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Abstract The Human Immunodeficiency Virus (HIV) infection remains a significant public health problem especially in
Nigeria where knowledge about HIV and Voluntary Counselling and Testing (VCT) is low and attitude to VCT and its uptake
is poor. This study determined the effect of health education programme on the knowledge and attitudes to HIV and VCT and
VCT uptake among unmarried National Youth Service Corps (NYSC) members in Osun State, Nigeria. It was a
quasi-experimental study. Multistage sampling technique was used to determine 155 respondents in the intervention and 165
in the control groups. Baseline information was followed by health education programme on HIV and VCT for the
intervention group. VCT services were provided weekly for three consecutive months for both groups. Three months later,
post intervention data using the same questionnaire was collected from both groups. At baseline, there was no difference
between the intervention and control groups in the proportion of respondents who had good level of knowledge of HIV
(0.060); good knowledge of VCT (0.390), positive attitude to VCT (0.359) and uptake of VCT (0.618). Post-intervention,
however, the proportion of respondents with these characteristic increased significantly only in the intervention group: good
level of knowledge of HIV (p< 0.001); good level of knowledge of VCT (p< 001); positive attitude to VCT (p< 0.001) and
VCT uptake (p< 0.001). There were also significant differences between the intervention and control groups in the proportion
of respondents with each of these characteristics (p <0.001). Health education of youth corps members was significantly
effective in improving their level of knowledge about HIV and VCT, attitude to VCT and VCT uptake. On-going health
education and VCT services should be made available to corps members throughout their one year of compulsory service to
the nation.
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Organization has advocated an accelerated scale up of access

1. Introduction

HIV/AIDS is a significant public health problem in
Nigeria. Its prevalence increased from 1.8 percent in 1991 to
4.6 percent in 2008. [1] Even though the average prevalence
is lower than in some other sub-Saharan countries such as
South Africa and Zambia, the large size of Nigeria’s
population meant that as at the end of 2011, about 3.5 million
people were infected with HIV [2].

Voluntary counselling and testing (VCT) is one of the key
strategies in the HIV/AIDS prevention and control
programmes. VCT helps to change HIV-related sexual risk
behaviours and serves as a gateway to most HIV/AIDS
-related services. [3, 4] As a result of its central role in HIV
prevention, treatment, care and support, the World Health
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to VCT services in resource poor counties [5].

VCT knowledge, attitude and uptake is not high enough in
Nigeria. According to the 2008 Nigerian Demographic and
Health Survey (NDHS), only 7 percent of women and 7
percent of men were tested for HIV and received their test
results in the 12 months preceding the survey [6].

The youth are the most vulnerable group affected by the
HIV pandemic. About half of new infections occur among
them, their HIV prevalence is higher than the national
average of 4.6%, yet the VCT uptake among them is equally
poor. [7, 8,9, 10] Some undergraduates who are the educated
youths even disapprove of VCT [11].

Studies have shown that health education intervention is
effective in increasing knowledge, improving attitudes and
reducing students' sexual risk behaviour. [12] Young people
who are at increased risk of being infected by HIV/AIDS and
spreading the disease are most suitable for such health
education. Such can be found among new graduates of
higher institutions.
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The National Youth Service Corps provides opportunities
to have access to a rich mixture of youth from diverse ethnic
and cultural backgrounds in Nigeria. Little is known about
the effect of health education on VCT knowledge, attitude
and uptake among this group of people.

This study determined the -effectiveness of health
education programme and provision of free HIV voluntary
counselling and testing on its knowledge, attitude and uptake
among National Youth Service Corps members in Osun
State, Nigeria. The results would be useful in identifying
areas where health education is effective or otherwise in the
prevention of HIV.

2. Materials and Methods

The study was conducted in Osun State, one of the six
states in the Southwest geo-political zone of Nigeria. The
National Youth Service Corps (NYSC) members are usually
posted yearly to all the states in the country in two or three
batches. They are usually between the ages of 20 and 30
years, mostly unmarried and represent different ethnic,
socio-economic, cultural and religious groups in Nigeria.
These new graduates first undergo a three-week orientation
at the various NYSC orientation camps in the states, from
where they are posted to institutions in all local government
areas (LGAS) in the states.

