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Psychosocial and behavioural correlates of HIV risk perception among workers
of Mukete Estates Limited, Meme Division, Southwest region of Cameroon

Abstract

Background: The commercial agricultural sector of Cameroorfasing severe
social and economic crisis due to the impact of MIDS. In spite of this situation,
workers do not perceive HIV as a threat. Therefare conducted this study aimed
at investigating the psychosocial and behaviouvaletates of HIV risk perception
among workers of Mukete Estates Limited, Camerddrethods. A cross-sectional
study was conducted in June 2015 among 208 resptsdelected using a cluster
sampling. A questionnaire was administered to &asicersocio-demographic
characteristics, bahavioural and psychosocial cheniatics, and perception of risk
of contracting HIV using the health belief Model BEM). Binomial logistic
regression was computed to ascertain the correti#ftask perception using the
Statistical Package for Social Sciences (SPSS)ore0 software program at the
level 0.05.Results: Up to 94.2% perceive that HIV/AIDS really existad 66.7%
that a healthy looking person can be HIV positipereived susceptibility); 84.6%
of the respondents perceived that HIV/AIDS is aicger and deadly disease
(perceived severity); 65.8% of the respondentsgyeed that correct and consistent
use of the condom can prevent sexual transmissioidlg/AIDS (perceived
benefit); 74.1% perceived that they feel embarihdsebuy condoms (perceived
barriers); 69.2% perceived that they could refuse with their partners if they
refuse to use condoms (perceived self-efficacy)l Bbreported having experienced
sex, and of these, 49.0% reported having had neil§pxual partners, and 31.5%
reported having multiple concurrent sexual partn€sse who ever used condom
represented 65.0%, among them 23% used the conagsa Are at higher odds
of perceiving themselves at risk of contracting HMuslims [ OR=2.844 (95% ClI
1.213-6.666], workers who perceived that HIV/AID&ly exist [OR=3.789 (95%
Cl 1.352-10.619)], that a healthy looking person b& HIV positive [OR=4.100
(95% CI 1.200-14.005)], that they have the confaethey could refuse sex with
their partners if they refused to use condoms [QRZS (95% CI 1.475-18.855)].
On the other hand, workers who perceived that tfe®f embarrassed to buy
condoms are at lower odds of risk perception otramting HIV/AIDS [: OR=0.296
(95% CI 0.112-0.780)]Conclusion: Three components of the HBM with high
significance (perceived susceptibility, perceivedriers and perceived self-efficacy)
and religion should be considered in designing gmdi and intervention
programmes geared towards increasing HIV risk pei@e@ among workers of
MEL, Cameroon.

Key words: Behavioural and psychosocial correlates, HIV rigkcpption, Health

Belief Model (HBM), Agricultural workers, Cameroon

1. INTRODUCTION

The Acquired Immune Deficiency Syndrome (AIDS) rémsaa life-threatening
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condition without any cure [1]. Hence, only effeetipreventive measures can curb
this pandemic, especially if these are adopted raathtained by workers, such as

those of the agro-estates

The commercial agricultural sector of Cameroon asirfg severe social and
economic crisis due to the impact of HIV/AIDS. Thagb-sector is vulnerable to
HIV due to its high dependence on human labour.trécted morbidity and
mortality are costing the industry financially, eoonically, and socially (including
loss of skilled and experienced labour) [2]. Thé-sactor's vulnerability to the
epidemic thus stems largely from vulnerabilitiesefd by workers employed in
commercial agriculture. Research has shown thahevability of workers in
commercial agriculture is rooted in the nature afrky which tends to be casual
employment and largely based on migrant labouradidition, poor living and
working conditions on farms, coupled with limitedcass to health services and
information about HIV increase vulnerability [2-5]For agro-estates to remain
viable businesses, it is necessary and urgent pooaph the epidemic with the
seriousness it deserves. This includes comprerems®vention programmes and

concerted mitigation strategies at company level.

