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Definition of Terms

= Adolescent -an adolescent is defined by WHO as a person bataged 10-19 years;
but for this study an adolescent refers to a yquergon between 16 and 20 years.

= Attitude — subjective judgments held by individuals andjmyups, good or bad, about
particular objects, issues, persons or any otlestifiable aspect of an environment.

= Belief — People reported knowledge of HIV/AIDS/STIs whibéviates from biomedical
concepts about these infections and diseases.

= Municipality - administrative part of a region composed of Buicipalities.

= Knowledge of HIV/STIs - the ability to understand the ways in which HBVis can be
transmitted and prevented.

= The three known ways of transmission are;
0 Unprotected sexual intercourse with an infectedqer
o from infected mother-to-child and,

o through blood transfusion from infected donor

= Prevention - refers to any measures undertaken by individealgroups to protect
themselves from being exposed to the HIV virus a@ther STIs.

= Perception - the beliefs, insight and awareness a person holslards something, e.g.
his beliefs about the consequences of HIV/AIDSheréfficacy of condom

= Prevalence- the proportion of a population that has a caertaindition at a specific time

= Sexual intercourse- vaginal sexual intercourse
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Abstract

The adolescent period is marked by the emergencsexdial behaviours that may lead to
sexually transmitted infections (STIs), includingWAIDS and their attendant consequences.
Studies conducted across the globe indicate thgoritya of young people are sexually
experienced by the age of 20, and premarital sewtisincommon among 15-19 year-olds. This
partly explains why the control of sexually tranded infections among adolescents has been
recognized as a major concern globally, especvaillly the onset of the HIV/AIDS pandemic in
the 1980s. Regrettably, little is documented oneMadolescents’ HIV/STIs health-seeking
behaviour in Ghana to inform policy and programneeisions within specific socio-cultural

context.

The main objective of the study was to examine @ndpare the health-seeking behaviour for
HIV/ISTIs among in- and out-of-school adolescent®-Z0 years) in urban Bolgatanga

Municipality with a view to improving Adolescent Reductive Health (ARH).

A descriptive current cross sectional study thaigbb to compare the HIV/STIs health-seeking
behaviour among in-school and out-of-school urbatenadolescents (16-20 years) was used.
The study adopted a quantitative method of datéecodn, using a structured interviewer

questionnaire.

The study was conducted in three second cycle $tasm among selected artisanal training
workshops in Bolgatanga, the Upper East RegionaitadlaA sample of 205 (115 in-school and
90 out-of- school adolescents were selected usinlj-stage sampling method. Survey data
was entered using Epi Info 6, exported to Excekfeaning and merging, and analyzed using the
Statistical Package for the Social Sciences (SP3%)-and STATA 7. Chi-square p-values
derived from bivariate cross analysis were usecbtapare selected exposure variables with the

outcome variables.

The results indicate that respondents have a higlwledge (100% for students versus 97% for
apprentices) of HIV/AIDS, but knew little about ethspecific STls. There was, however, no

difference in ability to recognize correct symptoofiSTIs between the two adolescent groups.
Xi



In-school adolescents were less likely to haveaitgitl sexual intercourse, compared with their
out-of-school counterparts. Almost half (46%) oft-ofrschool adolescents were sexually

active as compared with participants in school (2%

Generally, there was high use of condoms amongatdigxactive adolescents in both groups
[currently using condoms: in school 17/26 (65%)t ofi school 34/41 (83%)]. Majority of
respondents in both groups also wanted to be sedesmd tested for HIV/STIs [in-school (97%),
out of school (57%)]. Ever had sexual intercourse wtrongly associated with having received
screening and testing for HIV/AIDS/STIs among ofischool respondents (p<0.01), compared
with students. There was no significant differefegween in-school (36%) and out-of-school
(33%), with regard to their risk perception for HAIDS/STIs infection. In-school adolescents
had better knowledge of the causes of STIs than éloe-of-school counterparts. Out-of-school
adolescents more frequently practiced risky sekea@laviours that could lead to acquisition of
HIV/STIs than in-school adolescents (22.6% of séyusctive students versus 46% of sexually
active apprentices). More students were willingutmlergo VCT (77%), compared with their

out-of-school counterparts (57%).

There is the need for comprehensive adolescentdigeservices where counseling, education
and treatment of STIs are provided in the Munigipatargeting especially the out of school
youth. Schools could also be good entry points eteralth workers can make reproductive

health services more accessible and friendly tdesits.

Xii



CHAPTER ONE
INTRODUCTION

1.1 Background
Adolescents, defined as persons between 10 anédr8 gf age, make up about one-fifth of the

world’s population, of whom 85 % live in developimguntries (World Health Organization
[WHO], 1998). The adolescent period is marked by émergence of sexual behaviours that
could lead to sexually transmitted infections (S§Tiscluding HIV/AIDS and the attendant
consequences (McKee et al., 2004). Bankole e{2104), reported elsewhere that the majority
of young people worldwide are sexually experienocgdhe age of 20, and that premarital sex is

not uncommon among 15-19 year-olds.

Perhaps, this explains why in recent years, théragbaf sexually transmitted infections among
adolescents has been recognized as a global priespecially due to the HIV/AIDS pandemic
(Dehne & Riedner, 2005). Above all, the onsethaf HIV/AIDS pandemic in the 1980s drew
public attention to the negative consequences ofleadent fertility and sexual behaviour
(Awusabo-Asare et al., 2004; Mensch et al., 2085Y. has become a major cause of premature
deaths, and the other sexually transmitted infastmause considerable morbidity, particularly in
relations to the reproductive health of adolescgd@int United Nations Programme on

HIV/AIDS [UNAIDS], 2004; WHO, 2002).

Evidence from both developed and developing coesmishowed that millions of adolescents are
increasingly contracting sexually transmitted itifees, including HIV/AIDS each year

(Bankole et al., 2004; Global Health Council [GHZ004).



While more than 10 million young people between dlges of 15 and 24 are already infected
with HIV, nearly half of all new infections and aiio60 % of all newly sexually transmitted
infections (STIs) occurred to people below age 2&ry (UNAIDS, 2003; Dehne & Riedner,
2005). Again, evidence indicates that the youtlsudf-Saharan Africa are more at risk of these
infections, with nearly half of the 3.0 - 3.4 noifi new cases of HIV infections on the Continent
in 2003, occurring among young people 15-24 yeassa result of their varied risk taking

tendencies, including risky sexual behaviours (Bdelet al., 2004).

In Ghana, 2003 estimates revealed that the HIV/Afid&/alence rate among 15-19 year-olds
was 1.9 %, while the median prevalence rate forathdt population increased from 2.3 % in
2000 to 3.6 % in 2003 (Ministry of Health [MoH]/Gie Health Service [GHS], 2004).
Adolescents form a sizeable and an important ptapoof the population of many developing
countries, as four out of five live in the developiworld (WHO, 2002). In Ghana, a little more
than 40 % of the population in 2000 was under 1argjeand those in the age group 15-24

formed another 20 % (National Population CounciP{l, 2000).

1.2 Problem Statement

Following the 1994 Cairo International Conference RPopulation and Development (ICPD),
reproductive health programmes now pay more atterith male’s roles and concerns, though
research continues to overlook the male adolestéiopulation. Accordingly, any attempt to
identify and examine the health-seeking behaviossoaiated with HIV/STIs among this
subgroup is long overdue. At present, little infiation is available in this area to guarantee
effective health system strategies and policies ainimproving adolescents’ access to and

demand for reproductive health information and ises/(Awusabo-Asare et al., 2004).



This is no more obvious than in Ghana, where adel@sreproductive health issues have gained
greater visibility in recent years (NPC, 2000). eTBhana government and its development
partners are concerned about the dangers and cmmes$ of increased pre-marital sexual
activity, unintended pregnancies, unsafe abortiosexually transmitted infections and

HIV/AIDS among adolescents (Senderowitz, 1997a;dord & Logan, 2000).

The 2003 HIV Sentinel Survey, for instance, repbrieat while the prevalence of syphilis is
declining among the general population in Ghanéidnal mean of 0.4 %), there is a disturbing
trend of high infections among the youth (MOH/GHX)04). In an effort to tackle these
problems, Ghana adopted a comprehensive natiopeddective health policy in 2000 (NPC,
2000). However, little progress has been madermg®f policy implementation, perhaps, partly

due to the dearth of information on key concernaduflescent sexual and reproductive health.

Again, the 2003 Ghana Demographic and Health SU@8®HS) reported that the median age at
first sexual intercourse is 18.2 years among woagad 25-49 years and 20.2 years for men age
25-59 years. The Survey further revealed that @querof women and four percent of men
reported having had sex by age 15. Besides, byl8galmost half of women (48 %) and one-

fourth of men (25 %) have had sexual intercourse.

Within the last fifteen years, there has beenelithange over time in the median age at first
sexual intercourse among women. However, the adjesatsexual intercourse among men has
decreased from 21.8 years for men in the age c&@®89 to 19.6 years for those aged 20-24

years (GSS, Noguchi Memorial Institute for MediBalsearch [NMIMR] & ORC Macro, 2004).



Accordingly, research interests on adolescent deand reproductive behaviour have been
growing in Ghana since the 1990s. For instancegrak studies have examined at length the
extent to which such behaviours may be changing owee (Adomako, 1991; Nabila &
Fayorsey, 1996; Tweedie & Witte, 2000; Henry & Ragy, 2002; Doe, 2003; Karim et al.,
2003). Most of these studies are unanimous thah&aa adolescents are increasingly exposed
to risky sexual behaviours than previous generatipartly due to the widening gap between the

early onset of menarche and delayed age at marriage

Some experts even point out that while high vaduglaced on female fidelity, strict gender roles
for males and females in many African societiesl tenencourage male sexual permissiveness
(Nukunya, 1992; Bankole et al., 2004). Thus, in s@ettings, male adolescents may be more
vulnerable to STls, including HIV than their femaleunterparts partly due to behavioural and
socio-cultural factors. Perhaps, it is less oftecognized that cultural beliefs and expectations

heighten male adolescent’s vulnerability.

There is evidence that males generally are lesdylito seek health care than females, and are
also much more likely to engage in behaviours @gctrinking or the use of drugs that put their
health at risk. Furthermore, males are less likelgay attention to their sexual health and safety
(Family Health International [FHI], 2000; UNAIDS,0Q0a). Yet, policy makers and health
professionals are slow in acknowledging unmarrieadlenmadolescents’ risky sexual activities.
Consequently, they tend not to address the sexubleproductive health needs of this group,

more so from specific socio-cultural and behavibooatext (Awusabo-Asare et al., 2004).



Notwithstanding the existence of a considerable emof studies on young people’s
knowledge, attitudes and patterns of reproductialth risks and coping measures (Nabila &
Fayorsey, 1996; Anarfi, 1997; Mensch et al., 1998nry & Fayorsey, 2002), at present little
empirical evidence is available on how to formulefiective male adolescent specific HIV/STIs

prevention strategies.

In a comprehensive review of studies on adolesserntal and reproductive health in Ghana,
Awusabo-Asare et al. (2004) acknowledged that wiileh is known about adolescents' sexual
and reproductive health knowledge and behavioudptaemains unclear”. Thus, the authors
concluded that adolescents in general still renaalnerable to HIV/AIDS in particular; perhaps
because of perceived low risk, which may serve alismcentive for protective action. This
observation seems plausible within the context raflitional sexual expectations for male

adolescents.

Despite this overwhelming evidence, the focus ofyngrevious studies on adolescent sexual
and reproductive health in Ghana had been on fam&bethe neglect of male adolescents’

specific information and service needs (Tweedie &&)2000).

Hence, male adolescent sexual and reproductivéhheahcerns have gone unnoticed for quite
sometime now, though male involvement in the préwvanof sexually transmitted infections
(STIs), including HIV, has long been widely recaggd (Alan Guttmacher Institute [AGI],
2003). As sexual partners, males are expectedajogocentral role for correct and consistent
condom use. Furthermore, they must remain faittduenable couples guarantee protection

through a mutually monogamous relationship (FHB&)9



As adolescents do not form a homogeneous populatiany society, it is important to recognise
that addressing male adolescent specific sexualrepobductive health problems will yield
dividends for them, their partners and the largdlig. In Ghana, as in many other parts of sub-
Saharan Africa, urbanization with its attendanicatltural disruptions has been identified as a
major cause of risky sexual practices among urlmamg men (AGI, 2003). For instance, it has
been documented that urban male adolescents aly lik be at a higher risk of sexual
exploitation, STIs and HIV/AIDS, partly becauseaafventurism, peer pressure, relaxed socio-

cultural values, urban poverty and streetyism (8emwlitz, 1997a; AGI, 2003).

Accordingly, it is of interest to know more aboutlen adolescents’ HIV/STIs health-seeking
behaviour in an urban context in order to formukffective programmes and policies that will
make it easier for them to obtain appropriate répctive health services. The present study
seeks to examine and compare the health-seekirayioein for HIV/STIs among in and out-of-
school urban male adolescents (16-20 years), withew to making recommendations for

improved reproductive health services for adoletscen

1.3 Rationale for the Study

The 2003 GDHS found that 97 % of sexually activdenadolescents age 15 to 19 reported
having engaged in higher-risk sexual intercoursenduthe preceding 12 months, with a little
more than half of them not using contraceptives SGSIMIMR & ORC Macro, 2004).
According to the Survey, urban adolescents arerals@ likely than those in the rural areas to
engage in higher-risk sexual behaviours. This igi&ome, in view of the increasing prevalence

of HIV/STIs among the adolescent population.



Besides, existing literature shows that Ghanaiareadents tend not to take measures to protect
themselves from the consequences of risky sextmavbeurs (Nabila et al., 1996; GSS & Macro
International [MI], 1999). As noted earlier, prewg studies on adolescent sexual and
reproductive health concerns tended to concentratiemales to the exclusion of male specific
information and service needs. This apparent lddo@is on male adolescent needs provides

enough justification for this study in the BolgagarMunicipality.

With increasing concern about HIV/STIs among youyepple, there is the need for more
comprehensive information on their reproductive ltheseeking behaviour within specific
disaggregated subgroups to facilitate interventiaisred to meet their needs. In view of this,
findings of the study will assist programme plamsnierthe development of more accessible and
effective services. Besides, this study will pde/ithe basis for further research to understand
the factors associated with male adolescents’ HNg®ealth-seeking behaviour for appropriate

policy and decision-making.

Clearly, managing the incidence of HIV/STIs amonalenadolescents is a major public health
priority in urban Bolgatanga. More empirical evidens thus required to assess how HIV/STIs
risks are perceived, symptoms recognized and dessmade to seek health care (Nang-

beifubah, personal communication™Banuary, 2005).

