of the LMKM agreed that HIV can be transmitted through breast milk
(M=3.90, SD=1.064). In furtherance to the above, blood transfusion was agreed by
most Senior High School students in the LMKM of Ghana that it can transmit HIV
AIDS (M=4.65, SD=0.695).Sharing syringes (during drug use), razor blades were
found as one of the modes of transmission of HIV AIDS (M=4.73, SD=0.589).

Unclean Medical Equipment was not left out as one of the sources which SHS
students in the LMKM of the Eastern Region of Ghana cited that it can transmit HIV
AIDS (M=4.49,SD=.775). Finally, deep kissing was found to be one key means by

which HIV AIDS can be transmitted (M=3.82, SD=1.088).
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As already stated in the literature, Knowledge, Attitudes and Practices (KAP) about
HIV/AIDS are the cornerstones of the fight against HIV. Adequate knowledge about
HIV/AIDS is an effective way to promote positive attitudes and safe practices (CDC,

2012). Many prevention programmes have focused on improving knowledge about

transmission, (CDC, 2013).

The findings of the study show that students have on HIV/ AIDS is in contrast with
some studies conducted around the world. That is, whilst the level of knowledge on
HIV/AIDS of SHS students in the LMKM of the Eastern Region of Ghana is high, the
same cannot be said of other countries. For example, a study conducted in Nigeria to
determine knowledge of HIV infection among secondary school students in Port
Harcourt revealed that only 7.1 per cent of the participants had adequate knowledge
of HIV/AIDS. Apart from this, some other studies have been carried out in Africa and
beyond to study KAP levels among students. These studies found that students'
knowledge about HIV was medium to low, with misconceptions about high-risk
practices among participants and negative attitudes towards PLW HIV.
Misconceptions were also found in most KAP studies conducted among young people
in different regions of Africa (Botswana, Gabon and other African countries) and
beyond (Nubed & Akoachere, 2016).A study in Gabon which assessed the knowledge
and attitudes of secondary school students about HIV showed that students were not
sufficiently informed about HIV/AIDS transmission and prevention. Half of the
respondents were aware of HIV transmission through sexual intercourse (55.7%),
from mother to child (48.3%) and through needle or syringe sharing (51.8%), and
25% used condoms, while 15% were aware of unsafe HIV transmission practices

(Netshivhuyu, 2017).
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Studies in India (Kumar, Pore & Patil, 2012) have also revealed misconceptions. In a
similar study in Afghanistan, while 21% of respondents thought, for example, that HIV
could be transmitted through toilet seats, 21% also said that people could become
infected with the virus through mosquito bites (Kumar et al., 2012). Netshivhuyu
(2017) again reports that a survey carried out in western Nigeria to assess the level of
awareness, knowledge and attitude towards HIV/AIDS among secondary school
students in the local administrative area of Atisbo, Nigeria, found out that secondary
school students have reasonable knowledge of safe sex practices and a positive

attitude towards sex.

What has been the greatest challenge in reducing the prevalence of HIV/AIDS?

The aim of HIV prevention programme is to change the behaviour of those at risk of
infection. This study considered students at the SHS level as very highly exposed to
HIV/AIDS infection because of the high drive for sex among them. Secondly,
examined the effort to change the behaviour Poor surveillance systems and the lack of
access to quality voluntary counselling and testing services, means prevalence figures
are likely to be a gross under estimate. While it was acknowledged that the
HIV/AIDS prevalence in the general population was, but the tendency for it increase
among students in SHSs is high. The study has shown that to secure a change in
behaviour among the SHS students would require an enormous effort from
government, reduce stigmatization, improve condom use, improve counselling, and
improve surveillance. These are five priority measures required to be instituted to
improve he level of HIV/AIDS knowledge among SHS students as well as a
behavioural change. Figure 4.xx shows the pie chart distribution of the five measures.
Condoms are considered best weapons to fight HIV/AIDS transmission therefore their

availability of condom to sexual active youth will go a long way change behaviour.
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Many of these students cannot gather the courage to walk into a pharmacy to want to
buy condom. People might feel embarrassed about buying condoms from pharmacies.
Studies overwhelmingly demonstrate that condoms are highly effective in preventing

HIV transmission but availability and regular use is found a big issue.

