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ABSTRACT

Background: HIV/AIDS has evolved into one of the world's most destructive diseases.
HIV/AIDS is regarded as one of the world's most serious public health problems.
Knowledge of HIV/AIDS is important for ensuring safer conduct and lowering the risk of
contracting the disease. While knowledge about the disease is a prerequisite for
improvement, it has also been shown that increased knowledge about AIDS is not a

predictor of behavioural change.

Aim: This study identified the effects of comprehensive HIV/AIDS knowledge on the

sexual behaviour of young men in the Cape Coast Metropolis.

Methods: A cross-sectional quantitative design was employed to identify the effects of
comprehensive HIV/AIDS knowledge on the sexual behaviour of young men in the Cape
Coast Metropolis. The study population used young men between the ages of 10-24 years
and permanent residents of the Cape Coast Metropolis. A multi-staged sampling technique
was used to recruit 198 respondents at their respective households. Parents and guardians
consented for those less than 18years to respond to the questionnaire for the study.

Result: About thirty-four percent of the sampled population did not have comprehensive
knowledge of HIV/AIDS while about 32% had high comprehensive knowledge of
HIV/AIDS. Out of the 198 sampled young men in the study area, 122 representing 61.6
percent have ever had sexual intercourse. 76 out of 122 reported that they had their first
sexual intercourse when they were between the ages of 15-19 years. Some common forms
of sexual practices that were reported among young men in the Cape Coast metropolis were
oral sex (24.2%), vaginal sex (71.0%) and multiple sexual partnership (71.2%). Only 24.2
% reported frequent use of condom during sexual intercourse while non-use of condom

was really high among young men (75.8%).
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non condom use and multiple sexual partnership and 3. condom use with multiple sexual
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CHAPTER ONE

INTRODUCION
1.1 Background to the Study

HIV/AIDS has evolved into a world destructive disease. HIV/AIDS is regarded as one of
the world's most serious public health problems (World Health Organization [WHO],
2018). Since the Millennium Development Goals were established in 2000, the global
response to HIV has prevented 45 million new HIV infections and nearly 10 million AIDS-
related deaths (SDG Report, 2018). As at 2020, 36.1 million people had been infected with
HIV (UNAIDS, 2020).

The effect of HIV/AIDS has alarmed policymakers because it threatens to stifle
socioeconomic development by increasing morbidity and mortality among people in
productive age groups (UNAIDS, 2020). Furthermore, at the global level, there is a
negative relationship between the levels of human welfare as calculated by Ha et al. (2020).
With little above 10% of the entire population of the world, sub-Saharan Africa stands as
the territory badly affected by the HIVV/AIDS epidemic, with the highest rates in Southern
Africa (UNAIDS, 2020). In 2019, nearly 71 percent of the estimated 35 million people
having HIV/AIDS globally lived in sub-Saharan Africa.

Thus, the total number of years individuals can live in sub-Saharan African region has been
reducing since HIV/AIDS found its way into the region. Increased death rates, coupled
with, over dependence and low work output have resulted into poverty in many low- and
middle-income countries (Guure et al., 2020).

Due to the physical, psychological, social, and economic factors, young people are

especially prone to HIV infection (Guure et al., 2020). Issues on sexual exploits can be



viewed from two perspectives: the protective or risky sexual behaviour (Ajayi & Okeke,
2019). Protective sexual behaviours are, consistent use of condom, abstinence and sexual
fidelity that prevent unwanted pregnancies and infections mainly acquired through sexual
intercourse (Ajayi & Okeke, 2019).

On the other hand, risky sexual behaviours denote behaviours such as having more than
one sexual partner, non-use or infrequent condom use, or having sex which greatly
increases susceptibility to unwanted pregnancies and infections (Darteh, 2020). Thus,
indulging in sex without condom, as well as having several sexual partners, escalates the
level of risk among young people (Ajayi & Okeke, 2019).

Sex has been identified as the major mode of transmission of HIV in SSA (UNICEF, 2019).
On the other hand, the availability of antiretroviral therapy (ART) has mitigated the effect
of the disease into a medical condition that can be managed leading to a decline of the total
deaths occurring from AIDS and HIV incidence generally (Odimegwu, Somefun &
Chisumpa, 2019).

Even though HIV infection can be transmitted in a variety of ways, heterosexual
intercourse is the most common method in Sub-Saharan Africa (SSA). As a result,
individual sexual activity influences the rate at which HIV infection spreads in the African
population. To effectively avoid further HIV cases, safe sex, especially among young
people, is critical (Dartey, 2020).

It is worth noting that, risky sexual behaviours vary within the sexes among young people
(Odimegwu, Somefun & Chisumpa, 2019). On one hand, males are more prone to having
sex with more than one partner; on the other hand, females usually stand a greater chance

in engaging in sexual intercourse at an earlier age (Amo-Adjei & Tuoyire, 2018). Risky



sexual behaviours continue to vary by the educational attainment of the individual and their
income (Maonga, Gondwe & Machira, 2018). The elements that impact risky sexual
behaviours, affects the attainment of the 90-90-90 agenda for HIV (UNAIDS, 2018),
especially in regions like sub-Saharan Africa (SSA). The pressure to indulge in sex at a
younger age, unsafe sex, bullying, the compulsion to have a child, non-availability of
reproductive health facilities that are user-friendly, misconceived condom expectations,
low personal risk evaluation, and low estimation of one’s ability, and lower precautionary
actions on the part of the individual are all factors.

Knowledge of HIV/AIDS is important for ensuring better conduct and reducing the risk of
getting HIV/AIDS (Guure et. al., 2020). While having appropriate knowledge on
HIV/AIDS is very important for improvement, available evidence has also been shown that
having adequate knowledge on HIV/AIDS is not an automatic indication of behavioural
change. Adolescents in Ghana have a lack of knowledge about HIV and other STls, and
there is scarcity of literature in this field (Dickson et al., 2021).

In essence, Dartey, Dickson and Doku (2019) gathered data on several SSA countries’
women’s basic knowledge of HIV/AIDS, its aetiology, transmission, preventive methods,
and sexual activities. They discovered that, despite the participants' mean score of 7.7 out
of 12 on HIV/AIDS awareness questions, there was an unsteady level of literacy on AIDS
with substantial gender differences. Although learners were able to recognize how the
disease is transmitted with its preventive modalities, they were not well informed on the
organism that causes HIVV/ AIDS (Dickson, Ameyaw & Darteh, 2020).

According to the Ghana Demographic Health Survey (GDHS) conducted in 2008 and 2014,

98 percent of women and 99 percent of men respectively in Ghana were aware of HIV



(GDHS, 2014). In the 2014 GDHS, 97.9% of men aged 15 to 24 reported that they are
aware of HIV/AIDS. However, one quarter of the female population and males totaling
33% between the ages of 15 to 24 years qualified as having comprehensive knowledge of
HIV, indicating that this has not translated into comprehensive knowledge and healthy
sexual conduct (UNAIDS, 2020). This has health implications for the prevention and
transmission of HIV/AIDS, as well as policy formulation.

The HIV epidemic in Ghana is generalized, in 2016 the prevalence was 2.4 percent, up 0.6
percent from 2015. Many people believed that attempts to minimize new infections were
succeeding in 2014, when the median HIV prevalence, was calculated by the HIV Sentinel
Surveillance Survey (HSS), as 1.6. However, there has been a steady rise since 2014,
necessitating a closer examination. The prevalence of HIV in different regions has also
changed in recent years. For example, prevalence rates in the Brong Ahafo region, which
was previously about 1%, jumped to 5.95% in 2019 (National AIDS/STI Control

Programme (NACP), 2020).

1.2 Statement of the Problem

Stopping and reversing the HIV outbreak by 2030 is one of the main goals of Sustainable
Development Goals. A variety of variables, such as HIV rates in young people, rates of
using condom, and awareness of HIV and AIDS, are used to track progress toward this
goal. As a result, having more than one sexual partner is known to be among the primary
causes of HIV transmission in sub-Saharan Africa (Dickson et al., 2021).

Furthermore, males and females 15-24 years are at an increased susceptibility of acquiring
HIV, with three in every ten new HIV infections among adults occurring in this age group

(UNICEF, 2020). Therefore, it was necessary for this study to focus on young people.



Without intervention, UNICEF estimates that new infections will slowly rise over the next
decade, reaching 3.5 million by 2030, a 13 percent annual increase (UNICEF, 2020).
Multiple sexual partners put young people at risk of contracting HIV/AIDS. While
comprehensive HIV/AIDS knowledge alters sexual behaviour in young men, there is little
research on the effect of comprehensive HIV/AIDS knowledge on risky sexual behaviour
in young men in Ghana.

Not too many studies have been conducted in the case of Ghana to access the knowledge
on HIV/AIDS and the practice of risky sexual behaviours among young people. The ones
that have been conducted either looked at only the knowledge of HIVAIDS among young
people (Darteh, 2020; Fenny, Crentsil & Asuman, 2017) and only the risky sexual
behaviours among young people without combining the two. However, Dickson et al.
(2021) looked at comprehensive knowledge on HIV and RSB among young people in sub-
Saharan Africa (SSA). Their findings have no significant mention of the incidence in
Ghana without any primary data hence the need to fill this knowledge gap in research. This
study is being conducted to determine the knowledge level on comprehensive HIV/AIDS
among young men in Cape Coast metropolis; find out the sexual practices of young men
and investigate the effects of comprehensive HIV/AIDS knowledge on risky sexual
behaviour among young men in the Cape Coast metropolis.

It is also worthy to note that, almost all studies conducted in this area relied on secondary
data from the GDHS 2008 and 2014 which may be outdated because of the rapid changes
in time. Hence, to provide a comprehensive report on the realities pertaining to this area of

research, this study sought to utilise primary data.



1.3 Objectives of the Study
1.3.1 General Objectives
This study aimed to identify the effects of comprehensive HIV/AIDS knowledge on the
sexual behaviour of young men in the Cape Coast Metropolis.
1.3.2 Specific Objectives
Specifically, the study sought to:
1. determine the comprehensive knowledge level on HIV/AIDS among young men
(10-24 years) in the Cape Coast metropolis.
2. determine the sexual practices of young men (10-24years) in the Cape Cost
metropolis.
3. determine the effects of comprehensive HIV/AIDS knowledge on risky sexual

behaviour.