Cameroon has one of the highest HIV/AIDS prevaleimc¢he west and central
African sub-region of 4.3%, which translates to 600 inhabitants [6]. HIV/AIDS

continues to ravage families and communities in-Sabaran Africa with those
between the ages of 19 and 55 years being the stanidegroup. This age group
coincides with the most productive group in Afriespecially populations in most

of our agro-estates [3].

The location of Mukete Estates Limited (MEILs) in the South West Region, the
third highest HIV infected region of Cameroon dedserious attention [6]. There
has been no mainstreaming of HIV/AIDS activitiegoirprogrammes of MEL.

Existing HIV/AIDS activities have not been propedgordinated, monitored and
evaluated. There is limited collaborative reseamcithe disease in MEL, making it
difficult to attract substantial funding to undéwacomprehensive interdisciplinary

research/preventive work.
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Personal HIV risk perception has been a topicaleisever the years given its
hypothesised association with the adoption of saefeial behaviours [7,8]. However,
no studies have been carried out on agriculturatdéas in Cameroon, to ascertain the
psychosocial and behavioural correlates of peroepif risk of contracting HIV. Low
personal HIV risk perception is very dangerous tamay fuel the spread of HIV
infections, since farm workers may continue to laakly sexual lives as they think

that they are not at risk of contracting the vii@is
1.1 TheHealth belief Model (HBM)

Psychosocial theories of behaviour change, sucthesHealth Belief Model, the
AIDS Risk Reduction Model, the Trans-theoreticalddh the Social Learning
Theory and the Theory of Reasoned Action, stresspifiotal role played by an
individual's perception of the risk of a given pleim in the process of human

behaviour change [10-13].

These theories underscore that a person’s recogrofi his/her susceptibility to any
problem or disease, including HIV, is vital in prptimg the person to taking actions
that may reduce his/her vulnerability. In other égrthe actions that an individual
takes to protect himself/herself from any diseasduding HIV, will to a large extent

depend on his/her perception of the risk of theeae. In the context of HIV, an
individual's perception of the risk of HIV infectis often affects a number of factors

such as whether or not he/she has an HIV testem cendoms during sexual acts.

The Health Belief Model (HBM) identifies the pereed susceptibility, perceived
severity, perceived benefits, perceived self-efticand perceived barriers as
predictors of safer sexual activity [13]he HBM postulates that health-seeking
behaviour (preventing HIV/AIDS by consistently uginondoms), is influenced
by a person’s perception of the threats posed &ynéalth problem (the perceived
risk of contracting HIV/AIDS), and the value assded with the actions aimed at

reducing the threat (consistent condom use to piteiB/).

Based on the assumptions of the HBM [14,15], il@édne concluded that without
workers’ perceptions of HIV/AIDS being a threateté could be no resultant
preventative actions (using condoms consistentgirest HIV/AIDS. Therefore,

the perception of risk of contracting HIV/AIDS issumed to be the immediate

antecedent of consistent use of condoms to pred®MAIDS. It is therefore,
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hypothesised that the higher a farm worker's pdroep of contracting

HIV/AIDS, the higher his/her chances of implemegtpreventive measures.

In terms of the HBM’s root in value-expectancy theattitudes are developed
and modified based on assessments about beliefsadmels. Sensitivity to risk
depends on factors other than knowledge of infaati@chanisms, it depends on
behaviours, such as an individual's awareness ¥AIDS (its prevalence, the
severity of its symptoms, its lethality) and thegaptions of their general health
status [16]. Therefore, sensitivity to risk is eaipked by the components of the
HBM. This study was therefore conducted to invedggthe pychosocial and
behavioural correlates of HIV risk perception amamgrkers of Mukete Estates

Limited, Meme Division, Southwest region of Cameroo

2. METHODS
2.1 Design
A quantitative cross-sectional design was adopoedhis study, and conducted in
June 2015.
Study setting