Care and risk reduction strategies for HIV/STIs amasubgroups of the target population
should, therefore, be informed by research-basgtkree as this study sought to do. Findings of
the present study will be used to facilitate theedigoment of strategies required to improve

HIV/STIs health care delivery to the target popolat Besides, relevant information from the



study could be useful for the designing of Behawid@hange Communication (BCC)
programmes to improve preventive and patient-pvabmmunication. Furthermore, the study
will complement existing knowledge on adolescemtusé and reproductive health-seeking

behaviour.

1.4 Research Questions
1. What knowledge, attitudes and beliefs do in andafsichool urban male adolescents

have about HIV/AIDS and Sexually Transmitted Iniecs?

2. How do the respondents perceive their risk of HiWl aother Sexually Transmitted
Infections?
3. What are the risky sexual behaviours that urbarermdblescents are likely to engage in?

4. What are the health-seeking behaviours for HIV/SAt®ng urban in and out-of-school
male adolescents?
5. Are there differences in HIV/STIs health-seekin@pd@eour among in-school and out-of-

school male adolescents in Urban Bolgatanga Muality®

1.5 Study Objectives
1.5.1 Main Objective

The main objective of the study was to examine @ndpare the health-seeking behaviour for
HIV/AIDS and Sexually Transmitted Infections amommy and out-of-school urban male

adolescents (15-20 years) in the Bolgatanga Muailityp



1.5.2 The specific objectives sought 1o

1. Assess the knowledge, attitudes and beliefs ofclal and out-of-school urban male
adolescents about HIV and other sexually transthitteections

2. Assess urban male adolescents’ risk perceptiondfiSTIs infection.

3. Identify risky sexual behaviours and protective sugas among in-school and out-of-
school urban male adolescents for HIV/STIs infettio

4. Determine the HIV/STIs health-seeking behaviourudfan in and out-of-school male
adolescents.

5. Compare the health-seeking behaviour for HIV/STdsMeen in-school and out-of-school

respondents.

1.6 Conceptual Framework

Empirical studies have recognized the influence afide range of individual and contextual
factors on young people’s reproductive health-eeldtehavioural intentions (Adamchak et al.,
2000). As noted by Mann and Tarantola (1996), tleeention of sexually transmitted infections
(STIs), including HIV and other reproductive heatttnsequences among adolescents require a
fair understanding of the interplay of these fagtas a guide for designing appropriate policy

and programmatic interventions.

Thus, several theoretical models, mainly from tledvioural sciences, have been used to
predict human behaviours. Most of these theoriesmgit to provide explanations of why people

behave as they do (Sheeran et al., 1995; Bertrakohéaid, 1996:15).



In recent years, four of these theories have becdomainant in studies of health-related
behaviours in both developed and developing coemtriThese are the Health Belief Model
(HBM), Transtheoretical/Stages of Change Theorg Wheories of Reasoned Action and
Planned Behaviour, and the Social Cognitive/Sdagarning Theories (DeBarr, 2004; Denison,

2004).

The Theory of Planned Behaviour (TPB), revised ieerof the Theory of Reasoned Action
(TRA) has been adapted for this study to explaifenaaolescent’s health-related behavioural
intentions for HIV/STIs (Fishbein & Ajzen, 1981)iskbein and Ajzen (1981) drew attention to
factors, which may lead to a specific intentionatt, or Behavioural Intention, which the TPB

situates between the attitudes and behaviour (geeel).

Figure 1. The Theory of Planned Behaviour (TPB) Model addpior HIV/STIs adolescents’
health-seeking behaviour in Urban Bolgatanga (Co&n®parks, 1995)

External Factors Attitudes
Perceived consequencef Is health-seeking behaviou
and evaluation of % desirable or undesirable?
behaviour outcomes

y

A

A 4 \ 4

Socio—demographic

Variables Subjective Norms Intention
-age, sex, education, How important is it to do Likelihood to BEHAVIOUR
religion, family »1 what social networks | seek health care HIV/STI _
background e WELTTE health-seeking
A 7}
A\ 4
Personality Traits Perceived Control
Motivations, self- Access to information,
esteem, religiousity, » prot(_ective skil_ls, abilities,
set goals, values services, barriers,
aﬁect}on ’ opportunities, self-efficacy
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According to the theorythe proximal determinant of behaviour is the individsahtention to

perform the behaviour. Intention is in turn detared by three constructs. (1) The individual’s
overall positive or negative evaluation of the babar (i.e. attitude), which is determined by
behavioural beliefs focusing on the perceived iitl@d that the behaviour will lead to salient
outcomes weighted by an evaluation of the outcorf®sThe perceived social pressure from
important others to perform or not perform the béhar (i.e. subjective norm). Subjective
norms are determined by the perceived social predsam significant referents to perform the
behaviour weighted by the individual’'s motivatioa tomply with the referents. (3) The
individual's perception of the ease or difficulty performing the behaviour (i.e. perceived

behavioural control).

Perceptions of control are based on a considerafitime perceived power of key control factors
to inhibit or facilitate performance of the behawi@nd their perceived frequency of occurrence.
It is based on the belief about access to the regsuneeded in order to act successfully, and the
perceived success of these resources (informadiaiities, skills, dependence or independence

from others, barriers, opportunities etc.)

According to the TPB, adolescents who decide tcagagn relatively risky sexual behaviours
are more likely to evaluate such behaviour in aitpeslight, if they believe that important

others would approve of the behaviour and perctieebehaviour to be easy to perform. The
model has been extensively applied on a wide rasig@ublic health-related behaviours,
including HIV/AIDS in different settings (Evans &ddman, 2003; Hausmann-Muela et al.,

2003).
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Unlike other theories, a unique feature of the Ti®Ehe recognition of social network support
systems and peer influences on behaviour. ForriosfaCampbell & Mzaidume (2001), in a
study based on the model found that health promaimong sex workers, through committed
sex workers who were trained to distribute inforioratand offer support to their colleagues,

provided positive results in a South African minoc@mmunity.

Meyer-Weitzetal. (2000a) cited in Hausmann-Muela et al (2003) &sind that the support of

friends and partners has been central for Soutltafradolescents’ willingness to attend STD
clinics. Another key factor emphasized in the TRBthe encouragement of feelings of self-
control. To promote HIV/AIDS preventive measureg\dr-Weitz and her colleagues (2000b),
again cited in Hausmann-Muela et al (2003) usedP& &pproach as a means to stimulate

feelings of control and self-efficacy in negoti@tiwith partners or clients to use condoms.

The advantages of the model are clearly the takibg account of motivational aspects of
personal disease control and the influence of sowaworks and peer pressure. From the
examples cited above, projects can take advantdgthese factors, rather than limiting

themselves to the transmission of knowledge messédausmann-Muela et al., 2003). The
limitations of the framework are a potential ovepdrasis on these psychological factors, while

under-valuing structural factors like limited acses availability of resources.

1.7 Scope of the Study
Health-seeking behaviour is a broad and compldg € study. Thus various approaches have
been used to study aspects of this vast fieldidw\of this, the focus of this study is limited to

the health-seeking behaviour for HIV/STIs as regbtiy respondents.
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The study does not cover the structural, physmabnomic and health system factors that may
influence some aspects of HIV/STIs health-seekielgalviour. The study does not also cover all
adolescent subgroups such unaffiliated or streeteadents, who may have different health-
seeking patterns and behaviours. Again, the stddgives its conceptual basis from

psychological theories and not biomedical viewhedlth-seeking behaviour.
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CHAPTER TWO
LITERATURE REVIEW

2.1 Introduction

The purpose of this study was to examine and coenjper health-seeking behaviour with regard
to HIV/STIs among in-school and out-of-school madelolescents in the Bolgatanga
Municipality. This chapter thus reviewed existirigrdature (published and unpublished) based
on the specific objectives of the study. Though ligaion date was not a strong factor for
inclusion in the literature, peer-reviewed jouragicles published within the last five years were
given priority attention. The review included; tloefinition and context of health-seeking
behaviour; male adolescents’ HIV/STIs health-segkinehaviour; HIV/AIDS and STIs
knowledge, beliefs and attitudes; male risks peroep; male risky behaviours; prevalence of

HIV/STIs among male adolescents and a conclusion.

2.2 Definitions and Context of Health-seeking behawur
2.2.1 Definition

According to Ward et al. (1997), health-seeking avebur is “any activity undertaken by
individuals who perceived themselves to have athgabblem or to be ill for the purpose of
finding an appropriate remedy”. Ward and colleagpeinted out that health-seeking behaviour
should to be distinguished from the broader conoggtealth behaviour’, defined by Kasl and
Cobb (1966) as “any activity undertaken by indidtuwho see themselves as healthy for the
purpose of preventing disease or detecting it inaapmptomatic stage”. However, for the
purpose of this study, the scope of health-seekiggaviour will be widened to cover health

behaviours generally for HIV/AIDS/STIs.
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Thus, the authors concluded that health behavi@ay lead to health-seeking behaviour when an
individual, based on an enabling environment faifpee health behaviour outcomes, decides to

seek care for a symptomatic health problem.

2.2.2 Health-seeking Behaviour in Context

Again, Ward et al. (1997:20) noted that STD heakbking behaviour studies are significant for
the reason that findings can be used to reducérnteebetween the onset of infection and cure
through improved service utilization and educatdiout symptom recognition. They indicated

that for most curable STDs, delays in “symptom ggation and care seeking can increase the
incidence of disease burden and effective contffarts. Ward et al., however, cautioned

against implanting simplistic western “sociologi@id socio-psychological models of health-

seeking behaviour into developing country cultw@htext on the assumption that symptoms of
disease or risky behaviours are always identified/@ defined in health terms; or that

recognition of symptoms will necessarily resulhigalth-seeking behaviour.

“if it is erroneous to make such assumptions inti@h@ to industrial societies with
highly developed and accessible health care systieams as anthropologists warn us, particular
care needs to be taken to avoid transferring sistigimodels of health-seeking behaviour to
developing countries with very diverse culturallifgeal and economic characteristitg¢ Ward

etal. 1997: 21) .

Ward et al. (1997) thus maintained that, even thoubpess symptoms recognition is a
prerequisite for health-seeking behaviour, thisris/ one part of the picture since, “prompts for
screening for symptomatic infection following patietly risky contacts are equally important”.
According to Ward and Colleagues, in any cultuaitext, the way in which illness symptoms

are interpreted by affected individuals and thosmumd them, particularly the meaning they
15



attached to symptoms, explanation of cause anti¢hefs held about appropriate and effective

treatment are of key importance in decisions tqadppropriate health-seeking behaviour.

Studies in both the developed and developing cmmtiave identified a number of factors
responsible for health-seeking behaviour pattemselations to the type of illness. Those
commonly cited are the type and severity of symgtothe course of illness, sick role, and
perceptions about cause of iliness. Others in¢ltiteage, educational level, economic status,
perceived vulnerability, social costs, social netimgy and availability of treatment options
(Msiska et al., 1997; Hausmann-Muela et al., 200&cKian 2003). According to Uzma et al.
(1999), the process of responding to ‘illness’ loe tecision to adopt correct health-seeking
behaviour involves multiple and intricate stepsitttannot easily be translated into a simple one
off choice or explained by a single model of heakeking behaviour. It is not surprising
therefore that; researchers from diverse reseawtditions have used different models and
approaches to study the predictors of health-sgekial related behaviours [see MacKian (2003)

for a comprehensive review of health-seeking behayi

In the view of Ward et al. (1997), besides fac@ssociated with culturally based systems of lay
knowledge, beliefs and practices, there are mahgrotactors that determine health-seeking
behaviours. The authors identified some of theseroignants to include the social and monetary
cost of health care, problems with access to fasliand stigmatization, with particular

reference to sexually transmitted infections (Wetrdl., 1997).

2.3 Male adolescents HIV/AIDS/STI Health-seeking Bwviour
Even though most STls are easily cured with aniitep many male adolescents who contract

these infections are likely to go untreated, defegtment or use home medication (UNAIDS,
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2000a). Besides, the mere fact that in many sesieguch infections are regarded as taboo
subjects may discourage male adolescents from stiswyithem with health care providers and

other social networks (FHI, 2000).

In contrast, studies elsewhere, have found thatrboys than girls may go for STI treatment,
thereby reducing the prevalence of infection, ttmecessarily the incidence of new infections
and episodes (Agyei et al., 1992, cited in Dehn®&i&dner, 2005; Nzyoko et al., 1997). A
possible explanation offered is that men easily detical symptoms for STls that include

offensive discharge and burning urination.

2.4 HIV/AIDS and STIs Knowledge and Attitudes “Male Adolescents”

There is nearly universal awareness about HIV/AHNSong Ghanaian male adolescents, with
97% of them aged 15-19 reporting in 2003 that thag heard of HIV/AIDS. Besides
HIV/AIDS, gonorrhoea is the most commonly known Sarhong adolescents in Ghana, of
which 46% of 15-19-year-old males were aware in8188lowed by syphilis, which about one

in 10 of adolescents reported being aware of 8@ M, 1999).

Glover et al. (2003), studying the sexual healtpesiences of adolescents in three Ghanaian
towns, reported that 98 % of the 704 respondenis haard of at least one STI. In a similar
study, Doe (2003) found among 15-19 year-olds & Kleta District of the Volta Region that
88.1 % of in-school adolescents had fairly goodwiedge about the existence and transmission
of STIs and HIV/AIDS. Likewise, Tweedie and Wi(2000) reported that 95 % of young men
aged 12-24 years have ever heard of HIV/AIDS, ¢veugh their knowledge about other STls

was generally poor, apart from the few common osesh as gonorrhoea and syphilis.
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Again, Awusabo-Asare and Anarfi (1995) in a 19881y, found that 90 % of males aged 15-24
had heard of an STI. Evidence from elsewhere enGbntinent show adolescents are largely
aware of the existence of HIV/AIDS and other SHer instance, more than 9 out of 10 young
men knew about HIV/AIDS, gonorrhoea and syphiliZimbabwe and Ethiopia (Mbizvo et al.,

1997; Govindasamy et al., 2002). Unfortunately, kingh level of awareness and knowledge
about HIV/AIDS and other STIs does not seem tosleda into healthy sexual behaviour among
adolescents as reported by other previous stufit=e Awusabo-Asare et al., (2004) for a
comprehensive review]. In an earlier study, McCausad Salter (1995) found that most

sexually active male adolescents knew “little all®TUDs and prevention measures”.

2.5 Male Risk Perception for HIV/STIs

Behaviour theories used in public health studied aglated fields have underscored the
importance of “perceptions about the seriousnessadliness threat, and perceptions about one’s
perceived ability to reduce risk”, as key determiseof health-seeking behaviour (Eaton et al.,
2003:157; DeBarr, 2004). Eaton et al. (2003), feareple, maintained that, “low perceived
personal vulnerability is a risk factor”, becauseraduces the motivation for individuals or
groups to take the necessary protective measusdghkhan et al. (2001) had earlier reported
that one out of three people living with HIV/AIDS the US was likely to engage in unprotected
intercourse subsequent to knowing that they hawg Hihd that continued risk behaviour often

occurs with uninfected partners.

