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Abstract
Introduction The search for an effective response and solution to the human immunode�ciency virus (HIV) / acquired
immunode�ciency syndrome (AIDS) scourge continues to be of critical importance since the discovery of the �rst
case in the United States in 1981. To date, in the absence of a known cure or vaccine, preventive and promotional
measures remain a strategic measure to combating the menace. Objectives To identity barriers to condom use
amongst heterosexuals in Africa, using the Niger Delta as a case study. Methodology This qualitative study was
carried out using an online social media interactive medium. Ten experienced medical doctors from the Niger Delta
subregion, recruited through a convenient snowballing technique, participated in the focus group discussion. Results
Twelve elements were identi�ed as barriers to condom use. They include poverty (worsened by environmental oil
pollution), low and uneven distribution of knowledge and awareness, negative perception of condoms, impaired
motivation, partner-related factors, lack of availability or access to a condom, religious factors, young age at �rst
sexual debut affecting cognition to negotiate condom use, alcohol and substance use, intimate partner violence
arising from gender inequality, cultural beliefs, social stigma, and accidental casual sex. Conclusion The �ndings of
this study demonstrated the salient need for implementing a tailored health intervention program alongside the
provision of public health measures. Awareness alone is not enough unless it translates into a behavioral change and
control.

Statement Of Problem
The number of new HIV cases is declining worldwide, with reports of a 52% reduction since its peak in 1997 (UNAIDS,
2021a). However, the global burden of HIV/AIDS is still on the rise, with an estimated 37.7 million people currently
living with HIV/AIDS across the world, including 2.78 million children (WHO, 2021a; UNICEF, 2021). Sub-Saharan
Africa accounting for a greater percentage of contributary burden (UNAIDS, 2021a; Kharsany & Karim, 2016). In 2020,
almost one million people died from HIV/AIDS-related causes, and it is estimated that about 2 million people become
newly infected yearly (WHO, 2021a). Sadly, to date, HIV/AIDS remained a global public health scourge, and a leading
cause of death as well as a development challenge in the African subregion. This is even with the introduction of
condoms, a simple optimal device in preventive care, to �ght this disease at both the individual and the community
level (CDC, 2021). HIV/AIDS still constitutes an endemic disease in the African subregion causing an untold number
of deaths and suffering following socioeconomic, ethnocultural, biological, and structural barriers to public health
prevention strategies (Inungu & Sarah, 2006).

Background
Introduction

The search for an effective response and solution to the human immunode�ciency virus (HIV) / acquired
immunode�ciency syndrome (AIDS) scourge is of critical importance since the discovery of the �rst case in the
United States in 1981 (CDC, 2006). To date, in the absence of a known cure or vaccine, preventive and promotional
measures remain the only effective strategies to combating the HIV/AIDS scourge (Deek et al., 2016; UNAIDS, 2019a).

Health behaviors including, sexual abstinence, faithfulness to one sexual partner, use of condoms, and the use of pre
or post-exposure antiretroviral drugs for HIV, constitute the current advocated position of the HIV experts (UNAIDS,
2019a), as well as early diagnosis and treatment as the mainstay in HIV/AIDS care. The virus is transmitted mostly
through unprotected sexual contacts with infected persons, as well as through infected body �uids, the use of
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unsterilized sharp objects, and from mother to child transmission (WHO, 2020). This account for its widespread and
ravaging impacts amongst sexually active persons and communities in Africa and beyond.

Sadly, of this knowledge of the various established preventive measures, particularly in the use of condoms (a
sheath-shaped barrier device) known to be both effective in birth control and the prevention of sexually transmitted
diseases (STDs), including HIV/ AIDS (CDC, 2021). challenges remain, in broad array of settings (UNAIDS, 2019a),
commonly resulting from risky health behaviors, accrued from a mixed ethnocultural, socioeconomic, and religious
behavioral representation (Fisher & Fisher, 2000). All militating against the use of condoms as an effective behavioral
health intervention tool to checkmating the AIDS epidemic, amongst heterosexuals in Africa. Therefore, necessitating
the need for a behavioral change to risky sexual practices, the major focus being health education for safer sex, and
promotion of appropriate and regular condom use (UNAIDS, 2019a).

Aims/Objective

This study aim is to identify barriers to condom use among heterosexuals in Africa (Nigeria’s Niger Delta as case
study) and thus make recommendations. Knowledge of these barriers will inform the design of effective intervention
to discourage risky sexual behavior and practice. Findings will also help in the future design of a behavioral
intervention program to effectively prevent and control the spread of the disease at the individual and community
level. Thus, enhance preventive and promotional health amongst heterosexuals particularly in the Niger Delta and by
extension Africa. This study will also help to provide baseline data for further studies and intervention.

