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INTRODUCTION

Around the world, 39.5 million people are living with HIV and the Caribbean is the second most affected region in the world after sub-Saharan Africa.  AIDS is also the leading cause of death among 15-44 year olds in the region.  These figures have led Caribbean leaders to tackle the epidemic head-on.  

Combating HIV/AIDS and other diseases is also one of the UN Millennium Development Goals to be reached by the year 2015.  As a result large amounts of money have been and continue to be poured into programs that educate people on how they can protect themselves against HIV.  The media has been at the forefront, creating documentaries, talk shows and advertising campaigns geared toward encouraging those at risk to alter their behaviour and adopt safer sexual practices.

Some of the campaigns push the message to “condomize”, get tested and to abstain.  However, while education is vital, no education campaign is useful unless it obtains the desired effect of altering the behaviour of the target audience.

The aim of this study was not only to discover the effectiveness of HIV prevention messages but a vital part of it was to find out from the target audience how such campaigns could be more effective at reaching them and bringing about the required behaviour modification to lead to HIV and AIDS prevention. The questionnaire designed for the study and the focus group sessions questioned respondents and participants on such areas as their knowledge of HIV/AIDS - what it is and how it is contracted, their attitudes and their sexual habits. 

The target audience for this study ranged in age from 14 to 18.  Generally speaking, in the Caribbean, that refers to school-aged children from fourth form to upper sixth or second year college students. 

The literature review that follows this introductory chapter outlines of some of the existing behaviour change theories, particularly the most commonly cited theories used in HIV/AIDS prevention.  These outlines explore how behaviour change is believed to occur.

The pros and cons of the theories are also noted so that it is clear how these theories can be used effectively and what their respective shortcomings are.

The conclusion of this document compares and contrasts the research findings with those behaviour change theories outlined in order to gauge what changes are needed.  This will not only allow policy makers to see if HIV/AIDS campaigns are successfully reaching youth, one of the “at risk” groups, but the study will also help policy makers to structure future campaigns and awareness messages so that they are more appealing to youth and as a result, more likely to bring about the desired change in behaviour among that age group that will lead to safer sexual habits and practices.

LITERATURE REVIEW

The four most commonly cited theories in HIV prevention literature include: The Health Belief Model, the AIDS Risk Reduction Model, Stages of Change and the Theory of Reasoned Action.  Also commonly cited by Caribbean researchers is Bandura’s Social Learning Theory.

While these theories may not individually capture the elements necessary for behaviour change in every culture or age group, they do however provide examples of how the behaviour change process is believed to occur.

The theories are outlined below with a look at their pros and cons.

HEALTH BELIEF MODEL (HBM)

The Health Belief Model was first developed in America in the 1950s by three Health Psychologists to explain the lack of public participation in a free tuberculosis health-screening program. 

Studies of the few people who turned out for the testing revealed that their perceived risk of disease and perceived benefits of action were crucial factors in their motivation.

Since the 1950s the Health Belief Model was adapted to explore a variety of health related behaviours, including sexual risk behaviours and the transmission of HIV/AIDS.  The model consists of six key variables (Rosenstock, Strecher & Becker, 1994).

1. Perceived Susceptibility: refers to an individual’s perception of contracting a health condition.  Applications of this concept include a) defining populations at risk and their risk levels; b) personalizing risk based on a person’s traits or behaviours and c) heightening perceived susceptibility if it is too low.

2. Perceived Severity: addresses feelings concerning the seriousness of contracting an illness or of leaving it untreated.  It includes evaluations of both medical and clinical consequences as well as possible social consequences.  The application of this concept involves specifying and describing consequences of the risk and the condition.

3. Perceived Benefits: The believed effectiveness of personal strategies designed to reduce the threat of illness.  Applications include, a) defining the action to be taken [how, when & where]; b) clarifying the positive effects to be expected and c) describing evidence of effectiveness.

4. Perceived Barriers: The potential negative consequences that may result from taking particular health actions, including physical, psychological, and financial demands.  Those seeking to bring about behaviour change would need to identify and reduce barriers though reassurance, incentives and assistance.

5. Cues to Action: Events, either bodily (e.g. physical symptoms of a health condition) or environmental (e.g. medical publicity) that motivate people to take action.  Applications for this concept include a) providing how-to information, b) promoting awareness and c) providing reminders.

6.
Self-Efficacy: The belief in being able to successfully execute the behaviour required to produce the desired outcomes.  This concept was introduced by Albert Bandura in 1977 and when applied it includes providing training, guidance and positive reinforcement.

The table below demonstrates how the above concepts are applied to promote safer sexual practices.

