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Abstract 
The Problem: Human Immuno-deficiency virus (HIV) is 
still rampant in Nigeria. 

 

Outlines of experimental work: This was a cross-
sectional, descriptive, questionnaire-based survey to 
evaluate perception of HIV, condom use and sexual 
behaviour of women on Atlantic coast of southwest 
Nigeria. Results: In all, 5.1% (29/829) of women 
screened for HIV were seropositive. A total of 380 
(45.8%) respondents agreed that HIV spreads through 

unprotected sex with HIV infected person. In all, 20.9% 
respondents agreed that condom-use prevents HIV and 
75.3% consented that HIV is a threat to human health. In 
all, 36.3%women knew their partner’s HIV status while 
55.1% were unaware of partner’s HIV status. Those 
aware of their partner’s HIV status were 2.3 times more 
likely to use condom than those unaware of it (χ²=25.06, 
P-value=<0.0001, OR=2.32, 95% CI: 1.66, 3.24). 
Conclusion: Perception of HIV transmission among 

women on Atlantic Ocean coastline was relatively 
inadequate. Coastal communities may be a reservoir of 
HIV for residents, occasional tourists and visitors. 
Condom use is one of the strategies adopted to limit the 
spread of the HIV/AIDS epidemic. Future research 
should focus on establishing the HIV status of 
communities in coastal populations. Health services 
should be extended to this geographical location. 
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1. Introduction 

 

1.1 Epidemiology of Human Immuno-deficient 

virus.  

The region of the world most seriously affected 

with HIV/AIDS epidemic is the Sub-Saharan 
Africa which supplied almost 25 million or 71% of  

 

 

 
the total global prevalence of the disease in 2013, 

the same year in which there were approximately 

1.5 million new HIV infections and 1.1 million 

AIDS-related deaths (UNAIDS., 2014).It is widely 

known that HIV disproportionately affects 



 
 

Ph ton                                                                                                                                                                                   114 
 

adolescent and adult women as unprotected sexual 

intercourse between adolescent women in child-

bearing age and older men are common, 

heightening the risk of HIV infection (Leclerc-

Madlala, 2008).Uninfected women are about twice 

as likely to contract HIV from infected men and 
vice versa(UNAIDS, 2010).In Kenya, 6.9% of 

women live with HIV compared with 4.2% of 

men(NACC., 2014a). Young women (aged 15-24) 

are almost three times as likely to be living with 

HIV than men of the same age (3% and 1.1% 

respectively). However, HIV prevalence among 

young women has almost halved since 2003, 

showing that progress is being made (NACC., 

2014b). 

 

1.2 Stimulus for increased HIV incidence 

In many parts of sub-Saharan Africa, women and 

girls face discrimination in terms of access to 

education, employment and healthcare. As a result, 
men often dominate sexual relationships with 

women not always able to practice safer sex even 

when they know the risks. Nigeria supplies 9% of 

global population of people living with HIV 

(UNAIDS., 2014) and 14% (about 210,000) AIDS-

related death occurred in the country in 2013. The 

prevalence of the disease among adults (3.2%) is 

however negligible when compared with other sub-

Saharan Africa (sSA) countries like South Africa 

(19.1%) and Zambia (12.5%) (Epidemiology 

Factsheet on HIV/AIDS in Nigeria., n.d.).One 
major constrain that may be causative to this high 

AIDS-related mortality is unprotected heterosexual 

sex, which accounts for approximately 80% of new 

HIV infections in Nigeria (FRN., 2014). 

 

1.3 Underestimation of risk and non-use of condom 

Almost half of all HIV infections in the country in 

key populations are among sex workers, their 

partners and their clients (FMOH a., 2010).Possible 

reasons for the observed high rate of HIV infection 

in Nigeria are (i) sex workers’ underestimation of 

risk of coming in contact with HIV, leading to not 

using necessary preventive measures (ii) the belief 

of protection from HIV infection by one’s faith 
(Ankomah., 2011). A study also found that many 

sex workers do not use condoms when they have 

sex with their clients and/or partners, though 88% 

claimed using condoms with most recent client 

(Eluwa., 2012). 

 

Prevention and behavioral counselling, follow-up, 

referral and condoms are some of the services 

provided to reduce high-risk behavior and prospect 

of contacting the disease in the country (FMOH b., 

n.d.). Though reported condom ever-use rate was 
65.6%, consistent and regular use rate with casual 

partners was 11.6% (Ekanem et al., 2005). A 

relatively high proportion of women know about 

condoms, buta lower percentage of them actually 

use it (Afolabi et al., 2015). Certain conditions, 

such as high prevalence of heterosexual 

transmission of HIV in women of child-bearing age 

and poor access to Prevention of Mother-to-child 

transmission (PMTCT) interventions are 

contributory to high burden of Mother-to-Child 
transmission of HIV in sub-Saharan Africa (FMOH 

c., 2010). 

 

1.4 Some risk factors for spread of HIV 

The Atlantic Ocean coastline of Nigeria is densely 

populated but there is virtually no information on 

HIV status of communities in this geographical 

location. Anecdotal report suggests high 

consumption of locally brewed hard liquor 

(ogogoro), absentee husbands and occasional sex-

related violence in these coastal communities. 

Since the health burden of HIV/AIDS has not 

abated to any appreciable extent in Nigeria, since 

access to anti-retroviral drug is still poor and since 
information on HIV/AIDS transmission is lacking 

in many parts of the country, this survey proposed 

to study the awareness of HIV and the sexual 

behavior of women living on the coastline of 

Atlantic Ocean in South-west Nigeria.  

 

1.5 Hypotheses 

The hypotheses driving this survey are (i) women 

living on the Atlantic Ocean coastline have little 

knowledge of the transmission of HIV (ii) they 

have minimal awareness of the risk of HIV and (iii) 

they are ill-informed about health facilities where 

HIV can be treated.  
 

1.6 Objectives of Research 

The objectives of our study were to: (i) determine 
the knowledge of HIV transmission of the women 

in the communities of study (ii) assess their 

perception and behavioral attitude to HIV (iii) 

observe the proportion that knows partner’s HIV 

status and (iv) document their sexual behavior 

based on knowledge of partner’s HIV status. 

 

Justification of objectives 

The Atlantic Ocean coastline is densely populated 

with people whose predominant occupation is 

fishing and petty-trading. There is inadequacy of 

well-equipped health facilities, schools and other 

infrastructures such as adequate sewage disposal 
and electricity. Anecdotal reports indicate early 

debutant into sexual activity, teenage pregnancy, 

common practice of multiple sexual partner, 

frequent use of hard liquor, and dislike for condom 

use. The significance of these is that residents may 

represent a reservoir for the perpetuation of HIV 

transmission, thwarting the efforts of the 

government in reducing the health burden of this 

disease. Furthermore, AIDS mortality on the 

Atlantic Ocean coastline is certain to result in 

orphans and street children. There has been no such
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survey of HIV among this large population and this 

study may be a milestone in that it will not only 

direct the attention of the authorities to this health 

problem but also trigger better awareness of the 

disease through education and through 

establishment of better-equipped health facilities to 
cater for the perceived needs of these communities.  