 

Assumptions

For this study, it is assumed that being a medical doctor and practicing in the Niger Delta translates to having a
critical and useful in-depth experience on the barriers to condom use and HIV prevention effort in the region. In
addition, it is also assumed that participation in the study would be on participants’ free will and responses would be
as truthful as possible.

Scope and Delimitations

A potential delimitation for this study is the proposed geographic limit of the study (Niger delta context) as well as the
choice of participants. Sequel to time, logistic and �nancial constraints, it would be impractical to survey every
heterosexual in Africa. 

Another delimitation of this study is the scope of the study, which uses online discussion forums of HIV/AIDS care
doctors, and also providing an opportunity for a sort of round table discussion and deliberation of the HIV scourge in
the region. Hence the use of critical stakeholders having prerequisite skills and experience as well as in the position to
pass on research outcome to the community in the region.

Limitations

Focus group discussion studies are generally limited by being opinionated and prone to dominance by some socially
accepted opinion or participants. Also, acquisition of participants through snowball technique could produce a
narrow perspective to research. To address these, the proposed focus group acquired a neutral moderator for this
study to help in the coordinating the discussion session. More so, the research objective was carried out using the
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Niger delta case study and via online discussion in accessing possible barriers eliminate challenge of study not been
generalizable or lacking external validity. 

Signi�cance

This study is signi�cant because it could help public health practitioners and healthcare professionals to gain new
knowledge that could inform public health policy development, implementation and practice in addressing the HIV
burden in Africa. Additionally, such knowledge could help develop targeted health education messages geared
towards improving use of protective and preventive measures.

Literature Review
Despite the global efforts in the prevention and control of the HIV epidemics scourge, challenges persist, especially on
the African continent, Nigeria’s Niger Delta subregion inclusive (see Table ii, Table ii). This is a setback on advocated
recommendations entailing promotional and preventive care intervention, such as sexual abstinence, fatefulness to
one sexual partner, use of condoms, and the use of pre and/or post-exposure prophylaxis for HIV (UNAIDS, 2019a).
The search for an effective solution to the HIV and AIDS pandemic continues to remain a top priority. As the HIV/AIDS
most effective combating strategy continues to remain preventive and promotional healthcare, and because of the
lack of a cure or vaccine (UNAIDS, 2019a). Various barriers associated with perceptions, attitudes, beliefs, and
practices concerning HIV/AIDS prevention and control, constitute crucial factors in the burden of HIV/AIDS in the
African region (Sovran, 2013). Furthermore, the lack of an effective health care delivery system is a barrier to
HIV/AIDS prevention. Other factors such as social-economic status and lack of access to a health care facility for
early diagnosis and treatments represent another barrier to HIV/AIDS prevention, globally (hiv.gov, 2020). In the Niger
Delta region of Nigeria, HIV/AIDS is driven mostly by endemic structural problems and this includes poverty, gender
inequality, unemployment, concurrent sexual partnerships, sexual exploitation, and forced migration (Udoh, 2009).
Some potential barriers to HIV/AIDS prevention and treatment were said to be due to oil pollution and other
environmental stressors (Udoh, 2013). The untoward effect of Oil exploration in the region worsened the HIV burden
through the destruction of the livelihoods, institutions, and core values, which forces impoverished illiterate females
to migrate or be tra�cked to urban centers as sex workers (Udoh, 2013). The elevated HIV/AIDS risk in the Niger Delta
brings into focus the mirage of contributory factors to the prevention and control of HIV/AIDS. Meanwhile, as
evidenced from many texts, the most common means and routes of transmission continue to be majorly through
unprotected sexual contact with infected persons accounting for widespread sustained impact amongst sexually
active persons and communities in Africa and beyond (UNAIDS, 2019a). The other modes of transmission seen to be
through contact with infected body �uids, use of infected sharp objects, and mother-to-child transmission. Thus,
practical knowledge of the various established preventive measures, particularly the use of condoms known to be
effective in birth control and prevention of sexually transmitted diseases (STDs), HIV/AIDS inclusive (UNAIDS,
2019a). The mixture of these ethnocultural, socioeconomic, and religious behavioral representations hamper the use
of condoms in the African setting. Therefore, necessitating the need for behavioral change to risky sexual practices,
the major focus being health education for safer sex, and the promotion of appropriate and regular condom use
(UNAIDS, 2019). The HIV Prevalence by States and Geopolitical zone is hereby presented in Table i and Table ii
respectively.