	Concept
	Condom Use Education E.g.
	STI Screening Or HIV Testing



	Perceived Susceptibility
	Youth believe they can contract HIV, STIs or become pregnant.
	Youth believe they may have been exposed to HIV or STIs.

	Perceived Severity
	Youth believe the consequences of getting HIV, STIs or becoming pregnant are significant enough to avoid.
	Youth believe the consequences of having HIV or STIs without knowledge or treatment is significant enough to avoid.

	Perceived Benefits
	Youth believe the recommended action of using condoms would protect them from getting STIs or HIV or creating a pregnancy.
	Youth believe the recommended action of getting tested for STIs and HIV would benefit them — possibly by allowing them to get early treatment or preventing them from infecting others.

	Perceived Barriers
	Youth identify their personal barriers to using condoms (i.e., condoms limit the feeling or they are too embarrassed to talk to their partner about it) and explore ways to eliminate or reduce these barriers (i.e., teach them to put lubricant inside the condom to increase sensation for the male and have them practice condom communication skills to decrease their embarrassment level).
	Youth identify their personal barriers to getting tested (i.e., getting to the clinic or being seen at the clinic by someone they know) and explore ways to eliminate or reduce these barriers (i.e., brainstorm transportation and disguise options).

	Cues To Action
	Youth receive reminder cues for action in the form of incentives (such as pencils with the printed message "no glove, no love") or reminder messages (such as messages in the school newsletter).
	Youth receive reminder cues for action in the form of incentives (such as a key chain that says, "Got sex? Get tested!") or reminder messages (such as posters that say, "25% of sexually active teens contract an STI. Are you one of them? Find out now").

	Self Efficacy
	Youth receive training in using a condom correctly.
	Youth receive guidance (such as information on where to get tested) or training (such as practice in making an appointment).


Significance of Variables & Limitations:

In a Literature Review of all HBM studies published from 1974-1984, the authors identified “perceived barriers” as the most influential variable for predicting and explaining health related behaviours (Janz & Becker, 1984).

Other significant HBM concepts were perceived benefits and perceived susceptibility, with perceived severity identified as the least significant variable.  More recently however, researchers are suggesting that an individual’s perceived ability to successfully carry out a health strategy, such as using a condom consistently, greatly influences his / her decision and ability to enact and sustain a changed behaviour (Bandura, 1989).

As with any theory, there are some limitations to the Health Belief Model.  It is especially important that these limitations be considered if the model is being used as a means of altering adolescent sexual behaviour.

Perhaps the most important limitation to be considered in relation to adolescents is the fact that the model does not incorporate the influence of social norms and peer influences on people’s decisions regarding their health behaviours.  It is during the adolescent years that the dynamic of peer groups is strongest.

Other limitations include the fact that as a psychological model it does not take into consideration environmental or economic factors that may influence health behaviours (Rosenstock, Strecher & Becker, 1994).
AIDS Risk Reduction Model

The AIDS Risk Reduction Model was introduced in 1990 and provides a framework for explaining and predicting the behaviour change efforts of individuals specifically in relation to the sexual transmission of HIV/AIDS.  The model is comprised of three stages and incorporates several variables from other behaviour change theories, including the Health Belief Model, the “efficacy” theory, emotional influences and interpersonal processes.

The stages, as well as the hypothesized factors that influence the successful completion of each phase are outlined below (Catina, Kegeles & Coates, 1990):

STAGE 1: Recognition & Labeling of one’s behaviour as high risk

Hypothesized Influences:

( knowledge of sexual activities associated with HIV transmission;

( believing that having AIDS is undesirable;

( social norms and networking.

STAGE 2: Making a commitment to reduce high-risk sexual contact and to increase low risk activities

Hypothesized Influences:

( cost and benefits

( enjoyment (e.g., will the changes successfully reduce my risk or HIV infection?);

( self efficacy; people's beliefs about their capabilities to produce designated levels of performance that exercise influence over events that affect their lives (Bandura, 1994).
( knowledge of the health utility and enjoyability of a sexual practice, as well as social factors (groups, norms and social support) are believed to influence an individual’s cost and benefit and self efficacy beliefs.

STAGE 3: Taking action
This stage is broken down into three phases: 1) information seeking; 2) obtaining remedies; 3) enacting solutions.  Depending on the individual, phases may occur concurrently or phases may be skipped.

Hypothesized Influences:

( social networks and problem-solving choices (self-help, informal and formal help);

( prior experiences with problems and solutions;

( level of self-esteem

( resource requirements of acquiring help;

( ability to communicate verbally with sexual partner;

( sexual partner’s beliefs and behaviours.