1.4 Research Questions
1. What is the knowledge level on comprehensive HIV/AIDS among young men in
the Cape Coast metropolis?
2. What are the sexual practices of young men in the Cape Coast metropolis?
3. What are the effects of comprehensive HIV/AIDS knowledge on risky sexual
behaviour?
1.5 Justification
This study is expected to contribute to literature, practice, and policy. The findings of this
study are expected to provide the public, the Ghana Health Service and other stakeholders
such as the National AIDS Control Program (NACP), Ghana AIDS Commission (GAC)

with information on the comprehensive knowledge of young men in the Cape Coast



Metropolis. Thus, it will aid the Ghana Health Service to provide opportunities to increase
education on the prevalence of HIV/AIDS and its accompanying effects. Also, this study
will act as bases for further studies in understanding risky sexual behaviours among young
men in the metropolis. Lastly, the findings of such a study will contribute to the discourse

on promoting HIV and AIDS protective behaviours.

1.6 Conceptual Framework
The conceptual framework depicts the graphical representation of the relationship between
the variables employed for the study. Figure 1 represents the framework for the study’s

objectives.



Figure 1: Conceptual Framework

Comprehensive

HIV/AIDS Knowledge

Sociodemographic factors

Age
Education
Wealth
Marital status
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Risky sexual behaviour
Condom use

Number of sexual partners

Sexual practices
Age at first sex

Alcohol use

Figure 1: Framework of factors used to measure the effect of comprehensive

HIV/AIDS knowledge on sexual behaviour of young men

1.6.1 Narrative Summary

This framework explains the relationship among the variables used for the study. Thus, this

research work sought to investigate the effect of comprehensive knowledge of HIV/AIDS

on sexual behaviour of young men. From the framework, risky sexual behaviour is

considered as the dependent variable and measured by the number of sexual partners that

one has, and condom use. From previous literature, Dickson et al. (2021) identified

multiple sexual partners as one of primary drivers of HIV infection. Maonga et al. (2018)

also found that risky sexual behaviours continue to change across the different levels of

education and income. Furthermore, Ajayi and Okeke (2019) asserted that patterns such as




having sex without the use of condom, having numerous sexual partners among young
people heightens the propensity of risk on a sexual behavioural scale. Thus, the framework

is believed to paint the pictorial relationship among the variables derived.

From Figure 1, socio-demographic characteristics such as age, education, wealth, marital
status, and occupation has a relationship with risky sexual behaviour. Again, sexual
practices such as age at first sex, and alcohol use influences risky sexual behaviours which
is determined by condom use and the number of sexual partners . From the same figure,
risky sexual behaviour such as condom use, and number of sexual partners is influenced

by comprehensive knowledge on HIV/AIDS.



CHAPTER TWO

LITERATURE REVIEW
2.1 Introduction

This chapter presents the review of relevant literature pertaining to this study. Thus,
literature presented in this chapter include prevalence of HIV globally, in Sub-Saharan
Africa and Ghana. It covers interventions to reduce HIV in Ghana, risky sexual behaviour,
prevalence of risky sexual behaviour, effects of risky sexual behaviour on HIV prevalence,
comprehensive HIV knowledge, socio-demographic factors affecting risky sexual

behaviour and sexual practices among young men.

2.2 Global HIV Prevalence

Adolescents and young people form a greater proportion of individuals having HIV
worldwide. In 2020 alone, 410,000 individuals from 10-24 years were firstly diagnosed as
having HIV infection, of whom 150,000 were adolescents between the ages of 10 and 19
(UNICEF, 2020). Globally, in 2020, there were 37.7 million people [30.2 million — 45.1
million] people living with HIV. Out of this number, 36.0 million [28.9 million — 43.2
million] were adults, 1.7 million [1.2 million- 2.2 million] were children (0-14 years).
Approximately, 53% of all people living with HIV were women and girls (UNAIDS,
2021). Seventy three percent of individual having HIV in 2020 were getting antiretroviral
drugs for their condition. According to WHO (2020), the overall approximated adult (15-
49 years) HIV prevalence has been reducing since the epidemic’s peak in the year 2000

and gradually becoming stable in recent years.
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2.3 Prevalence of HIV in Sub-Saharan Africa

According to the UNAIDS (2018), females aged 15-24 years in Sub-Saharan Africa (SSA)
have twice the risk to contract HIVV comparing to males of the same age cohort. Among the
36.7 million PLHIV, UNAIDS estimate that 25.6 million live in SSA. Malawi is a known
low-income country within the southern part of Africa and recorded within the categories
of countries with the highest cases of HIV among adults (15-49 years) at 9% contributing
with about 38,000 people of newly certified HIV cases in 2018 according to UNAIDS
(2018). A National HIV survey in Cameroon demonstrated that 3.7% of adults (15-49
years) are living with HIV representing approximately 500, 00 individuals (Mbanya, Sama

& Tchounwou, 2018).

Data from UNAIDS show that with 7.7 million HIV-positive people, South Africa has the
world’s largest HIV epidemic. The general population has a high HIV prevalence rate of
20.4 percent. Males who have sex with men, transgender women, sex workers, and those
who inject drugs have extremely high rates (UNAIDS, 2019). Data from the World Health
Organization (WHQO) fact sheet shows that, the national prevalence of HIV among
individuals between the ages 10-19(adolescents) and 15-49 years adults aged in Tanzania
is estimated to be 4.8% (WHO, 2019). Additionally, the total number of cases recorded

among females is greater compared to the males (6.2% versus 3.7%).

Zambia saw a national HIVV/AIDS epidemic with a prevalence rate of 11.3% among 15
years to 49 years adults as of 2018(UNAIDS, 2019). The country also recorded an annual
decline in HIV cases from 60,000 in 2010 to 51, 000 in 2019 across all ages. Estimates

from Kenya showed a decline in adult (15-49) HIV prevalence from 7.1% in 2007 to 5.6%

11



in 2019 (National AIDS and Sexually Transmitted Infection Control Program, 2020).
Nigeria had an HIV prevalence of 1.4% among adults aged 15-49 years. Previous estimates

had indicated a national HIV prevalence of 2.8% (NNAC, 2020).

Rwanda also experienced a generalized epidemic, witha 3.1% HIV prevalence rate among
adults ages 15 to 49years (UNAIDS, 2020). A study by Biressaw, Tilaye and Melese (2021)
in Ethiopia to group HIV patients and identify elements that directly increases the
prevalence of HIV within a group indicated a prevalence of 1.55% in Ethiopia.Badru et al.,
(2020) showed that 0.6% of young men tested positive for HIV during their survey. Also,
a higher number of HIV cases was recorded among residents who lived in rural
communities than those in urban communities (0.9% vrs 0.0%). The HIV prevalence

between males and female were also different, males (0.8%) and females (0.4%).

2.4 Prevalence of HIV in Ghana

A current report by the Ghana AIDS Commission (GAC) (2021) revealed that the country’s
HIV prevalence is 1.68%. It also added that out of approximately 30.8 million people living
in Ghana, 346,120 are documented to have tested positive for HIV with 18,928 new
infections in 2020.0ut of the 18,928 new infections recorded, adults (age 25years and
above) constituted 53%, young people (age 15-24 vyears) and children (0-14yrs)
representing 28% and 19% respectively. The figures revealed that females have the highest

percentage of 83% as against 17% for males.

2.5 Interventions to reduce HIV in Ghana
2.5.1 HIV Testing

HIV testing is the first step to HIV prevention, treatment, care, and support services and to
achieving the first 95 of the fast-track strategy by the year 2030. The Ghana AIDS

12



Commission estimated in 2020 that 63% of the 346,120 PLHIV population knew their HIV
status.

2.5.2 HIV Prevention Activities

Unsafe sexual practices are widely recorded among young people resulting in unplanned
pregnancies and STI’s including HIV/AIDS (Chandra-Mouli, Svanemyr, Amin,Fogstad,
Say, Girard,& Temmerman,2015).Condoms are the only available method that inhibits
unintended pregnancy and infection obtained through sexual intercourse like HIV.
Generally, one of the most efficient methods used during sex and highly depended on by
its users are condoms. Both male and female condoms have been identified as goods and
can be purchased anywhere without necessarily being prescribed by a health worker;
particularly, male condoms can be purchased at minimal cost and obtained easily

(Beksinska, Wong, & Smit, 2020).

Peer education is a model for reducing HIV infections and enhancing health globally
(Medley, Kennedy, O'Reilly, Sweat, 2009). Peer educators are from a similar age cohort
as those who are at risk and deployed to persuade individuals within the group to modify
risky sexual behaviours. Peers have the propensity to alter the behaviour of other people
within their cohort because these educators can easily gain the trust of the others in the
group. This gives room for free interaction on sensitive topics (Simoni, Nelson, Franks,
Yard, & Lehavot, 2011). A study by He et al., (2020) showed a good impact of peer

education on increased use of condom especially among high-risk group.

13



2.5.3 WHO “treat all”

In September 2016, the Government of Ghana adopted the World Health Organization
(WHO) policy of “treat all” — which is the provision of antiretroviral treatment (ART) to
all people living with HIV (PLHIV) irrespective of their cluster of differentiation 4 (CD4)

count, previously used as a cut off to start treatment.

2.6 Risky sexual behaviour

Risky sexual behaviour (RSB) is defined in several ways. The commonest explanation is
that it is a behaviour that heightens the vulnerability of a person to sexual and reproductive
health problems like sexually transmitted infections (STIs) including HIV/AIDS, unwanted
pregnancy, abortion, and psychological distress (Tadesse, 2015). RSB includes having sex
at a young age, having sex with multiple sexual partners (MSP), having sex while using

drugs or alcohol, and unprotected sexual behaviour.

The risk of developing a sexually transmitted infection (STI) rises when you have Risky
sexual behaviour (Muche, Kassa, Berhe & Fekadu, 2017). Continuous and efficient use of
condoms can confer protection from diseases that are normally transmitted through sex
such as HIV (UNFPA, WHO and UNAIDS, 2015). However, there is evidence that
condoms are frequently misused and that there are numerous impediments to their use.
Consistent and non-condom use has been linked to issues with condom ‘fit and feel’,
erection problems, unfavourable attitudes and diminished feeling and sexual enjoyment,

according to research (Sanders, Yarber, Kaufman, Crosby, Graham, & Milhausen, 2012).