Table i. HIV Prevalence by States (UNAID, 2019b)
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STATES HIV PREVALENCE (%)

Akwa Ibom 5.5

Benue 5.3

Rivers 3.8

Taraba 2.9

Anambra 2.4

Abia 2.1

Cross River 2.0

Enugu 2.0

Nassarawa 2.0

Bayelsa 1.9

Delta 1.9

Edo 1.9

Imo 1.8

Ogun 1.6

Plateau 1.6

FCT 1.6

Lagos 1.4

Gombe 1.3

Adamawa 1.2

Borno 1.2

Kaduna 1.1

Ondo 1.1

Kwara 1.0

Kogi 0.9
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Osun 0.9

Oyo 0.9

Ebonyi 0.8

Ekiti 0.8

Niger 0.7

Kano 0.6

Kebbi 0.6

Bauchi 0.5

Zamfara 0.5

Sokoto 0.4

Yobe 0.4

Jigawa 0.3

Katsina 0.3

 

Table ii. HIV Prevalence by Geopolitical Zones in Nigeria (UNAID, 2019b)

ZONES  HIV PREVALENCE (%)

South-South 3.1

North-Central 2.0

South-East 1.9

South-West 1.1

North-East 1.1

North-West 0.6

Burden of Problem
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World over, HIV/AIDS remains the most prevalent threat to humans. Present on all continents, with an affectation
cutting across all demographic strata, claiming many lives each year and with a predilection for the vulnerable poor,
and underserved region of the world (Mathers and Loncar, 2006). The human immunode�ciency virus (HIV) has
become one of the leading causes of death around the world today (UNAID, 2020). Globally, the burden of people
currently living with HIV/AIDS is still unacceptably high. In 2015 it was estimated to be more than 35 million, today
HIV affects an estimated 37.7 million people, including 2.78 million children (WHO, 2021a; UNICEF, 2021; WHO, 2021;
Autenrieth et al. 2018). Most cases occurring in sub-Saharan Africa. 

According to the United Nations program for HIV/AIDS (UNAIDS) in 2016, out of that estimate of 35 million, 19 million
of them were from eastern and southern Africa, 6.5 million from western and central Africa. Furthermore, 5.1 million
from Asia and the Paci�c, 2.4 million from Western and Central Europe and North America, while Latin America and
the Caribbean accounted for 2 million cases. Eastern Europe and Central Asia had 1.5 million and 230,000 cases
were from the Middle East and northern Africa (UNAIDS, 2016). The World Health Organization also reported that
HIV/AIDS continues to be a major global public health issue, accounting for record-high numbers of deaths, having
claimed more than 32 million lives so far (WHO, 2021A). Due to hiatus in HIV care delivery, 770 000 people died from
HIV/AIDS-related causes in 2018, and about 2 million people were newly infected (WHO,2019). Over two-thirds of all
people living with HIV (25.7 million) live in the WHO African Region (WHO, 2019). Even as HIV is prevalent amongst
the general population in the region, an increasing number of new infections occur among key population groups. 

African Situation

In the African context, a heterosexual relationship is the culturally accepted form of sexual behavior and practice.
However, in many instances, this is devoid of condom use and cutting across the different strata of the reproductive
age groups, following a host of limiting barrier factors earlier mentioned. This depending on peculiar situations, also
comes with attendant public health challenges, asides from its reproductive bene�ts. Affecting a combination of
health indices, socioeconomic life as well as regional and international implications.

According to the United Nations, the HIV epidemic situation varies among the 54 African countries across the
continent. Though data on the prevalence of condom use has been inconsistent and limited (UNAIDS, 2019a;
Statista.com, 2020). The prevalence of condom use was higher among sex works at 85.5 % whereas that of non-sex
workers was at 34% (UNAIDS, 2021). A study carried out by Ayoola et al., (2014) saw condom use at the last sex act
to be 65.9% but only 48.8% were said to be used consistently. The consequences of non-usage have been
devastating, especially in the West, South, and East of the African continent (NAIDS, 2021; WHO, 2021). Sub-Saharan
Africa represents the epicenter of the HIV/AIDS epidemic with more than 70% of all people living with HIV residing in
the region (Kharsany & Karim, 2016).

Compared to males, young women bear a disproportionate share of the HIV epidemic in South Africa with a
staggering prevalence of 5.6% among those aged 15–19 years and 17.4% among those aged 20–24 years (Shisana
2012 et. al. as cited by Ntshiqa, T., et al. 2018). Heterosexual HIV transmission accounts for more than 90% of new
HIV infections among sexually active people, most of which is attributed to not using a male condom (Ntshiqa, T., et
al. 2018). In population-based surveys, countries that reportedly have higher use of condoms were seen to
consistently report lower HIV prevalence when compared to countries that reported lower use of condoms (Sandøy et
al. 2012; Sandøy et al. 2007; Reynolds et al. 2012). Also, in addition, an increase in male condom use in South Africa
did play a critical role in the decline in HIV incidence that was witnessed between 2000 and 2008, highlighting a
continued need to invest in male condom promotion and distribution (UNAIDS, 2015). Meanwhile, the use of female
condoms by female partners were not popular, and faced two di�culties, the reaction of the woman's male partner
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and attitudes to the device itself (uneasiness using it). Although this was acceptable to female commercial sex
workers, following that it offers them double protection (Deniaud, F.,1997) (Paz-Bailey et al. 2016).