Osun State consists of thirty LGAs zoned into four NYSC
Inspectorates. The two batches of corps members in the same
LGA meet every Thursday of the week for Community
Development (CD) work. They are usually divided into
different CD groups depending on their areas of interest.
Apart from the weekly CDs, all the corps members in each
LGA also meet on the first Thursday of every month for
compulsory general CD meetings. The local government
Inspectors (LGIs) monitor the corps members and signs their
attendance cards on such days.

The study employed a quasi-experimental design (one that
involved randomization at the group but not at the individual
level, manipulation by the researcher and blinding. of the
study participants). The study population consisted of
unmarried corps members posted to Ife and Ilesa LGAs of
Osun State. Assuming a 95% level of confidence, an
estimate of VCT uptake of 17.8% among the control group
respondents, an estimate of VCT uptake of 32.8% among the
intervention group respondents, a statistical power of 80%
and a level of significance of 5%, the formula for comparing
independent proportions was used to obtain the minimum
estimated sample size of 132 per study group. [13, 14] In
order to compensate for non-responses, misplaced or
improperly completed questionnaires and attrition, the
calculated sample size was increased by 20%. The adjusted
sample size became 158 per study group and a total of 316
respondents in all. A total of 330 participants were
eventually interviewed.

Respondents were recruited into the study by using
multistage sampling technique. Osun State is divided into
four NYSC Zonal Inspectorates each consisting of six or

seven LGAs. Two of these, Ife and Ilesa Inspectorates, were
selected by balloting. Out of the seven LGAs in Ife
Inspectorate, Ife Central was chosen by simple balloting
while Ilesa West was chosen in a similar manner out of the
six LGAs in Ilesa Inspectorate. Through the process of
simple balloting, Ilesa West was chosen as the intervention
group while Ife Central emerged as the control group. The
two LGAs were far apart enough to minimize information
drift from the intervention to the control group. All eligible
corps members, 155 in the intervention group and 165 in the
control group were recruited into the study. The remaining
corps members were married and so were not eligible.
However, since the 155 study participants in the intervention
group were still more than the minimum calculated sample
size (132), the study continued.

A pre-tested, semi-structured, self-administered
questionnaire was used to obtain data. The questionnaire
elicited information on respondents’ socio-demographic
characteristics, their knowledge of HIV/AIDS, their
knowledge and attitude to VCT and their uptake of VCT.

The pre-test was carried out among corps members in Ede
LGA, an entirely different LGA from the two that were used
in this study. The results were analyzed and necessary
corrections were made in the questionnaire before being
administered to the study participants. This was done to
ensure that the questions were clear and acceptable; there
was willingness to answer them and that they were
appropriate in eliciting responses that were consistent with
study objectives. Ambiguous questions were re-phrased.

Using the semi-structured, self-administered questionn
aire, data was collected by the researcher, a resident doctor
and two research assistants with the assistance of the field /
zonal inspectors on one general ‘Community Development’
(CD) day when all corps members in the LGA assembled at
the secretariat for ‘Community Development’. Data
collection which took place in April 2009 was followed by
health education programmes on HIV and VCT for three
consecutive Thursdays at the intervention site. At the control
site, health education on childhood illnesses and sickle cell
disease was also given for three consecutive Thursdays. The
research provided stand-by mobile VCT services free of
charge for the corps members on site in both the intervention
and control LGAs, for a period of three months after the last
health educational intervention. The rapid HIV test kits
Unigold®, and Determine® were used to test while Stat-Pak®
was reserved for confirmatory tests. Trained VCT
counsellors provided the services. All corps members that
indicated willingness to be tested filled informed consent
forms and had pre-test and post-test counselling. Their
results were given to them in a confidential manner.

The effect of the intervention was evaluated three months
after the last health education interaction with the corps
members. Information was collected using essentially the
same questionnaire that was used during the pre-intervention
phase. The questionnaires were administered to both groups
of corps members on a general CD day, as was done during
the pre-intervention phase. They were also retrieved on the
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same day.