 

2. Experimental 

 

2.1Study site 

The selected communities of study were mainly in 

two Local Government Areas (LGAs) of Lagos 

State – Ibeju-Lekki which sits next to the Atlantic 

Ocean, and adjacent Ikorodu (Figure 1). The two 

LGAs are separated by the large Lagos lagoon. 

Description of the study population, design, data 

collection methods and analysis are available from 

an earlier publication (Afolabi et al., 2015).Briefly, 

the sites of this study were Elegushi community in 
Ibeju-Lekki, Local Government (LGA) with a 

population of 30,500and Ijede community at Iko-

rodu LGA of Lagos State in Nigeria with a 

population of 88,000, when the survey was 

undertaken between early October 2012 and late 

March 2013.Advocacy visits were paid to 

community gate-keepers to intimate them with all 

aspects of the study and to underscore community 

engagement. Community communicators (formerly 

known as village town announcers) were 

dispatched by the traditional rulers throughout each 
community to inform residents of the exercise. This 

provided legitimacy and community acceptancy to 

the study by the people. 

 

2.2Study population 

The target population was women in reproductive 

age. Most of the respondents were local traders 

who sell commodities made of mainly fish, food 

stuff, salt and mat. Their husbands or co-habitants 

were, in most cases, deep sea fishermen though 

some engage in wooden boat construction, engine-

boat machine sales and repair and other 

occupations related to sea journey. Intermingling 

with these communities are occasional itinerary 
patent medicine vendors who sell aphrodisiacs, 

analgesics and antibiotics of questionable expiry 

date. Few men and women engage in the 

production of “illicit gin”, a hard liquor made from 

either sugar cane or palm wine. Fish markets 

operate very early in the morning when fishermen 

come in from the sea. 

 

2.3Eligibility and recruitment 

To be eligible for the study, the woman must be in 

the reproductive age group of 15-45, resident in the 

community for at least 10 years, not a tourist or a 

visitor, not mentally ill, not on admission into a 
health facility and not moribund. A twin-track 

system of recruitment was used (Figure 2) in which 

the sample size was calculated with 30% inflation.  

The house of the community leader was used as the 

nidus and from there, questionnaires were served to 

the east, west, north and south directions as most 

appropriate. 
 

2.3 Sample size calculation 

The study assumed 25% of the population to be 

women and based on this assumption, EPI-Info 7 

was used to calculate a sample size of six hundred 

and forty-one with 30% as an expected frequency 

of awareness of HIV transmission in each 

community, a confidence limit of 5%, and 

confidence level set at 95%. The figure arrived at 

was inflated by 30% to 833. All the women in 

reproductive age who consented to participate were 

interviewed. Complete responses on HIV 

information were elicited from 829.  

 

2.4 Segregation of respondents 

Respondents were segregated into 3 age groups of 
<25, 25-34 and ≥35 years respectively; into four 

parity groups of 0, 1-2, 3-4 and ≥5 and to two 

marital status categories of single and ever married. 

Ever married individual was defined as a woman 

who, at the time the survey was undertaken, was 

currently or had been in a matrimonial relationship. 

Using systematic random sampling, a mobile data 

capturing device was used to harvest information 

from women in these communities. Field workers 

interviewed respondents in the first house on a 

chosen popular street in a specific route and 
thereafter the next fourth house was visited. Should 

a selected house be un-inhabitable or have no 

woman in child bearing age, then the immediate 

house next to it was visited to replace it for a 

respondent. Marital status, highest level of 

education, religion, and ethnic group constituted 

the independent variables while perception of HIV, 

use of condoms, and knowledge of partner’s HIV 

status were considered as dependent variables. 

 

2.5 HIV screening 

For the purpose of this survey, Alere Determine TM 

HIV 1/2 (Alere Medical Co Ltd, Chiba, Japan) 

rapid sensitive test kit was used to screen 
respondents for their HIV status before expiration 

date (2013-07-13) and according to the 

manufacturer’s instructions.   

 

2.6 Data capturing  

An electronic, mobile data capturing device 

(MDCD) was used to gather data on the field. 

Collecting data from each respondent took 

approximately 45 minutes to complete. Captured  
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Table 1: Sociodemographic characteristics and HIV status of participants 

Variable 

Sociodemographic characteristics HIV status 

Total=829 (100.0%) Sub-total=565 (68.2%) 

Item Frequency (%) 
HIV positive (%); 

n=29 

HIV negative (%) 

n=536 

Age group (years) 

<25 256 (30.9) 7 (24.1) 146 (27.2) 

25-34 406 (49.0) 16 (55.2) 273 (51.0) 

≥35 167 (20.1)  6 (20.7) 117 (21.8) 

Marital status 
Single 169 (20.4) 0 (0.0) 83 (15.5) 

Ever married 660 (79.6) 29 (100.0) 453 (84.5) 

Pregnant  
Yes 129 (15.6) 4 (13.8) 91 (17.0) 

No 700 (84.4) 25 (86.2) 445 (83.0) 

Parity 

0 182 (22.0) 1 (3.4) 97 (18.1) 

1-2 347 (41.8) 20 (69.0) 244 (45.5) 

3-4 231 (27.9) 7 (24.1) 150 (28.0) 

≥5 69 (8.3) 1 (3.5) 45 (8.4) 

Highest level of education 

No formal 45 (5.4) 3 (10.3) 28 (5.2) 

Primary 130 (15.7) 3 (10.3) 77 (14.4) 

Secondary 548 (66.1) 20 (69.0) 349 (65.1) 

Post-Secondary 83 (10.0) 2 (7.0) 65 (12.1) 

Others 23 (2.8) 1 (3.5) 17 (3.2) 

Religious affiliation 

Christianity 480 (57.9) 17 (58.6) 310 (57.8) 

Islam 345 (41.6) 12 (41.4) 224 (41.8) 

Others 4 (0.5) 0 (0.0) 2 (0.4) 

Ethnic background 

Yoruba 673 (81.2) 25 (86.2) 414 (77.2) 

Ibo 72 (8.7) 3 (10.3) 58 (10.8) 

Hausa 2 (0.2) 0 (0.0) 2 (0.4) 

Others 82 (9.9) 1 (3.5) 62 (11.6) 

Age at 

First sexual experience 

Mean (±sd) - - 

19.4 (3.1) - - 

 
Table 2: Knowledge of HIV Transmission by age group, parity and marital status 

Perceived mode of HIV transmission 

R
es

p
o

n
se

 All 
Age group (years) Parity Marital status 

<25 25-34 ≥35 0 1-2 3-4 ≥5 Single Ever married 

Freq. (%) Freq. (%) Freq. (%) Freq. (%) 