More than 30 years after the �rst reported case of AIDS, Sub-Saharan Africa continues to be the most heavily a�icted
region of the world. East and southern Africa alone account for 56% of the global burden of HIV with eight countries
having estimates of more than 1,000,000 persons living with HIV/AIDS (Ntshiqa, T., et. al. 2018). Obstacles to the use
of condoms in Africa remain a serious threat to the �ght and global effort against the HIV/AIDS pandemic. Targeted
efforts, therefore, at improving existing heterosexuals’ social normative belief, cognition, and self-e�cacy to
promoting condom use are paramount to addressing the mirage of consequences associated with non or
inappropriate use of a condom in Africa.

Barriers to Condom Use

Sarkar (2008) in a paper published using review, surveys, clinical studies, and comment data extracted between1993
and 2007 outlined some general factors associated with the non-use of a condom. This included cost alongside
varying community variations like moral values, ethnicity, and religion. Other social factors such as gender inequality,
lack of dialogue among partners about condom use, and the stigma attached to the condom could all lead to
unprotected sexual intercourse. Personal factors such as aversion to the condom, consumption of alcohol or use of
drugs before sexual intercourse, and anxiety and depression were all negatively associated with condom use,
according to Sarkar (2008).

According to UNAIDS 2017 report, the end of term review of the 2010-2015 national HIV strategy identi�ed condom
uptake as having been a major area of challenge. The data identi�ed cost, low availability and resistance to condom
promotion from certain key religious and cultural groups as constituting the main barriers to the use of condom.

Factors Fueling the Spread of HIV/AIDS in Africa

Inungu and Sarah (2006) in their work towards understanding the Scourge of HIV/AIDS in Sub-Saharan Africa
effectively brought to limelight the factors associated with the spread of the HIV epidemic in sub-Saharan Africa and
so proposed 6 essential activities, which is denoted by the acronym "ESCAPER," to help curb the spread of HIV/AIDS
in Africa. These implicating factors for HIV Spread include HIV-associated stigma, socioeconomic status, cultural and
Traditional practices (polygamy and widow inheritance), STDs, migration & forced labor, alcohol & drugs, war &
con�icts, unsafe male circumcision practice, and female genital mutilation (FGM).

 

HIV/AIDS treatment and prevention

Even though HIV/AIDS yet has no cure it can still be treated or better still prevented (UNAID, 2019a). More so the only
way to lessen the number of HIV/AIDS patients is to have some preventive strategies (Ngoma et al. 2015). There are
different methods of HIV/AIDS prevention, and this can be achieved through behavioral, biological, and structural
(relating to culture and environment). Generally, the most common strategies include: attempting to postpone the age
at of �rst sexual debut, reducing the number of sexual partners/casual sexual partners, increasing the number of
sexual protective activities, offering counseling and testing for HIV, encouraging adherence to biomedical approaches
in avoiding HIV transmission, reducing sharing of sharp unsterilized objects such as needles, and syringes and
decreasing substance use (Coates et al. 2008; Bekker et al. 2012). In the United States, some of the strategies are
programmed to combat stigma and discrimination, increased open communication about sexual activities, multi-
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sectoral approaches, and STI surveillance and control (Douglas & Fenton 2013; Satcher et al. 2015). In the United
Kingdom, prevention programs for MSM, harm reduction, HIV awareness, and prevention programs for Africans who
settle in the UK are some of their preventive strategies. In China, the prevention of infected blood donation and
transfusion practices in place (Jamison et al. 2006). In the Paci�c, there is optimal awareness, health education, and
distribution of condoms in Hawaii, PNG, Vanuatu, Federated States of Micronesia, Fiji, Tonga, Samoa, and American
Paci�c Islanders (Kevany et. al. 2015).