A number of HIV/AIDS prevention and treatment programmes including
interventions for vulnerable groups, condom promotion, STI testing, behaviour
change communication, volunteer counselling and testing services and providing
antiretroviral drugs are not enough to address the pertinent cultural issues in grass-
root level and management issues in service provider level. These should be clearly
identified otherwise the problems will continue unless the root causes of these issues
and challenges are identified.

Monitoring and evaluation Programmes must be monitored and evaluated in order to
determine intervention implementation integrity, effectiveness, and cost-

effectiveness.

H stigmatization ® Surveillance Counselling
B Government efforts ® Condom use

Figure 4.3: Reducing the rate of HIV AIDS contraction

Source: Field Data, 2020
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Research Question Two: What factors inhibit the application of
HIV/AIDS knowledge of SHS students in LMKM?

The second research question was to find out the factors that inhibit the application
HIV/AIDS knowledge of the SHS students in LMKM of the Eastern Region. In
measuring this, questions like--Po you think religion is the cause of students failure
in applying their knowledge in HIV/AIDS”, -Po you think the youth have limited
recognition of personal risk of HIV infection”, Do you support the view that the
youth are more vulnerable to HIV/AIDS due to their biological condition”, Do your
friends request for the HIV/ AIDS status of their partners before sex”, 3s your school,
church, community or peers giving you sexual health education”, Do you support the
view that HIV/AIDS is a curse from the gods”, “What do you think would make the
HIV/AIDS awareness programmes more effective for young peoplel were posed”. A

likert scale was used and the results are presented in Table 4.4.

Table 4.4: Factors that inhibit the application of HIV/AIDS knowledge of SHS

students

Statement Strongly Agree Uncertain  Disagree  Strongly
agree disagree

Religion 47(15.8) 107(35.8) 84(28.3) 40(13.3) 20(6.7)

Frequent change of 64(21.7) 93(31.7) 89(30.0) 35(11.7) 15(5.0)

partners

Exchange of sexual 73(24.5) 89(30.0) 99(33.3) 27(9.2) 10 (3.3)

partners

Peer pressure 7 (2.5) 20 (6.7) 67 (22.5) 109(36.7) 93(31.7)

Unprotected sex 57(19.2) 109(36.7) 82(27.5) 37(12.5) 13(4.2)

Difficulty in procuring 13 (4.2) 60(20.0) 99(33.3) 80(26.7) 46(15.8)
condom

Source: Field Survey, 2020

A number of factors that could inhibit the application of knowledge of HID/AIDS
prevention strategies have been examined from the perspective of the senior high

students. In the table 4.4, it can clearly be seen that, all the options are clearly
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represented. The data show that 107(35.8%) of the entire sample agreed to the
statement that religion could influence senior high school students‘ application of
knowledge on HIV/AIDS, while 84(28.3%) of the sample are uncertain whether
religion influenced one‘s application of knowledge acquired about HIV/AIDS. On the
contrary, 40(13.3%) of the sample disagreed with the statement that religion
influenced senior high school students‘ application of HIV/AIDS knowledge. Many
young people cited lack of knowledge, religious issues as the main reasons for not
using contraceptives (for example the Catholics). One study showed that less than
50% of young people in Madagascar and Nigeria are aware of contraception
(Caldwell et al. 2004).In Sub-Saharan Africa, as in other parts of the world, a culture
of silence surrounds most reproductive health issues. Many adults are uncomfortable
talking about sexuality with their children due to issues of religion. Others lack
specific knowledge about sexual health. Polygamy is a central social institution and

reinforces this belief (Buckley & Ribstein, 2001).

The next variable is whether students in the senior schools exchanged sexual partners.
The data revealed that 93(31.7%) of the entire sample agreed while 89(30.0%) of the
sample were uncertain about the statement. 35(11.7%) of the entire sample disagreed
with the statement that students in the senior schools exchanged sexual partners while
64(21.7%) of the entire sample strongly agreed with the item that students in the
senior schools exchanged sexual partners. Though 99(33.3%) of the sample were
uncertain that students in the senior schools exchanged sexual partners but an equally
huge number of 89(30.0%) of the sample agreed that students in the senior schools
exchanged sexual partners. Also, 73(24.5%) of the entire sample strongly agreed that
students in the senior schools exchanged sexual partners a small number of

informants 27(9.2%) of the entire sample disagreed that students in the senior schools
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exchanged sexual partners. Responses from these respondents buttress the findings of
Odu et al. (2008) and Plattner (2010) that the youth express themselves and seek
sensations in late adolescence and early twenties. Surely, many of the students in
senior high schools are in their late adolescence and early twenties hence exhibit these

characteristics.