For male adolescents in developing countries, pexdevulnerability to STIs, including
HIV/AIDS is likely to be very low because of incent knowledge about these infections, socio-

cultural barriers, and lack of formal adolescergroeuctive health programmes, health care
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provider attitudes and lack of access to corrdarination. As a result, adolescents are unlikely

to take protective measures to reduce their riskfettion.

Studies have found that many male adolescents an&hnd elsewhere on the Continent do not
consider themselves to be at risk for contractihg &hd other STIs (Gardner et al., 1999; GSS,
NMIMR and ORC Macro, 2004; Ugandan Ministry of Eoamc Planning & Macro
International Inc., 1996; YouthNet, 2003). For argte, the 1998 GDHS reported that fewer than
10 % of 15-19 year-olds indicated they had a mddeti@ great chance of getting HIV, while
more than half (60.2%) perceived no risk at all 855MI, 1999). Again, Doe (2003) found that
while 63.8 % of adolescents knew that their peeesewengaging in risky behaviours that

predispose them to HIV/AIDS/STIs, most of them @b perceive themselves to be at risk.

This confirmed the conclusion by Glover et al. 2pthat thenearly universal awareness of

HIV and other STIs seems to have little influence@hanaian male adolescents readiness to
adopt safer sexual practices to protect themseéfoes unwanted pregnancies, unsafe abortions
and STIs. Similarly, in a review of qualitative diigs among adolescents in four sub-Saharan
African countries, YouthNet (2003) concluded ttfgguth, even when aware of HIV risk, often

do not consider this risk with steady partners”isTébservation sounds worrisome, because in
situations of serial sexual networking and mixiogndom promotion as a strategy to reduce new

infections among male adolescents may not achleveésire results in the long run.

Commenting on the barriers to adopting protectigkdvioursGardner et al. (1999) pointed out
that social and cultural norms, especially male idamce in sexual relations, may play a part in
discouraging men to use condoms “even when th&ycoatracting an STI"During the heat of

the Ugandan HIV/AIDS crisis in the early 1990s, é&whan 20.9 % of 15-19 year-olds thought
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they had “moderate to great risk” of contracting/HNIDS as against 78.8 % reporting small or
no risk at all Ygandan Ministry of Economic Planning & Macro Imtational Inc., 1996)

Similarly, in Tanzania only 26% of male studentss/eyed reported that they were at “high risk”
for HIV/AIDS, even though 48% of participants thoagtheir friends were at high risks

(Maswanya et al., 1999, cited in Kiragu, 2001).

A recent review of adolescent experiences and ngedsl sub-Saharan African countries
revealed that more than half of respondents beliegg have little or no risk of getting AIDS,

though in many of these countries, HIV prevalemx@ls were high among young people (PRB,
2001).Thus, Awusabo-Asare et al. (2004) aptly concluded Ghanaian adolescents, like their
counterparts elsewhere, might not fully apprectag implications of risky sexual behaviours
vis-a-vis their exposure to negative reproductivealth outcomes, especially STIs and
HIV/AIDS. The researchers recommendéie need for further investigation to establish
explanations for the high levels and patterns gkyrisexual behaviours and negative health
outcomes among adolescents for effective sexual saptoductive health programmes

(Awusabo-Asare et al., 2004)

2.6 Male Risky Sexual Behaviour

There is a growing body of literature on risky babars among male adolescents, including
unsafe sexual practices. In a study of streetidml in Accra, it was found that 68% of males
stated that their friends were sexually active (ind997). In contrast, the 2003 GDHS
reported that fewer adolescent males (27%) thamlks1(46%) first had sex by age 18 years. As
this may show a positive trend, the Survey alseatd that 97.9 % of 15-19 year-old male

adolescents were engaging in higher risk sex ipés¢ 12 months.
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Accordingly, Sutherland and Curtis (2004) in a esviof sexual behaviour data collected in
Demographic and Health Surveys (DHS) and otherlaimiational surveys indicated that men
are more likely than women to report higher risk seall the surveys. The data was based on
two indicators of premarital and higher risk sexbahaviour drawn from 31 surveys in 10

countries in sub-Saharan Africa, Latin America #mel Caribbean.

In the US, analysis of a National Survey of YouthoMiledge and Attitudes on Sexual Health
Issues indicated that male youth who use alcohoé weven times more likely than youth who
do not drink alcohol to be sexually active (Prew@ntHighlights, 2003). These figures were

significant even after adjusting for age, race,dggrand parental educational level.

Another recent report indicated that among sexumtlyve high school students, 39% of those
who report ever using alcohol have had sex witl twunore partners, compared with only 29%
of non-drinkers (Kaiser Family Foundation, 200®)tban adolescents are increasingly likely to
indulge in risky sexual behaviours for varied reesoincluding poverty, streetyism, the

breakdown of extended family values, peer pressndethe influence of mass media.

2.7 Prevalence of HIV/STIs among Male Adolescents

There are no reliable nationally representative aett the incidence of HIV and other sexually
transmitted infections among the adolescent agepgrid/hile it is estimated that the prevalence
of syphilis in particular is declining among thengeal population in Ghana (national mean of
0.4 %), a trend of high infections among the ycudk been found (MOH/GHS, 2004). The 2003

GDHS reported the prevalence of STIs among the9lgehr-old cohort of male adolescents to
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be 2.2 %, while the presence of specific STI symsteuch as abnormal genital discharge and

genital sores/ulcers were 6.4% and 3.0% respegt{(@&bSS/NMIMR and ORC Macro, 2004).

A retrospective study in Uganda, found that moentB1% of adolescent boys (as compared to
8% of girls) admitted having ever contracted an $Agyei et al, 1992, cited in Dehne &
Riedner, 2005). Similarly, Nzyoko et al. (1997uhal at truck stops in Kenya, that slightly less
than a third (30%) of male respondents reportedhigeexperienced an STI. In Zambia, 3.3% of
15-19 year-old adolescent boys and 8% aged 20-@drtesl having had an STI during the
previous 12 months. Penile discharge, which is riteén symptom of both chlamydia and
gonorrhoea, was the most frequent symptom mentid@z&HS, 1996; cited in Dehne &
Riedner, 2005). On the other hand, in a study dhr@8@én in Tanzania, Klouman et al. (2000)
found the rate of asymptomatic chlamydia and gdm@a to be higher than expected, raising
doubts about the generally assumed gender diffesemt the importance of asymptomatic

infections and resulting care-seeking behaviours.

2.8 Summary/Conclusions

This review looked at published and unpublishesfditure relating to the specific objectives of
the study and some conceptual issues. Accordingaoesmann Muela et al (2003), health-
seeking behaviour studies are essential for uraletsig human behaviour as an essential part

for behavioural change to improve health services.

Despite the acknowledged benefits of health-seekiaavioural studies, this researcher is
inclined to support the views expressed by HausrMnela and her Colleagues that a thorough
appreciation of health-seeking behaviour for HIMKSBmong adolescents might not be a

panacea to long-term behavioural change and imdrbealth service delivery. This is because,
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apart from knowledge, a multitude of other facteush as inadequate health facilities, poverty,
deeply held beliefs and practices, provider atégjdack of drugs and equipment may serve as
barriers to desire behavioural change. Obviouklg, might explain why despite high knowledge
and awareness about HIV and related health probleffeats to find lasting behave change is

still elusive.

A close scrutiny of the literature revealed that fdlV/STIs health-seeking behaviour studies
have been carried out in Ghana. There is gendrgjlylevel of awareness and knowledge about
HIV/AIDS as revealed in the literature, thus furthealth-seeking behaviour studies need to pay

more attention to the other STls, where little mfiation is available.

As noted by Awusabo-Asare et al., (2004), the nieednore research on adolescent health-
seeking behaviours on reproductive health problismesmpelling as evidence by the absence of
literature in this area. Majority of the studieviewed were concentrated on both sexes, with
very little on male adolescent perspectives on BIMS. Those that dealt with specific male

concerns (Youth Net 2003) were likely to be Amemidaas. These may not reflect the socio-

demographic, political, economic and cultural résdiin developing countries, including Ghana.
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CHAPTER THREE
METHODOLOGY

3.1 Study Area
The study was conducted in three selected secoeld sghools and among out-of-school male

adolescents undertaking various apprenticeshimimi@i programmes in urban Bolgatanga
Municipality. The Municipality, which is centrallgnd strategically situated in the Upper East
region, is one of eight local government admintsteaauthorities in the Region. It shares

boundaries to the North by the Bongo District, Eastd South by the newly created
Talensi/Nabdam District and the West by Kassenakhliaa District. Bolgatanga is a melting pot
of many ethnic groups because of its cosmopolitature, but the indigenes are the gurune-
speaking people. At the time of the 2000 Populatzmd Housing census, the combined
population of the Municipality and the newly carvedt Talensi/Nabdam District was put at
228,815, with an intercensal growth rate of 1.79%6852002). The mid-year population of the

Municipality alone for 2005 was estimated at 14@,12

Bolgatanga Township, doubling as the Municipal &l ws the Regional capital, has recorded
rapid population growth since 1960, partly as aultesf rural-urban migration. The town’s

population grew from 5,515 in 1960 to 18,896 in A9&presenting a raise of 13,381. Between
1984 and 2000, the population again increased Bam95 to 49,162, a difference of 16, 667.
The rapid population growth rate of the town putstaof stress on health care facilities, other

social services and public utilities.
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3.1.1 Settlement Pattern

The population of the Municipality is predominantlyral with a majority of the people living in
dispersed subsistence farming communities. Thebitdras are engaged in formal and informal
sector employment, mainly in public service, traglisubsistence crop farming, livestock rearing

and handicrafts weaving.

3.1.2 Education

Literacy level in the Municipality is relatively ¢ih and data from the Municipal Directorate of
Education indicated an almost equal enrolment ds gind boys at the basic school level.
Perhaps, because of widespread poverty coupledseitie socio-cultural practices, dropout rate
progressively increases, particularly among gisishe time they enter secondary school. The
Municipality has 35 Junior Secondary Schools, f@enior Secondary Schools, and one
Technical Institute, mostly concentrated in the gadhnga Township. There are also many
informal entrepreneurial and vocational establishisien the Municipality that recruit out-of-

school adolescents for training.

3.1.3 Health

The Bolgatanga Municipality has nine sub-Municipes for the efficient and effective delivery
of health services. There is one regional hospitake health centres (one private) and nine
clinics. Reproductive health concerns identifiesbag adolescents in the Municipality include;
teenage pregnancy; unsafe abortions and relatedplioations; and sexually transmitted
infections (STIs), including HIV/AIDS. Accordingot data from the Municipal Health
Directorate, Reproductive and Child Health (RCH)dworkers had been trained to make their

facilities adolescent friendly.
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Furthermore, the Health Directorate in collabomatwith the Ghana Education Service (GES),
the Municipal Assembly, Community-Based Organizaio(CBOs), and some Non-
Governmental Organizations (NGOs) has been runsthgol health programmes for junior and

senior secondary schools in the Municipality.

The prevention of sexually transmitted infectionssluding HIV/AIDS is a top priority of

adolescent reproductive health topics covered utiteroutreach programmes. In 2000, the
District HIV/AIDS Response Initiative (DRI) drew taree-year strategic planning framework
(2000-2002) to ensure a coordinated approach t@vaddressing the socio-cultural, economic

and biomedical dimensions of the epidemic.

As part of the initiative, various strategies werged to sensitize and broaden community
participation on HIV/AIDS awareness creation anelvention, with many activities focusing on
adolescent groups. All these efforts notwithstagdivery little baseline data is available to
provide basis for evaluation of existing programmas guide future programmes. The
nationwide adolescent reproductive health programmder the auspices of the Ghana Health

Service is yet to take off in the Municipality.

This study will, therefore, provide useful infornwat on the health-seeking behaviour for
HIV/AIDS and other sexually transmitted infectioimsthe Bolgatanga Municipality, especially
at a time when the Municipal Health Authorities @reparing to begin the training of health
workers for the take-off of the adolescent repréidechealth programme. Furthermore, the
results would provide specific information needs male adolescent’s reproductive health

problems for future programmes and policy direction
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3.2 Study Population

The study population consisted of male adolescentse age group 16-20 years, who were at
the time of the study enrolled in senior secondathyools or in organized apprenticeship training
in urban Bolgatanga. The in-school study populaticas made up of a total of 2,724 male
students enrolled for the 2004/2005 academic yedhe four mixed second cycle schools in
Urban Bolgatanga Municipalitysée Appendix A). Though an adolescent is defined as a person

between aged 10-19 years, adolescents in this stadyyyoung people between 16 and 20 years.

3.3 Study Method and Design

The study design was a descriptive current crosessl survey that sought to compare the
HIV/STIs health-seeking behaviour among in-schaal aut-of-school urban male adolescents
(16-20 years) in the Bolgatanga Municipality. Fietik was carried out in July - August, 2005.
A quantitative method of data collection, using teugured interviewer questionnaire was

adopted for the study.

3.4 Data Collection Instrument

The survey instrument was adapted from a core puestire developed by the World Health
Organization (Ingham & Stone, N.D), and modified doit local circumstances. With the
exception of the background characteristics, whiehne tailored towards the specific needs of
the two subpopulations, all other sections of thestjonnaires were the same for both study
populations (in-school and out-of-school). The rmstents were designed to collect quantitative
data on respondents’ socio-demographic charadtstisiexual behaviours; knowledge, attitudes
and beliefs about HIV/STIs; risk perceptions aslves their health-seeking behaviowweé

appendix B).
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Most questions on both instruments were close-entled questionnaires had three modules;
socio-demographic background of respondents (h3siter out-of-school and 14 for in-school),

sexual history and behaviour (15 items), and HIV$SAnd health-seeking behaviour (54 items).

The first module of the questionnaires elicited is@emographic data on age, literacy,
education, motivations for higher education, religand religious commitment of participants.
Furthermore, four questions were used to assegeréants’ biological parents living status and
education background. The second module of théruments sought information on

respondents’ sexual history, age of sexual indrgtirecent sexual activity, risky sexual
behaviours and protective measures. The final mecakkked questions on HIV/STIs knowledge,
beliefs and attitudes, HIV stigmatization, risk gptions and behaviour change. Information
was also elicited on participants’ willingness &zk HIV/STIs screening and VCT services, self
efficacy for seeking VCT services, knowledge ofiklde services, and discussion of protective
measures with social networks. Additionally, thedule collected information on respondents’

self-reported experiences of STIs and health-sedi@mnaviour.