Though there is no known cure for HIV/AIDS, it can still be preventable through appropriate focus group targeted
health education, use of condoms, and effective antiretroviral drugs (ARVs) (WHO, 2019). The preventive effort, like
condoms, when used the right way and every time, is highly effective in preventing HIV and other sexually transmitted
diseases (STDs). Condoms are said to be 60 to 70% effective when used for HIV prophylaxis, and when paired with
other options like PrEP or ART, they provide even more protection (CDC, 2019 b; Pinkerton, Abramson, 1997). ARTs
helped remarkably in the reduction of HIV infections by 37% and HIV-related deaths fell by 45%, with 13.6 million lives
saved due to ARVs (WHO, 2019). This achievement was the result of great efforts of the national HIV programs
supported by civil society and international development partners (WHO, 2019). 

In Africa, according to the WHO, 2010, preventive strategies advocacy is mainly condoms, prevention of mother-to-
child transmission, voluntary medical male circumcision, harm reduction, and antiretroviral treatment. The same is
generally true with Nigeria’s Niger Delta except with the peculiar situation of cultural, environmental, and
socioeconomic interplay that I intend to explore in this work. 

 

Health Care Barriers of HIV/AIDS Patients

According to a systematic review work carried out by Mohammadnezhad et. al. (2017), out of 22 studies reviewed, 8
quantitative studies highlighted the barriers of HIV/AIDS among Paci�c Islanders. The most common barriers
reported were lack of accessibility to health services (3 studies, 37.5%), followed by a lack of knowledge (2 studies,
25%) (Mohammadnezhad et. al. 2017). The cultural taboos and ethnicity have been recognized as the least barriers
among Paci�c Islanders (1 study each) (Mohammadnezhad et. al. 2017). The most common barriers being cultural
barriers (5 studies, 50%), followed by access to health services (3 studies, 30%) among Paci�c Islanders, and the least
barriers were racism and lack of sex education (1 study each) (Mohammadnezhad et. al. 2017).

 

Theoretical Concepts for behavioral intervention

From the review of literature, several models exist but a more holistic approach that shows all in�uences on a
behavioral outcome is most desirable. An example of a streamlined model is the Information Motivation Model (IMB)
that has been developed primarily in response to health behavior related to HIV/AIDS and condom usage (Fisher &
Fisher, 1992).

The Triadic in�uence theory (TTI) model has a more holistic and broader component, having constructs especially
from the social and cultural-environment streams which are peculiar to the African situation (the assumed norm that
engagement in unprotected sex is a sign and commitment of courtship and pregnancy is requirement for a marriage
proposal). The TTI which is a relatively new but comprehensive theory integrates constructs from all previous
theories (Flay, Snyder, & Petraitis, 2009) that can address this risky emerging new behavior culture. The TTI includes
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seven "tiers" of "causes" of behavior that range from very proximal to distal to ultimate, and three "streams of
in�uence" that �ow through the seven "tiers" vis-à-vis (a) cultural- environmental in�uences on knowledge and values,
in�uencing attitudes (b) intrapersonal in�uences on self-determination/control and social skills, leading to self-
e�cacy, and (c) social situation-context in�uences on social bonding and social learning, in�uencing social
normative beliefs.

The IMB useful in skill motivation constructs and previous use of condoms (Mittal, M. et al. 2012) or the theory of
planned behavior (TPB) useful when construct involving intimate partner violence (Abildso et al 2018), subjective
norms, or rape (Manyaapelo et. al. 2017) are of interest.

Furthermore, the social marketing theory is very applicable in the context of policy development, program planning,
implementation and practice as it relates to HIV prevention through the provision of condoms and its subsequent
usage by at risk group.  According to jhsph.edu, (2011) available evidence from rigorously evaluated interventions to
prevent HIV transmission (meta-analysis research) social marketing theories is seen to be effective in promoting
condom use in developing countries. In this study Condom social marketing (CSM) was seen to be a type of
intervention in which condom brands are developed and marketed with a promotional campaigned targeted at a
speci�c at-risk population (Jhsph.edu, 2011). The three main intervention components (CSM) been to inform condom
branding, development of commodity logistic system and a sustained marketing campaign. ESCAPER put forward by
Inungu & Sarah 2006 addresses core barriers peculiar to sub-Saharan Africa that impact on the applicability and
effectiveness of these various theories. Social marketing in its approach aimed at changing or maintaining people’s
behavior for the bene�t of individuals and society as a whole, uses four Ps (Product, Price, Place and Promotion)
model after the Marketing four in designing programs (Goldberg et al. 1997). According to Social Marketing Report,
this is de�ned as, "the application of commercial marketing techniques to social problems" (Goldberg et al. 1997).
Some programs where social marketing has been used successfully include the following 1. A campaign to promote
the well-being of children and youth in the greater Kansas City area, 2. The Kansas Health Foundation's (KHF)
Children's Effort: Creating the Best Place in the Nation in Which to Raise a Child, 3. Salud te Recomendia (meaning
health recommends you)- Puerto Rico 4. MTV "Staying Alive"; Ignite Kenya SHUGA-Kenya, 5. Reaching Out to
Communities at Risk of Ebola in Liberia, and 6. Snap and Click, Colorado Department of Transportation.