Knowledge of each respondent about HIV/AIDS was
determined using 23 questions, each scored one point. Each
correct response was scored one mark while non-response or
wrong response was scored zero mark. Those who scored 11
points or less were considered as having poor knowledge;
those who scored between 12-17 points were considered as
having fair knowledge, while those who scored between
18-23 points were considered as having good knowledge of
HIV. In determining the knowledge of each respondent
about VCT, 5 questions, each scored one point, were used.
Each correct response was scored one mark while
non-response or wrong response was scored zero mark.
Those who scored 0-1 points were considered as having poor
knowledge; those who scored 2-3 points were considered as
having fair knowledge, while those who scored 4-5 were
considered as having good knowledge of VCT. In
determining the attitude to VCT, 5 questions, each scored
one point, were used. Respondents with correct attitude to
three or less of the questions were considered as having
negative attitude; while those with correct attitude to four or
more of the questions were considered as having positive
attitude to VCT.

The data were analysed using the Statistical Package for
the Social Sciences (SPSS) Version 15. Four-stage analyses
were done: the comparison of the study and control
populations pre-intervention to demonstrate similarities, the
comparison of the control group data before and after
intervention to show if there was any difference; the
comparison of the study group before and after intervention,
and comparison of the study and control groups
post-intervention to show difference in each pair.
Appropriate statistical tests of significance (chi square for
comparison of proportions) between the two groups and
within each group pre-and post-intervention were used. A p
value < 0.05 was considered statistically significant.
Analysed data was presented in the form of frequency tables.

Ethical approval was obtained from the Ethical Committee
of Obafemi Awolowo University Teaching Hospitals
Complex, Ile-Ife prior to the commencement of the study.
Permission to carry out the study among the corps members
was obtained from the State Coordinator of the NYSC, Osun
State and the respective LGIs. Written consents were also
obtained from the respondents before being recruited into the
study. The questionnaires were completed privately and
anonymously and all records and relevant materials were
stored in locked cabinets and accessed only by authorized
personnel. Trained counsellors delivered the VCT services in
order to further ensure confidentiality. Pre-test counselling
was given before performing the test. Post-test counselling
was also given to all clients irrespective of their results. The
VCT results were given in a confidential manner. After
collecting the post-intervention data, corps members in the
control LGA were also exposed to the health educational
messages delivered to the intervention group and vice versa.

Three sessions of health education on HIV and VCT were

given. A longer period of intervention could have resulted in
greater increase in VCT uptake.

3. Results

Table 1 shows the socio-demographic characteristics of
intervention and control group respondents. The mean (SD)
age of the intervention and control group respondents were
26.08 (2.15) and 25.95 (2.25) years respectively. The mean
age of the two groups were comparable (t = 1.94, p = 0.054).
Although there were more males among the control group
compared to the intervention group, the difference in the
proportions was not statistically significant (x> = 0.15, p =
0.698). This was also true of other socio-demographic
characteristics.

Post intervention, the proportion of respondents with good
HIV knowledge increased from 14.3% to 85.0% in the
intervention group which was statistically significant
(p=0.001). There was no such increase in the control group.
There was also a statistically significant difference in the
proportion of respondents with good knowledge of HIV
between the two groups (Likelihood Ratio x*=103.16; p =
0.001) (Table 2).

Post intervention, there was a statistically significant
increase in the proportion of respondents who had correct
knowledge about VCT in the intervention (p=0.001), but not
in the control group (p>0.05). Similarly, there was a
statistically significant decrease in proportion of respondents
with misconceptions about VCT in the intervention
(p=0.001), but not in the control group (p>0.05) (Table 3).
Post intervention, there was a statistically significant
increase in the proportion of respondents that had good
knowledge of VCT in the intervention (p= 0.001), but not in
the control group (p=0.355). There was also a significant
difference in the proportion of those who had good
knowledge of VCT between the intervention and control
groups (LR y* = 131.79; p=0.001) (Table 4).