The study was conducted at farms of Mukete Esthitested (MEL) in
Meme Division in the Southwest region of Camerdoperating Since 1910,
MEL has been producing cocoa, rubber and palm \@r ceveral decades. The
company’s drive has been to run the most efficsard cost effective operation in
the area in whatever crop it grows in a bid toméssly boost shareholder value
and steadily improve the living conditions of it®rkers while contributing in a
significant manner to the socio-economic develogmeh its neighbouring
communities. It has four estates in three subdimisiof the Meme Division, in the
Southwest region of Cameroon, covering a considemipanse of land:komba
Dikwi Rubber Estate in Konye Subdivision, Nkangmudikum Rubber Estate in
Kumba | Subdivision, Oil Palm Estate in Kumba | Subdivision and Bai Manya Oil
Palm Estate in Mbonge Subdivision. It is an agro-industrial establishment with a
labour force of approximately 500, manning the fegtates with palm oil and

Rubber as main cash crops.
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Kumba, where the headquarters is located, is aanunbunicipal area in the
Southwest region of Cameroon, with a total popafatof approximately
166,000 inhabitants (51.2% males and 48.8% femdl&d) The Southwest
region has an HIV/AIDS prevalence of 5.7%, whichaisove the Cameroon

national prevalence of 4.3% [6].

2.2 Study population

The population for this study comprised male anddie workers employed on
Mukete Estates, either on a permanent or seas@sid bumbering around five

hundred individuals.

2.3 Sampling method

All farms of MEL were selected purposively to pagate in this study. Cluster
sampling approach was used whereby for each pgaatinog farm, a list of all

employees was obtained along with their type of kwoFhe researcher used
proportionate sampling to select the number of egg®#s from each site in order to
make up the pre-determined sample size of 208.dt® ah the perception of risk of
contracting HIV among agro-estate workers was abbil To detect a 10%
difference in the perception of risk with 95% calefnce interval (CI), and 80%
power, a sample size of 200 was needed. With thdiawa of 4% nonresponse rate,
the final sample size was 208. Change Agents wbdam workers trained by the
HIV/AIDS Prevention Research Network, Cameroon (IRIREC)

partners, as peer educators, explained to the wovkeat the survey was all about.

2.4 Questionnair e development and Data collection

Pre-tested structured questionnaires were usedallectcdata from respondents.
Questionnaires comprised two sections. Section assessed the socio-
demographic characteristics and section two asdesthe individual
perceptions, structured according to the HBM, of IMBEvorkers. The
questionnaires were administered by trained fatiis of HIVPREC, due to the low
levels of literacy among the responderiibe training focused on understanding
the meaning of each question, the need to obtaimfarmed consent, keeping
confidentiality of the information they gathereadareliability of data as well as

the techniques of presenting the questions to thespandents in an
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understandable manner. During data collection,ugat checkups were made by
the HIVPREC facilitators to ensure the completeraa®s consistency of the data.

The returned guestionnaires were checked for caenmss by the first author.

The guestionnaires were developed after revievelefvant literature, and adapted
partly from the HIV/AIDS Behavioral Surveillance say [18], and other
published journal articles [7,19,20[he questionnaires were slightly modified for

clarity of terms and order of questions.

2.5 Dataanalyss
Binomial logistic regression was computed to aseerthe correlates of HIV risk
perception using the Statistical Package for So&8eilences (SPSS) version 20

software program at the level 0.05.

2.6 Ethical consider ations

Permission to conduct the current research wasingatafrom research and ethics
committee of the HIV/AIDS Prevention Research Neatydameroon (HIVPREC)
and from the Management of MERarticipants wergivenverbal and written
information aboutthe study and signedan informed consent form
before data collectionNo personal informatiomr identifier wasretained
within the questionnairedll respondentgparticipatedon avoluntary basis
andno financial incentives werprovided. Ethical clearance for this study was
obtained from the School of Public Health, Universif Health and Allied Sciences
(UHAS), Ghana, Ethical Review Committee.

2.7 Measures
2.7.1 Outcome (dependent variable): perception of risk of contracting HI'V

The outcome variable of interest for this studgesception of risk of contracting HIV
as reported by workers of MEL. This was measuretth whe following question:
‘How at risk of contracting HIV are you?’ The respse options were ‘1=not at risk

(reference category)’ and ‘2=at risk’.