As has been noted elsewhere, a multi-instrumentegutends to yield more comprehensive
results for this type of study, (Awusabo-Asare letl895). However, the questionnaire format
was adopted for convenience and its cost-effeatisenn data collection due to logistical

constraints and the short duration of fieldwork.
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3.5 Study Variables

3.5.1 Exposure Variables

The exposure variables were selected on the bégiseoconceptual framework, which is an
adaptation of the Theory of Planned Behaviour (bésh & Ajzen, 1981). Although knowledge,

attitudes and beliefs about HIV/AIDS/STIs may na&cessarily be precondition for health-

seeking behaviour, they are likely to influencegets behavioural intentions.

Other exposure variables likely to influence heakleking behaviour include; religiousity,

motivations, sexual behaviours, personal acquatetamith people living with the disease,

perceived risk of infection and self-efficacy dhéss preventio(See Tables 1A & 1B)
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Table 1A: TheExposure Variables for this Study include the follaving Types of Data:

12 months

Objective
Variable Operational Definition/Indicator Measurement | Addressed
Age Age at last birthday, varying from 16-20 .
years Continuous Background
Schooling Level of education attained by responde@tdinal Background
Respondents ability to read a letter or
Literacy newspaper with ease, difficulty or not at .
all Ordinal Background
Religion As reported by respondents Nominal Background
Frequency at which respondents say th .
attend to their religious services Drdinal Background
Religiousity Commitment to religion as reported by
respondent Ordinal Background
Living status of| As reported by respondents .
parents Nominal Background
Parents Last grade of parents’ educational
educational attainment as reported by respondent .
attainment Ordinal Background
Median age at | Age by which respondents have had
first sex penetrative sex (median age) Ratio Objective 3
Condom use at| The proportion of respondents who used a
first sex condom the first time they ever had sex Contntals Obiective 3
of those who have ever had sex. )
Condom use at| Percentage of respondents who used a
last sex condom at last sexual intercourse . .
Continuous | Objective 3
Ever used Proportion of sexually active respondents
condom to who ever used a condom to avoid
avoid HIV/AIDS Continuous Objective 3
HIV/STIs
Ever had sex | Proportion of sexually active respondents
with multiple who have had sex with more than one
partners partner in the last Continuous Objective 3
12 months.
Commercial Proportion of sexually active respondents
sex in last year| reporting sex with a sex worker in the lasggntinuous Objective3
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Table 1B Continuation (Exposure Variables)

Sexual
behaviour
Percentage of respondents who have ever
heard of HIV Continuous| Obijective 1
Percentage of respondents who have ever
heard of other STls Continuous| Obijective 1
Knowledge | Percentage of respondents who correctly know
of HIV/STIs | that HIV/STIs can be transmitted through
unprotected sexual intercourse Continuous| Objective 1
Percentage of respondents who correctly know
that that HIV/STIs can be transmitted cannot heContinuous| Objective 1
cured
Percentage of respondents who agree that Continuous
traditional healers can cure HIV/AIDS Objective 1
Attitudes and| Percentage of respondents who agree or disagree
beliefs about | that people are infected with HIV/AIDS/STIs
HIV/STIs due to their own carelessness Continuous| Obijective 1
Percentage of respondents who believe therelis
no way to avoid HIV/AIDS/STIs Continuous| Objective 1
Knowledge Percentage of respondents who say that a person
of HIV/STIs | €an reduce their risk of contracting HIV/STIs by
prevention having sex only with one faithful, uninfected | Continuous| Obijective 1
partner
Percentage of respondents who say that a pefsoontinuous
can reduce their risk of contracting HIV/STIs by Objective 1
using condom
Percentage of respondents who correctly wha
know that a healthy-looking person can transmit
HIV/AIDS Continuous| Obijective 1
No incorrect
beliefs about | Percentage of respondents who correctly
HIV/AIDS know that HIVAIDS cannot be transmitted
by mosqu”:o b|tes continuous Objective 1
Risk Proportion of respondents reporting self Ordinal Obijective 3
perception | assessment of HIV/STIs risk

Source: Author (2005)
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Table 2: Outcome Variables

treatment

source of STI treatment

Objective
Variable Operational definition/Indicator Measuremen| addressed
t
Percentage of respondents who have ever
Use of voluntarily gone for HIV/STIs screening
HIV/STIs and test in the last 12months Continuous | Objective 4
Services
Willingness to | Percentage of sexually active respondents
go for VCT reporting willingness to undergo VCT Continuous | Objective 4
Knowledge of | Proportion of respondents correctly Ordinal
VCT Sites identifying a Site for VCT Objective 4
Easiness or
difficulty of Percentage of respondents who reported
accessing VCT| they could access VCT services easily Nominal Objective 4
Services
STI experience Proportion of sexually active respondents,
who have had a sexually transmitted Continuous | Objective 4
infection in the last 12months
Had symptom | Percentage of sexually active respondents,
(s) of STls who have had a symptom of sexually Continuous | Objective 4
transmitted infection in the last 12months
Seek advice o1 Percentage of sexually active respondent&£ontinuous
treatment for | who seek some form of advice for STI Obijective 4
STI infection
Sources of STI| Proportion of respondents identifying one  ordinal Objective 4

Source: Author (2005)

3.6 Sampling

HIV/STIs health-seeking behaviour.
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The sample size was derived using a sample sizeladdr (software) developed by US-based
Creative Research Systems (CRS). An assumed pneeatd 50% was adopted for the outcome

variable, “ever been screened or tested for and8The AIDS virus”, as a proxy measure of

While the prevalence of other STls in the geneoglytation in Ghana is reported to be very low

(0.4%), there is little information about the lew¢lprevalence among the adolescent population.




Thus, it was not possible to reliably estimate pheportion of the study population possessing
that attribute. A final sample size of 205 (115suohool adolescents and 90 out-of-school

respondents) was obtained.

3.6.1 In -School Sample Size

Systematic random sampling technique was usedédotgte in-school study participants. First,
the researcher used the lottery method (simpleoraizhtion) to select three out of the four
mixed second cycle schools in Urban Bolgatanga, taed the sample size for each school
chosen proportional to the total male studenblement (seeappendix A ). Another lottery

method was used to select the classes, from whibfests were again randomly chosen from the
class registersSubjects were drawn mainly from the first and secgear classes because at the
time of data collection, the final year studentsrevevriting the Senior Secondary School

Certificate Examination (SSSCE).

3.6.2 Out-of-school Sample Size

The out-of-school participants, on the other hamdre purposively selected from identified
apprenticeship training institutions in the munaity. Principally, study participants were
drawn from adolescents engaged in wayside fittsrgall-scale carpentry, basketry, weaving,

leather works and tailoring.

3.7 Training of Research Assistants and Pre-testingf Questionnaires
Two research assistants, both experienced in sumewiewing, were recruited to assist in data
collection. Four days were used during the firsekvef July 2005, to review and pre-test the

study instruments.
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Topics discussed during the review and traininduiched how to seek inform consent; conduct
an interview, build rapport with respondents, thieod probing and how to obtain valid answers.
The training materials were adapted from the UNANMSASURE Evaluation “HIV/AIDS
Prevention Indicator Survey”, Interviewer TrainiManual (UNAIDS/ MEASURE Evaluation,

2000).

The questionnaires were then pre-tested in Zuar@egondary Technical School and in three
selected apprenticeship workshops, which were @ot pf the study sites. A total of 22
adolescents (12 in-school and 10 out-of-schoolsgweerviewed during the pre-testing. After
the pre-testing, the researcher and research a#sisliscussed the questions according to the
responses, and some modifications were made twaohding, content and coding of responses
before they were sent to the field. Pre-testinghef questionnaire in the pilot study to detect

inconsistencies was to ensure reliability of thetrmment.

3.8 Fieldwork

Data collection took place from July 12 — 24, 200%e researcher and research assistants
administered the questionnaires in private duritgsses and training sessions to ensure
confidentiality. The purpose of the exercise wggl&ned to participants. It was made clear to
them that, while their answers would remain anonysnand confidential, they can decide not to
answer any specific question. Earlier, the researblad sought informed consent, permission
and assistance from the heads of the variousutistis through an introductory letter signed by
the Municipal Director of Health Serviceseg appendix ¢. Completed questionnaires were
checked for errors and mistakes in the field imratadly after collection to ensure completeness.

Since the exercise was a learning situation, theareher also took part in the data collection.
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3.9 Data Analysis

The survey data was entered using Epi Info 6, érddio Excel for cleaning and merging, and
analyzed using the Statistical Package for th@ab&ciences (SPSS) and STATA. Chi-square
probability values derived from bivariate crosslgsia were used to compare selected exposure

variables with the outcome variables.

3.10 Ethical Considerations

The researcher sought clearance from the Munitigalth Administration, Headmasters of the
various schools and apprenticeship institution® plrpose of the study was made clear to these
various stakeholders, especially the school autesrito minimize potential opposition.
However, details of the research instruments wetedmiscussed. The interviewers also told
participants during data collection that they wiee to decline participation in the study, as
well as to refrain from answering any particulaesfion. Moreover, they could terminate their
participation whenever they felt it was in theiisbeterest to do so. Respondents were informed
before the interviews that they would be asked iBeasquestions on their sexual and

reproductive health during the interview.

3.11 Assumptions

The findings of the study are based on the assomghat the responses obtained from the
participants were a true reflection of their viealsout the variables under study. It is also
assumed that adolescents as well provided accundbemation about their background
characteristics, as key exposure variables in tindys Interviewers were instructed not to offer

explanations of questions and to report exactlytwha respondents said in order not to bias
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reported behaviours. Thereby, the researcher aammsomed that the reported behaviours are
valid and reliable indicators of actual behaviour.

3.12 Study Limitations

Some limitations of the study are worth notingsgithe current cross-sectional design adopted

for the study, though convenient and efficient, tfafollowing shortcomings.

0] Information reported on the sacio-demographic \deis could have changed over time,

and thus not reflecting the true situation.

(i) There was also the possibility of recall bias ocomect statements on certain
demographic and background characteristics suchgasat first sexual intercourse, sexual

activity, number of sexual partners, exact agesiuiss educational level and similar variables.

(i)  To minimize these limitations checks were builtointhe questionnaire to validate
responses obtained.
To improve the quality of data collected, confidality and anonymity of information gathered

were ensured throughout the duration of the rekearc

The views of service providers, school authoritesd trainers of apprentices on study
participants’ sexual and reproductive health-reldiehaviour could have enriched the findings.
But time, logistical and budgetary constraints donbt permit the researcher to include these
other stakeholders in the survey. Furthermored thérar students were excluded from the study
as they had began their Senior Secondary SchodtifiGee Examinations (SSSCE) at the time

of data collection, hence a true representativepaof each school was difficult to achieve.
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Another limitation of the study was the absencestdvant and current secondary information on
prevalence of HIV/STIs in the Municipality. Hendbge interpretations from the study could not

be triangulated with available records or figures.
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CHAPTER FOUR
RESULTS

4.1 Introduction

This chapter presents the results for the studgedected socio-demographic characteristics of
survey respondents’ and their parents (i.e. agacabn, literacy, religion, religiousity and
parents’ educational level). The chapter also idened the relationships among some key
variables relating to respondents’ knowledge, feland attitudes about HIV/STIs; as well as
their sexual history and behaviour. Selected exmosariables were used to examine and
compare the health-seeking behaviour of in andofsthool participants, using “willingness to

undergo VCT’ and ‘ever been screened or testetlMgfSTIs” as proxy outcome variables.

4.2 Respondents’ Background Characteristics

A little over half (56%) of study participants weire school, and 44 % were in apprenticeship
(out-of-school). As illustrated in table 4.2 belotlve ages of in-school adolescents were spread
evenly in the age range of 17 to 20 years, whilstmespondents in apprenticeship were mainly
19 years or older (64.5%). The average age okafpandents was 18.6 years (16—20 years old,
SD=1.33). A little more than half (54%) of in-satgarticipants were in SSS form two (2),
with the remaining were in SSS form one (1). Migjoof the out-of-school respondents (79%)

have not had formal schooling.

Among those who had some form of education, 40%hem reached junior secondary school
and nearly a tenth (9%) attaining secondary/tecvigcational education. Again, among out-
of-school adolescents who have had some formalodiclgy about 19% reported that they could

easily read a letter or newspaper; while slightlgrenthan a fifth (37.8%) could read with
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difficulty. Twenty-eight percent of the apprentigarticipants had only a primary school

education.

Table 4.2 Background Characteristics of Respondents

Percentage distribution of respondents accordg to selected background characteristics

In-school Out-of-school Total
Characteristics N=115 % N=90 % N=205 %
Mean age (yrs) 18.4 18.8
Age:
16 7 6.1 8 8.9 15 7.3
17-18 49 42.6 24 26.6 73 35.6
19-20 59 51.3 58 64.5 117 57.1
Total 115 100.0 90 100.0 205 100.0
Religion:
Christian 88 76.5 45 50.0 133 64.9
Muslim 25 21.7 38 42.2 63 30.7
Traditional 2 1.7 4 4.4 6 3.0
None R e 3 3.3 3 1.4
Total 115 100.0 90 100.0 205 100.0
Literacy (out-of-school)
Could easily read 17 18.9
Read with diffculty 34 37.8
Could not read at all 20 22.2
Total 71 78.9
Parents Education (mother)
None 72 62.6 56 62.2 128 62.4
Primary/middle 19 16.5 12 13.3 31 15.1
Secondary 11 9.6 4 4.4 15 7.3
Postsecondary 9 7.8 2 2.2 11 5.4
Don’t know 4 35 16 17.8 20 9.8
Total 115 100.0 90 100.0 205 100.0
Ever attended school
Yes 19 21.1
No 71 78.9
Total 90 100.0

Source: Fieldwork (July 2009

In terms of religious affiliation, about two-thirdd respondents (65%) were Christian; close to
one-third (31%) were Muslim and the rest membersothfer religions. Other variables
considered under respondents’ background were whétkir biological parents were alive and

their educational attainment.
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While almost all (92%) of out-of-school adolescemported that their biological mothers were
alive, about two-thirds (67%) reported that thaithkrs were living. Most student respondents

(92%) indicated that both parents were alive.

4.3 HIV/AIDS/STIs Knowledge

The effectiveness of programmes designed to impréealth-seeking behaviour for
HIV/AIDS/STIs among adolescent subpopulations ddpeto a large extent on an accurate
assessment of their level of knowledge, beliefs attitudes about these infections.
Consequently, a number of questions were includebe survey to assess respondents’ level of
knowledge, beliefs and attitudes about HIV/AIDS/ISTAdolescents were asked to specify if
they have ever heard of HIV/AIDS, and if so whettiexry know how a person can be infected
with the disease. They were further asked to menailb known ways that a person can get

HIV/AIDS infection (unprompted).