Another variable that was looked at was whether peer pressure influenced students®
application of HIV/AIDS knowledge. 20(6.7%) of the sample agreed peer pressure
influenced students‘ application of HIV/AIDS knowledge while 27(22.5%) of the
sample were uncertain whether peer pressure influenced students® application of
HIV/AIDS knowledge. A huge number of 109(36.7%) of the entire sample disagreed
with the statement that peer pressure influenced students‘ application of HIV/AIDS
knowledge while 7(2.5%) of the entire sample strongly agreed that peer pressure

influenced students® application of HIV/AIDS knowledge.

Besides, 109(36.7%) of the entire sample agreed that students in senior high schools
engage in unprotected sex. while 82(27.5%) of the sample were uncertain whether
students in senior high schools engage in unprotected sex 37(12.5%) of the sample
disagreed that students in senior high schools engage in unprotected sex while a
moderate number of 57(19.2%) of the sample strongly agreed that students in senior
high schools engage in unprotected sex. This finding supports the idea that lack of
education, untreated STIs and sexual exploitation exacerbate the vulnerabilities of

young people (Buckley, 2001).

Finally, the difficulty to procure condom was also examined. A massive number of
99(33.3%) of the entire sample were uncertain whether students in senior high

schools had any difficulty in procuring condom, 80(26.7%) of the sample disagreed
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that difficulty to procure condom affected the application of the knowledge on
HIV/AIDS. However, 60(20%) of the entire sample agreed that difficulty to procure
condom affected the application of the knowledge while 46(15.8%) of the entire
sample strongly disagreed that difficulty to procure condom affected the application

of the knowledge.

Several other studies have observed high-risk sexual behaviours among young people
in spite of their good knowledge and awareness of HIV/AIDS (Adedimeji, 2005;
Afenyadu & Goparaju, 2003; Anderson & Beutel, 2004; Braithwaite & Thomas,
2001; Ikamba & Ouedraogo, 2003; Meekers et al., 2001; Odirile, 2000). A study
among college students in the United States of America also found a mismatch
between knowledge about sexual issues and sexual behaviour (Castora, 2005). In
studies conducted in nine African countries among sexually experienced adolescent
girls and boys aged 15 to 19, between 40 to 87 per cent of respondents in seven
countries believed that the amount of HIV/AIDS programmes are not enough to curb
the menace (Reif et al., 2006). In Ghana, it has been observed that the expected
behavioural changes have not occurred in spite of the several programmes that have
been undertaken to create awareness of the disease (Anarfi, 2005; Kates & Leggoe,

2005).

What actions are needed to drive a behavioural change among SHS students?

For effective behaviour change interventions among the students the following
actions should be considered. Testing is very important if prevention efforts are to be
successful. Knowing their HIV status will help regulate their behaviour and also

initiate the necessary care that infected persons need to prevent HIV transmission to
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others. Linkage to care helps ensure people living with HIV receive life-saving

medical care and treatment, and helps reduce their risk of transmitting HIV.

In order for HIV prevention efforts to work, persons who are not infected should be
made to observe the prevention protocols such as condom use. Condoms are
considered best weapons to fight HIV/AIDS transmission therefore their availability
of condom to sexual active youth will go a long way change behaviour. Many of these
students cannot gather the courage to walk into a pharmacy to want to buy condom.
People might feel embarrassed about buying condoms from pharmacies. Studies
overwhelmingly demonstrate that condoms are highly effective in preventing HIV

transmission but availability and regular use is found a big issue.

A supportive social environment needs to be created to foster HIV-prevention
interventions and reinforce individual behaviour-change efforts.
Maintenance—HIV-prevention interventions need to include strategies that will foster

the maintenance of behaviour change over time.

B Support

B access to condoms
= Maintenance

B abstainance

= HIV testing

Figure 4.4: HIV AIDS intervention methods

Source: Field Data, 2020
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Research Question Three: What is the influence of HIV/AIDS knowledge on SHS

students’ sexual behaviour?

The thrust of this research question was to examine the extent to which students in

SHS have used information acquired about HIV/AIDS to regulate the sexual

behaviour.