205 2.7.2 Explanatory (independent) variables

206 Perceived susceptibility to HIVThis was measured based on the level of agreement
207  with the following two statements, each considesegarately: ‘HIV/AIDS really
208  exists,” and ‘A healthy looking person can be Hidsjive’.

209 Perceived severity of HIV/AIDSThis measure was based on the degree of agreement
210 with the following two statements: ‘HIV/AIDS is @&sous and deadly disease’, and
211 ‘Anti-Retroviral Therapy (ART) can cure HIV/AIDS'.

212 Perceived benefit of female condom uskEhis measure was based on the degree of
213  agreement with the following statement: ‘Correcd arpnsistent use of condom

214  during sexual intercourse could prevent transmmsefcHIV'.

215  Perceived condom use self-efficacythis measure was based on the degree of
216 agreement with the following two statements: ‘llfeenfident that | can convince my
217  partner(s) to use a condom during sexual interedarsd ‘I have the confidence that |

218  could refuse sex with my partner if he/she refusasse a condom’

219 Perceived barriers to condom uséthis measure was based on the degree of
220 agreement with the following seven statements: @om use makes sex less
221  enjoyable for both partner,” ‘I lack knowledge oorect condom usage’, ‘Condoms
222  are not readily available’, ‘Condom makes partmel Lintrusted’, ‘I feel embarrassed
223 to buy condoms’, ‘A condom can burst and land uphm woman’s stomach during

224  sex’, and ‘| feel embarrassed to ask my partneistwa condom during sex’.

225  The response options for all the perception vaemblere categorized into ‘2=agree’
226 and ‘l=disagree’, and were coded in like manneth vdisagree’ coded as the index

227  category.

228  Socio-Demographic VariablesThe following socio-demographic variables were
229 included in the study: age, categorized into fiveups (15-24, 25-35, 36-45, 46-55
230 and more than 55 years), marital status, categbrigt® two groups (single and
231 married), religious affiliation, categorized intohistians and Muslims, gender,
232  categorized into male and female, and level of atloe, categorized into primary

233 (index category), secondary and tertiary education.
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Sexual ExperienceThis was measured with the question: Have you badrsexual
intercourse with a male/female partner? With ‘1=y®s'0=no (reference category)’

as response options.

Regularity of condom useThe question asked respondents who were sexuailyeac
“How often do you use condom during sexual intersefd” The response options

were categorized into ‘1=always’ and ‘O=others’.

Condom use during first sexual encountemhis was measured with the following
guestion: Did you use a condom the first time yad Bexual intercourse with your

partner? The response options were ‘1=yes’ andddidex category).

Condom use during last sexual encountefhis was measured with the following
question: Did you use a condom the last time yod $exual intercourse with your

partner? The response options were ‘1=yes’ andd{#rdex category).

Ever used a condom use during sexual intercour§énis was measured with the
following question: Have you ever used a condoningusexual intercourse with your

partner? The response options were ‘1=yes’ andddimdex category).

Number of sexual partnersThis was measured with the following two questions
‘How many sexual partners have you had in the past year?’ and ‘how many
concurrent sexual partners do you have at pres€h&response options were ‘1=one

or less (reference category)’ and ‘2=more than.one’

2.8 Method of analysis

Binomial logistic regression was performed usingSSPrersion 20 to examine the
psychosocial and behavioural correlates of peroeptif risk of contracting HIV
using the HBM as framework. Binomial logistic reggsn predicts the probability
that an observation falls into one of two categored a dichotomous dependent
variable based on one or more independent variadhdan be either continuous or
categorical. The assumptions for the use of binbio@istic regression, were met
[21].

The procedure gives rise to estimates of oddsaefrtain event occurring (perception
of risk of contracting HIV), given a set of explaogy variables (psychosocial and

behavioural factors). All these assumptions wekdléd in this study, thus justifying
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the use of binomial logistic regression to undewstédne psychosocial and behavioural
correlates of perception of risk of contracting HNDS among MEL workers,
Cameroon.