On knowledge of transmission prevention, resporglemdre asked to indicate whether people
can take any measures to avoid HIV/AIDS or othelsSand if so, what can a person do. Apart
from HIV/AIDS, participants were again asked if yieave heard of other infections that can be

transmitted through sexual contact.
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Figure 4.3: Awareness and Knowledge of HIV/M®S and Other STIs
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Source: Fieldwork, (July, 2005)

Figure 4.3 shows the percentage distribution gbeedents who have heard of HIV/AIDS and

specific STIs. Awareness and knowledge of HIV/AIBR&s high among both groups. All in-

school adolescents surveyed reported that they heasd of HIV/AIDS. Similarly, almost all

(97%) of those in apprenticeship have heard abostdisease. Overall knowledge of other

sexually transmitted infections (STIs) seems toveey high among  students than their

apprentice counterparts. For instance, only 7.8%siofdents, compared with 31.8% of

apprenticed respondents reported they have notdhafaany other STI (data not shown).

Majority of school participants have heard of gohoea (90%), followed by syphilis (49%). In

contrast, their counterparts in apprenticeship appe have relatively low knowledge of both

gonorrhoea and syphilis. About two-third (64%)tleém reported having heard of gonorrhoea,

while only eight percent have heard of syphilis.
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Unfortunately, knowledge of specific STIs like hesp hepatitis and genital warts was very low
among both groups. As regards the symptoms of, g groups knew very little about
specific symptoms (data not shown).

Table 4.3.1: HIV/AIDS-Related Knowledge, Belis and Attitudes

Percentage Distribution of In-School and Apprenticship Adolescents by their
Responses to selected HIV Knowledge related Vahkes
In-school Out-of-school

Characteristic (N=115) % (N=90) %
Acquisition of HIV/AIDS at first sexual intercourse
Agree 94 81.7 70 77.8
Disagree 20 17.4 9 10.0
Don’t know 1 9 11 12.2
Total 115 100.0 90 100.0
No cure for HIV/AIDS
Agree 110 95.7 68 75.6
Disagree 4 3.5 19 21.1
Don't know 1 9 3 3.3
Total 115 100.0 90 100.0
HIV/AIDS acquired through individual carelessness
Agree 82 71.3 58 64.4
Disagree 31 27.0 29 32.2
Don't know/missing 2 1.7 3 3.3
Total 115 100.0 90 100.0
Willingness to care for PLWHA'’s
Agree 95 82.6 53 58.9
Disagree 16 13.9 28 31.1
Don’t know /missing 4 2.6 9 10.0
Total 115 | 100.0 90 100.0
Traditional healers can cure HIV/AIDS
Agree 6 52 60 66.7
Disagree 102 88.7 13 14.4
Don’t know/missing 7 6.1 17 18.9
Total 18 100.0 90 100.0
HIV/AIDS risk depends on number of sexual partners
Yes
No 87 75.5 60 66.7
Don’t know/missing 21 18.3 13 14.4
Total 7 6.1 17 18.9

115 100.0 90 100.0
Condoms use prevents HIV/AIDS
Yes 83 72.7 62 68.9
No 24 20.9 17 18.9
Don't know 7 6.1 11 12.2
Total 115 100.0 90 100.0
Healthy individuals could harbour the virus
Yes 95 82.6 71 78.9
No 18 15.7 14 15.6
Don't know 2 1.7 5 5.5
Total 115 100.0 90 100.0
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4.3.1 Knowledge on HIV/AIDS-Related Issues

Beyond assessing participants’ general knowledgardeng HIV/STIs, specific questions were
also included in the survey to assess beliefstudds, and knowledge of prevention and no
incorrect knowledge. These included five items giesid on a three-point scale with choices such
as; agree, disagree and don’t know. Three othestigus require ayes, no or don’t know
responseés Table 4.3.1 presents percentage distributionirechool and apprenticeship

adolescents by their responses to these spec#tigns.

Four-fifth (81.7%) of students agreed that acquisitof HIV/STIs was possible at first
unprotected sexual intercourse. Likewise, majdqii®.8%) of out-of-school participants reported
that one can be infected with STIs, including HIMD& during first sexual intercourse (see
Table 4.3.1). Nearly all respondents were awareé EH®/AIDS has no cure. Practically all
(95%) students and three-quarters (76%) of outbbsl adolescents knew that is no cure for
HI/AIDS. There is the tendency for people with ineet knowledge of HIV/STIs modes of

infection to believe that only careless individuate at high risk of getting infected.

Thus, survey respondents were required to indisaether theyagree, disagree or don’t know
to the statement that “most people who are infeai#hl HIV became infected out of their own
carelessness”. As expected, fewer (27%) in-schdolescents disagreed with the statement,
correspondingly about a third (32%) of apprentieeipipants agreed with the statement. Study
participants were again asked to either agree sagdee with the statement that traditional
healers can cure HIV/AIDS. A fairly high proportiah apprentice adolescents (66.7%) agreed
with the statement. In contrast, close to nineafuen (88.7%) of in-school participants did not

agree with the statement.

43



With regard to knowledge of HIV/AIDS prevention, réle-quarters (75.5%) of school
adolescents reported that people can reduce thairces of HIV/STIs infection by having just
one uninfected sex partner who has no other paitmndrereas 67% of out-of—school participants
indicated that having an uninfected sexual partwlQ has no other sexual partners can reduce

individuals’ chances of contracting HIV/STIs.

On the effectiveness of condom use to reduce HNg&&nsmission, again about three-quarters
of all respondents, (72.7% of students versus 6&B&pprentices), reported that people can use
condoms to reduce the risk of HIV/STIs infectioBncouragingly, only fewer participants did
not know that it is possible for a healthy-lookipgrson to have the AIDS virus (16% of

respondents in each group).

A small proportion of respondents may not be awéspecific modes of HIV/STIs transmission
and means of prevention. For example, fewer thremio five of students and a little over 10%
of out-of-school participants have incomplete kredge of prevention, i.e., that consistent

condom use and one faithful uninfected sexual padre a means of preventing HIV/STIs.

4.4 HIV/AIDS Risk Perception

Respondents in both groups, who have heard of HIé/Svere asked what they perceive to be
their personal risk of contracting these infectionsey were required to classify their threat of
getting the disease on a four point likert scalénofrisk at all, small risk, moderate risk, or gre
risk. Figure 4.4 presents the percentage distabubf respondents who have heard about

HIV/AIDS by their perception of risk
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Figure 4.4: HIV/AIDS/STI Risk Perceptions between h-school and Apprenticeship
Male Adolescents in Urban Bolgatanga
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Source: Fieldwork (July, 2005)

The data (figure 4.4) show that more than a th#%P4) of male adolescents surveyed believe
they have no risk at all of contracting HIV or atl¥Tls, and about a quarter (26%) reported
having a small risk. Those who perceive themselodsave moderate to great risk were within

the range of 17% to 16 percent.

Almost two-thirds (63%) of students and close te #ame proportion (58%) of apprenticeship
participants reported no risk at all to a smhlmce of getting HIV/AIDS/STIs. Nearly a third
in each group (34% of in-school versus 31% of digetmool), were likely to believe that they
have a moderate to great chance of contracting $Ng. There were marked differences in the
proportions of students and apprentices who pezcéihemselves to have a great risk of

contracting HIV/AIDS/STIs (21% for students verdi®6 apprentices).
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Again, the proportion of all respondents who thdufiley had no risk of getting HIV/STIs was
relatively higher among not sexually active adodess (39% for not sexually active and 25% for

sexually active).

4.5 Sexual Activity and Risky Behaviours

It is important to understand adolescents’ riskyusé behaviours in order to make a fair

assessment of their susceptibility to STIs, incigdHIV/AIDS. Thus, respondents were asked
whether they have ever had sexual intercourseifandat what age. They were also expected to
report on the background of their sexual partréexually active participants were further asked

to indicate their history of condom use and resexual activity.

Table 4.5 indicates that approximately a third lbfespondents (32.7%) were sexually active at
the time of the survey. Whereas fewer (22.6%) ef$dhool participants were sexually active,
almost half (45.6%) of apprentice respondents tegdnaving had sex at the time of the survey.
The lowest age of sexual debut among in-schoobreggnts was 13 years, while that of the out-
of-school adolescents was ten (10) years. The mezhie at first sexual intercourse among all

sexually active participants was 17 years.

Of the participants that were sexually active, gl more than half (53.8%) of in-student
participants reported having had sex in the 12 homreceding the survey, correspondingly
about two-thirds (68%) of those in apprenticeshgported having had sex during the same
period. Concerning their last sexual partners, ntgjof participants (83.6%) indicated that their

last sexual partner was a girlfriend.
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About one out of ten (7.4%) of all respondents wikay to mention a casual acquaintance as
his last sexual partner. The remaining reported tieir last sexual partners were either a sex

worker, or someone just met.

Table 4.5: Adolescents Sexual History and Behavio

Percent distribution of respondents by their histoy and selected sexual behaviours
(N=205)
Characteristics All In-school Out-of-school
Age at first sex/mean 10yrs 13yrs 10yrs
(mean 17yrs) | (mean 17yrs) (mean 17yrs)
Sexual history (N=205)| % | (N=115)| % | (N=90) %
Ever had sexual intercourse 67 32.7 26 226 41 45.6
Never had sexual intercourse 138 67.3 89 77.4 49 54.4
Total 205 ¥(4100.0 115 | 100.0f 90 100.0
Last sexual partner
Girlfriend 56 83.6 19 73.1 37 90.3
Casual acquaintance 5 7.4 2 7.7 3 7.3
Others 6 9.0 5 19.2 1 2.4
Total (67) |100.0, (26) |100.0f (41) 100.0
Condom use during last sexual
intercourse
Used 51 76.1 M 65.0, 34 83.0
Not used 14 20.9 I 27.0 7 17.0
Don’'t know/missing 2 3.0 2 8.0 e
Total (ever had sex) (67) 100.0] (26) 100.0| (41) 100.0
Reasons for condom use during
last sex
Pregnancy prevention 13 2575 3 17.6| 10 29.4
HIV/AIDS/STI prevention 38 74.5 13 765 24 70.6
Others - 1 5.9 R
Total 51 100.0 ) 100.0| (34) 100.0

Source: Fieldwork (July 2006

As illustrated in table 4.5, approximately two-ttgr(65%). of in-school participants indicated
that they had use a condom during their last sexuatcourse, while about four out of five
(83%) apprenticeship adolescents reported they used a condom during their last sexual

encounter.
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Respondents who have ever used condoms duringadkesexual intercourse were also asked to
indicate why they did so on that occasion. Thelteshow that more than two-thirds (70%) of

both school and out-of-school participants had wsedioms to prevent HIV/AIDS/STIs.

4.5.1 Behaviour Change and Protective Measures
Survey participants who have heard of HIV/AIDS weaisked whether that had influenced or
changed their decisions about having sex or tleual behaviour. If they responded positively,
they were asked to indicate in what way. Tableldpsesent the percentage of in-school and out-
of-school respondents, who reported specific changalecisions about having sex or sexual

behaviour.

Table 4.5.1 Behaviour Change in Response tméwledge of HIV/AIDS

Percentage Distribution of Respondents, Who Reporte Specific, Changes in
Decisions about Having Sex or Sexual Behaviour.

All In-School Out-of-School
Characteristics (N=205) % (N=115) % (N=90) %
Modified behaviour from knowledgq= 180 87.8 | 100 87.0 80 88.9
Not modified behaviour 16 7.8 13 11.3 3 3.3
Don’t know/others 9 4.4 2 1.7 7 7.8
Total 205 100.0 | 115 100.0 90 | 100.0
Ways modified behaviour
Did not start sex (sexually inactive) 76 85.4 39 80.1
Abstinence (sexually active) 15 57.7 12 24.5
Condom use (sexually active) 12 | - 27 | -
Faithfulness (sexually active) 5 16

Source: Fieldwork (July 2005

Four of five sexually not sexually active partiaips (85% students versus 80% apprentices),

reported having decided to abstain from sex altwgetince they became aware of HIV/AIDS.
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On the other hand, majority of sexually active megfents have reported various behavioural
changes, including secondary abstinence, initiatbncondom use and faithfulness to one
uninfected sexual partner. The data further receiiat slightly more out-of-school adolescents
(88%) reported having used condoms for protectgairest HIV/AIDS/STIs, than their in school
colleagues (data not shown).

Similarly, there was a strong statistical assocrabetween condom use at last sex and ever use
condoms to avoid HIV/AIDS/STIs among in-school mapants (p<0.001, 95% CI), compared

to out-of-school adolescents, where no associatamestablished.

4.6 Prevalence of Sexually Transmitted Infections

To assess HIV/STIs health-seeking behaviour, redpmais were asked whether they had had any
sexually transmitted infections in the precedingridhths, and if so, what measures (if any) was
taken to seek treatment. All respondents reporagmhaving had an STI in the 12 months

preceding the survey.

4.7 Influences of Social Networks on Health-Seekir@ehaviour

Two variables were used to examine the influenceocfal networks on adolescents HIV/STIs

health-seeking behaviour. For each type of so@&trent group, respondents were asked
whether in the last 12 months, they had discusstédeach of them about the use of condoms to
avoid HIV/STIs, and the respondents’ perceptiosafial referents’ approval or disapproval of

their use of condom to avoid HIV/STIs.
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Figure 4.7.1: Influences of Social Networks - Disission of Condom Use
to Avoid HIV/STI

Per cent
80 -

70 -
60 -
50 -
40 A
30 -
20
10 A
0

In-school Out-of-school

B Girlfriend/partner O Parents @ Friends/teachers
- Dalininiie laada - Haalth wwinrlsar

Source: fieldwork, August, 2005

As shown in figure 4.7, more students were likelyalk about the use of condom as a protective
measure against HIV/STIs with their friends/teash€f4%), and a health worker (59%), as
compared with apprentice participants (60% ver€i#% Pespectively). Parents and religious do
not seem to be the favourites of respondents ih gaiups when it comes to discussion of the
use of condom against HIV/STIs. Fewer (17%) ousdiool adolescents were willing to talk to

their religious leaders about the use of condorhan tstudents (40%). Almost the same
proportions of participants in the two groups (38étsus 32%), would like to discuss condom

use with their girlfriends/ sexual partners.
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Figure 4.7.2: Influences of Social Networks - Appreal of Condom Use to
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Again, data from figure 4.7.2 showed that a higbpprtion of all respondents reported that their
friends/teachers (73% versus 68%), and health werké8% versus 52%) would approve of
them using condoms to avoid HIV/STIs, relative e ther social networks. Two-thirds of
students (67%) reported that their girlfriends/pars would disapprove of them using condoms
for HIV/STIs protection, followed by parents (50%9)n the other hand, a little less than half
(46%) of apprenticed participants indicated gidfid/partner approval of condom use, followed

by parents (34%).