Incomplete condom use (not using condoms from start to finish of penetrative vaginal or

anal intercourse), which is more typically stated by men who report bad condom

14



experiences reduces condom effectiveness (Sanders et al., 2012). Several studies have
reported the merits of appropriate and regular condom use decreases young people’s risk
of HIV (Cleland & Ali, 2006; Valadez et al., 2014; Widman, Noar, Choukas-Bradley, &
Francis, 2014). However, from several studies, only a few young Ghanaians use condoms
consistently (Abdul-Rahman, Marrone, & Johansson, 2011; Bingenheimer & Stoebenau,
2016; Krugu et al., 2017). Regular condom use during sexual intercourse is low in SSA
(Liang, et al., 2019). This heightens the possibility of the transmission of sexually
transmitted infections including HIV (Morales et al., 2019). Darteh and Nnorom (2012)
reported that the estimate of using condom during first sexual experience was 46.2%

among young people who had one sexual partner in Ghana.

Similar trends were also seen in Ethiopia. Second year university received education on
HIV and the first-year students did not receive any education on HIV. After the
intervention, a study was conducted and the results showed that 74% of the second-year
students who received the intervention (education of HIV) used condoms during sex as

compared to 59% of the first-year group (Sahile, Mekuria & Yared, 2015).

2.7 Prevalence of risky sexual behaviour

In Aksum Town of North-West Ethiopia, the prevalence of risky sexual behaviour among
young people was found to be 17.2% (Srahbzu & Tirfeneh, 2020). Also, Geremew et al.,
(2020) found the overall prevalence of risky sexual behaviour in North-West Ethiopia
among young people to be 27.5%. A meta-analysis on risky sexual behaviour among male
youths reported that 75% of them engaged in risky sexual behaviour such as non-condom

use, and intake of alcohol before sexual intercourse (Berhan & Berhan, 2015).
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A review by Amare, Yeneabat and Amare (2019), reported the prevalence of risky sexual
behaviour among young college and university students to be 41.6%. Similarly, Watsi and
Tarkang (2020), in a cross-section study in Ghana to identify demographic determinants of
risky sexual behaviour among young students found the prevalence of risky sexual
behaviour to be 41.5%. Awolugutu in his study found that 32% of respondent were
involved in risky sexual behaviour in the Central Region. Similarly, a study by Godsway
(2020) found the prevalence of risky sexual behaviour as 12% among senior high students

in the Ho municipality of Ghana.

2.8 How risky sexual behaviour affects HIV prevalence

RSB and the associated exposure to infection are one of the major causes of preventable
mortality in middle low-income countries including Ghana. The risk of contracting HIV
infection is increased by unprotected sexual practices and multiple sexual partnerships
(Mudhovozi, 2011). Risky sexual behaviour has a direct relationship with HIV prevalence.
Involvement in risky sexual behaviour may promote the risk of getting HIV and

consequently increase the number of HIV cases (Geremew et al., 2020).

2.9 Comprehensive HIV Knowledge

According to Ghana Demographic and Health Survey Report (GDHS,2014),
comprehensive HIV/AIDS knowledge is defined as knowing the two most common
preventive methods (having sex with only one faithful uninfected partner), knowing that a
healthy-looking person can have HIV and be able to reject two most local misconceptions
about HIV transmission (sharing of food and mosquitoes). This can be said that, having

comprehensive knowledge on HIV/AIDS requires answering all questions correctly. Most
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studies have referred to comprehensive knowledge of HIVV/AIDS as a dichotomous variable
(Blashill, Bedoya, Mayer, O’Cleirigh, Pinkston, Remmert & Safren, 2015; Ssewamala,
Karimli, Torsten, Wang, Han, llic & Nabunya 2016; Lopez, Shacham, & Brown, 2018). In
these studies, “yes” is given if all five questions are answered correctly and “no” if all the

questions are not answered correctly by the individual answering the questions.

Sahile, Mekuria and Yared (2015), defined comprehensive knowledge of HIV/AIDS as
knowing HIV transmission method and rejecting two major myths and misconceptions,
HIV transmission by mosquito bite and from eating raw meat prepared by a person infected
with HIV. They further explained that comprehensive knowledge of HIV prevention means
knowing abstaining from sexual intercourse, condom use, and limiting sex partner to

uninfected partners prevent HIV.

Comprehensive correct HIV/AIDS knowledge is defined as correctly identifying the two
major ways of preventing the sexual transmission of HIV and reject the most common
misconceptions about HIV transmission. Similarly, Agegnehu et al., (2020) defines
comprehensive knowledge of HIV/AIDS as the correct knowledge of two mechanisms to
prevent HIV and rejection of three misconceptions about HIV (Elbadawi & Mirghani,
2016). Approximately, only 28% of young women and 34% of young men had
comprehensive knowledge on HIV/AIDS prevention in SSA between 2012 and 2017

(UNAIDS, 2018).

In Nigeria, 34.3 % of the participants had comprehensive knowledge on HIV (Ajide &
Balogun, 2018). It was further reported from the same study that the males had lower

comprehensive knowledge on HIV compared to their female counterparts. This is different
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from the Ghanaian picture which males have higher comprehensive HIV/AIDS knowledge

as compared to their female counterparts (GDHS, 2014).

A study used data from the weighted sample of 4,095,447 youth (15-24 years old) who
have known or nursed someone with HIV/AIDS from the Fourth South African National
HIV, Behaviour and Health Survey (FSANBHS) (2012). According to the findings, one-
quarter of the people had a 75 percent accurate understanding of the infection, while just
10% had a 100 percent exact understanding (De Wet, Akinyemi & Odimegwu, 2019).

Badru et al., (2020) studied 1,818 young adolescent, using data from the 2017 Akwa Ibom
AIDS Indicator Survey to analyse comprehensive HIV knowledge, stigma and HIV risk
perceptions highlighted a significant low levels of comprehensive HIV knowledge (9.4%)

among young adolescents.

2.9.1 Effect of comprehensive HIV knowledge on risky sexual behaviour

Good knowledge about HIV has been associated with the intention to engage in low-risk
sexual behaviour. Good knowledge on HIV empowers young people to refuse to be
involved in any kind of risky sexual behaviour including transactional sex (Ajide &
Balogun, 2018). On the other hand, risky sexual behaviour has also been seen in areas with
higher HIV knowledge. A study conducted among young people aged 10-24 years revealed
that, irrespective of the fact that general HIV knowledge was very high, risky sexual
behaviour among young Ugandans remained high (Palomino-Gonzales, Kadengye &

Mayega, 2019).

Furthermore, Darteh, Dickson and Amu (2020) conducted a study using secondary data

from Ghana Demographic and Health Survey and Kenyan Demographic and Health Survey
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to understand the sociodemographic factors influencing young people’s risky sexual
behaviour. The study revealed that, although HIV/AIDS knowledge of the young males
and females was common, it was realized that risky sexual behaviour was very high in this

age cohort.

An inverse relationship between comprehensive HIV/AIDS knowledge and risky sexual
behaviour was identified in Nigeria among young people. Young people with higher HIV
knowledge had lower risky sexual behaviour, showing the relevance of adding
interventions to increase HIV knowledge in HIV prevention programmes (Pharr et al.,
2020). Results from a study in SSA reported that between 2010 and 2018 in 28 SSA
countries found that, 40% of young men and 54.4% of young women engaged in risky
sexual behaviour. Furthermore, the study found that young men and young women who
had comprehensive HIV and AIDS had lower odds of engaging in risky sexual behaviour
contrary to those who had no comprehensive HIV and AIDS knowledge (Dickson et al.,

2021).

2.10. Socio-demographic factors influencing risky sexual behaviour

Socio-demographic factors are individual level factors that distinguishes an individual
from others. These factors can either protect or increase susceptibility to indulging in risky
sexual behaviours. Gender, grade, religiosity, peer pressure, parental value of children,
parent-child communication, school attachment, the use of alcohol and other drugs such as
marijuana and tobacco have all been linked to risky sexual behaviour (Amoateng, Kalule-

Sabiti & Arkaah, 2014).

19



Demographic factors such as age, education level, residence, wealth index, have been
described as element that affect how young people behave sexually (Sekyi-Dickson et. al.,

2021; Oginni et. al., 2017; Badru et. al., 2017; Seidu et. al., 2020; Darteh et. al., 2020).

Education to some extent confers protection for young men. It enhances the ability to read
and understand basic information on HIV/AIDS in pamphlets, billboards, newspaper
articles, and health briefs. School enrolment was found to also confer protection against
females being sexually active and males having multiple sexual partners (Ishida, Stupp &
McDonald, 2011). Males found within the least wealth percentile had a lower probability
than those in the highest wealth percentile to have had multiple sexual partners. Young
females who do not access formal education and characterized by lowest family wealth

index, also engage in more risky behaviour than other girls (Geremew et al., 2016).

A study among female youth by Amoateng (2019) showed that females who had attended
secondary school or higher had a reduced chance of indulging in risky sexual behaviour
compared to those with primary and no schooling at all. The study by Amoateng (2019)
also showed that females within the lowest class of wealth had a higher probability to
engage in risky sexual behaviour. Kangmennaang, Mkandawire and Luginaah (2019) from
their study in Ghana, Central African Republic (CAR) and Eswatini showed that the age at
first sex of the study respondents determined risky sexual behaviour among respondents
from Ghana and Eswatini. Contrarily, age at which young people had their first sex did not
have any influence on risky behaviour among respondents from Central African Republic.
Low socio-economic status was also identified as a positive predictor for risky sexual

behaviour among young females from Ghana, Central African Republic and Eswatini.
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Also, risky sexual behaviour among young people was significantly associated with age,
level of education, wealth status and religion. Among males and females in Ghana, the
odds of sexual risk-taking behaviour were higher among those who were employed than
those who were unemployed. The opposite was seen in Kenya, males and females who had
jobs had a lower probability of indulging in risky sexual behaviour than their colleagues
who had no jobs (Darteh, Dickson & Amu, 2020). Srahbzu and Tirfeneh (2020) in Ethiopia
identified factors such as poor social support, staying alone without relatives, lack of

parental care and taking in alcohol to be statistically associated with risky sexual behaviour.