To assess the relative importance of the behaviousgsiables and the main
components of the HBM, we built nine models pradgctperception of risk of
contracting HIV/AIDS. These variables were enteneid the model in a forward
stepwise fashion to identify the net contributidnspecific sets of variables while
adjusting for the simultaneous effects of others sdt variables in the model. To
assess the predictive utility of each componenthefHBM as a whole, that is how
individuals with various combinations of health ib&d are more or less likely to
perceive the risk of contracting HIV/AIDS, each qmnent of the HBM was entered

into the model one at a time. The 95% confidentervals were used.

3. RESULTS
3.1 Descriptive

Of the 208 respondents in this study, 138 (66.3%)ewnales and 70 (33.7%) were
females. The majority, 103 (49.5%) were betweenathpes of 25 and 35 years, with
the majority, 133 (63.9%) being married. One huddamd seventy (81.7%) were
Christians and the majority, 121 (58.2%) had seaondducation (table 1).

Tablel: Socio-demographic characteristics of fammeMEL, Kumba, Cameroon (n=208)

Characteristics ‘ Frequency ‘ Per centage
Age Group
15-24 13 6.3
25-35 103 49.5
36-45 69 33.1
46-55 13 6.3
>55 10 4.8
Gender
Male 138 66.3
Female 70 33.7
Marital Status
Single 75 36.1
Married 133 63.9
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Religious Affiliation
Christian 170 81.7
Muslim 38 18.3

Academic level

Primary 48 23.1
Secondary 121 58.2
Tertiary 39 18.7

Psychosocial factors:As for the components of the HBM, the perceptibat t
HIV/AIDS really exists and that a healthy lookinggrpon can be HIV positive
(perceived susceptibility) were quite high, 94.2%@ £6.7% respectively. Majority,
84.6% of the respondents perceived that HIV/AID& iserious and deadly disease,
and 75.0% perceived that ART cannot cure HIV/AIO&r€eived severity). For
perceived benefits, only 65.8% of the respondergscqgived that correct and
consistent use of the condom can prevent sexualsrrgsion of HIV/AIDS.
Similarly, only 60.1% perceived that they can cowe their partners to use the
condom during sexual intercourse, and only 69.2¥qdeed that they could refuse
sex with their partners if they refuse to use canslo(perceived self-efficacy).
However, a considerable proportion of the respotsjer9.8% perceived that the
condom makes sex less enjoyable for both partaggseat majority, 82.7% perceived
that condom makes partner feel untrusted; a coraitle majority, 61.5% perceived
that they lack knowledge on the correct condom eisdd.1% perceived that the
condom is not readily available; a great majorit¢,1% perceived that they feel
embarrassed to buy condoms; a considerable maj66t3% perceived that they feel
embarrassed to ask their partners to use condonrsgdeex, and 51.7% perceived
that a condom can burst during sex and land instbeach of the female partner
(perceived barriers). With regard to perceptionrisk of contracting HIV, the

majority, 55.3% perceived that they are not at (iakle 2).

Behavioural factors:With regard to sexual behaviours, the majority, 196 reported

having experienced sex, and of these, 49.0% rapdréving had multiple sexual
partners in the last one year before this studg, 2h5% reported having multiple
concurrent sexual partners during the period of #tudy. The proportion of the
sexually active farm workers who reported ever ubedcondom was high, 65.0%,

and the proportion who reported always using threlom was low, 23.0% (table 2).
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Table 2: Psychosocial and behavioural factors (descriptive statistics)

Components of the HBM and behavioural Frequency Per centage
factors
Per ceived susceptibility to HIV/AIDS
HIV/AIDS really exists
Agree 196 94.2
Disagree 12 5.8
A healthy looking man can be HIV positive
Agree 138 66.3
Disagree 70 33.7
Per ceived severity of HIV/AIDS
HIV/AIDS is a serious and deadly disease
Agree 176 84.6
Disagree 32 154
Anti-Retroviral Therapy (ART) can cure
HIV/AIDS

52 25.0
Agree

156 75.0
Disagree
Per ception of risk of contracting HIV
How at risk of contracting HIV are you?
Not at risk 115 55.3
At risk 93 447
Per ceived benefit of condom use
Correct and consistent female condom use can
prevent HIV/AIDS
Agree