Again, religious leaders were not popular amonglesd@nts when they intend soliciting
approval for condom use for HIV/STIs protection.efd was little difference between the two
groups in terms of the kind of social network graigat respondents were likely to discuss
protective measures with.
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4.8 Knowledge and Perception towards HIV/STIs Screeng and Testing
The study also sought to assess the knowledgeersdpiions of respondents towards HIV/STIs

screening and testing, as a potential measureatthheeeking behaviour.

Figure 4.8: Knowledge and perceptions towards VCT
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The data, as illustrated in figure 4.8 show thatefierespondents of groups, (17% of students and
20% of apprentices), indicated that they have desn screened or tested for HIV/AIDS or
other sexually transmitted infections. However, @irfour of five (77%) in-school adolescents
reported readiness to seek screening and testingl¥gSTIs, correspondingly more than fifty
percent (57%) of out-of-school participants indechtwillingness to go for VCT. Two-thirds
(67%) of in-school respondents knew where to goMQT services, unlike their apprentice

counterparts where only two of five knew where¢oess VCT.
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Majority of all respondents know that VCT servizesre available in only government hospitals
and health centres (89% versus 86%). Asked whétheuld be easy or difficult to undergo for
VCT, more than half (57%) of school respondentoreal that it would be easy to go for
HIV/STIs screening and testing, as compared to fewe-of-school adolescents (23%) who

indicated that it was easy to go for VCT services.

Table 4.9 Health-Seeking Behaviour and VICServices

Percentage Distribution of Respondents’ Potential Blalth-Seeking Behaviour
(Willingness to Undergo HIV/STIs) by Selected Characteristics

Willingness to be screened or tested for

HIV/STIs
Characteristic In-school Out-of-school
No % | p-value | No| % | p-value

Age
16-18 44 50.0 0.65 17 | 33.3 0.24
19-20 44 50.0 ' 34 | 66.7
Religion
Christian 68 77.3 27 | 60.0
Muslim 19 76.3 0.13 19 | 50.0 0.86
Traditional . 3 | 75.0
Religiousity
Committed 52 75.4 34 | 54.8
Very committed 32 78.0 0.92 8 | 471 0.24
Other/not committed 3 75.0 7 | 875
Sexual history
Sexually active 21 80.8 0.31 22 | 53.7 0.11
Not sexually active 67 1B"S 29 | 59.2
Condom use during last sex
Used 13 76.5 19 | 55.9
Not used 6 85.7 Q38 3| 429 042
Risk of HIV/STlIs infection
No risk 29 70.7 17 | 56.7
Small risk 29 93.5 12 | 545
Moderate risk 11 73.3 0.50 9 | 474 0.60
Great risk 16 66.7 7 1778
Sexual relations
Regular sexual partner 6 66.7 0.68 11 | 524 0.79
Occasional sexual partner 4 100.0 ' 6 | 50.0 '
No sexual partner 37 78.7 9 | 56.3
Source: Fieldwork (July 2005) statistically significant at p<0.05
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4.9 Willingness to Seek HIV/STIs VCT Services
Since, there was no reported incidence of HIV/Samsong survey participants within the
preceding 12 months, willingness to seek HIV/STGTVservices, and “ever received screening

or test for HIV/STIs,” were used as measures oépidl health-seeking behaviour.

Table 4.9 presentpercentage distribution of respondents’ potentelth-seeking behaviour
(willingness to undergo HIV/ST)sby selected characteristics. As indicated in Higet, there
was no association between age of respondent allidgwess to be screened or tested for
HIV/STIs. While half (50%) of in-school participantwere willing to be screened,

correspondingly a third (33.3%) of apprentice adodats reported readiness to undergo VCT.

No statistical association was also establishedidwi religious affiliation and willingness to be
screened or tested for HIV/STIs (p<0.13 for stuserdrsus p<0.86 for apprentice). However,
the results show that more Christian and Muslindetis (77% versus 76%) reported willing to

undergo VCT, compared with their apprentice coyags (60% versus 50%).

Furthermore, about the same proportions of in-schammlescents of different levels of
religiousity reported high willingness to seek VClhough there was no association between
religiousity and willingness to be screened oreesin the two groups, fewer out-of-school
participants (47%), who indicated they were verynoatted religiously were prepared to
undergo VCT, compared with the four-fifths (78%) students. More in-school adolescents who
were sexually active (80.8%) said they were williagyo for VCT services compared to sexually

active apprenticeship participants (53.7%).
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Fewer students (66.6%), who perceive they haveeatgisk of HIV/STIs infection, indicated
their willingness to be screened or tested for I3IM&, as compared to those in apprenticeship
with the same level of risk perception (77.8%). e more in-school adolescents were willing
to seek VCT than the out-of-school participantse Tésults did not find any association between

the selected exposure variables and willingneseés VCT services.

4.10 Health-Seeking Behaviour (Received Screeningbest for HIV/STIS)

Whether participants have ever been screened tadtésr HIV/STIs was the second outcome
variable used as a proxy measure of HIV/STIs hesdttking behaviour. Table 4.10 illustrates
respondents’ health-seeking behaviour (receivedesing or test for HIV/STIs in the past 1
yeal by selected characteristics. More adolescentegrage range 19-20 years in both groups
reported ever been screened or tested for HIV/$832% versus 89% for students and out-of-
school adolescents respectively). Fewer partitgpaetween the ages of 16-18 reported ever
been screened or tested for sexually transmittesgttions. However, there was no association

between age and ever screened or tested for HI®/STI
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Table 4.10 HIV/STIs Health-Seeking Behaviour amondylale adolescents
in Urban Bolgatanga

Health-seeking behaviour (received screening orgefor HIV/STIs in the past 1 yea)
by selected characteristics
Received screening or test for HIV/STIs
In-school adolescents Out-of-school adolescents

Characteristics N % p-value N % p-value
Age
16-18 9 47.3 2 11.1 0.08
19-20 10 52.7 0.86 16 88.9
Religion
Christian 14 16.1 0.45 7 15.9
Muslim 4 16.7 8 21.6 0.38
Traditional = 2 50.0
Religiousity
Committed 12 17.6 10 16.4
Very committed 5 12.5 0.27 5 31.1 0.38
Not committed N I 2 25.0
Other e e
Sexual relations
Regular sexual partner 2 17.0 7 33.3
Occasional sexual partner - - 0.60 4 33.3 0.83
No sexual partner 8 22.2 4 25.0
Sexual history
Sexually active 4 15.4 0.82 13 31.7
Not sexually active 15 782 5 10.6 0.01
Condom use during last sex
Used 4 23% 0.32 11 20.5 0.85
Not used - 2 28.6
At risk of HIV infection
No risk 10 24.4 4 13.3
Small risk 1 3.1 0.15 4 18.2 0.02
Moderate risk 14.3 9 47.4
Great risk 5 20.8 1 11.1

Source: Fieldwork (July 2005) Statistically significant at p<0®

The data in table 4.10 further revealed that feweportions of both groups of different
religions have ever gone for HIV/STIs screening dedting (VCT), though there is no
association between religion and ever receivedesang or test for HIV/STIs.  Christians in
both groups reported similar levels of ever beemested or tested for HIV/STIs within the
preceding 12 months (16.1% versus 15.9%). Ovenatire apprentice respondents (21.6%)
reported ever been screened or tested for the MRS and other STIs, compared with in-

school respondents (16.7%).
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The results show a strong association between f@rsexual intercourse and ever received
screening or test for HIV/STIs within the preceglib2 months among apprentice adolescents
(p<0.01, 95% CI), compared with students whereasgociation was established. More sexually
active apprentice adolescents (31.7%) reportedngadceived HIV/STIs screening and testing

as against 15% for their in-school counterpartsti@te who reported ever use of condom for
protection against HIV/AIDS/STIs, less than a geladf both groups indicated that they have

had HIV/STIs screening or testing in the 12 momtrexeding the survey (23.5.% versus 20.5 %

for in-school and apprentice participants respeby).

The variable “risk perception of HIV infection” waalso significantly associated with ever
received HIV/STIs screening among apprentice adelds (p<0.02, 95% CI), unlike in-school
respondents where no association has been estbli8pproximately half (47.4%) of out-of-
school adolescents who perceive themselves to denma@ly at risk for HIV/STIs reported
having been tested for these infections, companga less than a quarter of those in school.
Relatively, more students (24.4%), compared with-aftschool participants (13%), who
perceive themselves to have no risk of HIV/STI atifen have received HIV/STIs screening and

testing in the 12 months following the survey.

4.11 HIV/STIs Stigma/Discrimination-related Attitud es and Health-Seeking Behaviour
Three questions were included in the questionntreneasure participants’ perceptions of
HIV/STIs stigmatization and discrimination. Respents were first asked whether they know

someone personally who has the HIV/AIDS (to astessof the disease).
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Again, respondents were required to indicate whethey would want a family members’ HIV
positive status to remain a secret or not (assgssinepting attitudes). Also, participants were
asked whether they think a colleague who has tH@SAvirus should be allowed or not to

continue in school/apprenticeship (assessing aicgeattitudes).

Table 4.11 RespondentsPerception of HIV/STIs Stigma and potential
Health-Seeking Behaviour

Potential Health-seeking behaviour (willingness tbe screened or tested for HIV/STIs
by perceptions of stigma

Willingness to be screened or tested for
HIV/STIs
Characteristic In-school Out-of-school

No % p-value | No % | p-value

Know person living with HIV/AIDS.

Yes 29 76.3 16 | 485

NoO 55 764 | 072 | 32| 630 906
Don’t know/not sure 4 100.0

Family members’ HIV+ status to remain

a secret 24 | 80.0 22 | 66.7 | 0.03

Remain secret
Not remain secret

Should a colleague with HIV remain in
school/training

63556009 0.45 28 | 52.8

0.01

Can continue 68 79.1 ; 30 | 58.8 0.67
Should not continue 16 66.7 17 | 58.6 '
Don’t know/not sure 4 100.0 4 50.0

Source: Fieldwork (July 2005 Statistically significant gp<0.05

As shown in Table 4.11, more students (76.3%) wienksomeone personally living HIV/AIDS
reported having been screened or tested for HIM/S compared with participants who were
out-of-schools (48.5%). Though, there was no aatioa between knowing someone personally
who has the AIDS virus and willingness to be sceeleor tested. Again, majority of in-school
adolescents (80.0%) who reported they would wafanaly member’'s HIV positive status to

remain secret, were likely to seek VCT services.
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The results show statistical association betwedingmess to disclose the HIV positive status of
a family member and willingness to be screenedestetl for HIV/STIs among out-of-school

adolescents (p<0.03), while no association has fmeemd among school adolescents.

Also, there was a strong association between thablas “should a colleague remain in school
or in apprenticeship’ and willingness to go for HBTIs screening or testing” (p<0.01, 95%
confidence level) among in-school respondents. Alnadl students (80%) who reported that a
colleague living with HIV/AIDS can stay in schogiaenticeship were also willing to be
screened or tested. In contrast, slightly less tinealh of out-of-school participants (48%) who
indicated readiness to undergo screening were r@ady to accept a colleague living with

HIV/AIDS in school.
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CHAPTER FIVE
DISCUSSIONS

5.1 Introduction

The main objective of the study was to examine @ntpare the health-seeking behaviour for
HIV/AIDS and other Sexually Transmitted Infectioasiong in and out-of-school urban male
adolescents (15-20 years) in the Bolgatanga Mualityp The researcher adapted the Theory of
Planned Behaviour (TPB) as a conceptual model termhéne exposure and outcome variables
that were likely to influence male adolescentsentions to adopt HIV/STIs health-seeking
behaviours. In discussing and interpreting the ltesseveral factors have been taken into
consideration. First, the study did not record @&rgidence of sexually transmitted infections
among the participants in the 12 months precedmegsurvey, which could have provided a
better assessment of respondents’ HIV/STIs heakiag behaviour. Second, they study
subjects were limited to students in Senior Secgn&zhools and those in Apprenticeships,
unaffiliated youth were excluded. Third, the fdwt an interviewer administered questionnaire
was used for data collection might have led to wmdporting of sexual behaviour and a
tendency for respondents to provide “socially atalgle” responses. These limitations
notwithstanding, steps were taken to ensure ppaits’ privacy and confidentiality of

responses.

5.2 Knowledge about HIV/AIDS/STIs
Though knowledge about HIV/STIs may be insufficiémt safer sexual behaviour and desire
health-seeking behaviour, it is still an importarécondition for behaviour change, especially in

the case of the heterosexual transmission of HNF8TGhana.

60



Generally, there was universal awareness and kuigelabout HIV/AIDS among both in-school
and out-of-school male adolescents in Urban BolgggaThis finding supports those of previous
studies that Ghanaian adolescents have a fairly kngwledge of HIV/AIDS, (Awusabo-Asare
et al.,, 2004; Glover et al., 2003; Doe, 2003; Tvieeahd Witte, 2000). Respondents also
showed an appreciable level of awareness and kdgelabout the modes of HIV/AIDS/STI

transmission and related issues.

Similarly, findings elsewhere indicate that awassnabout HIV/AIDS and STIs has increased in
most parts of Africa in the last decade, and thdeast 90 percent of young men aged 15-19
have heard of HIV/AIDS (Bankole et al. 2004). Diespthe high level of awareness,
misconceptions about preventive behaviours, inolgidiondom use, and the disease itself still
exist (Awusabo-Asare et al. 2004; [Harrison, Xalal &unene 2001, cited in Barker and

Ricardo, 2005]).

Regrettably, male adolescents’ knowledge aboutifspesexually transmitted infections was
very poor. This is consistent with findings of Nakand Fayorsey’s (1996) Accra and Kumasi
study on adolescent fertility and sexual behavioughana and other previous studies. The most
widely known sexually transmitted infection, apémdm HIV/AIDS, among both groups was
gonorrhoea. For syphilis, the second STI partidpawere likely to mention, in-school
adolescents reported the highest knowledge (49%mpered with a small percentage of
apprentice adolescents (8%). Nearly all respondeswe never heard of specific STIs such as
herpes, hepatitis and genital warts. A few respotedenentioned malaria, tuberculosis, and

bilharzia as STIs (data not shown).
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Respondents’ limited knowledge of specific STIslviéighten their vulnerability, since they
will not be able to take protective measures. @leghere is the need to step up educational
campaigns on the other STIs in the Municipalityrtipalarly targeting male adolescents. In
effect, the finding supports the literature thaipung people are ill-informed about STDs, their
symptoms, and the need for treatment and wherebtairotreatment”, (Senderowitz, 1997).
Awareness and knowledge of specific STIs may betdoindue to lack of information. This
should be a major concern to policy-makers and rarogie managers of adolescent
reproductive health services in view of the faattboncurrent infection with an STI greatly

increases the risk of HIV transmission.