 

Social Marketing Implementation Strategies

1          Engage potential partners and change agents

2          Analyses the key related behavior and environmental problems or goals

3          Identify components or strategies

4          Select and tailor components base on urgency, burden and feasibility

5          Pretest and revise in pilot before full implementation

6          Implement the social marketing

7          Evaluate

8          Sustainability
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Types of Condoms and Special Concern

There is currently a more popular condom type simply called the “male condom” worn by the male partner and the
less popular one worn by the female partner called “femidom” (CDC, 2019b). They are made from a variety of
materials: Latex (common), Plastics (Polyurethane), Rubber, Lambskin (Not protective), Nitrile (Female condom), and
Silicone (a prospect).

 

Strategies to prevent HIV/AIDS

According to Inungu and Sarah 2006 below are effective ways (ESCAPER) to curb HIV/AIDS in sub-Saharan Africa:

Educate

Know your HIV Status

Care for the marginalized and those who are infected

Train effective Personnel to staff and manage HIV prevention programs

Empower people and encourage self-e�cacy

Banish harmful Rituals and instead promote love and justice

Research Methodology
The study aims to identify barriers to condom use among heterosexuals in Africa and thus explore measures to
effectively curbing the HIV menace. This is carried out using the Niger Delta case study. This is choosing following
the currently reported prevalence by the Nigeria National Agency for the Control of AIDS (NACA). The report details
were as contained in the Nigerian HIV/AIDS Indicator and Impact Survey (NAIIS) report which stated that” about one
percent of Nigerians (1.9 million people) are currently living with HIV/AIDS. The South-south zone (Niger Delta) of the
country has the highest HIV prevalence, at 3.1 percent among adults (UNAID, 2019b). This is aside from other age
groups, including children (see Table i and ii).

Study Area

The study was carried out using Nigeria’s Niger Delta as a case study. This Sub-Saharan Africa subregion, according
to the Niger Delta Development Commission (NDDC) Nigeria webpage, seats on the Gulf of Guinea and neighboring
the Atlantic Ocean and serves as the delta of the River Niger. The Niger Delta is a densely populated region generally
considered to be inclusive of nine Southern Nigerian coastal states. The entire of the six south-south states of Akwa
Ibom, Bayelsa, Cross River, Delta, Edo and Rivers State, and two states from the south-east (Abia and Imo) and then
one state (Ondo) from the South-west geopolitical zone. O�cially, de�ned by the Nigerian government to extends over
about 70,000 km2 (27,000 sq. mi), and makes up 7.5% of Nigeria's landmass. It has a population of about 31 million
people, comprising of more than 40 ethnic groups, including Bini, E�k, Esan, Ibibio, Ijaws, Igbo, Ikwerre, Itsekiri, Isoko,
Urhobo, Ogoni, and Obolo ethnic nationalities. Speaking about 250 language dialects. There is a unique tradition of
the people which are expressed in various cultural masquerades and dances. The people of the Niger Delta are
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predominately Christians, believing in the existence of one Supreme Being. Others practice traditional worshipping.
The region is endowed with abundant mineral oil and forest resources with its people being predominately farmers,
�shermen, and traders of food items such as palm oil and other palm produce, vegetables, banana, yam, cassava,
and seafood.

 

Study population and sampling and Data collection tool

The study population consisted of sexually active heterosexuals’ adults in the Niger Delta region of Nigeria. The
inclusion criteria included: Being a medical doctor in the subregion with at least 2 years of community medical
practice experience; having completed a rotation in the HIV clinic; being indigenous to the subregion. Non-stakeholder
of the region and other health worker cadres were excluded from the study. The focus group was created using a
convenient snowballing technique involving doctors in the region.

Data were collected through an online focus group discussion format, comprising of 10 medical doctors who were
considered experienced and opinionated following medical practice in the subregion.

Inclusion criteria

1. Medical Doctor

2. Practice in the Niger Delta region

3. Experience with HIV/AIDS Care

Exclusion criteria

1. Non-Medical Doctor 

2. Non-experience with HIV/AIDS care

 

Informed Consent/Ethical consideration

Verbal and written consent was stated by the participating medical doctors at the start of the discussion session.
Other ethical clearance was also considered as related to expert opinion data sharing of experience in practice.