Table 4.5: Had ever had sexual intercourse

Response Frequency Percentage (%)
No 142 47.7
Yes 156 52.3
Total 298 100.0

Source: Field Data, 2020

The results in Table 4.5 show that most SHS students in the LMKM of Ghana have

experienced Sex (n=156, 52.3%) while 142 of the SHS students in the LMKM of the

Eastern Region of Ghana representing 47.7% said they have not had sex before.

250 Frequency Percentage (%)
211
200
150
100
70.8
0
1 2
ENO HYES

Figure 4.5: Use of free condoms

Source: Field Data, 2020
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In relation to the students use of condom when they get them for free, the students
indicated that most SHS students in the LMKM of Ghana will use condom when they
get them for free (n=211, 70.8%) while 82 of the SHS students in the LMKM of the
Eastern Region of Ghana representing 27.5% said they will not use condom even
when they get them for free. Five (5) respondents representing 1.7% were, however,

silent on the question.

Frequency Percentage (%)
250 237

200
150

100 79.5
50
0

1 2

Yes ENo

Figure 4.6: Willingness to have an HIV test

Source: Field Data, 2020

In line with whether SHS students in the LMKM of Ghana would like to have an HIV
test, a greater number of the respondents expressed their preparedness to have such a
test, that is, (n=237) representing 79.5%. On the other hand, 61 of the SHS students
representing 20.5% said they would not like to have an HIV test.

Research results on analysis of 250 North American programmes established that

among sexually active young people, AIDS education programmes were effective in
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decreasing the number of sexual partners and increasing condom use (UNAIDS
2004). In Nigeria, a study among unmarried male youths in the University of Ibadan
(Adewole & Lawoyin, 2004) found that students who had obtained knowledge on
HIV/AIDS early at the secondary school level were less likely to have multiple sexual
partners, compared with those who acquired the knowledge later. In Ghana,
knowledge about HIV/AIDS was found to be lower among students who around 2004
were having sexual partners (Apoya et al., 2004). Using Demographic and Health
Survey data from 23 low and middle-income countries, Snelling et al. (2007) also
found an association between increased knowledge of HIV/AIDS and condom use. In
a study among men in Bangladesh, respondents who had heard of AIDS were less
likely to have had sex with prostitutes than those who had not (Caldwell & Indrani,

1999).

Anarfi and Appiah (2004) have emphasized that since there is yet no cure for
HIV/AIDS, education then becomes the only social vaccination against the disease.
Commenting on the kind of information that adolescents need, Mclntyre (2004:12)
has said: —All adolescents need information on how HIV spreads, how it can be
prevented and how you cannot tell when someone is infected. Monasch and Mahly
(2006:25) concluded that -An important, but not sufficient, foundation for any
prevention effort aimed at young people is to provide them with basic information on
how to protect themselves and their partners from acquiring the virusl. Other studies
similarly report of positive influence of knowledge of HIV/AIDS on sexual
behaviour, including delaying sexual intercourse, using condoms, stopping sex with
prostitutes, etc., (Bankole, 2004; Camlin & Chimbwete, 2003; Uwalaka & Matsuo,

2002).
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In spite of these findings, generally, knowledge of HIV/AIDS is higher among young
men than women (Aluede et al., 2005; UNAIDS, 2003). It is also higher among
people in urban areas than rural areas (UNAIDS, 2005; UNAIDS, 2003). Others have
also warned that knowledge about HIV/AIDS does not automatically lead to
responsible sexual behaviour (Adedimeji, 2005), and that knowledge must be
complemented by attitudes and values that will lead to appropriate decisions (White,

2005).

Low levels of condom use in spite of awareness of the risks have also been reported
(Karim et al., 2003; Winfield & Whaley, 2002). In a study to test the usefulness of the
Health Belief Model in predicting condom use among African American college
students, Winfield and Whaley (2002) found that high levels of HIV/AIDS risk
knowledge were not significantly correlated with condom use. In a research in Cote
d_Ivoire, researchers found that accuracy of knowledge about AIDS did not

significantly predict condom use (Zellner, 2003).

The Study buttresses Resenstock (1974) HMB which assert that for an individual to
engage in in health sexual behaviour such as safe sex, an individual has to perceive
himself being susceptible to a health threat. The SHS students in the LMKM dot not
themselves as being vulnerable to HIV, hence, they engage in risky sexual

behaviours.
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CHAPTER FIVE

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS

5.0 Introduction

This chapter presents a summary of the findings of the study as well as the
conclusions, recommendations and suggestions for further research. Thus, the chapter
focuses on the implications of the findings from the study for policy formulation. The
recommendations are made based on the key findings and major conclusions arising

from the study.