137 65.8
Disagree

71 34.2
Per ceived barriersto condom use
Condom makes sex less enjoyable for both
partners
Agree

166 79.8
Disagree

42 20.2
Condom use makes partner feel untrusted
Agree 172 82.7
Disagree 36 17.3




| lack knowledge on correct condom usage
Agree

Disagree

Condoms are readily available

Agree

Disagree

| feel embarrassed to buy condom

Agree

Disagree

A condom can burst and land in the woman’s
stomach

Agree
Disagree

| feel embarrassed to ask my partner to use a
condom

Agree
Disagree

Per ceived condom use self-efficacy

| feel confident that | can convince my partner(s)

to use the female condom during sexual
intercourse.

Agree

Disagree

| have confidence that | could refuse sex with my

partner if she/he refuses to use a condom
Agree

Disagree

Sexual behaviours

Have you ever had sexual intercourse with a
male/female partner?

Yes

No

Have you ever used a condom?

Yes

No

How often do you use a condom during sex?

Always

128
80

110
98

154

54

107

101

117
91

125
83

144
64

20C
08

130
70

46

61.5
38.5

52.9
47.1

74.1

25.9

51.7

48.3

56.3
43.7

60.1
39.9

69.2
30.8

96.1
3.9

65.0
35.0

23.0
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Seldom 84 42.0
Never 70 35.0
Did you use a condom the first time you had sex?

Yes 96 48.0
No 104 52.0
Did you use a condom the last time you had sex?

Yes 118 59.0
No 82 41.0
Number of sexual partners

How many sexual partners have you had in the
past one year?

One or less

102 51.0
More than one

98 49.0
How many concurrent sexual partners do you
have at present?

137 68.5
One or less

63 315

More than one

3.2 Psychosocial and behavioural correlates of perception of risk of contracting
HIV/AIDS

Table 3 presents the summary and classificatioth@fbinomial logistic regression
model. The model explained between 22% (Nagelk&%eof the variance in risk

perception and correctly classified more than 68%ases. The logistic regression
model (Chi-square) was not statistically significgp=0.138), denoting inadequate
explanatory power of the variables used in exphgnthe dependent variable

(perception of risk of contracting HIV/AIDS).

Table 3: Odds Ratios (OR) of perception of risk of contracting HIV/AIDS from thelogistic regression models

Confidence

Effect Odds Ratios (OR) interval (C1)

Wald Sig.

Per ceived Susceptibility
HIV/AIDS really exists 3.789 (1.352-10.619)6.418 0.011
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A healthy looking person can be H
positive

Per ceived severity

HIV/AIDS is a serious and deadly dise
IART can cure HIV/AID

Per ceived benefit of condom use

Correct and consistent use of the female

of HIV

Per ceived barriersto condom use
Condoms are readily available

I lack knowledge on correct condom us
Condom use makes partner feel untru
Condom use makes sex less enjoyable

/A condom can burst and land inside a
woman’s stomach

| feel embarrassed to ask my partner to L
condom

| feel embarrassed to buy condoms
Per ceived condom use self-efficacy

| feel confident that | can convince r
partner(s) to use a condom during sexual
intercourse

| have confidence that | could refuse :
with my partner if he/she refuses condom

Number of sexual partnersin past one
year

Number of concurrent partnersat
present

Condom use during first sex
Condom use during last sex
Ever used condoms during sex
Consistent condom use
Socio-demographic variables
Age