By hugging and sharing clothes 
Yes 20(2.4)  9(45.0) 5(25.0) 6(30.0) 7(35.0) 4(20.0) 6(30.0) 3(15.0) 5(25.0) 15(75.0) 

No 809 (97.6) 247(30.5) 401 (49.6) 161 (19.9) 175 (21.6) 343 (42.4) 225 (27.8) 66(8.2) 164(20.3) 645 (79.7) 

By sharing food with infected person 
Yes 49(5.9) 18 (36.7) 20 (40.8) 11(22.4) 11 (22.4) 22 (44.9) 10 (20.4) 6(12.2) 14(28.6) 35(71.4) 

No 780 (94.1) 238 (30.5) 386 (49.5) 156 (20.0) 171 (21.9) 325 (41.7) 221 (28.3) 63(8.1) 155(19.9) 625 (80.1) 

By having unprotected sex with commercial Yes 363 (43.8) 86 (23.7) 189 (52.1) 88 (24.2) 79 (21.8) 147 (40.5) 104 (28.6) 33(9.1) 78(21.5) 285 (78.5) 
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sex workers 
No 466 (56.2) 170 (36.5) 217 (46.6) 79 (16.9) 103 (22.1) 200 (42.9) 127 (27.3) 36(7.7) 91(19.5) 375 (80.5) 

By a woman having sex with many men 
Yes 506 (61.0) 149 (29.4) 251 (49.6) 106 (20.9) 111 (21.9) 221 (43.7) 134 (26.5) 40(7.9) 105(20.8) 401 (79.2) 

No 323 (39.0) 107 (33.1) 155 (48.0) 61 (18.9) 71 (22.0) 126 (39.0) 97 (30.0) 29(9.0) 64(19.8) 259 (80.2) 

Bites of bed bugs or mosquitoes  
Yes 27(3.3) 14 (51.9) 10 (37.0) 3(11.1) 4(14.8) 16 (59.3) 5(18.5) 2(7.4) 4 (14.8) 23(85.2) 

No 802 (96.7) 242 (30.2) 396 (49.4) 164 (20.4) 178 (22.2) 331 (41.3) 226 (28.2) 67(8.4) 165(20.6) 637 (79.4) 

Having unprotected sex with HIV+ve person 
Yes 380 (45.8) 105 (27.6) 187 (49.2) 88 (23.2) 87 (22.9) 157 (41.3) 106 (27.9) 30(7.9) 80(21.1) 300 (78.9) 

No 449 (54.2) 151 (33.6) 219 (48.8) 79 (17.6) 95 (21.2) 190 (42.3) 125 (27.8) 39(8.7) 89(19.8) 360 (80.2) 

By sharing needles and syringes with infected 

person  

Yes 521 (62.9) 160 (30.7) 263 (50.5) 98 (18.8) 121 (23.2) 224 (43.0) 143 (27.4) 33(6.3) 103(19.8) 418 (80.2) 

No 308 (37.1) 96 (31.2) 143 (46.4) 69 (22.4) 61 (19.8) 123 (39.9) 88 (28.6) 36(11.7) 66(21.4) 242 (78.6) 

By transfusing blood from HIV+ve person to 

uninfected person 

Yes 356 (42.9) 93 (26.1) 178 (50.0) 85 (23.9) 85 (23.9) 148 (41.6) 99 (27.8) 24(63.7) 75(21.1) 281 (78.9) 

No 473 (57.1) 163 (34.5) 228 (48.2) 82 (17.3) 97 (20.5) 199 (42.1) 132 (27.9) 45(9.5) 94(19.9) 379 (20.1) 

From HIV +ve mother to child 
Yes 200 (24.1) 48 (24.0) 103 (51.5) 49 (24.5) 45 (22.5) 85 (42.5) 56 (28.0) 14(7.0) 42(21.0) 158 (79.0) 

No 629 (75.9) 208 (33.1) 303 (48.2) 118 18.8) 137 (21.8) 262 (41.7) 175 (27.8) 55(8.7) 127(20.2) 502 (79.8) 

By other means 
Yes 55(6.6) 15 (27.3) 22 (40.0) 18 (32.7) 10 (18.2) 21 (38.2) 17 (30.9) 7(12.7) 7(12.7) 48(87.3) 

No 774 (93.4) 241 (31.1) 384 (49.6) 149 (19.3) 172 (22.2) 326 (42.1) 214 (27.6) 62(8.0) 162(20.9) 612 (79.1) 

 
Table 3: Perception of and behavioral attitude to HIV by socio-demographic characteristics 

V
ar

ia
b

le
 

Item 

 

HIV is a threat to human health 

The cause of HIV is 

witchcraft or a curse 

Knows a center 

for HIV 

treatment 

Withdrawal method 

prevents HIV/STD 
Condom use prevents HIV  Having sex with a virgin cures HIV 

Yes (%) No (%) 
DK 

(%) 

Yes 

(%) 

No 

(%) 

DK 

(%) 

Yes 

(%) 

No 

(%) 

Yes 

(%) 

No 

(%) 

DK 

(%) 

Yes 

(%) 

No (%) DK (%) Yes 

(%) 

No (%) DK (%) 

A

ll 

 
624 (75.3) 

91 

(11.0) 

114 

(13.7) 

61 

(7.4) 

481 

(58.0) 

287 

(34.6) 

429 

(51.8) 

400 

(48.2) 

124 

(15.0) 

337 

(40.6) 

368 

(44.4) 

173 

(20.9) 
438 (52.8) 218 (26.3) 

40  

(4.8) 
602 (72.6) 187 (22.6) 

A
g

e 
g

ro
u

p
 

(y
ea

rs
) 

<25 
191 (30.6) 

24 

(26.4) 

41 

(36.0) 

19 

(31.2) 

145 

(30.1) 

92 

(32.1) 

127 

(29.6) 

129 

(32.2) 

46 

(37.1 

101 

(30.0) 

109 

(29.6) 

47 

(27.1) 
141 (32.2) 68 (31.2) 

11 

(27.5) 
181 (30.1) 64 (34.2) 

25-34 
308 (49.4) 

52 

(57.1) 

46 

(40.4) 

33 

(54.1) 

250 

(52.0) 

123 

(42.9) 

226! 

(52.7) 

180! 