5.1 Summary of the Study

The thrust of the study was to assess the HIV/AIDS knowledge of SHS students in the
LMKM of the Eastern Region of Ghana. Specifically, the study sought to assess the
knowledge level of SHS students in LMKM on HIV/AIDS, examine the influence of
HIV/AIDS knowledge on SHS students_ sexual behaviour and, finally, explore the
factors that inhibit the application of HIV/AIDS knowledge of SHS students in
LMKM of the Eastern Region. To materialize these purposes, the study was rooted
and nested in the quantitative method. The simple random sampling technique was
used to select the respondents for the study. In all, a total of 300 respondents
comprising 120 boys and 180 girls answered the questionnaire of which 298 were
returned for analysis. A 37 item questionnaire adapted from Wairimu Hellen Wanjiru
was used for the data collection. Ethical consideration was also ensured before the
actual data collection. The data collected was analyzed using descriptive statistics
(means and standard deviations, frequencies and percentages). The analyses were

interpreted and discussed in line with the research questions.
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5.2 Summary of Key Findings

The following findings were established

1.

The results show that generally the majority of the students had knowledge of
the several of means of contracting or preventing HIV/AIDS. This knowledge
on the causative agents and preventive measures about HIV/AIDS was
transmitted to the students by healthcare workers. In addition, the television
constituted the other source of information to the students. Students were able
to identify the various means of transmission of HIV/AIDS. They thus found
that the extent of knowledge possessed by students about HIV/AIDS helped to
reduce the spread of the disease among this particular cohort of students. The
finding of this particular study contradicted earlier studies to the extent that
those studies found that not enough information was possessed by students
about HIV/AIDS. In addition, those also established that the knowledge
gained about the disease increased the misconceptions about high-risk
practices among participants as well as increased negative attitudes towards
PLWHIV.

This study also found that the particular cohort of students studied had very
high drive for sexual intercourse activities. The following were identified as
factors that could negatively affect the prevalence of the disease among this
cohort of students. These factors include poor surveillance systems, the lack of
access to quality voluntary counselling and testing services. The study has
shown that to secure a change in behaviour among the SHS students would
require an enormous effort from government to reduce stigmatization,
improve condom use, improve counselling, and improve surveillance.
Condoms are considered best weapons to fight HIV/AIDS transmission
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therefore their availability of condom to sexual active youth will go long way
change behaviour. Many of these students cannot gather the courage to walk
into a pharmacy to want to buy condom. People might feel embarrassed about
buying condoms from pharmacies.

. A number of HIV/AIDS prevention and treatment programmes including
interventions for vulnerable groups, condom promotion, STI testing,
behaviour change communication, volunteer counselling and testing services
and providing antiretroviral drugs are not enough to address the issue among
students.

A number of factors that could inhibit the application of knowledge of
HID/AIDS prevention strategies have been examined from the perspective of
the senior high students. Many young people cited lack of knowledge,
religious issues as the main reasons for not using contraceptives (for example
the Catholics). Many adults are uncomfortable talking about sexuality with
their children due to issues of religion. For effective behaviour change
interventions among the students the following actions should be considered.
Testing is very important if prevention efforts are to be successful. Knowing
their HIV status will help regulate their behaviour and also initiate the
necessary care that infected persons need to prevent HIV transmission to
others. Linkage to care helps ensure people living with HIV receive life-
saving medical care and treatment, and helps reduce their risk of transmitting
HIV. In order for HIV prevention efforts to work, persons who are not
infected should be made to observe the prevention protocols such as condom
use. Condoms are considered best weapons to fight HIV/AIDS transmission
therefore their availability of condom to sexual active youth will go a long
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way change behaviour. Many of these students cannot gather the courage to
walk into a pharmacy to want to buy condom. People might feel embarrassed
about buying condoms from pharmacies.

Though the students are aware of the dangers of reckless sexual behaviours,
many of the students affirmed that they had ever engaged in sexual intercourse
activity. Considering the extent of HIV/AIDS education that SHS students
received it could be surmised that some of the students do not appreciate the
risk they are exposed to when they engage in sexual intercourse. The majority
of SHS students were willing to know their HIV status. Many of these
students were not ready to buy condoms from the open market; however, they
would use it if they got it for free. It was also found that the students who had
had sexual intercourse would be bad influences to the few who had never
engaged in sexual intercourse. We could surmise that among this sexually
active young people, AIDS education programmes had been effective in
decreasing the number of sexual partners and increasing condom use

(UNAIDS 2004).