A study in Nigeria by Olorunsola, Muyibi, Irabor, Adetunji, Ismail and Ogunniyan (2021),
to investigate patterns and factors affecting sexual behaviour among young adolescents
revealed that predictors of risky sexual behaviour were not having tertiary level of
education, lower social class, and conflict-oriented family types. Another study in Ethiopia
conducted among sexually experienced secondary school students (15-24 years) revealed
that sex, father educational level, drinking alcohol, perceived peer pressure, conversing
with parents and perceived parental supervision were significantly associated with RSB

(Wakasaa, Oljirab, Demenab, Regassab & Dagac, 2021).

2.11 Sexual practices among young men

Sexual practice can be explained as any activity, solitary or between two persons, or in a
group that induces sexual arousal (Teferra, Erena & Kebede, 2015). Transitioning from
childhood to adulthood is demonstrated by variations in the body, psychology and sexual
behaviours occurring from surge in hormone production. During this time, the increased
production of androgens leads to increased sexual behaviour, contributing to early

initiation of sexual activity. Unprotected sexual contact, early sexual debut, multiple
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concurrent partners, accidental pregnancies, unsafe induced abortion, and HIV infection

are some examples and effects of risky sexual practices.

Sexual maturation is one the stages that young people go through. This stage is depicted
by expectancy toward the first sexual experience (Olesen et al., 2012). Young people are
placed in the situation to take decision on whether to initiate sex at an earlier age or decline
such experiences. This increases vulnerabilities especially when there are no support
systems around leading to subsequent risk behaviours later in life (Gambadauro, Carli,

Hadlaczky, Sarchiapone, Apter, Balazs, & Wasserman, 2018).

Early maturity has been associated with a decline in the age at first sexual intercourse.
Young men commencing sex at an earlier age stand a greater chance to experience risks of
poor sexual and reproductive health outcomes such as HIV and subsequent risk behaviours
later in life, including having multiple sexual partners as compared to those who do not

start sex early (Falb, Annan, Kpebo, Cole, Willie, Xuan & Gupta, 2015).

The age at which young people begin to engage in sexual activity varies by gender and
country. According to recent data from four nations in Sub-Saharan Africa, a significant
minority of young people aged 12 to 14 years were already sexually active. Several authors
have reported varying mean ages for sexual debut. For instance, Lohman and Billings
(2008) recorded age 14 years as age of sexual initiation. Also, Dartey and Nnorom, (2012),
Nwondah and Albere, (2018) and Asare, Aryee and Kotoh, (2019) reported initiation of

sex at age 15 years.
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First sexual initiation could be done with full consent or under coercion as observed among
young men in places like Botswana (Letamo & Mokgatlhe, 2013). However, a study in
Ghana showed a smaller group consenting for their first sexual debut. The intriguing thing

is that most of these sexual debuts are without condoms (Asare, Aryee & Kotoh, 2020).

A study in Ghana among 15-24 years reported that 50.4% were sexually active, and 77.3%
of them initiated sex after 15 years (Asare, Aryee & Kotoh, 2019). Sexual debut was mostly
consensual (94.6%), without use of condom (66%) and only 10.3% had multiple sexual
partners. Also, sexual practices among young people aged 16-24 years from Botswana
found that males were more likely to report engaging in sex before age 15 years and having
more than two partners in the last 12 months (Chakalisa et al., 2019). The picture in Kenya
was no different as it was discovered that above fifty percent of individuals (59.4%) had
once had sex before. About 41.2% had their first coitus within the age of 15-19 years, while
a total of 14% had their sexual debut at age 7-14 years. Only 32.5% had used condoms
consistently in the last 12 months. The male gender was associated with history of having
multiple sexual partners (Mbuthia, Wanzala, Ngugi & Nyamogoba, 2019). Geofrey and
Malinga (2020) in Kenya showed that, 63-77% reported using condoms inconsistently; 53-
55% reported having sex before they were 18 and 8-10% reported having multiple sex

partners.

Substance-use disorders is mostly linked to high-risk sexual behaviour (HRSB). For
example, certain authors have shown that after the taking in of alcohol, an individual may
indulge into several types of risky behaviours, such as involvement with many sexual
partners and failing to remember to use a condom while having sexual intercourse or

simply using it in an inappropriate manner (Boisvert, Boislard & Poulin, 2017). Alcohol
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singly may enhance a social environment where one is more likely to indulge in having
sexual intercourse without the use condom. It has also been proven such behaviours usually

co-occur with several forms of deviant behaviours.
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CHAPTER THREE

METHODS
3.1 Introduction

This chapter will present the methods employed to provide responses to the research
questions. Thus, this chapter will pay attention to the design adopted for this research
works, the area the study was carried out, the sample size, variables for this research work,

the data collection instrument, data collection procedures and data analysis procedures.
3.2 Study Design

A cross-sectional design was employed to identify the effects of comprehensive HIV/AIDS
knowledge on the sexual behaviour of young men in the Cape Coast Metropolis.

3.3 Study Area

The study area for this study was the Cape Coast Metropolis. Cape Coast is one of the 23
districts and the only metropolis in the Central Region. Cape Coast has the following
boundaries, the Gulf of Guinea forms the southern border, Komenda Edina Eguafo Abrem
to the west, Abura Asebu Kwamankese District at the east and Twifo Hemang Lower
Denkyira District forming the northern border. The metropolis covers an approximated
area of 122 square kilometres. Cape Coast is divided into two administrative sub-
Metropolitan Districts that is Cape Coast North and South. The north and south have three
and four zones respectively. Each of these zones is made up of several communities. The
Cape Coast Metropolis is located in the Central Region of Ghana and it was selected for
this study due to the high number (99.4%) of men who were aware or have heard about
HIV/AIDS but the region is considered among other regions with records of high cases of

HIV/AIDS and teenage pregnancy due to the practice of risky sexual behaviours.
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3.4 Study Population
The study population for this research work were young men from the ages of 10-24 years

and are permanent residents of the Cape Coast Metropolis.

3.5 Study Variables
3.5.1 Dependent variable

In this study, risky sexual behaviour is the dependent variable. This was measured in three
categories 1. non condom use and one sexual partnership, 2. non condom use and multiple
sexual partnership and 3. condom use with multiple sexual partnership. In this regard,
respondents with one sexual partner and does not use condom during sex and or respondent
with multiple sexual partners and does not use condom during sex and or respondent who
has multiple sexual partners but uses condom during sex were all classified as risky sexual
behaviour. Non risky sexual behaviour in this context is defined as respondent not having

sex and or having one sexual partner and consistent condom use during sex.

3.5.2 Independent variables

The study used comprehensive HIV/AIDS knowledge as the key independent variable.
Other variables that were used in the study are age, educational level, marital status,
occupational status, and wealth quintile. These independent variables are of great interest
because they could influence the behaviour of young men and could be risk or protective

factors per the reviewed literature.

To ascertain the respondents’ level of knowledge on HIV/AIDS, five questions extracted
from the DHS (2014) was asked, of which the respondents’ responses to the questions was

marked to determine their HIVV/AIDS knowledge level.
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3.6 Sampling Technique
3.6.1 Sampling Technique for the Study

A multi-stage sampling technique was used for the study.

3.6.2 Selection of communities

A random sampling technique was used to select four communities from Cape Coast north
and south sub district. All communities in the two sub districts were assigned numbers. A
computer software was used to randomly select four numbers and the corresponding

communities were selected.

3.6.3 Selection of Households

A register with the list of all households within the four selected communities was obtained
from the district assembly. The number of households to be selected was proportionate to

the total population within the community.

A total of 2510 households were identified within the four selected communities. These
households were assigned codes till the last house. A sampling interval was generated by
dividing the entire households within the four communities by the sample size obtained
from the sample size calculation (2510/196=13 approximated). The approximate number
1/13" obtained was the sampling frame. A random number 5 was generated from the
sampling frame and that formed the households counted and included for the sampling of

respondents.

3.6.4 Sample Size Determination
To select a representative sample from the target population for this study, the Cochrane

sample size formula was used. The Cochrane Formula is given as:

n=z?(p x q) /d?
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n=sample size

z=z-statistic for 95% level of confidence which is 1.96,

d=precision at which P-value of 0.05 with 95% confidence

p=expected prevalence or proportion of risky sexual behaviour (12%)
n=(1.962x0.12x0.88)/0.052

n= (3.8416x0.1056)/0.0025

n=0.40567296/0.0025

n=162.2692=163 students

20% will be added to the calculated sample size to account for non-response therefore
increasing the sample size to 196 participants.

3.6.5 Selection criteria

Respondents were recruited from each household for the study. However, in household
with more than one young man a yes and no balloting was used to select the respondent. A
respondent who selects yes was included while a no was not recruited to allow for fairness.
Young men between the ages of 10-24 years who are permanent residents of the Cape
Coast Metropolis were included. In the same vein, young men between the ages of 10-17
years who were permitted by their parents or guardians were included. In addition, young
men between the ages of 18-24 years who gave their consent were included.

3.7 Data Collection technique/ Method &Tools

Questionnaire was the main instrument for data collection for this study. The questionnaire
was carefully designed to include closed-ended questions which relates the objectives

guiding the study.
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Three field workers were hired to assist in the field data collection. For this study, it was
appropriate to train the field workers. The principal investigator arranged a one-day
training programme between 9:00am to 2:00pm for the field workers. During the training,

the principal researcher gave a detailed description of title and objectives guiding the study.

The principal investigator printed copies of all the documents needed for the study, shared
copies to the fieldworkers and then took the field workers through for them to understand
every aspect of the documents for the field data collection. Room was made for questions
and clarifications which was addressed by the principal investigator. Community entry was
done to meet the chiefs and other leaders within each community. This was to seek their

permission and enhance support from parents to allow their wards participate in the study.

After explaining the purpose of the study to the respondents, the questionnaires were
distributed to the respondents who consented or assented to participate in the study
following the COVID-19 protocols of hand sanitizing and the wearing of face mask. To
avoid information contamination, the instrument was taken away after each respondent had
completed the questionnaire.

3.8 Pre-test

A pretesting of the questionnaire was conducted using 20 young men at the Komenda Edina
Eguafo Abrem Municipality (KEEA). The choice for Komenda Edina Eguafo Abrem
Municipality was because the characteristics and the experiences of young men are not

significantly different from their colleagues in the Cape Coast Metropolis.
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3.9 Quality Control

Pre-testing of the data collection tool was carried out to ensure that the instrument can
collect data that will answer the research questions. The pre-test was also conducted to
identify any errors and correct them before the actual data collection. During the data
collection, questionnaires were reviewed by the principal investigator for completeness on

daily basis. This was to minimize any error in that data and also account for missing data.