(45.0) 

63 

(50.8) 

170 

(50.5) 

173 

(47.0) 

82 

(47.4) 
227 (51.8) 97 (44.5) 

19 

(47.5) 
313 (52.0) 74 (39.6) 

≥35 
125 (20.0) 

15 

(16.5) 

27 

(23.8) 

9 

(14.7) 

86 

(17.9) 

72 

(25.1) 

76 

(17.8) 

91 

(22.7) 

15 

(12.1) 

66 

(19.6) 

86 

(23.4) 

44 

(25.5) 
70 (16.0) 53 (24.4) 

10 

(25.0) 
108 (17.9) 49 (26.2) 

M
ar

it
al

 

st
at

u
s 

Single 
129 (20.7) 

13 

(14.3) 

27 

(23.7) 

15 

(24.6) 

101 

(21.0) 

53 

(18.5) 

64* 

(14.9) 

105 

(26.3) 

23 

(18.6) 

69 

(20.5) 

77 

(20.9) 

33 

(19.1) 
88 (20.1) 48 (22.0) 

10 

(25.0) 
124 (20.1) 35 (18.7) 

Ever 

married 495 (79.3) 
78 

(85.7) 

87 

(76.3) 

46 

(75.4) 

380 

(79.0) 

234 

(81.5) 

365* 

(85.1) 

295 

(73.7) 

101 

(81.4) 

268 

(79.5) 

291 

(79.1) 

140 

(80.9) 
350 (79.9) 170 (78.0) 

30 

(75.0) 
478 (79.4) 152 (81.3) 

P
ar

it
y

 

0 
141 (22.6) 

11 

(12.1) 

30 

(26.3) 

13 

(21.3) 

110 

(22.9) 

59 

(20.6) 

74 

(17.3) 

108 

(27.0) 

31 

(25.0) 

70 

(20.8) 

81 

(22.0) 

30 

(17.3) 
101 (23.1) 51 (23.4) 

7 

(17.5) 
136 (22.6) 39 (20.9) 

1-2 
254 (40.7) 

49 

(53.9) 

44 

(38.6) 

24 

(39.3) 

207 

(43.0) 

116 

(40.4) 

203!! 

(47.3) 

144!! 

(36.0) 

51 

(41.1) 

150 

(44.5) 

146 

(39.7) 

76 

(43.9) 
191 (43.6) 80 (36.7) 

15 

(37.5) 
257 (42.7) 75 (40.1) 

3-4 
177 (28.4) 

26 

(28.6) 

28 

(24.6) 

18 

(29.5) 

132 

(27.4) 

81 

(28.2) 

125 

(29.1) 

106 

(26.5) 

36 

(29.0) 

87 

(25.8) 

108 

(29.4) 

54 

(31.2) 
112 (25.6) 65 (29.8) 

13 

(32.5) 
164 (27.2) 54 (28.9) 

≥5 
52 (8.3) 5 (5.5) 

12 

(10.5) 

6 

(9.8) 

32 

(6.7) 

31 

(10.8) 

27 

(6.3) 

42 

(10.5) 

6 

(4.8) 

30 

(8.9) 

33 

(9.0) 

13 

(7.5) 
34 (7.8) 22 (10.1) 

5 

(12.5) 
45 (7.5) 19 (10.2) 



 
 

Ph ton                                                                                                                                                                                   118 
 

L
ev

el
 o

f 
ed

u
ca

ti
o

n
 

No 

formal 
29 (4.7) 6 (6.6) 

10 

(8.8) 

6 

(9.8) 

27 

(5.6) 

12 

(4.2) 

22 

(5.1) 

23 

(5.8) 

9 

(7.3) 

15 

(4.5) 

21 

(5.7) 
4 (2.3) 27 (6.2) 14 (6.4) 

4 

(10.0) 
33 (5.5) 8 (4.3) 

Primary 
87 (13.9) 

16 

(17.6) 

27 

(23.7) 

13 

(21.3) 

65 

(13.5) 

52 

(18.1) 

70 

(16.3) 

60 

(15.0) 

15 

(12.1) 

57 

(16.9) 

58 

(15.8) 

26 

(15.0) 
57 (13.0) 47 (21.6) 

6 

(15.0) 
84 (14.0) 40 (21.4) 

Seconda

ry 
419 (67.1) 

59 

(64.8) 

70 

(61.4) 

36 

(59.0) 

318 

(66.1) 

194 

(67.6) 

280 

(65.3) 

268 

(67.0) 

79 

(63.7) 

209 

(62.0) 

260 

(70.7) 

105 

(60.7) 
303 (69.2)  140 (64.2) 

24  

(60.0) 
399 (66.3) 125 (66.8) 

Post-

Seconda

ry  

69 (11.1) 9 (9.9) 
5 

(4.4) 

5 

(8.2) 

54 

(11.2) 

22 

(7.7) 

43 

(10.0) 

40 

(10.0) 

18 

(14.5) 

45 

(13.4) 

20 

(5.4) 

30 

(17.3) 
43 (9.8) 10 (4.6) 

4 

(10.0) 
69 (11.5) 10 (5.3) 

Others 
20 (3.2) 1 (1.1) 

2 

(1.8) 

1 

(1.6) 

1 

(0.2) 

1 

(0.3) 

14 

(3.3) 

9 

(2.2) 

3 

(2.4) 

11 

(3.3) 

9 

(2.4) 
8 (4.6) 8 (1.8) 7 (3.2) 

2  

(5.0) 
17 (2.8) 4 (2.1) 

!χ²=16.4, P-value=0.00005; OR=2.03; 95% CI: 1.44, 2.87;*χ²=4.9, P-value=0.03; OR=1.36; 95% CI: 1.04, 1.79 
!!χ²=10.90, P-value=0.001; OR=1.60; 95% CI: 1.21, 2.11 

 

Table 4: Partner’s HIV status, age at sexual debut and respondents’ use of condom 
Overall condom-use during last sexual activity (193, 23.3%) 

Knows partner’s HIV status (n=301, 36.3%) 

Variabl

e 
Item 

HIV is a threat to human 

health 

Age started 

having sex 

Partner used condom 

(at last sexual experience) 
How often partner used condom 

Yes (%) No (%)  Mean (±sd) 
Yes  

(%) 

No  

(%) 

N/A  

(%) 

Never  

(%) 

At times 

(%) 

Every-time 

(%) 

All 243 (80.7) 58 (19.3) 20.3 (3.4) 105 (34.9) 186 (61.8) 10 (3.3) 146 (48.5) 116 (38.5) 39 (13.0) 

Age 

group 
<25 62 (25.5) 10(17.2) 17.9 (2.8) 33 (31.5) 37 (19.9) 2 (20.0) 26 (36.1) 33 (45.8) 13 (18.1) 

 22-34 133 (54.7) 31 (53.5) 20.7 (3.1) 56 (53.3) 102 (54.8) 6 (60.0) 81 (49.4) 63 (38.4) 20 (12.2) 

 
≥35 48 (19.7) 17(29.3) 21.6 (3.7) 16 (15.2) 47 (25.3) 2 (20.0) 39 (60.0) 20 (30.8) 6 (9.2) 

Marital 

status 

Single 34 (14.0) 7(12.1) 
18.9 (3.1) 

25 (23.8) 16 (8.6) 
0 

(0.0) 
9 (22.0) 19 (46.3) 13 (31.7) 