5.3 Conclusions

It was concluded that majority of the SHS students in the LMKM of the Eastern

Region of Ghana have high level of knowledge about HIV/AIDS. Because AIDS is

rooted in human behaviour, economic, cultural, and social conditions, the behavioural

and social sciences are essential to identifying solutions for its control. Effective

prevention of HIV/AIDS will require enormous and continued commitment in order

to achieve lasting changes in human behaviour. No one set of interventions—

behavioural or medical—will be sufficient by itself to combat the epidemic. More

behavioural and social research is needed to develop effective and acceptable
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preventive strategies to refine successful programs and to help find more effective

ways of mitigating the negative impacts of the epidemic.

The study has shown that the students are in their adolescent stage and are sexually
active. Their drive for sex at this stage put them at risk of contracting the disease.
From what had been gathered from them,; it is possible that some students are positive
and they are not aware of their status. The commitment that is needed at this stage
making commitment to reduce high-risk sexual contacts and to increase low risk
activities is very important for the students. Commitment to ensure that the students
observe the protocols will lead to reduction of HIV/AIDS prevalence among the
youth. Students at the SHS level as very highly exposed to HIV/AIDS infection
because of the high drive for sex among them. Poor surveillance systems and the lack
of access to quality voluntary counselling and testing services, means prevalence
figures are likely to be a gross under estimate. The study has shown that to secure a
change in behaviour among the SHS students would require an enormous effort from
government, reduce stigmatization, improve condom use, improve counselling, and

improve surveillance.

For effective behaviour change interventions among the students the following
actions should be considered. Testing is very important if prevention efforts are to be
successful. Knowing their HIV status will help regulate their behaviour and also
initiate the necessary care that infected persons need to prevent HIV transmission to
others. Linkage to care helps ensure people living with HIV receive life-saving
medical care and treatment, and helps reduce their risk of transmitting HIV. In order
for HIV prevention efforts to work, persons who are not infected should be made to
observe the prevention protocols such as condom use. Condoms are considered best
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weapons to fight HIV/AIDS transmission therefore their availability of condom to
sexual active youth will go a long way change behaviour. Many of these students
cannot gather the courage to walk into a pharmacy to want to buy condom. People
might feel embarrassed about buying condoms from pharmacies. Studies
overwhelmingly demonstrate that condoms are highly effective in preventing HIV

transmission but availability and regular use is found a big issue.

5.4 Recommendations

Based on the findings obtained and the conclusions reached, the following
recommendations are made.

The Ministry of Health in collaboration with other relevant educational agencies
should intensify sex education to students and community members in order to
strengthen awareness of HIV/AIDS in the LMKM of the Eastern Region. Also, more
assistance should be provided to the SHS students who live with the condition in
order to strengthen their health conditions by friends and families through their
interactions with them. This is to improve their emotional health which might

strengthen their physical functioning.

Also, medical health practitioners, clinical health psychologists and HIV/AIDS
counsellors should provide more counselling services to students on HIVAIDS to
disabuse their perception that they are not at risk of contracting the virus. This would
provide a better way of helping to reduce the risky sexual behaviours among then
students. The students must be engaged actively in the campaigns aimed at reducing
the rate of infections among themselves. Formation of HIV/AIDS clubs in schools
can be of immense benefit towards bringing down the rate of infections in the
municipality
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Religious leaders must take active roles in the campaigns to reduce the rate of
infections among the populace. They can help demystify the belief held by some

students that HIV/AIDS is curse from the gods.

Since the majority of the students at this level are sexually active, it is advised that a
free condom policy is instituted to encourage them to use condom should they desire
to have sex.

The conceptual framework designed for the study has demographic factors such as
age of students, gender, religion, form etc. as intervening factors between the
knowledge and behaviour change. In addition, the framework also makes room for
external factors such as the influence of social media, internet etc. influence the
information (knowledge) received on HIV/AIDS; alternatively these factors can
directly influence the behaviour of students. From the perspective of risk reduction
model, future studies should examine the extent to which the demographic factors as

well as the external factors affect the risk exposure of students.