Results
Table iii. Demographic Characteristic description of the focus group
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DEMOGRAPHIC CHARACTERISTIC OF PARTICIPANTS FREQUENCY (PERCENTAGE)

Age

25-34 years

35-45 years

>45 years

0 (0%)

10(100%)

0 (0%)

Sex

Male

Female

7 (70%)

3 (30%)

Years of Clinical Experience in the region

>5years

10(100%)

State of practice

South East geopolitical zone (Abia and Imo States)

South South geopolitical zone

(Akwa Ibom, Bayelsa, Cross River, Delta, Edo)

South west geopolitical zone (Ondo State)

2 (20%)

7 (70%)

1 (10%)

The outcome of the focus group discussion (Table iii) brought to limelight several important �ndings. This includes ;
1 That sexual relationship in the subregion is mainly heterosexual, 2. The average age range for a �rst sexual debut is
between 14 to 22 years for females, and 15 to 22 years for males. The age range for sexual engagement lies between
14 and as late as 60 years and women tending to stop earlier than males. The earlier the age at �rst sexual debut the
more likely barriers to using condoms sets in, and this goes the same with living in rural areas. At the end of the focus
group discussion, twelve (12) Elements were identi�ed as barriers to the use of condoms. They include;

1. Poverty

Poverty was a crucial factor opinionated to have served as a barrier. This is seen especially on the part of the female
who hardly has an equal opportunity when compared to a male’s counterpart in the community. This makes them
vulnerable and unable to negotiate for the safe use of condoms. Poverty on the part of the males makes them unable
to purchase or even transport themselves to the local chemist shop to get one. Destruction of means of livelihood by
recurrent environmental oil pollution as well as a high rate of unemployment was said to have worsened the poverty
situation.

2. Low and uneven distribution of knowledge and awareness.

It was generally opinionated that knowledge and awareness were unevenly distributed, with the urban communities
having more informed awareness on condom use via more access to public health intervention than their rural
community counterparts. Even at that, the general awareness is still considered to be at an unaccepted low level in
the region.

3. Negative perception
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It was put forward that a negative perception of condoms exists, seen both on the part of the male and female
gender. That condoms constitute an arti�cial sex object that steals away the naturalness of sex. Also, seen as a sign
of promiscuity. Most were of poor quality and seldom burst during sexual activity making it unreliable for use.
Another is the perception that there was no need for a condom if the partner has already been engaging in
unprotected sex with a known partner or trusted partner.

4. Motivational barriers

Lack of knowledge and skill on how to use condoms was said to be a demotivation, especially for young male
teenagers.

5. Partner-related factors

The intention to hook up a man with pregnancy for marriage on the part of the female is seen to present a serious
barrier to the use of condoms. It was recounted that female partners will hide condoms whenever in the middle of a
sexual act with a targeted male partner. The male partner without a strong will may go in the act without the use of
condoms. The same was recounted to applies to the females who are pressurized by male partners into showing
evidence of fertility before marital rites are performed. It was stated also that in some instances, conditions of
condom latex allergy were an excuse for negotiating non-use of condoms with male partners by females. The
attractiveness of the female partner was another dimension stated to in�uence the decision of not using a condom.

6. Access/availability barriers

It was noted that stigma and di�culties associated with accessing and non-availability of condoms in the
communities presented barriers to the use of condoms by those who may have wanted to use one. Especially for
unmarried individuals’ residents in rural communities that usually may have just one chemist store or a health center.

7. Religious factors

Mostly said to have been observed amongst members of the Roman Catholic faithful, who advocates for sexual
abstinence and deferment of sex until after marriage. But no clear message on condom use in any other instance.

8. Early age at �rst sexual debut

This was stated to be more associated with risky sexual habit and unplanned sex thus use of condoms in this age
group were reportedly low.

9. Alcohol and substance

The use of alcohol and drugs pre or during sex was stated to pose barriers to safely negotiating and using condoms.

10. Intimate partner violence arising from gender inequality

This again was sighted as a limitation to condom use. The male partner is the culprit here. Following the dominant
nature of male partners in the region. Some female partners experience pressure and sexual violence.

11. Cultural Beliefs and social stigma

They believe that HIV/AIDS is in�icted by witchcraft especially amongst some ethnic individuals also serve as
barriers in some part of the region. This serves as an obvious barrier to condom use.
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12. Accidental Casual sex

This was stated as one of the more common causes of nonuse of condoms by those who have the awareness but
due to an accidental happening. Like tear of condom during the sexual act itself, or not having condoms on them.

Discussion
This study aimed at identifying barriers to condom use among heterosexuals in the Niger Delta region and thus
explore measures to effectively curb the HIV menace, using the Niger Delta region of Nigeria as a case study. Twelve
elements emanating from possible perceptions, attitudes, sexual practices, or beliefs that could act as barriers to
protective behavior. Six essential activities simply refer to by the acronym "ESCAPER" proposed by Inungu, J., & Karl,
S. (2006) were used as a guide in drawing conclusions towards a solution, for the subregion and elsewhere.