Se>

Marital statu

Level of education

Religion

condom can prevent the sexual transmission

4.100 (1.200-14.005) 5.069
1.95¢ (0.49(-7.781  0.89¢
2.29¢ (1.00:-5.270  3.857
1.136 (0.388-3.325) 0.054
0.317 (0.069-1.462.170
2.75¢ (0.797-9.530  2.56¢
0.501 (0.15¢-1.613  1.34¢
1.422 (0.5383 0.535
1.207 (0.224-6.512) 0.048
0.741 (0.184-2.987) 0.178
0.296 (0.112-0.780) 6.064
0.138 (0.033-0.573) 7.444
5.273 (1.475-18.855) 6.541
1.576 (0.558-4.453) 0.737
1.116 (0.362-3.753) 0.066
0.638 (0.261-1.563) 0.966
0.471 (0.166-1.334) 2.009
1.01¢ (0.351-2.958  0.001
0.71¢ (0.255-2.026  0.391
1.226 (0.755-1.991) 0.676
0.56¢ (0.2411.324  1.73(
0.84¢ (0.357-2.001  0.14¢
1.018 (0.543-1.907)0.003
2.844 (1.213-6.666) 5.783

0.024

0.34:
0.05

0.817

0.141
0.10¢
0.247

0.464

0.827

0.673

0.014

0.006

0.011

0.391

0.797

0.326

0.156
0.972
0.53¢2

0.411
0.18¢
0.70z2

0.957
0.016
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Among the socio-demographic factors, religion wasnfl to significantly correlate
with perception of risk of contracting HIV among MEvorkers, with Muslims being
at higher odds of perceiving themselves at riskcariitracting HIV than Christians
[OR=2.844 (95% CI 1.213-6.666)] (table 3).

Among the components of the HBM, workers who pexegithat HIV/AIDS really
exist and that a healthy looking person can be pibSgitive (perceived susceptibility),
were at higher odds of risk perception of contragtil\V/AIDS [OR=3.789 (95% CI
1.352-10.619)] and [OR=4.100 (95% CI 1.200-14.00®4pectively; workers who
perceived that they feel embarrassed to buy condperseived barrier) were at lower
odds of risk perception of contracting HIV/AIDS: R30.296 (95% CI 0.112-0.780)];
workers who perceived that they have the confideheg could refuse sex with their
partners if they refused to use condoms (percesedfeefficacy), were associated with
higher odds of perception of risk of contractingVFiIDS: [OR=5.273 (95% CI
1.475-18.855)].

On the contrary, workers who perceived that ART care HIV/AIDS (perceived
severity) were at higher odds of perception of risk contracting HIV/AIDS:
[OR=2.298 (95% CI 1.002-5.270)]. In the same veiarkers who perceived that they
have the confidence that they can convince theitnpes to use condoms during sex
(perceived self-efficacy), were at lower odds ofceetion of risk of contracting
HIV/AIDS: [OR=0.138 (95% CI 0.033-0.573)].

. DISCUSSION

The socio-psychological literature on health-relatbehaviours emphasises the
perception of being at risk of infection as one tbé necessary conditions for
behavioural change. Moreover, the degree of pezdeivisk seems to affect
individuals’ actual control in adopting preventimeeasures [22]. Sensitivity to risk
depends on factors other than knowledge of infaath@chanisms; it also depends on
behaviour, such as individual awareness of theskn(its prevalence, the severity of its

symptoms, its lethality) and the perception ofdlkeeeral health status [16].

Rosenstock (1974) who developed the HBM suggesi@doreventative action is more
likely among those who feel vulnerable to a disgd$8. This suggests that people
have to perceive themselves to be at risk of ildadh order to take actions to practise

safer sexual behaviour such as fidelity and condsen
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In this study, the 55.3% of workers who did notgeéve themselves to be at risk of
contracting HIV/AIDS, might not be motivated to éagreventive measures (consistent
condom use) against HIV/AIDS. One explanation fow Iperceived HIV/AIDS risk
might be that workers may exhibit optimistic bigsnding to underestimate risks in
general due to feelings of invulnerability. Additally, HIV/AIDS is a highly
stigmatised disease [23,24]. Acknowledging one’s oisk implies putting oneself at
risk of being stigmatised. Thus workers might aveadf-disclosure, by downplaying

their own personal risk, leading to further lowkrpgerceptions [25].