3.10 Data Analysis

To address the research questions that were formulated to guide the study, the data obtained
from respondents was filtered to remove any irrelevant responses and then coded. After,
the data was analysed using Stata version 16.0. Descriptive and inferential statistics was
used to analyse the data. Descriptive statistics such as frequencies, and percentages were
used. The results were presented in tables, pie charts and bar charts. A binary logistic
regression of risky sexual behaviour and comprehensive knowledge on HIVV/AIDS was
used as an inferential statistic. The results were presented using odds ratios, corresponding
95% confidence intervals, and the binary logistic regression analysis model summary

statistics.

3.11 Study limitation

The study was limited to young men in the Cape Coast metropolis who are permanent
residence and not temporary visitors in the various communities used for the study.
Respondent were given self-administered questionnaire to fill by recalling their sexual

behaviours which can have some level of recall bias.
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3.12.1 Clearance to conduct the study
In conducting this research work, ethical approval was taken from the Ghana Health
Service Ethics Review Committee. The Ghana Health Service Ethics Review Committee

Number is GHS-ERC: 030/01/22.

3.12.2 Study area approval

Study area approval was obtained from opinion leaders within the communities where the

questionnaires were administered.

3.12.3 Informed Consent /Assent

For the data collection process to be consented, the researcher gave a detailed description
of the study to the respondents who were between the ages of 18-24 years. Afterwards, the
consent form was given to them to sign or thumb print. Also, permission was obtained from
the guardians of young respondents who were not 18 years to obtain their full approval to
engage their wards. After the respondents had signed or thumb printed, the principal

researcher also appends her signature and the date of signing.

3.12.4 Risks and Benefits

The study did not anticipate causing any harm to the respondents. However, looking at the
sensitive nature of the study, some personal questions were asked which could create
discomfort for respondent. Respondents were not obliged to respond if they were
uncomfortable with some questions. There was also no direct benefit in taking part in this
research work however, the information taken was useful in understanding the effect of

comprehensive HIV/AIDS knowledge on risky sexual behaviour among young men.
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3.12.5 Voluntary Participation/ Withdrawal
Respondents were assured they could choose to be involved in the study or not. They were

also given the option not to respond to the questionnaire if the need be.

3.12.6 Privacy/Confidentiality

Respondents were given the opportunity to choose a place that was convenient and private
to them to respond to the questionnaire. The data obtained was not shown to other persons
including respondents’ immediate command or supervisors in order to establish the highest
level of confidentiality.

3.12.7 Compensation

Participants who agree to take part in the study did not receive any form of financial

benefit.

3.12.8 Data storage and usage

Data was kept under lock-and-key on the principal researcher’s laptop computer to prevent
third party access to the data. The sole responsibility of the data storage was borne by the
researcher. The data was stored in a folder created by the researcher on her laptop with a
private password. Data was accessed by only the principal researcher. The data collected

was used for only academic purposes.
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3.12.9 Covid 19 protocol observation
COVID-19 national guideline and protocols was strictly implemented. This included
ensuring social distancing, use of hand sanitizers and provision of nose mask for all

respondents, researcher, and the research team. This was to ensure that no one is infected.
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CHAPTER FOUR

RESULTS
4.1 Introduction

This chapter presents and discusses the results of the data analysis. The univariate analysis
is presented in frequency distribution table and charts which show the distribution of the
responses across the various categories inherent in the study variables. The bivariate
analysis was modelled with a binary logistic regression to determine the significant

differences in risky sexual behaviour across the various knowledge levels.

4.2. Socio-demographic characteristics of respondents

Table 1 demonstrates the socio-demographic characteristics of all the 198 sampled young
men in the Cape Coast metropolis. Regarding the age of respondents, the data analysis
revealed among the sampled young men from Cape Coast metropolis, majority were within
the age range of 15-19 years, and constituted 43.4 percent of the entire study sample. The
least represented age category was those within the range of 10-14 years and their
corresponding percentage was 15.7%. On the marital status of respondents, the analysis
showed that the study was dominated by single young men, they were 92.9 percent of the
sample. The remaining category were those who indicated that they were married, and they

made up only 7.1 percent of the sample.

Concerning the level of education of the respondent, only 9.1 percent of the respondents
indicated tertiary as their highest educational attainment. More than half of the young men
involved in the study indicated Senior High School as their highest educational level. From
Table 1, it can be observed that more than half of the respondents professed the Christian

religion. This category of respondents represented 70.2 percent. Only 17.7 percent of the
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respondents indicated they were Muslims. The remaining category of respondent were
affiliated to other religion other than these two and they made up 12.1 percent of the
sample. The study collected data on the tribal groupings of respondents. The study
revealed that a large proportion of the respondents indicated Fante as their tribe. The Fante
tribal group constituted 59.6 percent of the respondents and the Ashanti group was only
12.1 percent. The other tribes were categorised as other due to their low representation in
the study. Other tribes constituted 17.7 percent. Regarding wealth status, 41 out of the 198
representing 20.7% of the respondents belonged to the poorest category. In all 20.2% each
belonged to middle and richer wealth status while 38 of the respondents representing 19.2%

belonged to the poorer wealth status.

Table 1: Frequency distribution of the socio-demographic characteristics of young
men in the Cape Coast Metropolis

Variables Frequency (n=198) Percentage (%0)
Age

10-14 years 31 15.7
15-19 years 86 43.4
20-24 years 81 40.9
Marital status

Single 184 92.9
Married 14 7.1
Level of education

Basic education 73 36.9
Senior High 103 54.0
Tertiary 18 9.1

35



Religious affiliation

Christian 139 70.2
Islam 35 17.7
Other 24 12.1
Ethnicity

Fante 118 59.6
Ga 21 10.6
Ashanti 24 12.1
Other 35 17.7
Wealth status

Poorest 41 20.7
Poorer 38 19.2
Middle 40 20.2
Richer 40 20.2
Richest 39 19.7
Total 198 100

Source: Field data (2022)

4.3 Comprehensive knowledge on HIV/AIDS

To determine the comprehensive knowledge on HIV/AIDS three-level index was
developed from standard questions measured on a Likert scale. The comprehensive
knowledge index was grouped into three level with the first category being young men who
did not have any comprehensive knowledge on HIV/AIDS. The second and third categories
were those with low and high comprehensive knowledge on HIVV/AIDS respectively. The
figure below demonstrates the graphical distribution of the comprehensive knowledge on
HIV/AIDS among young men in the Cape Coast Metropolis. From Figure 2, it is evident
that 33.8 percent of the sampled young men in the Cape Coast Metropolis have no

comprehensive knowledge on HIV/AIDS. A higher percentage of the sampled indicated
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low comprehensive knowledge on HIV/AIDS issues. The least presented category was
those with high comprehensive knowledge and they constituted 31.8 percent of the sampled

young men in the Metropolis.

Comprehensive knowledge on HIV/AIDS in the Cape Coast Metropolis
34.5 343

34
335
33
325
32
315

31

30.5
No Low High

Figure 2: A bar chart distribution of comprehensive knowledge on HIV/AIDS
among young men in the Cape Coast Metropolis

Source: Field data (2022)

4.4 Sexual practices

The second objective of the study was to determine the sexual practices among young men
in the Cape Coast metropolis. As a result, the respondents were asked the various sexual
practices. Among the sexual practice which respondents provided data on includes ever
had sex, age at first sex, oral, anal, vaginal sex, and risky sexual behaviour. The questions
on sexual practice further covered issues of frequent condom use and the number of
partners the respondents have or engaged sexually with. Also, the study proceeded to know

the general perception in the metropolis.
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4.4.1 Ever had sex

This section presents the result of young men in Cape Coast Metropolis who have ever had
sex. From the analysis, more than half of the respondents indicated that they have ever had
sex before and this constituted 61.6% while those who indicated they had never had sex

were 38.4 percent of the total sample.

4.4.2 Age at first sexual intercourse

For those who reported that they have ever had sex before, a further descriptive statistic
was done to ascertain the age they experienced their first sexual intercourse. From Table
2, it is observed that more than half of the respondents; 76 out of 122 reported that they
had their first sexual intercourse when they were between the ages of 15-19 years. About
twenty-one percent had their first sexual intercourse ranging from 10-14 years while twenty
respondents representing 16.4% experienced their first sexual intercourse from ages 20-24

years.

Table 2: Age at first sex among young men

Age at first sex  10-14 years 15-19 years 20-24 years
N % N % N % Total
26 21.3 76 62.3 20 16.4 122 (100.0%)

Source: Field data (2022)
4.4.3 Oral sex

Figure 3 demonstrates the distribution responses regarding oral sex among young men in

Cape Coast Metropolis. From the figure below, it can be observed the practice of oral sex
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is low among the young men in the study. From the diagram, respondents who indicated
they practice oral sex were only 24.2 percent. Those who indicated they do not practice

oral sex were 75.8 percent.

Oral sex practice among young men in Cape Coast

80.0%
70.0%
60.0%

50 0%
50.0% B Ves

40.0% ®No

30.0%
20.0%

10.0%

0.0%

Yes No

Figure 3: A bar chart showing the distribution of oral sex practice among young
men in Cape Coast

Source: Field data (2022)

4.4.4. Vaginal Sex
The study also analysed data on the practice of vaginal sex among young men in the Cape

Coast Metropolis. The result shows that approximately 71 percent of the young men in the
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study engages in vaginal sex. The remaining 29 percent of the respondents reported they

do not engage in vaginal sex.

4.4.5. Sexual Partners

The study also collected data on the number of sexual partners young people in the Cape
Coast Metropolis have. Figure 4 illustrates the distribution of their responses across various
categories. From the bar chart below, majority of the young men indicated having only one
partner at the time of the study. This category constituted approximately 38 percent of the
sample. The least represented category in the study were the young men who reported
having more than two sexual partners, they made up 9.1 percent of the study. Other
respondents reported having no sexual partner currently and some indicated having two,

their proportions were 35.9 percent and 17.2 percent respectively.

Sexual partners of young men in cape coast

= None

= One

m Two

=m More than two

None One Two More than
two

Figure 4: A bar chart distribution of the number of sexual partners among young
men.