It must be stated that the use of collective expert opinions from the subregion helped in giving a point in time
summary of the common barriers to condom use in the region. Though, this may not be free from some sources of
bias like information bias and recall bias. 

There exist some similar studies on barriers to condom use, however, the approach of looking at these barriers from
the perspective of indigenous experts’ opinions is unique. Especially, a holistic view in response to the recently
reported HIV/AIDS prevalence of 3.1 in the subregion. Again, most studies did not go on to suggesting practical
intervention solutions that can be applied. This work brought to limelight barriers relating to poverty, low and uneven
distribution of knowledge and awareness, negative perception, motivational barriers partner-related factors,
access/availability barriers, religious factors, early age at �rst sexual debut, alcohol and substance use, intimate
partner violence, cultural believes and accidental casual sex.

This however did not contradict any earlier work. However, Udoh (2013) in his work found that the Niger Delta region
HIV/AIDS epidemic is exacerbated by recurring regional con�ict and negative environmental externalities resulting
from over 50 years of oil exploration. This observation as well as barriers posed by pollution and other environmental
stressors in Nigeria's Niger Delta were seen to pose a serious challenge to control effort in the subregion. So, rightly
these barriers come from a multi-stream of in�uences that centers on the behavioral situation and grassroots health
intervention program impact situation.

Limitations and likely source of bias to this study were notably that of recall bias on the part of the expert
respondents. The data collection method has certain limitations for being from an online forum. However, internal
validity was strengthened through the use of indigenous expert participants. This participation also provided an
opportunity for a sort of round table discussion and deliberation on the HIV/AIDS scourge in the region, hence,
reigniting concerns and call for action. The discussion ended with suggestions on pragmatic solutions, and urgent
needs for further research, siting of an Internationally backed public health institute, and designing of a theory driven
system thinking on long-term program on condom use and other HIV/AIDS prevention intervention in the subregion.

Pragmatic solutions

Pragmatic solutions to these research �ndings on barriers to condom use amongst heterosexuals in the Niger region
and by extension Africa entails the recommendations below; (and should ideally cut across relevant stake holders of
the community). This will include women, youths, religious groups, traditional institutions, civil society organizations,
employers of labor, educational institutions, and government (federal, state, local and tribal).
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Recommendations

1. Adopting the Sustainable Development Goals (SDGs) blueprint in terms of policy formulations, implementation,
and practice for effective delivery of all essential health services in the region as a towards reducing additional
infections, morbidity, and mortality from HIV/AIDS.

2. A new paradigm shift in the effort through a System thinking-backed HIV/AIDS prevention and care theory-driven
program designed that integrates voices, needs, and priorities of everybody in a community. The most vulnerable
communities and at-risk populations in Africa accorded the desired attention.

3. Adopting the recommendation of the acronym ESCAPER and addressing its �ndings in terms of policies
development, when designing a program, when choosing a theory-backed intervention for HIV/AIDS prevention, and
in public health practice in Sub-Saharan Africa.

4. Uninterrupted monitoring, evaluation, and updating all ongoing HIV/AIDS prevention programs in the subregion
and addressing these revealed barriers.

5. Direct and focused theory-driven yearly behavioral change intervention program on young graduates at the start of
National Youth Service Corps (NYSC)-orientation and at completion (pass out) of NYSC service. This should be for
every batch and through Public-Private Partnership (PPP) in collaboration with the Federal Ministry of Health, NYSC,
National Health Insurance Scheme, MDAs, all relevant Governmental and Non-Governmental Agencies. 

6. Establishment of HIV/AIDS youth friendly & prevention centers across the 36 States and FCT of Nigeria.

7. Provision of free and accessible condoms to health centers, communities, and schools.

8. Establishment of the center for Disease outbreaks Universities or Research institutes.

9. Establishment of HIV/AIDS prevention centers for developing countries, rural and underserved communities in
Universities like Central Michigan University.

10.  More research and funding on HIV/AIDS prevention and care.

Conclusion
Findings from this study demonstrated the salient need for implementing behavioral health intervention programs
alongside the provision of public health measures. Promoting HIV/AIDS control measures such as using condoms
will required a well-designed health intervention targeting the community as well as the individuals. Awareness alone
is not enough unless it translates into behavioral change and control. HIV/AIDS prevention advocacy is likely to
suffer setbacks as it is right now until heterosexual couples fully understand the use of condoms as a primary
preventing measure. Promoting healthy behaviors requires subtle and effective behavioral change programs. The
programs should tackle different aspects of human life including our personality, social, cultural, and environmental
factors.
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