5.3 HIV/AIDS-related Knowledge

As regards respondents’ level of knowledge, belefd attitudes about HIV/STIs, familiarity
with the predominantly heterosexual transmissiors \ganerally high. Besides, majority of
students and out-of-school adolescents did acdunatiicate that traditional healers cannot cure
HIV/AIDS/STIs. This suggests that male adolescevese likely to use health care facilities for
STlIs prevention and management, if the necessatyoement is created to accommodate their
needs. This finding also highlights the need foucading male adolescents to understand that
traditional healers can play pivotal role in tragtisome opportunistic infections associated

HIV/AIDS and some STls, but that no cure has yenbieund for HIV/AIDS.

As previously mentioned, knowledge is an insuffitipredictor of attitudinal and behavioural
change. In focus group discussions in Kenya, yooran reported experiencing conflicting
pressures, between their knowledge (about HIV/AIBRI safer sex behaviour) and their

behaviour, or between what they know they shoulduid what they actually do (Nzioka 2001,
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cited in Barker and Ricardo, 2005). Consistenthwite above, the study found that attitudes
towards people infected with HIV/STIs remain negatamong all participants, despite the high
level of knowledge and awareness. While almostetiopgarters (71%) of students were likely to
blame people living with HIV/AIDS/STIs, approximate two-thirds (65%) of their
apprenticeship counterparts were likely to indictigt people contract HIV/STIs out of their
own carelessness. The finding supports the view khawledge might not necessarily lead to
behavioural change. This also suggests an incoenplederstanding of the modes of HIV/STIs
transmission among respondents or perhaps respsneesre involuntarily conforming to

societal attitudes and perceptions about perseimglivith HIV/AIDS/STIs.

It has been acknowledged that one key way of reducew infections and re-infections of HIV

and other STIs among adolescents is to ensuretlibgitadopt effective preventive measures.
Lending credence to this view, Maharaj and Clelé2@D5), noted that prevention programmes
have a key role to play in awareness creation emistk of HIV/STIs infection. The results of the

study confirmed that male adolescents in urban &altpga, like their counterparts elsewhere, are
aware that by keeping to one uninfected sexualnpartwho has no other partner, they can
reduce their risk of infection. Again, majority eéxually active respondents in both groups
were likely to use condoms in their sexual relatidn order to reduce their chances of

contracting HIV/STIs.

As pointed out in the literature, a small propartaf respondents may not be aware of specific
aspects of HIV and STIs, such as the modes of riressgon and means of prevention. For
example, fewer than one in five of students andtla bver 10% of out-of-school participants

have incomplete knowledge of prevention, i.e., tbamsistent condom use and one faithful
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uninfected sexual partner are a means of preveRiWgAIDS. Similarly, about 15% of students
and out-of school participants may not know thdtealthy looking person can harbour AIDS

Virus.

5.4 Risk Perceptions for HIV/STIs

Knowledge about HIV/AIDS/STIs, though important, ot the only factor influencing
behavioural change towards seeking care with symatic conditions. Individuals must make
an assessment about their own behaviour to vetifgter they indulge in activities that may
place them at risk of contracting these infectioAscording to the Theory of Planned Behaviour
(TPB), the conceptual model adapted for this stdly,perceived consequences and evaluation
of behaviour outcomes for a health condition tam@é extent may sway attitudes desirably or
undesirably towards health—seeking intentions dtichately behaviour. Hence, for HIV and
other sexually transmitted infections, an individugerception of illness consequences and

evaluative behavioural outcomes could be useddesssheir risk perception.

Risk perception was measured by personal risk.oRefgisk asked the degree to which each
respondent believed that he would be personallysktof getting infected with HIV/STIs as a
result of certain sexual behaviours. This variatés measured on a 4-point scale (1= no risk at
all to 4= at great risk).  Majority of both stude and participants in apprenticeship perceived
themselves to have either no risk at all or smsk of HIV/STIs infections. While almost two-
thirds (63%) of in-school adolescents reported thay have small to no risk of getting infected,
about the same proportion (57%) of adolescentppreaticeship were likely to hold the same

view.

64



The finding is consistent with the literature tlaglescents in Ghana may not adopt protective
measures against HIV/STIs because of low perceigd(Awusabo-Asare et al., 2004). This
finding suggests that because the consequencel/drd other STIs seems remote, adolescents
may not rationalize the long term effects of STuslsas death, infertility and transmission to

future partners and offspring’s.

It also appears that adolescents surveyed werly ligebelieve that HIV/STIs were for people
who indulge in high risk sexual behaviours suclc@asimercial sex. As Mbizvo et al. (1997)
have pointed out, as an individual determinatioercpived risk may be based on a genuine
identification of real danger. On the other habhdpuld also be shaped by people’s “inaccurate
interpretation of  reality, personal fears, andsbs”. Fear theories posit that behavioural
changes may be adopted by people who perceive éhessso be at risk, when actually they are

not in danger (Wiite, 1992).

5.5 Sexual Activity and Behaviours

Items used for sexual history and behaviour inaiud@ether respondents have ever had sexual
intercourse, age at first sexual intercourse, condse at first and last sex, ever had sex with
commercial sex workers and sex with multiple pagn@a the preceding 12 months. A key

finding of the study is the very young age at fésk among the respondents.

The mean age at first sex for all adolescents gediewas 17 years. By age 17 years,
approximately 50 percent of respondents have had Generally, out-of-school adolescents
were found to have been sexually active at youages than their in-school counterparts. While

the minimum age at first sex among out-of-schooligpants was as low as 10 years, the figure
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for their in-school counterparts was 13 year$is is consistent with an analysis of survey data
among 15- to 19- year-olds in Brazil, Gabon, Haklungary, Kenya, Latvia, Malawi,
Mozambique, and Nicaragua that indicated that ntoa@ 25 percent of boys reported having
had sex before they were 15 years. Supportinditidgng, sexual debut among a small minority

of adolescents also occurred as early as age ddme of these countries (UNICEF, 2000).

Similarly, in a review of studies among young people in Ind&eebhoy and Sebastian (2003),
found that between 15-30 per cent of young menrteggremarital sexual experiences. They
authors also indicated that sexual relations amyanong men tend to be characterised by early
debut, multiple partnering and casual sexual @tatiPossibly, the observed trend of adolescent
sexuality in the Bolgatanga Municipality is a refien of trends being experienced in other

developing countries.

Early sexual debut can place male adolescentscatased risk of HIV and other sexually
transmitted infections (STIs). One study found thdblescents who begin sexual activity early
appear more likely to have sex with high-risk pargnor multiple partners and are less likely to

use condoms (HRP, 2000).

Furthermore, the study found that more out-of-stlaalmlescents were sexually active (45%),
compared with their school counterparts. Perhapigibaccess to information and education
among in-school adolescents could have contributedhe delay in sexual initiation, as
compared to their out-of-school counterparts whoy nave limited access to accurate

reproductive health information. On the other hatddents may be motivated to delay sex, than
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colleagues who were not in school because of tip@itance they attached to educational goals

and future job prospects.

Again, of the participants that were sexually agtislightly more than half (53.8%) of students
reported having had sex in the 12 months precatimgurvey, correspondingly about two-thirds
(68%) of those in apprenticeship reported havind $@x during the same period. Thus, these
findings suggest that educational programmes shdiddstepped up to encourage male
adolescents to delay early sexual intercoursertfigitit predispose them to HIV/STIs. Perhaps,
ensuring that all adolescents have access to eduoagb to the senior secondary school level
could motivate them to delay the onset of premlasgaual activity, thus reducing the resultant
reproductive health consequences. As all curresgtiyually active respondents were engaging in

premarital sex, condom promotion should be steppei encourage them to practice safer sex.

5.6 Prevalence of Sexually Transmitted Infections

As indicated in the results, none of the resporslenthe survey reported ever having had an STI
in the 12 months preceding the survey. No repariedience of STis in the study participants
may be due to various reasons as noted in thatlte. Many STIs may go unrecognized
because they produce no obvious symptoms, or nithhesre was sought. On the other hand,
male adolescents may fail to report a recent STthibse of social stigma, thus encouraging
underreporting of true incidence. According to therature, STI incidence also tends to be
higher among the 25-35 year groups. It could alsddrause the sexually active adolescents in

the survey were actually practicing safer sex agelsults indicates.
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5.7 Behaviour Change

Behaviour change is critical for reducing new HIVIS infections among specific
subpopulations and adolescents in particular. Hehég expected that the high awareness and
knowledge about HIV/STIs among the youth shoulddlae into desire behaviour change. The
findings suggest that knowledge of HIV in particut@aybe having positive impact on the sexual

behaviours of respondents.

Majority of not sexually active adolescents (85% iim-school versus 80% for out-of-school
participants reported that knowledge of HIV/AIDBas influenced them to abstain from sex.

For those who were sexually active, a high propartf both groups indicated that they have
adopted various protective measures including seagrabstinence, use of condom, faithfulness
to one partner and avoiding commercial sex in viefwtheir knowledge of HIV/AIDS.
According to Ahmed et al. (2001), consistent cond® has been found to significantly reduce
the incidence of HIV as well as the prevalenceyphdis, gonorrhoea and Chlamydia in rural

Uganda, even though condom use might not be censigith regular sexual partners.

In an environment where the predominant mode of/BIV¥s transmission is heterosexual,
consistent and correct condom use remains highpoitant in terms of prevention. But as the
literature suggests, male adolescents’ reportezl lfvcondom use may still be much lower than
actual level of usage (Bankole et al. 2004). WBie80 percent of young men in most African
countries have ever used a condom, fewer than d@ipieof young men aged 15-19 in several

countries had used a condom the last time theysea@Bankole et al. 2004).
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This dichotomy between knowledge and behaviour sstgglack of consistent condom use,
explained in part by how young men view sexuabl@gtand also how they perceive their risk of

infection and the effectiveness of and accessnd@ms. Thus, it is encouraging that majority of
the respondents reported high level of condom iisg,expected that they do so correctly and
consistently. If that is the case, then, this daffer a possible explanation why no incidence of
HIV/STIs has been reported among respondents df guaiups. Besides, this finding is very

important because it may be that prevention meadhis promote change in sexual behaviour

are making the desire impart on adolescents.

5.8 Knowledge and Perception towards HIV/STIs Screeng and Testing

Interestingly, the study found that while many @sgents were prepared to go for VCT
services, only a few of them had been screenecdsted for HIV/STIs (16.6% of in-school
respondents and 20% of out-of-school adolescdhtsas also encouraging to find that four out
of five (77%) in-school adolescents and more thalh (57%) of out-of-school participants were
eager to go for VCT services. This result, whicbhassistent with findings in Kenya and Uganda
show that male adolescent respondents have a stt@rgst in knowing about their HIV/STIs

status.

In an exploratory study of HIV voluntary counseliagd testing (VCT) among youth ages 14 to
21 years in Kenya and Uganda, it was found that @b%ntested youth in Kenya and about 90%
in Uganda indicated they would like to be testethm future (Population Council, 2001). These
findings are important for the fact that respondektew of where to access available VCT
services, even though they may not know that tkesédces are also provided by private health

care providers and some non-governmental orgaoimti Consequently, it is important for
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service providers to step up their educationalvais to popularize the available mix of

adolescent reproductive health services, inclu¥i@g services.

Besides, respondents’ high willingness to seek \$€ivices points to the need for expansion of
VCT services beyond the traditional facility-basssivice points. Perhaps, more adolescents
were willing to go for VCT services because progmes aimed at reducing HIV/STIs

stigmatization and discrimination are achievingrilgat results. It could also be that adolescents
do not fully appreciate the implications of goiray the test. The analysis shows no statistically
significant association between the exposure vieasadnd willingness to seek VCT services (see

Table 4.8 in chapter 4).

5.9 Influences of Social Networks on Health-Seekirgehaviour

The conceptual framework for this study, [The Tlyeofr Planned Behaviour (TPB)], posits that
perceived social pressure from important socialvogks to perform or not perform certain
behaviours (i.e. subjective norm) is a key deteamirof behavioural intentions. According to
Buhler and Kohler (2002), male’s risk perceptiom FIV/AIDS/STIs depends more on the
number of risk-perceivers in their communicationwweks. They found that “perceived risks,
as well as preferred methods of protection agatist-infection, depend in general on the
prevailing perceptions and favored protective meshowithin personal communication

networks” (ibid:2).

Consequently, adolescents’ personal communicatietwvarks usually include their friends,
sexual partners, parents, teachers, religious teaaed health care providers. Close friends and

sexual partners play an important role in the pssaaf adolescents’ socialization, and thereby
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constitute a trusted source of information on sexsgues. Again, parents, teachers and the

others also influence adolescents through thely dateractions with them.

Two variables were used to examine the influencsoefal networks on adolescents’ HIV/STIs
health-seeking behaviour. For each social netwookip, respondents were asked whether in the
last 12 months, they had discussed condom usedid &li\VV//STIs with any of them. Another
qguestion solicited information on respondents’ pption of social referents’ approval or
disapproval of they (adolescents) using condomavimd HIV/STIs. The study found that
religious leaders were least likely group that cesfents’ would like to discuss condom use to

avoid HIV/AIDS/STIs.

A similar pattern emerged when respondents weredask indicate those social referents that
were likely to approve or disapprove of their usecondoms to avoid HIV/STIs. Religious
leaders again received the lowest ranking. On thercdhand, all respondents were likely to
discuss use of condoms to protect themselves dddinéSTIs with their friends/teachers and
health workers. Friends/teachers and health wonkerg perceived by respondents as people
who approved of the use of condoms to protect ag&ils. This finding suggests that peer
education programmes should be encouraged andgstesred to provide information and
services to male adolescent. Teachers, as role Imade confidant of students, should be
provided the knowledge and skills to be able touestely educate and guide adolescents on

HIV/STIs and related issues.

The consistent and regular use of condoms amongalgxactive adolescents may provide an

effective check against HIV/AIDS. However, theyedethe support of social referents to adopt
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positive attitudes towards condom use, if they ocarmbstain. This finding suggests that
religious leaders may have to come to terms wighrdality that male adolescents are engaging
in risky sexual behaviours and therefore need ® amdoms during premarital sex, if they

cannot abstain.

5.10 HIV/STIs health-seeking Behaviour and willingess to seek VCT.

Two variables, not secretive about family membei¥ positive status and should a colleague
who is HIV positive but not yet sick be allowed gtay in school or continue apprenticeship,
were statistically associated with willingness &els HIV/STIs screening and testing among
apprentice adolescents and students respectivegn Ehough, overall knowledge of available
VCT centres was generally very high, very few resfmmts of both groups knew of the
availability of services in the private and non-govnental sectors. Majority of survey
participants were likely to identify only governntérospitals and health centres as avenues for
VCT services. Specifically, knowledge of availaldervices was higher among in-school
respondents, compared to their out-of-school cgllea. As expected, out-of-school adolescents
reported a higher likelihood of finding it diffiduto access VCT services, than their in-school

counterparts (apprentices 32%, students 20%).