Source: Field data (2022)
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4.4.6 Frequent condom use

In ascertaining the practice of safe sex among the youth in Cape Coast, respondents were
asked if they used condom any time they engaged in a sexual act. From the analysis it was
found that 75.8 percent of the young men in the study do not frequently use condom
anytime they engage in sex. Only a small fraction of the young men in the study reported
always using condom. They constituted approximately 24 percent of the young men in the

study.

4.4.7. Risky sexual behaviour

Risk sexual behaviour was an index variable derived through a principal component
analysis. The variables used to generate risky sexual behaviour were the number of sexual
partners and frequent use of condom. The result shows that out of the 198 respondents,
63.6% engaged in risky sexual behaviour. About 36.4% percent of the respondents
represent those who have never had sexual intercourse, had one sexual partner, and used

condom during sexual intercourse.

4.4.8 Alcohol intake and sexual intercourse

The use of alcohol for sexual intercourse is a common phenomenon among many young
people. The study asked participants whether they drink alcohol before sexual intercourse.
From Figure 5, it is observed that out of the 122 young men who have ever had sex before,
six representing 6.9 percent always took alcohol before sexual intercourse. Twenty-five
young men representing 20.5 percent sometimes take alcohol before sexual intercourse

while 91 representing 74.6 percent have never taken alcohol before sexual intercourse.
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Figure 5: A bar chart distribution of alcohol intake and sexual intercourse among
young men

Source: Field data (2022)

4.5 Comprehensive knowledge on HIV/AIDS and risky sexual behaviour

Table 2 shows the estimated odds ratios, corresponding 95% confidence intervals, and the
binary logistic regression analysis model summary statistics. The null model (Model 0) is
the constant model in the output of the regression model where no predicated variables are
modelled. The null model shows the variability that exist in the dependent variable and
when such variability is significant. In this study, the null model shows significant (p<0.05)
random effects variances of risky sexual behaviour among young men in the Cape Coast
Metropolis. The study modelled only comprehensive HIV/AIDS knowledge to determine
its associative effect on risky sexual behaviour among young men. Comprehensive

knowledge of HIV/AIDS was modelled, (a stepwise approach to modelling was used. The
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researcher first modelled comprehensive knowledge. After modelling the primary variable,
the researcher included the confounders to ascertain whether the primary variable will
remain significant after controlling for other variables in the model) the analysis showed
that there is a statistically significant association between individual’s knowledge and the
odds of risky sexual behaviour. From model 1 in table 2, there is a statistically significant
association between comprehensive knowledge on HIV/AIDS and the risky sexual
behaviour. From the model statistics, young men who had no comprehensive knowledge
had higher odds of engaging in risky sexual behaviour compared to the referenced
category. Young men with no comprehensive knowledge were 3.5 times more likely to
engage in risky sexual behaviour compared to those with high comprehensive knowledge.
The odds of engaging in risky sexual behaviour decrease with an increase in the knowledge
level of respondent. The odds of engaging in risky sexual behaviour was higher among
young men with low comprehensive knowledge. Clearly, the impact of knowledge in
reducing risk is evident in this analysis. In model 2, the confounders (age, level of
education, wealth status and marital status) that interrupted the relationship between
comprehensive knowledge on HIV/AIDS and risky sexual behaviour were controlled for
in the analysis. The odds for young men with no knowledge increased from 3.57 (1.70,
7.49) to 3.77 (1.72, 8.24) and from 2.14 (1.06. 4.35) to 2.27 (1.09, 4.73) for young men

who had low knowledge.
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Table 3: A binary logistic regression of risky sexual behaviour and comprehensive

knowledge on HIV/AIDS

Variable Model 1 OR (95% CI) Model 2 OR (95% CI)

Comprehensive HIV/AIDS Knowledge

No knowledge 3.57 (1.70, 7.49) **
Low knowledge 2.14 (1.06. 4.35) *

High knowledge 1.00
Age of respondent

10-14 years

15-19 years

20-24 years

Level of education

Primary

Senior High

Tertiary

Wealth status

Poorest

Poorer

Middle

Richer

Richest

Marital status

Single

Married

-2 log likelihood 247.37

3.77 (1.72, 8.24)
2.27 (1.09, 4.73)
1.00

0.89 (0.35, 2.27)
1.82 (0.89, 3.72)
1.00

0.44 (0.12, 1.62)
0.34 (0.09, 1.25)
1.00

1.28 (0.46, 3.57)
0.67 (0.25, 1.82)
1.12 (0.41, 3.04)
0.64 (0.24, 1.73)
1.00

0.45 (0.12, 3.47)
1.00
237.10

** p-value < 0.01 * p-value < 0.05
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CHAPTER FIVE

DISCUSSION
5.1 Introduction

This chapter discusses the results of the study in relation to existing empirical literature,
theories and the conceptual framework that underpinned the study. The discussions will
cover subtopics such as comprehensive knowledge on HIV/AIDS; sexual practices; and

the effect of comprehensive HIV/AIDS knowledge in risky sexual behaviour.

5.2 Comprehensive knowledge of HIV/AIDS

Assuring that young people understand both how to avoid HIV infections and where they
can safely obtain HIV prevention and sexual and reproductive health services is an
important component of HIV interventions. Similarly, having accurate and high level of
comprehensive HIV/AIDS knowledge is one of the major strategies to aid in the fight
against HIV and AIDs pandemic. Comprehensive knowledge of HIV/AIDS among young
men in the Cape Coast Metropolis was measured based on three categories. The findings
indicated that 31.8% of young men had high level of comprehensive knowledge of
HIV/AIDS. About thirty-four percent of young men who participated in the study did not
have comprehensive knowledge of HIV/AIDS. A previous study conducted in Nigeria in
2014 highlighted significant low levels of comprehensive HIV knowledge among young
adolescents (Badru et al., 2020). Again, study in Nigeria reported 34.3 % comprehensive
knowledge on HIV where the males had low comprehensive knowledge of HIVV compared
to their female counterparts (Ajide & Balogun, 2018). The findings of the study on the low
level of comprehensive HIV and AIDS knowledge are comparable to what Oljira, Berhane,
and Worku (2013); Teshome, Youjie, Habte, and Mohamedkassm (2016) found in other

countries (2016). The low and no comprehensive knowledge of HIVV among young people
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in Cape Coast Metropolis can be associated with myths and misconceptions surrounding
the pandemic, individual and contextual factors (Darteh, 2019). For those who reported no
and low comprehensive knowledge of HIV/AIDS, more attention should be paid to them,
particularly in terms of providing full, functional sexuality education, including HIV, at

both the family and school levels.

5.3 Sexual practices

Sexual intercourse is one of the sexual behaviours young people indulge themselves with
as they transit from childhood to adulthood. If not done safely, it can lead to multiple
adverse health outcomes for both the young boy and girl. At this same period intimate
relationships are likely to begin. The finding from the current study indicates that about 62
percent of young men in the Cape Coast metropolis have ever had sexual intercourse. A
similar report by the Guttmacher Institute indicated that four in 10 Ghanaian women and
two in 10 men aged 15-19 have ever had sex, and by age 20, 83% of women and 56% of

men have had sex (Guttmacher Institute, 2017).

The current study also found 83.6 % (comprising 21.3 % [10-14 year] and 62.3 [15-19
years]) of the respondents had their first ever sex when they were between the ages of 10-
19 years. A previous study in sub-Saharan Africa reported that up to 25% of adolescents
aged 15-19 years have ever had sexual intercourse before the age of 15 years, although this
can vary across the countries (Shayo & Kalomo, 2019). Stephenson, Simon, and Finneran
(2014) agree with the finding of the current study. For example, the authors found that the
median ages at first sex in the four nations ranged from 14years in Malawi and Uganda for
males to 16years in Ghana and Malawi for females. A possible reason for early sexual

debut among young men can be attributed to parental involvement. For example, higher
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levels of parental monitoring is associated with lower odds of early sex (Stephenson,
Simon, & Finneran, 2014). Other factors that can be used to explain the early sexual debut
among young men in the Cape Coast metropolis are having more advanced physical
maturity, having more permissive attitudes towards sex, alcohol use, delinquency,
violence, history of physical and sexual abuse and school problems (Peltzer & Pengpid,
2015). It is also important to note that early sexual debut is associated with risky sexual
behaviour and HIV infections and hence, abstinence programmes are needed to be

strengthened to delay sexual debut among young people.

Even though oral sex has become an increasingly acceptable sexual behaviour among
youths in recent years (Martin, 2010), the current study reported a low participation among
young people in the Cape Coast Metropolis and this finding is consistent with other
research findings (Crooks & Baur, 2011; Moore &Rosenthal, 2006) but contrary to
Morhason-Bello et al., (2019). For instance, the authors reported that young people are
more likely to participate in oral sex than older adults irrespective of sex. The increased
reporting of oral sex among young people may be associated with changing perception of
sexual activity among younger generation and the influence of social media including
pornography amongst others. Perhaps these reasons may be applicable to the 24.2% of
young men who have reported oral sex. For those who did not report practice of oral sex,
a possible reason could be connected to the unacceptability of oral sex being practiced

among young people due to perceived cultural beliefs.
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Vagina sexual intercourse was the most common sexual practice among young men in the
Cape Coast Metropolis. Vaginal sex practice recorded 71.2 % among the study
respondents. The most acceptable form of penetrative sexual act in the Ghana is vaginal-
penile sex. The finding of the current study confirms the results of previous studies. For
instance, Darteh and Nnorom (2012) established evidence of the practice of vaginal-penile
sex among young people aged 10-24 years in Ghana. A plausible explanation that could be
advanced for this result is align with the religious and cultural expectation of the
respondents. Generally, young individuals are not expected to engage in any sexual act
until rightfully and legally married. However, instance where they engage in a sexual act,
they are expected to only practice vaginal sex. This reason might be a likely explanation
for the high proportion of young men engaging in vaginal sex than the other sexual

practices.