Ever 

married 
209 (86.0) 51 (87.9) 20.5 (3.4) 80 (76.2) 170 (91.4) 

10 

(100.0) 
137 (52.7) 97 (37.3) 26 (10.0) 

Parity 

0 47 (19.3) 5(8.6) 20.0 (3.1) 24 (22.9) 27 (14.5) 1 (10.0) 23 (44.2) 16 (30.8) 13 (25.0) 

1-2 114 (46.9) 34 (58.6) 20.0 (3.5) 51 (48.6) 90 (48.4) 7 (70.0) 75 (50.7) 61 (41.2) 12 (8.1) 

3-4 65 (26.8) 12(20.7) 21.0 (3.4) 24 (22.9) 51 (27.4) 2 (20.0) 33 (42.9) 32 (41.6) 12 (15.5) 

≥5 
17  

(7.0) 
7(12.1) 19.9 (3.5) 6 (5.7) 18 (9.7) 0 (0.0) 15 (52.5) 7 (29.2) 2 (8.3) 

Does not know partner’s HIV status (n=457; 55.1%) 

All 334 (73.1) 123(26.9)  19.0 (2.9) 88 (19.3) 362 (79.2) 7 (1.5) 305 (66.7) 118 (25.8) 34 (7.4) 

Age 

group 

<25 107 (32.0) 35 (28.5) 
17.8  

(2.4) 
41 (46.6) 100 (27.6) 1 (14.3) 76 (53.5) 49 (34.5) 17 (12.0) 

22-34 158 (47.3) 63 (51.2) 19.1 (2.9) 41 (46.6) 177 (48.9) 3 (42.9) 135 (61.1) 69 (31.2) 17 (7.7) 

≥35 69 (20.7) 25 (20.3) 21.3 (3.8) 6 (6.8) 85 (23.5) 3 (42.9) 73 (77.7) 14 (14.9) 7 (7.4) 

Marital Single 70 (21.0) 13 (10.6) 18.3 (3.2) 29 (33.0) 54 (14.9) 0 (0.0) 38 (45.8) 25 (30.1) 20 (24.1) 
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status Ever 

married 
264 (79.0) 110 (89.4) 19.4 (3.2) 59 (670) 308 (85.1) 7 (100.0) 246 (65.8) 107 (28.6) 21 (5.6) 

Parity 

0 69 (20.7) 17 (13.8) 18.2 (2.8) 28 (31.8) 57 (15.8) 1 (14.3) 43 (50.0) 24 (27.9) 19 (22.1) 

1-2 131 (39.2) 55 (44.7) 19.4 (3.2) 34 (38.6) 150 (41.4) 2 (28.6) 112 (60.2) 61 (32.8) 13 (7.0) 

3-4 102 (30.5) 41 (33.3) 19.6 (3.2) 23 (26.1) 117 (32.3) 3 (42.9) 96 (67.1) 39 (27.3) 8 (5.6) 

≥5 32 (9.6) 10 (8.1) 18.5 (3.1) 3 (3.4) 38 (10.5) 1 (14.3) 33 (78.6) 8 (19.0) 1 (2.4) 

Not applicable (n=71, 8.6%) 

 

Table 5: Perception and behavioral pattern of surveyed women relative to their HIV status 

Perception Behavioral pattern Item 

HIV status 

Sero-positive (n=29) Sero-negative (n=536) 

Frequency % Frequency % 

HIV is a threat to 

human health 

Yes 21 72.4 408 76.1 

No 6 20.7 62 11.6 

Don’t know 2 6.9 66 12.3 

- 

Partner used condom 

during last sexual 

intercourse 

Yes 10 34.5 145 27.0 

No 19 65.5 376 70.2 

Not applicable 0 0.0 15 2.8 

HIV is a 

threat to 

human 

health 

Yes 
Partner used condom 

at last sexual contact 

Yes 9 31.0 114 21.3 

No 12 41.4 283 52.8 

Not applicable 0 0.0 11 2.1 

No 
Partner used condom 

at last sexual contact 

Yes 0 0.0 17 3.2 

No 6 20.7 44 8.2 

Not applicable 0 0.0 1 0.2 

Don’t 

know 

Partner used condom 

at last sexual contact 

Yes 1 3.4 14 2.6 

No 1 3.4 49 9.1 

Not applicable 0 0.0 3 0.6 

Use of condom is 

vital 

Yes 4 13.8 118 22.0 

No 19 65.5 283 52.8 

Don’t know 6 20.7 135 25.2 

 
Table 6: Multivariate regression analysis 

Equation Obs. Parms RMSE R2 F P-value 

HIV threat to human health 829  8 0.71 0.0238       2.86 0.006 

Use of condom is vital 829  8 0.68 0.0209  2.50 0.015 

Knows partner’s HIV status 829  8 0.74 0.1808  25.88 0.00001 

Partner used condom 829  8 0.77 0.0707        8.92 0.00001 

Dependent variable Independent variable Coef. (r) Std. Err. t P-value 
95% Confidence 

Interval 

HIV threat to human health Highest education level        -0.07 0.019 -3.91 <0.0001 -0.11, -0.04 

Use of condom is vital Highest education level        -0.07 0.018 -4.01 <0.0001 -0.11, -0.04 

Knows partner’s HIV status 
Marital status -0.53 0.08 -6.61 <0.0001 -0.69, -0.37 

Highest education level        -0.17 0.02 -5.51 <0.0001 -0.15, -0.07 
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Ethnic background               -0.07 0.03 -2.21 0.028 -0.12, -0.01 

How often partner used condom 0.01 0.00 6.75 <0.0001 0.00, 0.01 

Partner used condom 
 

Marital status -0.25 0.08 -3.02 0.003 -0.42, -0.09 

Highest education level -0.07 0.02 -3.34 0.001 -0.11, -0.03 

How often partner                                                                                                                                          
used condom 

0.01 0.00 5.14 <0.0001 0.00, 0.01 

 

Figure 1: Map of Lagos (dotted line) and its surroundings showing communities of survey at Lekki and Ikorodu. (Source: https://www.google.com/) 

 

 

 

 

https://www.google.com/
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Figure 2: Twin-track flow chart of recruitment into the study 
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data were electronically transferred to base 

laboratory and saved as an Excel spreadsheet. 

 

2.7 Ethical approval 

Appropriate ethics committee of the State 

Government approved the study protocol and all 

respondents provided verbal informed consent. 

Respondents were also assured of the 
confidentiality of their data. 