The authors of the AIDS Risk Reduction Model (Catina et al., 1990) also identified factors in addition to those listed above that may facilitate or hinder an individual’s movement across the stages.  These include: aversive emotional states (e.g. high levels of distress over HIV/AIDS) or dampened emotional states (which may be caused by alcohol and/or drug use).  In addition, external factors such as public education campaigns, an image of a person dying from AIDS, or informal support groups, may also cause people to examine and potentially change their sexual activities.
Limitations

A general limitation of the AIDS Risk Reduction Model is its focus on the individual.  For example, an ARRM study of women in Uganda’s capital Kampala shows that they felt at risk for HIV, not because of their own behaviour but because of the behaviours of their sexual partners, an issue the women reported was outside of their control (McGarth et al., 1993).  As a result, researchers suggest that the ARRM take into greater consideration the socio-cultural issues that influence, and may limit an individual’s behaviour choice and ability to take action.

Stages Of Change

One of the theories most commonly used to guide HIV/AIDS research in the Caribbean is Stages of Change.  Psychologists developed this theory in 1982 to compare smokers in therapy and self-changers along a behaviour change continuum.

The rationale behind “staging” people is to tailor therapy to the individual’s needs at his or her particular point in the change process.  As a result, four components of the Stages Of Change theory were identified, with a fifth component added at a later date.  

There are also ten processes that help to predict and motivate individual movement across stages.  The stages and processes, as described by Prochaska, DiClemente and Norcross (1992), are listed below.

( Precontemplation:
Individual has the problem whether he/she recognizes it or not) and has no intention of changing.




Processes:
Consciousness Raising (information and knowledge)






Dramatic relief (role playing)

Environmental reevaluation (how the problem affects physical environment)

( Contemplation:
Individual recognizes the problem and is seriously thinking about changing.

Processes:
Self-reevaluation (assessing one’s feelings regarding behaviour)

( Preparation for Action:
Individual recognizes the problem and intends to change the behaviour within the next month.  Some behaviour change efforts may be reported, such as inconsistent condom usage.  However, the defined behaviour change criterion has not been reached (i.e., consistent condom usage).




Processes:
Self-liberation (commitment of belief in ability to change)

( Action:
Individual has enacted consistent behaviour change (i.e., consistent condom usage) for less than six months.


Processes:
Reinforcement management (overt and covert rewards)




Helping relationships (social support, self-help groups)




Counter-conditioning (alternatives for behaviour)




Stimulus control (avoid high-risk cues)

(Maintenance:
Individual maintains new behaviour for six months or more.

Limitations

As a psychological theory, the stages of change focuses on the individual without assessing the role that structural and environmental issues may have on a person’s ability to enact behaviour change.  In addition, since Stages of Change represents a descriptive rather than a causative explanation of behaviour, the relationship between stages is not always clear.  Finally, each of the stages may not be suitable for characterizing every population.  Based on social influences, religious beliefs and environmental issues, you may find that individuals in some countries cannot be characterized by some of the stages.

Theory of Reasoned Action (TRA)

The Theory of Reasoned Action (TRA) has been used to predict a variety of human behaviours since 1967.  TRA is based on the premise that humans are rational and that the behaviours being explored are under volitional control.  The theory provides a construct that links individual beliefs, attitudes, intentions and behaviour (Fishbein, Middlestadt & Hitchcock 1994).  

TRA variables and their definitions as described by Fishbein et. Al (1994) are:

Behaviour: A specific behaviour defined by a combination of four components: action, target context and time (e.g. implementing a sexual HIV risk reduction strategy (action) by using condoms with commercial sex workers (target) in brothels (context) every time (time).

Intention: The intent to perform a behaviour is the best predictor that a desired behaviour will actually occur.  In order to measure it accurately and effectively, intent should be defined using the same components used to define behaviour: action, target, context and time.  Both attitude and norms, described below, influence one’s intention to perform a behaviour.

Attitude: A person’s positive or negative feelings toward performing the defined behaviour.

Behavioural Beliefs: Behvioural beliefs are a combination of a person’s beliefs regarding the outcomes of a defined behaviour and the person’s evaluation of potential outcomes.  These beliefs will differ from population to population.  For instance, married heterosexuals may consider introducing condoms into their relationship an admission of infidelity, while for homosexual males in high prevalence areas it may be viewed as a sign of trust and caring.


Norms: A person’s perception of other people’s opinions regarding the defined behaviour.

Normative Beliefs: Normative beliefs are a combination of a person’s beliefs regarding other people’s views of a behaviour and the person’s willingness to conform to those views.  As with behavioural beliefs, normative beliefs regarding other people’s opinions and the evaluation of those opinions will vary from population to population.