Post intervention, there was a significant decrease in the
proportion of respondents that agreed with the statements
that having VCT is like knowing one’s day of death (p<
0.001); and VCT should be avoided because it creates
anxiety (p<0.001) in the intervention group. There was no
such decrease in the control group (p>0.05). Except for the
respondents who agreed with the statement that VCT is for
those who are frequently sick (p=0.095), there was a
statistically significant difference in the proportion of those
who agreed with all other statements about VCT between the
intervention and control group (p=0.001) (Table 5).

Post intervention, there was a statistically significant
increase in the proportion of respondents that had positive
attitude to VCT (p = 0.001) but there was none in the control
group (p = 0.571). There was a significant difference in
proportion of respondents with positive attitude to VCT
between the intervention and control groups (x* = 32.95; p =
0.001) (Table 6).

Post intervention, the proportion of respondents who had
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VCT increased significantly by 27.3% in the intervention
group (p =0.001); but only by 13.6% in the control group (p
=0.016). There was also a statistically significant difference
in VCT uptake between the intervention and control groups
(x*=9.85; p =0.002) (Table 7).

4. Discussion

This study was conducted to evaluate the effect of health
education intervention on knowledge and attitudes to

HIV/AIDS and VCT; and VCT uptake among corps
members in Osun State. The mean age of the respondents
was 26.08 (2.15) years in the intervention group and 25.95
(2.25) years in the control group (Table 1). This is expected
since most people would not have graduated from higher
institution until they are about twenty years old and the age
limit for compulsory service in the NYSC is 30 years. The
NYSC members in the two local government areas were
similar because there was no statistically significant
difference between their socio-demographic characteristics.

Table 1. Socio-demographic characteristics of intervention and control group respondents
Intervention Group Control Group
Variables n=147 n=160 v P
Freq (%) Freq (%)
Age (Years)
<20 0(0) 1(0.6) 1.37 0.520
20-29 137(93.2) 148(92.5)
30-39 10(6.8) 11(6.9)
Sex
Male 73(49.7) 83(51.9) 0.15 0.698
Female 74(50.3) 77(48.1)
Religion
Christianity 138(93.9) 147(91.9) 0.46 0.497
Islam 9(6.1) 13(8.1)
Ethnic group
Yoruba 32(21.8) 52(32.5) 5.16 0.160
Igbo 51(34.7) 42(26.3)
Hausa 8(5.4) 9(5.6)
Other groups 56(38.1) 57(35.6)
Institution
University 122(83.0) 134(83.8) 0.03 0.859
Polytechnic 25(17.0) 26(16.3)
Course Studied
Arts, Law, and Social Sciences 66(44.9) 67(41.9) 0.87 0.832
Pure, Applied and Health Sciences 41(27.9) 52(32.4)
Accounting and Administration 15(10.2) 14(8.8)
Others 25(17.0) 27(16.9)
Table 2. Effect of Health Education on Level of Knowledge about HIV
Level of Intervention Group Control Group
Knowledge
Pre-intervention Post-Intervention % Change Pre-Intervention Post-Intervention %
0, 0,
Freq (%) Freq (%) Freq (%) Freq (%) Change
Good 21(14.3) 125(85.0) 707 39(24.4) 45(32.8) 84
Fair
72(49.0) 21(14.3) -24.7 76 (47.5) 47(34.3) -13.2
Poor 54(36.7) 1(0.7) 36.0 45(28.1) 45(32.8) 47
Total 147(100) 147(100) 160(100) 137(100)

¥ =153.12; p=0.001

¥=5.32; p=0.070
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Table 3. Effect of Health Education on Knowledge and Misconceptions about VCT