 

2.8 Statistical analysis 

Although an extra eight respondents were recruited, 

data on these were discarded because on the 

scheduled interview date, two traveled out, one was 

away to the market, two others withdrew from the 

study for religious reasons, another two women 

were over the age of 50 years and one woman was 

hospitalized. Data were analyzed using STATA 13 

(Stata Corps, College Station, Texas 77845, USA) 

statistical software. All data were entered as 
unadjusted. Analyses carried out were frequency of 

proportions, appropriate bivariate (cross-tabulation) 

and multivariate regression analysis. Outcomes 

were given as mean (± standard deviation 

[SD]).Statistical variances between means were 

decided by Student’s t-test when comparing 2 

groups. Chi-square (χ²) test was used to determine 

the significance of differences between two or 

more than two proportions. Level of significance 

was taken as P < 0.05. Data were presented as 

Tables. 
 

3. Results and Discussion 

 

After an International AIDS conference in Durban, 

South Africa in July of 2016, the following (italics) 

was posted on Healthcare Information for All 

(HIFA) website: “Despite relative progress on 

HIV/AIDS Prevention & Treatment, Southern 

Africa remains epicenter of the Global 

Epidemic…But there are still significant gaps in 

treatment coverage for pregnant women - 

especially in West African countries like Niger & 

Nigeria with high fertility Rates” (Ana., 2016). The 

scourge of HIV is still with the human race. 
Despite a moderate level of HIV knowledge and 

awareness, regardless of the high proportion of 

women who knew where HIV can be treated, still a 

moderately high proportion of women on the 

Atlantic Ocean coastline practiced unprotected 

sexual intercourse. The question then arises: What 

drives human sexuality to disregard health hazard 

related to activity of sexual intercourse? This 

question may be asked in many different ways. 

 

3.1 Sociodemographic characteristics of 
participants. 

Majority of the respondents were aged 25-34 (406, 

49.0%), were ever married (660, 79.6%), had a 

parity of 1-2 (347, 41.8%), obtained secondary 

education (548, 66.1%) and were of Yoruba ethnic 

origin (673, 81.2%). The mean (±sd) age at first 

sexual experience was 19.4 (3.1) years (Table 1).  

The Table also shows that of the 29 women that 

were sero-positive, 16 (55.2%) were aged 25-34 

years, all (100.0%) were ever married, 20 (69.0%) 
were of parity 1-2, and 20 (69.0%) had secondary 

level education. Most respondents were women in 

child-bearing age group that is sexually active 

amongst whom 29 were HIV-sero-positive, 

especially those aged 25-34 years. As observed in 

this result, this age group also has most of the ever-

married group with parity of 1-2. This indicates 

that when a program for HIV awareness is to be 

designed, this age group should be targeted. In 

addition, for the fact that the mean age of first 

sexual experience is approximately 19 years, 

education on sex and its health burden should be 
directed mainly at youths. 

 

3.2 Knowledge of HIV Transmission by age group, 

parity and marital status. 

A total of 363 (43.8%) and 506 (61.0%) 

respondents respectively were of the opinion that 

HIV is transmitted by engaging in unprotected 

sexual intercourse with commercial sex workers or 

by a woman having sex with many men (Table 2).  

Less than half of the respondents (380, 45.8%), 

believed HIV is spread by having unprotected 
sexual intercourse with HIV positive person and 

only 200 (24.1%) of respondents knew that HIV 

can be transmitted from pregnant mother to her 

unborn child, which agrees with the first hypothesis 

of this study.  However, 473 (57.1%) and 629 

(75.9%) of the respondents respectively, disagreed 

that HIV could be spread by transfusing blood from 

an HIV-positive person to an HIV-negative person 

or from HIV-positive mother to her yet unborn 

child. These data reject the first hypothesis of this 

study and confirms that women in this geographical 

location have a moderate awareness of 
transmission of HIV disease. As a key finding, a 

high proportion of the respondents disagreed that 

HIV is not transmitted by having unprotected sex 

with a commercial sex worker. This sounds similar 

to what a report claimed, that HIV is not a sexually 

transmitted agent (Bauer., 2010). However, others 

(Simbayi et al., 2005; Campbell et al., 2011; 

Baeten et al., 2012) are of different opinions about 

Bauer’s submission and ascertain that HIV is 

transmitted by sexual contact. For example, part of 

the responses provided in an earlier study (Ekanem 
et al., 2005) was that one can contract HIV through 

“prostitutes” (commercial sex workers). Those who 

patronize commercial sex workers serve as an 

important reservoir of HIV spread to the general 

population (Stablum., 2007). People who express 

unrealistic optimism, as expressed by clients of 

commercial sex workers who engage in 

unprotected sex, may be showing the Weinstein 
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phenomenon (Weinstein., 1982) -  a hesitancy to 

acknowledge vulnerability since the danger of 

damage or injury would yield too much anxiety or 

concern. Based on this notion, the theory of one 

school of thought states: “people inaccurately 

perceive their risk because acknowledging self-
destructive behavior damages psychological well-

being” (Kershaw et al., 2003). Though many 

respondents claimed that HIV is a threat to human 

health, still only a fifth of them agreed that condom 

use prevents HIV. There appears to be a distrust of 

the efficacy of condom in this population which 

could be a pointer to what other populations think 

about condom. 

 

3.3 Perception of and behavioral attitude to HIV by 

socio-demographic characteristics 

In all, 624 (75.3%) of respondents regarded HIV as 

a threat to human health as against 61 (7.4%) that 

ascribed its cause to be witchcraft or a curse (Table 

3). Of the 429(51.8%) respondents who knew a 

center where a person with HIV can be assessed 
and treated, 226 (52.7%) were aged 25-34 years 

(52.7%), 365 (85.1%) were ever married,203 

(47.3%) had parity of 1-2 and 280 (65.3%) were 

those whose highest level of learning was 

secondary education. Thus, contrary to our 

hypothesis, a moderate proportion of women in 

coastal area were well-informed about health 

facilities offering HIV treatment services. Those 

aged 25-34 years were more than twice likely to 

know an HIV center than other age groups 

(χ²=16.4, P-value=0.00005; OR=2.03; 95% CI: 
1.44, 2.87), ever married 1.4 times than single 

women (χ²=4.9, P-value=0.03; OR=1.36; 95% CI: 

1.04, 1.79) and those with parity 1-2 were 1.6 times 

likely to know an HIV center than other groups 

(χ²=10.90, P-value=0.001; OR=1.60; 95% CI: 1.21, 

2.11). By assessing the respondents’ perception and 

behavioral attitude, the second hypothesis was also 

discarded since data showed that they have a 

relatively high perception of HIV as a threat to 

human health. The behavioral attitude of 

respondents was assessed with three short 

questions such as “withdrawal method prevents 
HIV and STDs”, “condom use prevents HIV” and 

“having sex with a virgin cures HIV.” With regards 

to the first two questions which refer to preventive 

approach, 368 (44.4%) of the respondents did not 

know whether or not withdrawal method actually 

prevents HIV/STD while only 124 (15.0%) 

believed that withdrawal method prevents 

HIV/STD. A total of438 (52.8%) respondents were 

of the opinion that condom use does not prevent 

HIV and602 (72.6%) disagreed that having sex 

with a virgin cures HIV.There is no known study of 
female commercial sex workers on the coastline of 

the Atlantic Ocean in Southwest Nigeria, though, 

the proportion is expected to be high mainly 

because hotels have sprung up on the many small 

islands on the coastline and along the international 

expressway between Nigeria and Benin Republic. 