5.11 Health-Seeking Behaviour (Received Screening Best for HIV/STISs)
Two variables had a statistically significant asgtbon at 95% confidence level with ever having
screened or tested for HIV/STIs among out-of-sclemtblescents. These are ever had sexual

intercourse and perception of risk of HIV/STIs ictien.
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The data revealed that more school adolescenkeigdunger ages of 16-18 were more likely to
have received HIV/STIs screening and testing tlmir tage mates in apprenticeship. Younger
students who perceive they have no risk of HIV/Sihfection were also more likely to have
received screening and testing for these infectibas out-of school adolescents of the same age
group. Overall, fewer proportion of all sexuallgtige adolescents had received HIV/STIs
screening and testing in the 12 months precediagstivey, though more sexually active out-
of-school participants had received the test thasé in school. This finding supports the results
of the 2003 GDHS, which found that fewer (2.8%)nudle adolescents 15-19 years had ever
received VCT. Providing safe, accessible and coewneVCT services has been identified as an

important component of a comprehensive HIV/STIsention and control strategy.

5.12 Perception of HIV/STIs Stigma/Discrimination aad Health-Seeking Behaviour

Perceptions of HIV/STIs stigmatization could havepasitive or negative influence on
adolescents’ health-seeking behaviours. PersatisHIV/AIDS/STIs may experience what has
been described elsewhere as ‘anticipated discriromaor ‘felt stigma’ as well as actual
arbitrary discrimination (UNAIDS, 2000b). Conseqtlgnthey may limit their own health-

seeking behaviour because they fear or suspectrdisation.

As the data indicated, there was weakly signifi@sdociation (p<0.03) between not secretive
about family member’s HIV positive status and widiness to seek HIV/AIDS/STI counseling
among out-of-school youth, compared to in-schoapoase. On the other hand, a strong
association was established between “should aampile with HIV but not yet develop AIDS

remain in school” and willingness to go for HIV/STécreening or testing (p<01) among in-
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school participants. Perhaps, out-of-school adel#s were more likely to accept those

colleagues living with HIV/AIDS than their in-schigearticipants.

From the analysis, stigma may not pose a majoraclestin addressing HIV/STIs among
adolescents in the Municipality. For example, thgearters (75%) of in-school adolescents and
over half of their out-of-school counterparts (5799 believe that HIV-positive colleagues

should be allowed to stay in school or in training.
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CHAPTER SIX
CONCLUSIONS AND RECOMMENDATIONS

6.1 Introduction

Adolescents and young people, between the ages-@41form an important part of the
Ghanaian population. With the advent of HIV/AID8&dathe resurgence of other sexually
transmitted infections as co-factors of transmissamong-the youth, policy and programmatic
interest on adolescent reproductive health issuesirereasingly attracting much attention.
Evidence elsewhere highlights the disproportionatdnerability and susceptibility of
adolescents to HIV/STIs due to multiplicity of fart. These may include biological, socio-
economic and more importantly risky behaviouratdes. Hence, it was on the basis of the need
to find evidence-based solutions to these problersgecially in the Bolgatanga Municipality,

that this study was carried out.

They study specifically sought to; assess the kadgé, attitudes and beliefs of in-school and
out-of-school urban male adolescents about HIV/Saksess urban male respondents’ risk
perceptions for HIV/STIs infection; identify HIV/BIS risky sexual behaviours and protective
measures among in-school and out-of-school urbde adolescents; determine the HIV/STIs
health-seeking behaviour of respondents; and campdhe health-seeking behaviour for

HIV/STIs between the in-school and out-of-sch@sipondents.
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6.2 Conclusions

» Knowledge about HIV/AIDS/STIs

Both in-school and out-of-school male adolesceefzorted high awareness and knowledge
about HIV/AIDS, even though they knew very littlecat the other STls. In-school respondents

were more likely to know of some specific STIs tilaeir apprentice counterparts.

Majority of respondents also knew that unprotecexiual intercourse is the predominant mode

of STIs, including HIV transmission.

It is, however, worrisome, as evidenced from tinglifigs that many respondents tend to believe
that people infected with the AIDS virus were casslwith their lives. Young people’s limited
knowledge of STIs has serious implications faithisk of contracting both STIs and HIV. It

seems the high awareness and knowledge was nslatiag into behaviour change.

» Risk Perceptions for HIV/STIs

Among both in-school and out-of-school participamt® majority did not perceive themselves
to be at risk of HIV/AIDS/STIs. More than half obin groups reported that they have small to
no risk at all for HIV/STls infection. RespondemtBo were not sexually active at the time of the
survey were more likely to indicate high perceiled risk. Perceived low risk is also higher

among in-school participants than those engageagpnenticeship.

* Behaviour Change and Protective Measures
A key finding of the study is that most male adoésgs intend to practice safer sex. Among

respondents who were sexually active, most indicdteey would adopt protective sexual
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behaviours such as secondary abstinence, usingoemdor reducing the number of sexual

partners. Students and apprentices reported simitartions.

The study revealed that in-school participants wagge likely to have changed their sexual
behaviours and decisions in response to increased/l&dge about HIV/STIs, compared to
those in apprenticeship. It is also encouragingfibal that majority of sexually active

respondents reported increased use of condomprasegtive measure against HIV/AIDS/STIs.
However, for condom use to be effective, it mustused consistently and correctly, and with

regular premarital sexual partners.

Awareness and knowledge of young people seems imigd to behavioural change. The
responses to the survey questions appear to réflecially acceptable” behaviour, but actions

may be completely different.

» Sexual Activity and Risky Behaviours

Another key finding of the study is that sexual utelvas likely to take place much earlier among
out-of-school respondents, compared to those tlea¢ \wm school. While the lowest age at first
sex among out-of-school respondents was 10 yearasi13 years among the students. It is also
significant to find that the median age at firstisd intercourse (17 years) for the study sample
was lower than that reported by the 2003 GDHS6(38ars) for the 20-24 age cohort of men.
Fewer (22%) of in-school respondents reported theye sexually active, compare with the
almost half (46%) of out-of-school adolescentsicM difference was not found in respondents’
risky sexual behaviours. Generally, all particigaseem not to be engaging in risky sexual

behaviours such as multiple sex, casual sex an@ilexxommercial sex workers.
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* Knowledge and Perception towards HIV/STIs Screeningnd Testing

A main finding of the study is that male adolessemive a strong desire to know about their
HIV/STIs status, even though a few of them had ivecethe test. Fewer (57%) out-of-school
participants were, however, eager to undergo VOmpared to students (77%).

A possible interpretation could be that educatiom@grammes to reduce stigmatization are
making impact. In-school respondents were alsoeniieely to know where to find VCT
services, than their apprentice colleagues. Inrashithigh proportions of both groups did not
know that services are available in the private amgsion health facilities. More awareness is

needed in this direction.

* Influences of Social Networks on Health-Seeking Beliour
Respondents were more likely to feel comfortabkruassing condom use to avoid HIV/STIs
with friends/teachers and health workers than weéhgious leaders and parents. Religious

leaders are least likely to be consulted by adelgscfor advice on condom use.

* Prevalence of HIV/STIs

They study did not record any incidence of HIV/SHEIsiong either students or apprentices.
Could this finding be a reflection of the fact thparticipants were not engaging in risky sexual
behaviours? Another possible interpretation coddHhat study population seems not to be high

risk group.

» Health-Seeking Behaviour (Received Screening or Tefr HIV/STIS)
Two variables, ever had sexual intercourse andeperd risk for HIV/AIDS/STIs were

statistically associated with ever received HIV/S$treening and testing among out-of-school
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adolescents, in contrast no association was est@boli between these and other selected
variables among in- school adolescents. Geneffallyer respondents had ever been screened or

tested for HIV/AIDS/STIs.

» Perception of HIV/STIs Stigma/Discrimination and Health-Seeking Behaviour

The study found an association between willingriesisclose the HIV positive status of a
family member and willingness to be screened detefr HIV/STIs among out-of-school
adolescents (p<0.03). Likewise, the variables, tdtha colleague remain in school or in
apprenticeship’ and willingness to go for HIV/SElsreening or testing” were statistically

associated (p<0.01) among in-school respondents.

6.3 Recommendations

It is now established that male adolescents inBibigatanga Municipality may be engaging in
early sexual intercourse, and thereby at risk of/BTIs. Nevertheless, it is encouraging to find
that male adolescents may be willing to go for FBVIs related health services. Thus, to ensure
that male adolescents in the Municipality grow imsponsible adults, free from preventable
reproductive health infections, the following amrdby recommended based on the findings of

this study.

e Municipal Assembly
1. Develop Municipal specific HIV/STIs policies and ogrammes for adolescents,

especially those who are out-of-school.
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2. Allocate resources to community-based organizatig880s) involved in youth
HIV/STIs activities to expand their coverage tocteanale adolescents, with emphasis on

educating adolescents on the other sexually tratesivinfections.

3. Monitor and supervise the activities of NGOs arBiOS that are implementing donor
funded adolescent reproductive health programmesdare that they are using evidence-based

best practices to achieve results through ' cdljusensitive programming.

4. Create employable skills training avenues for dtgahool male adolescents to give

them hope and motivation to adopt protective behasgi against HIV/STIs.

5. Collaborate with traditional leaders to eliminategative traditional practices, for
instance, early sexual initiation among male ad@ets, and sex with multiple partners, which

may increase male adolescent’s risk to HIV/STIs.

* Regional and Municipal Health Authorities

1. The current system for surveillance of STIs natimevand in the Bolgatanga
Municipality does not provide a complete picturetle# incidence/prevalence of these infections
or trends over time. STI surveillance activitiesomm adolescent subpopulations need to be
improved, since reports indicate that adolescer@srereasingly susceptible to these infections

disproportionately.

2. Shift emphasis of educational programmes from amem® creation to behaviour change

communication, (for example, by promoting the AB@Gtegy among male adolescents). Efforts
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redirected on other STIs that respondents have rldm®wledge, and on out-of school

adolescents who are more sexually active.

3. Educational campaigns should give attention to gimgn male adolescents’ risk
perceptions for HIV/STIs. The study revealed thagjority of respondents did not perceive

themselves to be at risk.

4. As they study has shown, there is goodwill for camduse among male adolescents to
avoid HIV/STIs. In view of this, condom promotiorcteities should be expanded, using
innovative and male adolescent friendly servicenfsisuch apprenticeship workshojpsprove

skills of service providers in working with adolests and counseling about effective condom use.

5. HIV/STIs pre-test and post-test counselling sitesutd be increased in the Municipality,
using non-traditional sites such as the schools)nconity centres and other places that male
adolescents’ may feel safe and comfortable. Forynaalolescents a single pre-test or post-test
counselling may not be enough. It may be usefyrtvide ongoing HIV/STIs counselling for

adolescents to help them adopt and maintain betiagfange.

6. Establish and train more adolescent outreach HN\&Sbunsellors, making services

more adolescent-friendly, and providing more infation, education, and communication.

7. Sexually active male adolescents’ should be pravidéh skills on the correct and
consistent use of condoms and made to understadrtist should not be the basis for non-

condom use within premarital sexual relations.
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8. Policy prescriptions for integrating adolescentrogjoictive health concerns, especially
STI management, with basic health services at theapy health care level have been clearly
outlined. However, the capacity of the primary Heaare system remains inadequate. Hence,
there is a need to strengthen the basic infrastreicensure the availability of trained manpower
at different levels of health care as well as dglyvof high quality and friendly services to

adolescents.

* Other Stakeholders
1. Educational authorities should introduce FamilyeliEducation (FLE) into curriculum to
complement other sources of information availableadolescent reproductive health issues to

students.

2. Educational authorities should collaborate with Itheaervice providers to regularly
screen students for STIs, including HIV. Adolescezroductive health programmes for both
students and out-of-school youth ought to promdigtiaence as the best means of avoiding

HIV/STIs.

3. Many young people still do not feel that they aterisk of HIV/STIs. Perhaps, they
externalize the risk and do not think they are etdible themselves. Thus, parents, teachers,
health workers, religious leaders and programmeagens need to help youth appreciate their
risk so that they would take protective measuresb adopt positive health-seeking behaviours’

such as the use of VCT services.
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* Further Research
1. Research is needed to highlight prevailing socitical norms predisposing male

adolescents to early sexual practices and HIV/STIs.

2. Despite extensive educational campaigns, and higtwledge and awareness about

HIV/AIDS in particular, its causes, modes of tramssion and prevention measures, risk

perception among adolescents remains low. SociEnse research to understand male

adolescents’ risk perceptions and strategies thatbe adopted to reverse this dangerous trend
among young people is critical.

3. Behavioural surveillance studies are needed toladguassess the impact of various

educational programmes and to form the basis farpregramme directions.

4. Research can also look at the various social néswvtiran can be supportive of male

adolescent reproductive health programmes.
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Appendix “A”: Sample Size Determination

MALE STUDENT ENROLMENT IN FOUR SECOND CYCLE SCHOOLS IN URBAN
BOLGATANGA DURING THE 2004/2005 ACADEMIC YEAR
NO SCHOOL 1°"YEAR | 2"° YEAR | 3P YEAR | TOTAL
BOLGATANGA

1 TECHNICAL INSTITUTE 356 473 355 1184

2 BOLGATANGA SECONDARY. 340 319 285 944
ZAMSE
3 SECONDARY/TECHNICAL 175 132 89 396
4 ZUARUNGU

SECONDARY/TECHNICAL 75 58 67 200

GRAND TOTAL 946 982 796 2,724

Sourddgpper East Regional Directorate of Education

SAMPLE SIZES FOR THREE SELECTED SCHOOLS FORTHE STUDY

wN e

BOLGATANGA TECHNICAL INSTITUTE = 1184

BOLGATANGA SECONDARY SCHOOL

ZAMSE SECONDARY/TECHNICAL
TOLANROLMENT

A: BOLGATANGA TECHNICAL INSTITUTE

1184/2524*115 §4

B: BOLGATANGA SECONDARY SCHOOL

944/2524*112 43

C: ZAMSE SECONDARY/TECHNICAL

396/2524*112 48

D: TOTAL IN-SCHOOL SAMPLE SIZE =115

90

= 944
= 396
2524




SAMPLE SIZE DETERMINATION (OUT-OF-SCHOOL ADOLESCENT S)
Based on the average number of about 14 trainegaged in many of the apprenticeship
programmes in the Municipalityi.e. carpentry, masonry, wayside mechanics, riadp
blacksmiths, welding, leather works, handicrafts amock weaving)the out-of-school study
population was estimated at 1200. The actual @ojoul size of this group in the Municipality is
unknown. Thus, the total study population was put3®24 for purposes of sample size

determination.
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