This particular study can best be described as cross sectional study which is largely
contemporaneous. This understand the long term effect of how the knowledge
received by students impact on sexual behaviour it is also recommended that future
studies should consider using longitudinal data to extend the findings of this study.
Finally, future studies should also consider scaling the study to the national level and

other population cohorts.
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5.5 Limitation of the Study

The SHS One and Two students were not included in the study because of the
COVID-19 pandemic. This was because all the first years were not in school. For the
second years too, only the gold track students were around. Perhaps, their
participation would have brought different perspectives to bear on HIV/AIDS.

A mixed method approach for conducting this research have to be abandoned as
students would not be allowed to participate in a planned Focus Group Discussion
(FGD) because of the COVID-19. The verbal interviews through the FGD could have

given much credence to some of the responses provided in the questionnaire.

5.6 Suggestions for Further Research

The study sought to assess the HIV/AIDS knowledge of SHS students in the LMKM
of the Eastern Region of Ghana. It employed the quantitative approach. Hence
subsequent research efforts should be concentrated on:

1. Determining the influence of other demographic variables such as income and
social status among others, on the impact of quality of life of people living
with HIV/AIDS.

2. Providing understanding into the quality of life enjoyed by people living with
HIV/AIDS through the use of qualitative tools such as interview guides.

3. Extending the study to other regions in the country in order to validate the
generalizability of the findings.

4. Soliciting the concerns of people living with HIV/AIDS on how they perceive

their interaction with others without the condition.
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APPENDIX B

Questionnaire

I am a student at the University of Education, Winneba in Department of Social
Studies Education conducting a research on HIV/AIDS knowledge of Senior High
School students in the Lower Manya Krobo municipality for the attainment of a
Master of Philosophy degree in Social Studies.

Your responses will be treated with utmost confidentiality and will only be used for
education purposes.

Kindly put a tick (/) where appropriate.

SECTION ONE: DEMOGRAPHICS

1. How old are you (in years)?
() 15-16yrs ( ) 19-20yrs () 23-24yrs
() 17-18yrs ()21-22yrs
2. What is your gender?
a.Male () b. Female ( )
3. What is your religion?
Christian () Muslim ( ) Other (Specify) 4.
What is your denomination?
a. Catholic
b. Methodist
c. Church of Pentecost
d. Presbyterian
e. Other (Specify)

SECTION 2: KNOWLEDGE RELATED TO HIV/AIDS
5) Are you aware of HIV/AIDS

a. Yes () b.No ()
6) Have you ever received information on HIV/AIDS?
a. Yes() b.No ()

7) If you have received information on HIV/AIDS, how much information about
HIV/AIDS do you gain from following sources?
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a. Television No () Little () Alot()
b. Radio No () Little () Alot()
c. Newspapers No () Little () Alot()
d. Pamphlet/Poster No () Little () Alot()
e. Healthcare workers No () Little () Alot()
f. Campaigns No () Little () Alot()
g. Religious Leaders No () Little () Alot()
h. Friends No () Little () Alot()
i. Sexual Partners No () Little () Alot()
j. In class at school No () Little () Alot()
k. School health education No () Little () Alot()
1. Peers No () Little () Alot()
m. Family members No () Little () Alot()
n. Internet No () Little () Alot()
8. Is HIV a Bacterium?

a. Yes () b.No () c. Don_t Know d. Don_t Remember ( )
9. Is HIV a Virus?
a.Yes () b.No () c. Don_t Know d. Don_t Remember ( )
10. Does HIV cause AIDS?
a.Yes () b.No () c. Don_t Know d. Don_t Remember ( )

11.Is HIV/AIDS a growing problem in this community?

a. Yes () b.No () c. Don_t Know d. Don_t Remember ( )
12.1Is there a cure for AIDS?
a.Yes () b.No () c. Don_t Know ( )

d) Explain your answer

13.A person can be infected with HIV and not have the disease AIDS
a.Yes () b.No () c. Don_t Know d. Don_t Remember ( )
14.Can a healthy looking person have HIV/AIDS?
a.Yes () b.No () c. Don_t Know d. Don_t Remember ( )
15. To what extent do you feel the following practices transmit HIV/AIDS?
(where 4 is Strongly agree, 3 is Agree, 2 is neutral, 1 Disagree and 0
Strongly Disagree )
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HIV/AIDS TRANSMISSION