Incidentally, this route also has the Abidjan 

Corridor which is expected to gather data on HIV 

among cross-border travelers on this route.  

 
Another interesting finding is that, although few 

women conceded that having sex with a virgin 

cures HIV, this did not resonate with another study 

that reported that many men, especially in Southern 

Africa, are now known to seek very young 

partners, assuming that they still maintain their 

virginity, thus are free from HIV; are less assertive 

thus unlikely to impose use of condom (Kaleeba., 

1991). Only 51% of the women in the communities 

of study knew where they can go for HIV test 

and/or treatment. This proportion is far below the 

80% of respondents in a South African study 
(IBBSS., n.d.) who knew of HIV testing and 

treatment centers around them. This may be 

because of high prevalence of HIV in that country 

and high awareness of the disease. It may also be 

due to the aggressive measures taken by South 

Africa to arrest the spread of HIV/AIDS in that 

country, since high mortality and socio-economic 

loss have been attributed to the spread of 

HIV/AIDS.  

 

3.4 Partner’s HIV status, age at sexual debut and 

respondents’ use of condom  

At this point, respondents were divided into two 

groups of those who were knowledgeable of their 

partner’s HIV status (301, 36.3%) and those who 
were not (457, 55.1%). The third group that 

naturally came out included those who had never 

had sexual experience and did not had a partner 

(71, 8.6%) (Table 4). There was a statistically 

significant difference (t=5.45, df, 571.9, P-

value<0.001) in the mean (±sd) age at first sexual 

experience of the group who knew their partner’s 

HIV status (20.3±3.4 years) and in the group that 

did not (19.0±2.9 years). There was also a 

substantial difference (χ²=5.84, P-value=0.02, 

OR=1.54; 95% CI: 1.08, 2.20) in the proportion of 

participants in the first group who believed that 
HIV is a threat to human health (234, 80.7%) 

compared to the second group (334, 73.1%). 

Interestingly, among those who were aware of their 

partner’s HIV status, 186 (61.8%) did not use male 

condom in their last sexual activity and about half 

of this group (146, 48.5%) never used condom at 

all during sexual intercourse. In the second group 

of women who did not know the HIV status of their 

partner, 362 (79.2%) did not use male condom 

during their most recent sexual activity while 305 

(66.7%) claimed they never used male condom 
during sexual intercourse. 

 

One major finding was that only about 21% of 

women believed condom use prevents HIV, a much 
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lower result than the South African study (IBBSS., 

n.d.) which reported that 92.2% respondent, who 

asserted protection from HIV infection by condom 

use. It is also less than the 43% respondents in a 

Tanzanian study that mentioned condom as 

preventive measure against HIV/AIDS (Kapiga., 
1995).There may be a link between condom use, 

age and education status of the woman as early 

sexual debut, which begins at less than 15 years old 

for 15% of Nigeria's youth, is common in the 

country.  

 

Factors that may contribute to the claim that 

condom does not protect against HIV infection 

across sub-Saharan Africa possibly include 

poverty, peers and partners, limited HIV 

information and education, as well as perceptions 

about HIV (Maticka-Tyndale., 2012). A meta-
analysis and systematic review reported lower risk 

of HIV transmission among couples who always 

used condoms compared to those who never or 

who infrequently used condoms (Giannou et al., 

2015). Among those who knew their partner’s HIV 

status, about 35% used condom in their last sexual 

experience and among those who did not know 

their partner’s HIV status an abysmal 19% used 

condom in their last sexual activity. An earlier 

study (FMOH c., 2010) found that the prevalence 

of condom use among women in Southwest Nigeria 
was 23.3% which was higher than the 11% 

recorded in Arusha, Tanzania (Mnyika et al.,1997). 

Documented characteristics of the condom 

included “easily ruptures”, “reduces sexual 

pleasure”, “provokes pain”, “remains in woman’s 

body”and perception of women relative to condom 

use, such as “confidence in spouse, companion or 

lover”, “time-wasting” and “religious affiliation” 

prevent its use among women (Ekanem et al., 

2005). As reported by UNAIDS, result of this 

study, as in some high-risk countries, shows a 

tendency towards less confidence in condoms 
(UNAIDS., n.d.). 

 

3.5 Perception and behavioral pattern of surveyed 

women relative to their HIV status   

Surprisingly, of the 29 women who were HIV sero-

positive, 21 (72.4%)agreed that HIV is a threat to 

human health, among whom 12 (41.4%) confirmed 

that partner did not use condom during last sexual 

intercourse; 6 (20.7%) disagreed that HIV is a 

threat to human health among who all (100.0%) 

confirmed that partner did not used condom during 

last sexual contact (Table 5). 

 

Barring those who have never had a sexual 

experience and those who did not know if HIV is a 
threat to human health or not, Table 5 shows that 

39.2% ([153+139]/745) of respondents were aware 

that HIV is a threat to human health and thus used 

condom in their last sexual experience. These 

group was 1.29 times more likely to use condom 

during sexual activity than those who disagreed 

that HIV is a threat to human health. Even among 

those who agreed that HIV is a threat to human 

health, 59.5% ([413+40]/745) of them did not use 

condom in their last sexual activity. The proportion 
of women whose partner used condom in their last 

sexual encounter was lower than that who did not 

use condom, regardless of whether or not they 

knew the HIV status of their partner and regardless 

of whether or not they were aware that HIV is a 

threat to human health. This may suppose that, in 

general, condom use in these communities is low, 

which may be a major risk factor for the 

transmission of HIV.  

 

Divergence was observed between commercial sex 

workers who usually insist on condom usage with 
clients because of lack of emotional relationship 

and a consummate relationship where condom 

usage implies a lack of commitment and trust 

(Worth., 1989). Requesting to know partner’s HIV 

status might infer suspicion of infidelity, especially 

in a matrimonial relationship in sub-Saharan 

Africa. Furthermore, almost all young women in 

sub-Saharan Africa expect to get married and raise 

a family with children. In certain instances, male 

partner wants to be sure that the woman can get 

pregnant and the woman also would like to show 
the male partners that she is productive and can 

give him a child.  

 

It was a surprise finding that all HIV sero-positive 

women in the study were ever-married. These 

women were mostly aged 25-34 years, already had 

one or two children with secondary education as 

their highest level of education attained. That HIV 

prevalence is highest among those with primary 

and secondary education is similar to The National 

HIV Prevalence Plan 2014-2015 (NACA., n.d.). 