Variable Intervention Group Control Group
Pre Post Pre Post
n=147 n= 147 P n=160 n=137 P
Freq (%) Freq (%) Freq (%) Freq (%)
VCT is information given
about HIV in addition to testing 128(87.1) 147(100.0) 0.001 138(86.3) 118(86.1) 0.976
for the virus
VCT consists of pre-test 75(51.0) 144(98.0) 0.001 96(60.0) 82(59.9) 0.980
counselling
VCT consists of post-test
counselling 75(51.0) 141(95.9) 0.001 86(53.8) 74(54.0) 0.964
Misconceptions
VCT is information given
about family planning 105(71.4) 23(15.6) 0.001 115(71.9) 94(68.6) 0.539
VCT is information given
about blood group and sickle 89(60.5) 30(20.4) 0.001 125(78.1) 104(75.9) 0.651
cell disease
Table 4. Effect of Health Education on Level of Knowledge about VCT
Intervention Group Control Group
Pre Post % Pre Post %
Grade n=147 n=147 change n=160 n=137 Chal;l e
Freq (%) Freq (%) Freq (160) Freq (%) g
Good 35(23.8) 127(86.4) 62.6 28(17.5) 33(24.1) 6.6
Fair 72(49.0) 19(12.9) -36.1 84(52.5) 64(46.7) -5.8
Poor 40(27.2) 1(0.7) 265 48(30.0) 40(29.2) -0.8
Total 147(100) 147(100) 160(160) 137(100)
¥’ =120.21; p=0.001 ' =2.07; p=0.355
Table 5. Effect of Health Education on Attitude to VCT
Attitude to VCT Intervention Group Control Group
Pre Post Pre
n=147 n=147 P =160 PF":: “;‘;3)7 P
Freq (%) Freq (%) Freq (%) a7
VCT can encourage safer sex 132(89.8) 145(98.6) 0.002%* 143(89.4) 122(89.1) 0.351
VCT gives access to early treatment 130(88.4) 145(98.6) 0.001%* 142(88.8) 122(89.1) 0.326
Having VCT is like knowing one’s day
of death 31(21.1) 11(7.5) 0.001 36(22.5) 31(22.6) 0.970
VCT creates anxiety and so should be 17(11.6)
avoided 334 0.001 19(11.9) 2407:3) 0.364
VCT is for those who are frequently sick 5(3.4) 1(0.7) 0.001 11(6.9) 13(9.5) 0.480
**Ljkelihood Ratio x* was used.
Table 6. Effect of Health Education on Overall Attitude to VCT
Attitude Intervention Group Control Group
Pre Post % Pre Post %
n=147 n=147 change n=160 n=137 Cha; e
Freq (%) Freq (%) Freq (%) Freq (%) g
Positive 115(78.3) 141(95.9) 17.6 118(73.8) 97(70.8) -3.0
Negative 32(21.7) 6(4.1) 42(26.2) 40(29.2) 3.0
-17.6
Total 147(100) 147(100) 160(100) 137(100)

¥*=20.42; p = 0.001

¥=0.32; p=0.571
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Table 7. Effect of Health Education on VCT uptake

Intervention
Uptake Group Control Group
Pre Post Pre Post %
n=147 n=147 % change n =160 n=137 Cha‘; .
Freq (%) Freq (%) Freq (%) Freq (%) g
Had VCT 84(57.1) 124(84.4) 27.3 88(55.0) 94(68.6) 136
Did not have VCT 63(42.9) 23(15.6) 72(45.0) 43(31.4)
-27.3 -13.6
Total 147(100) 147(100) 160(100) 137(100)

X' =25.17; p=10.001

Only 14.3% of respondents in the intervention and 24.4%
in the control group had good level of knowledge about HIV
before intervention. The observed difference was not
statistically significant. The low level of knowledge in both
groups was due to various misconceptions which the
respondents had about HIV. After the intervention (Table 2),
the proportion of respondents with a good level of
knowledge about HIV increased by 70.7% in the
intervention group (p<0.001). This shows that the health
education intervention was effective in increasing the
knowledge of respondents about HIV. This is similar to the
report of some studies conducted in Indonesia, Nigeria, Italy
and China which all showed that health education was
effective in significantly increasing the knowledge about
HIV among the respondents. [15, 16, 17, 18, 19]

Post intervention (Table 3), in the intervention group,
there was a significant increase in proportion of respondents
who knew that VCT was information given about HIV in
addition to testing for the virus, and those that knew that
VCT consists of pre-test counselling and post-test
counselling (an increase of 12.9, 45.0 and 44.9%
respectively). There was also a significant decrease in the
proportion of those who thought that VCT was information
given about family planning (a decrease of 47.0%) and blood
group/sickle cell disecase (a decrease of 44.9%). Overall,
there was a highly significant change (p=0.001) in level of
knowledge about VCT in the intervention group (Table 4).
The proportion of respondents who had a good level of
knowledge increased by 62.6%. There weren’t such
increases in the control group. This shows that the health
education intervention was effective in increasing
knowledge of VCT. This is in keeping with a 2008 study
conducted among youths in Plateau State which showed that
health education was effective in significantly increasing
VCT knowledge (p <0.05). [20]