It is important to note that for those who have ever had sex, 26.3 % had two or more sexual
partners. A study by Shayo and Kaloma (2019) also reported similar finding. That is, one-
fourth of adolescents who have ever engaged in sexual intercourse had multiple sexual
partners. Previous studies in sub—Saharan Africa have found a comparable prevalence of
sex with multiple partners among young people, but with variation across the countries
(Doyle, Mavedzenge, Plummer & Ross, 2012). A study conducted in Ghana reported that
among those who have had sex, 60% aged 12—24years have had more than one sexual
partner (The Alan Guttmacher Institute, 2004). Sexual intercourse, particularly with
several partners, carries a high risk of HIV infection, other STIs, and teenage pregnancy.

It is therefore imperative that programmes that are geared towards safer sex practices
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should be targeted towards young people with multiple sexual partners as a reduction in

such behaviour may contribute significantly towards the spread of HIVV/AIDS.

The use of condom during sexual intercourse be it vaginal-penile and/or anal-penile sex, is
very crucial in preventing STIs including HIV/AIDS and teenage pregnancy. Inconsistent
condom uses during sexual intercourse, especially among men, continues to pose a serious
health challenge (Maonga, Gondwe, & Machira, 2019). The current study found that 75.8
% of the total sample (198) did not use condom frequently. The non-use of condom in itself
is considered as a risky sexual behaviour with multiple consequences. Similarly, the use of
condoms by young men is substantially lower than that of adult men (Upreti, Regmi, Pant
& Simkhada, 2009). A possible reason for this finding could be that young people do not
feel confident insisting on condom use if their partner did not want to use one (The Alan
Guttmacher Institute, 2004). Unsafe penetrative heterosexual sex is thus considered the
major cause of HIV transmission and propagation in many developing countries (Berhan
& Berhan, 2015). There is therefore the need to intensify public education and programmes
that seek to promote condom use among young people who are sexually active across all

ages.

Risky sexual behaviour among young people especially in Africa, is a major public health
problem (Tarkang, Pencille, Amu, Komesour, & Lutala, 2019). The incidence of risky
sexual behaviours among young people is regional and socially determined, and so varies
greatly from one location to the other. Risky sexual behaviour is prevalent in Africa, with
rates ranging from 26% to 64% (Amare, Yeneabat, & Amare, 2019; Afriyie & Essilfie,

2019; Musiime, & Mugisha, 2015). The current study found that about 64% of young men
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in the Cape Coast metropolis have engaged in risky sexual behaviour which includes
having multiple sexual partners, non-use of condom during sexual intercourse and the use
of alcohol for sexual activities. The implication of this finding is that young people in the
metropolis are highly exposed to health consequence of risky sexual behaviours such as
but not limited to HIV/AIDS, sexually transmitted disease, early pregnancy, and

unintended pregnancy (Geremew et al., 2020).

5.4 Effect of comprehensive knowledge of HIV on risky sexual behaviour

Despite the popular saying that knowledge does not necessarily translate into action, the
findings from this research indicates that knowledge to some extent has an associative
effect on the likelihood of young men engaging in risky sexual behaviour. The findings
from the study indicates that those with no knowledge are more likely to engage in risky
sexual behaviour as compared with those with high knowledge and this finding is
consistent with Ajide and Balogun, (2018); Pharr et al., (2017). For instance, Ajide and
Balogun (2018) reported that good knowledge most likely made young people to realise
that the risk of contracting HIV far outweighs the benefit that may be derived from intimate
relationships. Poor knowledge that was associated with the intention to engage in high-risk
sexual behaviours showed that such knowledge to some extent, HIV knowledge mediate
intended sexual behaviours. However, these adolescents appear not to be worried about
intending to engage in risky sexual as was seen in the study where about 64% of young
men in the Cape Coast metropolis have engaged in risky sexual behaviour. This calls for
an urgent need to reach out to these adolescents with appropriate and effective sexual health
education in order to avoid the consequences of risky sexual behaviour among them.

Additionally, HIV/AIDS programme managers, higher education administrators, and
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health care providers working on HIV/AIDS and sexual and reproductive health
interventions should emphasise various strategies in order to improve comprehensive
HIV/AIDS knowledge, which is one of the intervention's indicators, and reduce risky

sexual behaviour.
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CHAPTER SIX

CONCLUSION AND RECOMMENDATION
6. 1. Conclusion

About thirty-four percent of the sampled population have no comprehensive knowledge of
HIV/AIDS while about 32% had high comprehensive knowledge of HIV/AIDS. Out of the
198 sampled young men in the study area, 122 representing 61.6 percent have ever had
sexual intercourse. Seventy-six out of 122 reported that they had their first sexual

intercourse when they were between the ages of 15-19 years.

Some common forms of sexual practices that were reported among young men in the Cape
Coast metropolis were oral sex (24.2%), vaginal sex (71.0%) and multiple sexual partners
(71.2%). Only 24.2 % reported to frequently use condom during sexual intercourse while
non-use of condom was really high among young men (75.8%). Of the total 198
respondents that participated in the study, about 64% of them in the Cape Coast metropolis

have engaged in risky sexual behaviour.

Comprehensive knowledge of HIV/AIDS had a significant association effect on risky
sexual behaviour. For instance, young men who had no comprehensive knowledge had
higher odds of engaging in risky sexual behaviour compared to those with high
comprehensive knowledge of HIV/AIDS. Other confounders such as age, wealth,
education, and marital status that either increases or decreases the relationship between
comprehensive knowledge on HIV/AIDS and risky sexual behaviour were all statistically

not significant.
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6.2 Recommendation
Based on the findings of the study, the following recommendations are suggested for

policy as well as for further research.

1. From the study, young men who had no comprehensive knowledge and low
comprehensive knowledge of HIV/AIDS were 33.8 % and 34.3 % respectively.
This makes a sum of 68.1 % young people who need community or school-
based programmes that provides education of HIV and other STIs, delayed
sexual debut, condom use and any misconceptions about HIV/AIDS.

2. One of the most important findings was that having a thorough understanding
of HIV is linked to risky sexual behaviour. That is, young people who are
unaware of the consequences of their actions are more likely to engage in
dangerous sexual behaviour. As a result, educational institutions and the Ghana
Education Service (GES), the media, and other HIV prevention programme
partners (National HIV/AIDS Control Programme, Ghana Health Service,
Ghana AIDS Commission etc.) in the Cape Coast Metropolis must collaborate
and intensify HIV education on condom use, multiple sexual partners, and oral
sex among young males.

3. Further qualitative research might be conducted to explore why some young
males in the Cape Coast metropolitan engage in risky sexual behaviours such
as oral sex, having many sexual partners, and having sexual intercourse without

the use of a condom, all of which increase the risk of HIV infection.
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APPENDICES
APPENDIX 1 QUESTIONNAIRE
Questionnaire on Effect of Comprehensive HIV/AIDS Knowledge on Risky Sexual

Behaviour of Young men in Cape Coast Metropolis

Respondent’s ID............... Date of Interview:  / /

(Please tick (\) the appropriate option for each of the questions or write the appropriate

answer in the space provided.)

SECTION A: DEMOGRAPHIC CHARACTERISTICS
1. Age
(a). 10-14 years ()
(b). 15-19 years ()
(c). 20-24 years ()

2. Marital Status

(a). Single ()
(b). Married ()
(c). Divorce (g
(d). Widowed )

3. Religious Affiliation
(@). Christian & )
(b). Muslim ()

(c). Traditionalist

~
N
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4. Level of Education

(a). Basic Education ()

(b). SHS ()
(c). Tertiary ( )
(d) None ( )

5. What is your ethnicity?

(a). Fanti ()
(b). Ga ()
(c). Ashanti ()
(d). Ahanta ( )

Please indicate which of the following is found in your house currently

7. Sewing machine ( )
8. Sofa g
9. Clock " )
10. Television )
11. Radio o 1

11. Furniture (i.e., bed, table and chair) (-

12. Cupboard/cabinet ( )
13. Mobile phone ( )
14. Improved roofing ()
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16. Improved floor ( )
17. Motorised vehicle ( )
18. How often do you attend religious service?
(). daily ()
(b). once a week ( )
(c). once a month ( )
(d).once a year ( )
(e). never ( )
19. Whom do you live?

(@). both parent ( )

(b). mother ( )
(c). father ( )
(d). alone ( )

(). Others Specify......ooeviieiiiiiiiii i,

SECTION B: KNOWLEDGE LEVEL ON COMPREHENSIVE HIV/AIDS AMONG

YOUNG MEN

Key: SA=Strongly Agree, A=Agree, D=Disagree, SD=Strongly Disagree

Statement SA A D SD
1. Abstaining from sexual intercourse can help prevent
HIV
2. Consistent and correct use of condom can help prevent
HIV

3. Limiting sexual partners can help prevent HIV
4. Sharing food with an infected person can cause HIV

5. Mosquitoes can transmit HIV
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SECTION C: SEXUAL PRACTICES AMONG YOUNG MEN

1.

Have you ever been in a relationship?

1.Yes[ ] 2.No[ ]

Have you ever had sex?

1.Yes[ ] 22No[ ]

At what age bracket did you have your first sex?
(@). 10-14 years ( )

(b). 15-19 years ( )

(c). 20-24 years ( )

How old was the person you had sex with during your first sex?

(b). don’t know ( )

Do you have a sexual partner now?

1.Yes[ ] 22No[ ]

How old is your current partner?

() R

(b). don’t know ( )

Have you ever received anything from someone in exchange for having sex with
him/her?

1.Yes[ ] 2.No[ ]

Were you forced to have sex during your first sexual intercourse?
1.Yes[ ] 22No|[ ]

Which of these do you practice?

(@). anal sex

(b). oral sex

(c). vaginal
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SECTION D: RISKY SEXUAL BEHAVIOUR

1.

>

~

In the past 12 months (1 year), have you had sexual intercourse with anyone?
1.Yes[ ] 22No[ ]
If yes with how many persons have you had sexual intercourse in the past 12 months

(1 year)?

How many sexual partners do you have now?

(a) one ()

(b) Two ()

(c) More than two ( )

(d) None ( )

Did you use condom in your first sexual intercourse?

1.Yes[ ] 22No[ ]

Do you always use condom during sex?
1.Yes[ ] 22No[ ]
In case you are having sex and the condom burst, what do you do?
(a). Continue with the action ()
(b). Withdraw and change ' 2
(c). Stop the sexual action
Did you use a condom in your most recent sex?