However, results of this study was dissimilar in that 
it showed HIV prevalence being highest among 

those aged 25-34 years as against the 35-39 years 

reported in the National HIV Prevalence Plan 

2014-2015. The list of key-affected people for HIV 

– health care workers (HCWs), injection drug users 

(IDUs), young women, children, commercial sex 

workers (CSWs), men who have sex with men 

(MSM) – does not usually include married women 

(Ekanem et al., 2005).This might be because 

several sexual relationships are tolerated among 

Africans and extra-marital sexual affairs by men is 
acceptable in most of their cultures.  For this 

reason, monogamous matrimony may not fully 

shield women from HIV transmission. Ironically, 

an unmarried woman may be more protected than a 

married one because of spousal disloyalty. 

 

The mass media should provide reliable healthcare 

information to support the prevention and overall 
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management of the HIV/AIDS epidemic and other 

communicable diseases in sub-Saharan Africa. 

Sero-negative community members should be 

protected from HIV by appropriate pre-exposure 

prophylactic use of proven medications. 

 
3.6 Multivariate regression analysis 

That the respondents knew partner’s HIV status 

was the singular factor that gave a significant 

18.08% explanation to the perception of HIV in the 

community (Table 6). Educational level was the 

main predictor of knowledge that HIV is a threat to 

human health (r=-0.07, t=-3.91, P-value<0.0001, 

95% CI: -0.11, -0.04) while marital status (r=-0.53, 

t=-6.61, P-value<0.0001, 95% CI: -0.69, -0.37) and 

ethnic background (r=-0.07, t=-2.21, P-value<0.05, 

95% CI: -0.12, -0.01) were predictors of 

knowledge of partner’s HIV status. In addition, 
marital status was a predictor (r=--0.25, t=-3.02, P-

value<0.005, 95% CI: -0.42, -0.09) of condom use 

by partner of the respondents. 

 

Conclusion 

 

Perception of HIV transmission among women on 

the Atlantic Ocean coastline was relatively 

inadequate. Coastal communities may be a 

reservoir of HIV for residents, occasional tourists 

and visitors.  Condom use is one of the strategies 
adopted to limit the spread of the HIV/AIDS 

epidemic. Future research should focus on 

establishing the HIV status of communities in 

coastal populations. Health services should be 

extended to this geographical location. 

 

Research Highlights 

 

HIV sero-positivity rate in the communities of 

study was higher than the national figure. 

 

High proportion of respondents did not know that 
HIV is spread (i) by having unprotected sex with 

and HIV-positive person (54.2%), (ii) by 

transfusing blood from an HIV-positive person to a 

previously HIV-uninfected person (57.1%) and (iii) 

from HIV-positive mother to her yet unborn child 

(75.9%). 

 

Though majority (75.3%) perceived HIV to be a 

threat to human health, only 21% agreed that 

condom use prevents HIV from spreading. 

 
Condom use in last sexual activity (among women 

who knew their partners’ HIV status) was more 

common in ever-married (76.2%) than in single 

(23.8%) respondents, though condom never-usewas 

more prevalent in ever-married (52.7%) than in 

single (22.0%) respondents; Condom use in last 

sexual activity (among women who did not know 

their partners’ HIV status) was more common in 

ever-married (67.0%) than in single (33.0%) 

respondents, though condom never-use was more 

prevalent in ever-married (65.8%) than in single 

(45.8%) respondents. Of the 29 that were sero-

positive for HIV, 19 (65.5%) disagreed that use of 

condom is vital in reducing the transmission of 
HIV; of the 536 that were sero-negative for HIV, 

283 (52.8%) did not believe that use of condom is 

vital in reducing the transmission of HIV 

 

Limitations and strength 

 

This survey has some limitations that are worth 

mentioning. First, the study was designed to 

document diseases affecting females during their 

reproductive age and this unintentionally 

introduced gender bias that can influence the 

interpretation of the results and conclusion. Also, 
the geographical location of the surveyed 

communities – the rural coastline of Atlantic Ocean 

– excluded residents living in urban inner city and 

in the hinterland whose views may be contrary to 

what was expressed by survey respondents. Thus, 

the high rate of HIV observed in this geographical 

location is not representative of the rate of HIV in 

other parts of the country and among other 

communities. Caution should be exercised in 

interpreting the results and conclusion in this light. 

Furthermore, ever married women were in higher 
proportion than single women and this lob-sided 

pattern may influence the interpretation of results 

and conclusions of this study. Finally, majority of 

the respondents were of the Yoruba ethnic group of 

Southwest Nigeria whose responses may not 

denote views of other ethnic groups in the country 

and the data should be interpreted mainly from this 

perspective. Nevertheless, the strength of the 

survey lies in the fact that respondents were 

homogenous people who have been living together 

for at least ten years andthat electronic data 

gathering device was used with “check” 
programme thus limiting intra-observer errors.  

 

Recommendation 

 
An HIV/AIDS Help-desk should be established 

along the coastline, consisting of Health-workers 

and Social workers who should interact with these 

communities. Community health education on 

transmission of HIV, especially Mother-to-Child 

transmission should be stressed at health facilities 

and through radio messages and advertisements. 
A research, in collaboration with the Abidjan 

Corridor, should be conducted to find out the 

prevalence of HIV on the Atlantic coastline of 

Nigeria.    

 

A system should be put in place to find community 

members who are sero-positive and those that are 

sero-negative. Those that have progressed to AIDS 
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should be located and therapy commenced for 

them.The extent of stigmatization should be 

determined and reduced. 

 

HIV/AIDS Help-desk should be established to give 

regular education on HIV/AIDS, find out barriers 
to use of condoms and address these barriers. 

Governments, International Agencies and other 

Non-governmental organizations should show 

video films of HIV to rural coastal dwellers, 

establish rural coastal health facilities for HIV and 

sexually transmitted diseases and distribute 

preventive pre-exposure chemoprophylaxis, post 

exposure Anti-retroviral therapies (ARVs) and 

bothmale and female condoms. To reduce fear and 

stigmatization as well as creating a conducive 

climate for management of HIV disease, health 

workers should be targeted for correct information 
dissemination on the disease, role modelling and 

human right perspective (Ezedinachi et al., 2002). 

 

Funding and Policy Aspects 

 

Government and other International Agencies and 

NGOs should review policy on how best electronic 

and print mass media messages can get to these 

communities, especially the youth. This should be 

followed up with appropriate HIV messages getting 

to them. Funding should be channelled to 
qualitative research methods such as Focus Group 

Discussions, Key Informant Interviews and 

Observational studies for in-depth analysis of 

behavioural epidemiology of members of coastline 

communities. Government should provide funding 

also to establish schools, vocational studies, micro-

economy and small and medium scale industries in 

this location for development of the community. 

Bridges should be built to link these islands to the 

mainland for easy access to trade. Current 

protocols on rural/urban development should be 

extended to these communities to bring about 
improved quality of life. 
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