Post intervention, the proportion of respondents who had
the negative attitude that having VCT is like knowing one’s
day of death, VCT creates anxiety and should be avoided and
VCT is for those who fall sick frequently decreased
significantly ( a decrease of 13.6, 8.2 and 2.4%; p<0.05) in
the intervention, but not in the control group (Table 5).
Overall, (Table 6) there was a significant change (p=0.001)
in attitude to VCT in the intervention group. The proportion
of respondents who had positive attitude to VCT increased
by 17.6%. This shows that the health education intervention

¥ =5.76;p=0.016

was effective in increasing the proportion of respondents
with positive attitude to VCT. This is in keeping with some
studies conducted among pregnant women in India and
youths in Plateau State, Nigeria, both of which showed that
health education was effective in significantly increasing the
proportion of respondents with good attitude to VCT (p
<0.05). [20, 21] Even though the health education
intervention was applied for varying periods of time, the
results were still similar.

Post-intervention, there was a highly significant increase
(p=0.001) in VCT uptake in the intervention group (Table 7).
Forty respondents accessed VCT for the first time,
representing an increase of 27.3%. This shows that the health
education intervention was effective in increasing VCT
uptake among the respondents. This finding is similar to but
lower than that reported by that of a 2008 study among 15-24
years old out of school youths in Lagos, in which health
education and provision of VCT services increased uptake
by 41.0% in the study group. [22] It is also similar to that
reported among Malawian pregnant women in which health
education increased VCT uptake by 45%. [23] Health
education was applied for only three months in this study.
The greater increase in uptake observed in the other two
studies might probably be due to the longer period of health
education intervention. The uptake in the control group also
increased (p=0.016), but the magnitude of increase was
lower (13.6%) than that of the study group. The increase in
uptake among the control group can be attributed to the
availability of free VCT services at the control group’s CD
site.

5. Conclusions

The health education intervention caused a significant
increase in the level of knowledge about HIV and VCT
among respondents in the intervention group. It also
effectively improved their attitude to VCT and increased
their uptake of VCT services (p<0.05).

The policy implication of this study to the government,
health planners, and policy makers in the National Youth
Service Corps is that sustained skill-based health education
and on-site VCT services should be provided for corps
members throughout their one year of compulsory service to
the nation. The health education should not only be targeted
at improving their knowledge and correcting misconceptions
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about HIV/AIDS and VCT, but also at changing their risk ACKNOWLEDGEMENTS

perception for HIV/AIDS, encouraging safer sexual

behaviours and motivating them to access VCT The authors wish to acknowledge the corps members who
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Appendix
QUESTIONNAIRE USED FOR THE STUDY

SECTION A: Socio-Demographic Characteristics of Respondents

Serial
No

101 Age as at last birthday (in years)

Questions Response

102 Sex of respondent Male Female

Christianity
Religion Islam

v Others (specify)-------

Yoruba
Igbo
Hausa
Others (specify)

104 Ethnic group

105 State of origin

Polytechnic
University
Arts
Social Sciences
Administrative Studies
Engineering
107 What course did you study? Health Sciences
Law
Education
Pure and Applied Sciences
Others( specify)

106 Which institution did you finish from?

No formal education
Primary
Secondary
Higher education (not degree)
University degree
Others (specify)
Farming
Artisan

109 What is your father’s occupation? Trading/Business
Civil Servant (specify job)
Others (specify)

No formal education
Primary
Secondary
Higher education (not degree)
University degree
Others (specify)

What is the highest level of education that your
108 father completed?

What is the highest level of education that your
110 mother completed?

Farming
Artisan
Housewife
Trading/Business
Civil Servant (specify job)
Others (specify)

111 What is your mother’s occupation? Please specify

SECTION B: Knowledge of HIV/AIDS

Have you heard of HIV or the disease called Yes

201 AIDS? No
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202

What is your source of information? Tick all that
is applicable.