1.Yes[ ] 2.No[ ]

70



8. Do you drink alcohol before you have sexual intercourse?
(a) Always
(b) Sometimes
(c) Never
9. Have you ever used any drug to enhance your sexual performance?
1. Yes[ ] 22No [ ]

10. If yes, what type of drug did you use?
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APPENNDIX Il INFORMATION SHEET FOR PARENTS/GUARDIANS
Project Title: Effect of Comprehensive HIV/AIDS Knowledge on risky sexual

Behaviour of Young Men in Cape Coast Metropolis

Institutional affiliation

Department of Population, Family and Reproductive Health, School of Public Health,

College of Health Sciences, University of Ghana, Legon.

Background My name is Adwoa Otiwaa Ekanem (Principal Investigator).l am a student
of University of Ghana, School of Public Health. I am conducting a study on effect of
comprehensive HIVV/AIDS knowledge on risky sexual behaviour among young men in
Cape Coast Metropolis. The purpose of this study is to identify the level of knowledge on
HIV/AIDS, sexual practices and risky sexual behaviour of young men in the Cape Coast
Metropolis. This study is solely for academic purpose which forms part of my studies for

the award of Master of Public Health.

Procedure

Your ward will be asked questions on his background; knowledge on HIV/AIDS, sexual

practices and risky sexual behaviour.

Risk and benefit

There is no risk involved in this study. However, your child may be required to answer
questions which maybe sensitive. The collective responses from all who answer this
questionnaire are to help understand the dynamics of the sexual behaviours of young men
in the Cape Coast metropolis and design appropriate intervention to promote better sexual
behaviours among them.
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Voluntary participation/withdrawal

Participants can choose to be in the study or not. Participation in this study is purely on
voluntary basis. There will be no problem for your ward now or in the future. However, |
will encourage you to consent for your child to participate in this study to add his views on
the subject to help in designing appropriate interventions for safer sexual behaviours

among young men.

Anonymity and Confidentiality

The information that you share with me will not be given to anyone; it will be used strictly
for research only. There will be no names or personal details attached to this work to trace
any respondent. Participants will be identified with special codes during data analysis.

Also, the final work will be a compilation of the collective responses from all respondents.

Privacy and confidentiality

The information given will be treated as confidential and used for the study only. Names
will not be mentioned in any quotation from respondents. The principal investigator will

be present during data collection sessions to answer all questions from respondent.

Data Security

All hard copy document that is questionnaire, informed consent and assent forms will be
kept by the principal investigator under lock and key. Participant responses will be keyed
into a computer and protected by a password which can only be accessible by the principal

investigator.
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Plan for record-keeping

Questionnaires, informed consent will be coded with unique identification numbers.

The person responsible and telephone number

Data obtained from responses from respondents will be kept by Adwoa Otiwaa Ekanem, a
student of the School of Public Health, University of Ghana, Legon. Tel: 0244-477734

Data storage and usage

Information obtain will be handled as confidential and solely for this study. The supervisor

and the principal investigator will be the only individuals who will have access to the data.

Compensation

There will be no direct financial benefit for participating in this study.

Declaration of Conflict of interest

This study will be reviewed by the Ghana Health Service Ethics Review committee. All

concerns on conflict of interest can be obtained from this committee.

Funding information

This study is self-sponsored by the principal investigator.

Contact for Additional Information

Please kindly contact this number if you have any question: (Adwoa Otiwaa Ekanem, Tel
0244-477734, adwoaekanem@gmail.com)

Your Right as a Participant

If you have any questions about your rights as a research participant, you can contact the
Ghana Health Service Ethical Review Committee at the following address:

GHS-ERC Administrator,
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Nana Abena Apatu

GHS-Ethics Review Committee
Research and Development Division
Ghana Health Service

P.O. Box MB 190

Accra-Ghana

Office: 233(0)243235225 / 0503539896
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APPENDIX 111PARENT CONSENT FORM FOR PARTICIPANT IN THE
STUDY
TOPIC: Effect of Comprehensive HIV/AIDS Knowledge on risky sexual behaviour

of Young Men in Cape Coast Metropolis

PARENT/GUARDIAN’S STATEMENT

I acknowledge that I have read the purpose and contents of the Parents’ Information Sheet
and all questions satisfactorily explained to me in a language | understand (English [
/Fante(] ). I understand the contents and any potential implications as well as my right to
change my mind (ie withdraw from the research) even after | have signed this form. |

voluntarily agree to be part of this research.

Name/Initials of Parent/Guardian.................. IDCOE o,
Participants’ Signature ... OR Thumb Print.................
...... Date.............

INTERPRETERS’ STATEMENT

| interpreted the purpose and contents of the Parents’ Information Sheet to therefore named
participant to the best of my ability in the ((EnglishLJ/Fantel]) language to his/her proper
understanding. All questions, appropriate clarifications sort by the participant and answers
were also duly interpreted to his/her satisfaction.

Name of Interpreter................. Signature of Interpreter............ Date:...............
STATEMENT OF WITNESS

I was present when the purpose and contents of the Parents’ Information Sheet was read
and explained satisfactorily to the participant in the language he/she understood ((English
(1 /Fantel] )

| confirm that he/she was given the opportunity to ask questions/seek clarifications and
same were duly answered to his/her satisfaction before voluntarily agreeing to be part of

the research.
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INVESTIGATOR STATEMENT AND SIGNATURE
| certify that the participant has been given ample time to read and learn about the study.
All questions and clarifications raised by the participant have been addressed.

Researcher’sname..................cooeveeinnnnn. Signature .................... Date............

INFORMATION SHEET FOR CHILD
Project Title: Effect of Comprehensive HIV/AIDS Knowledge on Risky Sexual

Behaviour of Young Men in Cape Coast Metropolis
Institutional affiliation

Department of Population, Family and Reproductive Health, School of Public Health,

College of Health Sciences, University of Ghana, Legon.

Background My name is Adwoa Otiwaa Ekanem (Principal Investigator).l am a student
of University of Ghana, School of Public Health. I am conducting a study on effect of
comprehensive HIV/AIDS knowledge on risky sexual behaviour among young men in
Cape Coast Metropolis. The purpose of this study is to identify the level of knowledge on
HIV/AIDS, sexual practices and risky sexual behaviour of young men in the Cape Coast
Metropolis. This study is solely for academic purpose which forms part of my studies for

the award of Master of Public Health.
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Procedure

You will be asked questions on your background; HIV/AIDS, sexual practices and the
number of sexual partners. You will be given a questionnaire to complete by yourself or

assisted to do so if required.

Risk and benefit

There is no risk involved in this study. However, you may be required to answer questions
which maybe sensitive. The collective response from all who answer this questionnaire is
to help understand the dynamics of the sexual practices of young men in the Cape Coast
metropolis and design appropriate intervention to promote better sexual practices among

them.

Right to refuse

Participation in this study is purely on voluntary basis. There will be no problem for you
now or in the future if you choose not participate in this research. You have the right to
withdraw from the study at any time. However, | will encourage you to participate in this
study to add your views on the subject to help in designing appropriate interventions for

safer sexual practices among young men.

Anonymity and Confidentiality

The information that you share with me will not be given to anyone; it will be used strictly
for research only. There will be no names or personal details attached to this work to trace
any respondent. Participants will be identified with special codes during data analysis.

Also, the final work will be a compilation of the collective responses from all respondents.
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Data Security

All hard copy document that is the questionnaire, informed consent and assent forms will
be kept by the principal investigator under lock and key. Participant responses will be
keyed into a computer and protected by a password which can only be accessed by the

principal investigator.

Plan for record-keeping

Questionnaires, informed consent will be coded with unique identification numbers.

The person responsible and telephone number
Data obtained from respondents will be kept by Adwoa Otiwaa Ekanem, a student of the

School of Public Health, University of Ghana, Legon. Tel: 0244-477734

Data storage for security

All materials used for this study will stored in a locked cabinet in the principal

investigator’s home.

Who will have access to the data

Data from the study will only be available to the principal investigator and the research

assistants.

Compensation

There will be no direct financial benefit for participating in this study.
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Declaration of Conflict of interest
This study will be reviewed by the Ghana Health Service Ethics Review committee. All

concerns on conflict of interest can be obtained from this committee.

Funding information

This study is self-sponsored by the principal investigator

Contact for Additional Information
Please kindly contact this number if you have any question :( Adwoa Otiwaa Ekanem, Tel

0244-477734, adwoaekanem@gmail.com)

Your Right as a Participant

If you have any questions about your rights as a research participant, you can contact the
Ghana Health Service Ethical Review Committee at the following address:

GHS-ERC Administrator,

Nana Abena Apatu

GHS-Ethics Review Committee

Research and Development Division

Ghana Health Service

P. O. Box MB 190

Accra-Ghana

Office: 233(0)243235225 / 0503539896

80


mailto:adwoaekanem@gmail.com

APPENDIX IV: CHILD ASSENT FORM IN THE STUDY
TOPIC: Effect of Comprehensive HIV/AIDS Knowledge on Risky Sexual Behaviour

of Young Men in Cape Coast Metropolis

PARTICIPANT’S STATEMENT

I acknowledge that I have read the purpose and contents of the Participants’ Information
Sheet and all questions satisfactorily explained to me in a language | understand (English
1 /Fante] ). I understand the contents and any potential implications as well as my right
to change my mind (ie withdraw from the research) even after | have signed this form. I

voluntarily agree to be part of this research.

Name/Initials of Parent/Guardian..................... IDCode ...
Participants’ Signature  .........cceiiiil OR Thumb Print.................
...... Date.............

INTERPRETERS’ STATEMENT

I interpreted the purpose and contents of the Participant’ Information Sheet to therefore
named participant to the best of my ability in the ((EnglishC)/Fante[1) language to his
proper understanding. All questions, appropriate clarifications sort by the participant and
answers were also duly interpreted to his satisfaction.

Name of Interpreter................. Signature of Interpreter............ Date:...............
STATEMENT OF WITNESS

I was present when the purpose and contents of the Parents’ Information Sheet was read
and explained satisfactorily to the participant in the language he understood ((English [
[Fante[ )

I confirm that he was given the opportunity to ask questions/seek clarifications and same

were duly answered to his satisfaction before voluntarily agreeing to be part of the research.
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INVESTIGATOR STATEMENT AND SIGNATURE
| certify that the participant has been given ample time to read and learn about the study.

All questions and clarifications raised by the participant have been addressed.

Researcher’s name........................ Signature ............cceviiiiiiiinn...
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