5 4 32

1

Sexual intercourse

Contact with blood of infected person

Casual contact with infected person ( i.e. sharing food, cup,
glass, handshake, hugging, clothes)

Not using condoms

Contact with infected person's toothbrush/shaving material

During Pregnancy

During Birth

Through Breast Milk

Blood transfusion

Sharing Needles (drug use), razor blades

Unclean Medical Equipment

Kissing

Mosquito/Insect bites

16. Which are the symptoms of HIV/AIDS? Kindly tick the relevant ones.

a. Fever ()

b. Diarrhoea ( )

Nausea and Vomiting ( )
Weight loss ()

Persistent skin rashes ()
f. Fatigue ()

o a0

17. Can a person do anything to protect him/herself from getting HIV/AIDS?
a. Yes () b.No () c. Don_t Know d. Don_t Remember ( )
18. How can people protect themselves from getting infected with HIV/AIDS?

Abstain from sex ()
Non penetrative sex/thigh sex ( )
Always use condoms ()

Limit number of sex partners ( )
Have only one sex partner ()
Avoid sex workers ()
Have sex with a virgin ()

Use sterilized needles ()
Require partner to take blood test( )

A AR e

19. In your own opinion, what is the probability that you may get infected with

Very low ()

HIV/AIDS?
1. Very high ()
2. High ()
3. Neutral ()
4. Low ()
5.
6.
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SECTION 3: FACTORS THAT INHIBIT THE APPLICATION OF
HIV/AIDS KNOWLEDGE OF SHS STUDENTS

Statement

Strongly
agree N
(%)

Agree
N (%)

Uncertain
N (%)

Disagree
N (%)

Strongly
disagree
N (%)

20.Religion is the cause of
students_ failure in applying their

knowledge in HIV/AIDS

21.The youth have limited
recognition of personal risk of

HIV infection

22.The youth are more vulnerable
to HIV/AIDS due to their
biological condition

23.Your friends request for the
HIV /AIDS status of their
partners before sex

24.Schools, churches or
communities give sexual health

education

25.HIV/AIDS is a curse from the
gods

26.HIV/AIDS
programmes in Ghana are more
effective for young people

awarencss

SECTION FOUR: INFLUENCE OF HIV/AIDS KNOWLEDGE ON
ADOLESCENTS’ SEXUAL BEHAVIOUR

27. Have you had sexual intercourse before?

a. Yes b.No

28. In the past year have you: please tick one response.
a. Had sexual relations only with a regular partner ()
b. Had sexual relations with more than one partner ()
c. Had no sexual relation
29. Did you use a condom the last time you had sex? Yes( ) b.No( )

30. Would you use condoms if you get them for free?

Yes ()

b.No ()

31. Would you like to have an HIV test?

Yes ()

b.No ()

0)

32. Have you changed your sexual behaviour/habits because of information
gained from HIV/AIDS awareness campaigns or programmes?
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a. Yes () b.No () c. Somewhat ()

34. Do you think that the youth should have an informative role concerning
HIV/AIDS to the public?

a. Yes () b.No ()

35.Who is most suitable to give information about HIV/AIDS?
a. Doctor () b.Teacher ( ) c.Parent ( ) d.Fellowstudent ( )

36. More HIV/AIDS programmes in schools and institutions are necessary.
a. Yes () b.No ()

37. Any other comment

Thank you very much for your time and cooperation.
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APPENDIX C
CALCULATIONS INDICATING HOW THE QUESTIONNAIRE FOR
EACH SCHOOL BASED ON THEIR POPULATION WERE ARRIVED

AT

Total number of the SHS Three (3) students in the LMKM.

Boys =1.012 Sample =300
Girls = 1,547 Boys =120
Total = 2,559 Girls =180
Total =300
S/N SHS SEX
BOYS GIRLS
1 369 324
Manya Krobo SHS 2559 x 300 2559 x 300
= 44 = 38
2 245
Akro SHTS 298 .o S55g X 300
2559
=29
= 35
3 322
Akuse  Methodist 345 300 2559 x 300
— X
SHS 2559
= 37
= 41
4 656
Krobo Girls® Presby — 2559 x 300
SHS =76
Formular:

SP
Q= o X N (Researcher‘s construct)

Where:
N= Desired sample size
SP = Specific population per school
TP = Total population for all schools
Q= Questionnaires allocated per school
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