TV
Radio
Newspaper
Public enlightenment campaign
Health workers in health facilities
Health workers outside health facilities
Billboards
Friends / relations
Others (specify)

203

At what level did you first hear about HIV/AIDS

Primary school level
Secondary school level
Tertiary school level

204

Do you think AIDS is a serious disease?

Yes
No
I don’t know

205

How can a person get infected with HIV virus?

Sexual intercourse Yes No

Dont
know

Blood transfusion

Kissing with breaking of the inner
lining of the mouth

Through mosquito bites

Through sharing of sharp
objects like blades

Sharing food with an infected
person

Through witchcraft

By sharing the same bed with
an infected person

By hugging

By sharing toilets

Transmission from mother to
child

Others (specify)

206

What can a person do to avoid contracting HIV?

Yes No

Dont
know

Staying with one uninfected
partner

Using condom every time

Abstaining from sex

Delaying the onset of sexual
intercourse

Avoiding sex with prostitutes

Reducing the no of sex partners

Avoiding sex with people with
multiple sex partners

Avoid sharing of sharp objects

Praying to God

Going for check ups

Using antibiotics

Seek protection from a
traditional ruler

Nothing

Others (specify)

I don’t know

207

A HIV positive mother can have a baby that is free
of the virus

208

Two HIV positive individuals can have children
that are free of the virus

209

A healthy-looking person can have the HIV virus

210

The HIV virus can be transmitted from a mother to
a child during pregnancy
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The HIV virus can be transmitted

from a mother to

211 a child during delivery
212 The HIV virus can be transmitted from a mother to
a child during breast feeding
SECTION C: Knowledge and Attitudes to VCT
301 Have you ever heard about Voluntary Counselling Yes
and testing? No
TV
Radio
Newspaper
If yes, what is your source of information? Tick all Public enlightenment campaign
302 . .
that is applicable. Health workers
Friends / relations
Bill boards / Posters
Others (specify)
Yes No No idea
Information and counselling given to people
before asking them to test for the HIV virus
Information given about family planning
303 Voluntary Counselling and Testing is Information given to people about blood
group and sickle cell disease
A process that consists of pre-test counselling
A process that consists of post-test
counselling
Respond to the following questions by
answering Agree, Disagree, Undecided Agree Disagree Undecided
VCT can encourage people to practice safer sexual
304 .
behaviour
305 VCT helps HIV positive people to access
treatment on time
Learning of one’s HIV status is like knowing your
306
day of death
307 VCT is only useful for those who fall sick
frequently
308 . . .
VCT should be avoided as it creates anxiety
SECTION D: VCT Uptake and Factors Affecting Uptake
401 Have you been tested for the HIV virus before? ‘I(\Ii)s
More than thrice
402 If yes, how many times have you had the test? Thr}ce
Twice
Once
In the last 3 months
When was the last time you were tested? 4-11months ago
403
12-23 months ago
2 years or more ago
404 The last time you had the test, did you ask for it, Og:f:;;z; jfc::i)st; d

was it offered and you accepted or it was required?

Required




60

Eyitope Oluseyi Amu et al.:

Effect of Health Education on Knowledge, Attitude and Uptake

of Voluntary Counselling and Testing among Corps Members in Osun State, Nigeria

Why did you have the last test? Yes No
405 . . .
Concern about risk of infection
Just wanted to know status
To reduce fear and anxiety
Prior to blood donation
Requirement for insurance/ appointment
My spouse/ partner died of AIDS
I frequently fall sick/ I was sick
Others (specify)
406 Were you counselled before having the test? SI{\IZS
. . Yes
407 Were you counselled after having the test? No
. Yes
408 Did you get the result of the test? No
Yes No
Government hospital
Private hospital
Mission hospital
409 Where did you have the last test? Private laboratory
Government VCT centre
Non-governmental VCT centre
At CD site
Others (specity)
Yes
Now that you have been screened before, will Mo
410 ow that you have been screened before, will you I don’t know
like to repeat the test again?
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