In this study, perceived susceptibility to HIV/AID8as found to be a significant
correlate of perception of risk of contracting HAVMDS (table 3). Individuals who
deny the presence of HIV/AIDS in their community miat perceive themselves to be
vulnerable to the disease. Although only 5.8% ef Workers denied the existence of
HIV/AIDS and 33.3% denied that a healthy lookinggo® can be HIV positive, such
individuals might perceive themselves as not beitgrisk of HIV/AIDS. These
findings emphasise the necessity of strategiesa®ase the perceived susceptibility to

HIV/AIDS, among farm workers in Cameroon.

Perceived barriers refer to one’s belief in thegiiale and psychological costs of the
advised behaviours against a condition or problét26]. There could be several
barriers that affect workers’ decisions to taketipalar actions against a problem or
condition. They include phobic reactions, physiaalwell as psychological barriers,
accessibility factors, possible blocks or hindrantteengage in preventive behaviours,

including such factors as cost, inconveniencesuapieasantness [27,28].

In this study, perceived barriers to condom usdeims of feeling of embarrassment
in buying condoms, was also a significant corretdtellV risk perception among farm
workers of MEL (table 3).

Receptiveness to condom use is plagued by barimetading embarrassment or
timidity to obtain condoms from sources that regyerson-to-person contact [29]. It
is only when workers realise that they have thexcayto deal with these barriers, that

they would be able to take the necessary actions.

Perceived condom use self-efficacy, is the strenftan individual’s belief in one’s
own ability to respond to novel or difficult sitiats and to deal with any associated

obstacles or setbacks. It is one’s ability to sashdly take action [26]. One should
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feel that one is capable of taking the necessatipracorrectly because it is that

confidence that would motivate one to initiate aodtain the action [10].

In this study, perceived self-efficacy in termsparceived confidence to refuse sex
with partners if they refuse to use condoms, wasdoto be a significant correlate of
HIV risk perception. This finding is in line withxpectations proposed by the HBM
[14,15]. If one does not perceive oneself to beisk, there would be no need to
negotiate condom use or refuse sex without condeen According to the HBM,
workers who perceived themselves to be susceptibldlVV/AIDS need to have the
confidence that they can use condoms, before thajdase condoms correctly and
consistently to prevent HIV/AIDS. Workers with lowendom use self-efficacy might

not use condoms consistently during sexual integsmto prevent HIV/AIDS.

Whether or not formal sexuality education programsraee offered at Mukete agro-
estates, self-efficacy must be understood by ablied as a fluid state in which the
individual worker finds him or herself. Programmeadiers should be always vigilant to
detect possible changes in workers’ self-efficamyels. This might be established via
open relationships with workers and via role plaglues clarification and open

discussion groups in life skills training sessions.

In this study, being a Muslim was associated witghér HIV risk perception.
Religions such as Christianity are factors whichldaffect customs regarding sexual
practices such as condom use. Religion could samethamper the effective use of
condoms in the prevention of HIV/AIDS transmissidine Roman Catholic Church,
as a Christian church, opposes condom use in favbtdirect contact” [30]. This

could have serious implications in the spread of/HIDS.

Notwithstanding the sensitivity of sex and sexyatitatters from a religious point of
view, every effort should be made to involved religs leaders in sexuality education
programmes of MEL. However, caution should be d@gerttto maintain the scientific
facts surrounding HIV/AIDS and to separate thesanfrvalue laden and emotive

nuance provided by religion.

. LIMITATION

The results of the study should be interpretedna Wwith the following limitations:
Firstly, for the mere fact that the respondentsvkitigat they were under study, they
might have given response to questions and iterasmanner which they perceived as
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being more polite and not really as they felt almyperceived them. They might have
given the answers they thought the researcher raigigct.

Secondly, the sample was small. The inclusion ofenriarm workers might have had
some effects on the results of this study. Thirdigijng a cross-sectional study,
causality could not be ascertained.
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Therefore, the three components of the HBM withhhigjgnificance (perceived
susceptibility to HIV/AIDS, perceived barriers t@redlom use and perceived self-
efficacy for condom use) religion should be consedein designing policies and
intervention programmes geared towards increasitg Fsk perception among

workers of MEL, Cameroon. This will help in redugithe impact of HIV/AIDS on

the productivity and output of workers of MEL, aWdEL as a company.
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