Theory of Reasoned Action purports that behavioural and normative beliefs, referred to as cognitive structures, influence individual attitudes and subjective norms respectively.  In turn, attitudes and norms shape a person’s intention to perform a behaviour.  Finally, as the authors of the TRA argue, a person’s intention remains the best indicator that the desired behaviour will occur.

The attitude and norm variables and their underlying cognitive structures often exert different degrees of influence over a person’s intention.  This is likely to vary across cultures and even age groups.  As a result, in order to develop appropriate and effective intervention programs for specific groups or populations, such as teens, it is important to determine which variable and its corresponding cognitive structures exerts the greatest influence on the study population (Fishbein et. al., 1994).

Limitations 

The individualistic approach of the Theory of Reasoned Action means that it does not or cannot consider the role of the environmental and structural issues (Kippax & Crawford, 1993).  Individuals may first change their behaviour and then their beliefs/attitudes about it.  For example, studies on the impact of seatbelt laws in the United States revealed that people often changed their negative attitudes about the use of seatbelts as they grew accustomed to the new behaviour (Ajen & Fishbien, 1980).

Social Learning Theory

The theory most frequently borrowed from in the Caribbean is Bandura’s Social Cognitive Theory, also referred to as the Social Learning Theory (which is an earlier version).  It posits that providing information alone is not enough to change behaviour.  Sustained behaviour change requires the skills to engage in behaviour change and the ability to use these skills consistently.  The theory suggests that people learn from each other through observation, imitation and modeling; and four components are required for behaviour change.

(Awareness: The first component is to raise awareness and the knowledge of health risk.  This stage is to convince people that they can change their behaviour.  In the case of HIV, this component is where you educate people about the virus and show them that they can change.

(Self-Control: This component is used to develop the self-control and risk-reduction skills needed to prevent the behaviour.  Within this component, you show people what makes their behaviour risky and how they can change it.

( Self-Efficacy: This component is used to increase an individual’s self-efficacy in implementing the necessary or safe behaviours or habits.  This may include specific efforts to show people how to use condoms, how to negotiate safer sex and how to say “no”.

( Social Support: A component to build social support for the individual as s/he engages in new behaviours.  This could be in the form of support groups or appropriate peer groups (Bandura, 1973).

Limitations
Bandura’s Learning Theory has been demonstrated to make powerful predictions and has generated useful applications in a large number of areas of human behaviour.  It is well grounded in research and its terms are very tightly and clearly defined.  As a result, they lend themselves well to empirical research.  Perhaps the most significant contribution of social cognitive theory is its applied value.  

There are however some limitations to this theory.  Behaviour was found to be more consistent than is argued by Bandura's theory, which focuses a great deal on the situation. Some researchers have argued that the theory lacks attention to biological or hormonal processes.

Probably of most significance is the criticism that the theory is not unified. Concepts and processes such as observational learning and self-efficacy have been highly researched but there has been little explanation about the relationship among the concepts (Pervin & John, 2001).  

SOME KEY CAMPAIGNS

Various campaigns were designed for different islands across the Caribbean.  Campaigns are run in the media (print, radio and television) and are also taken into the schools.  Participants in focus groups were asked which campaigns they recalled at that time, while those who completed questionnaires were asked if campaigns caused them to alter their behaviour.  While attitudes toward campaigns, knowledge of them and suggestions on how they can be improved are explored in the findings of this study, some of the more popular and frequently broadcast campaigns developed are listed below.  
“LIVE UP CAMPAIGNS”

Among the most publicized HIV campaigns across the Caribbean, was the “Live Up” campaign, which states: “Live Up. Love. Protect. Respect.” Launched by the Caribbean Broadcast Media Partnership (CBMP) in conjunction with UNICEF during Cricket World Cup 2007, this campaign used a variety of Public Service Announcements and was the first media led campaign that reached across programme genres.  According to Dr. Allyson Leacock, Executive Director of the CBMP, this campaign was intended to be a message of hope and empowerment, especially - though not exclusively - for young people.  

It was predicated on the six ways to live up or to get your knowledge on HIV.  These are: 1) to be aware of all the information on HIV, 2) to get tested, 3) to speak up, 4) to take action, 5) to have respect for yourself and the person you are involved with and 6) to protect yourself.  

In addition to Public Service Announcements (PSAs) in the media, the Live Up campaign included text messaging, where people could send texts requesting information on HIV and AIDS.  More recently, the “Live Up” campaign included a launch in conjunction with the popular reality television series, Digicel Rising Stars.  

The campaign used the technology and communication methods of the youth, but were the messages suited to them?  Commercials within the Live Up campaign utilized well-known cricketers who told viewers to get tested and know their status.  They included the use of commercials with the popular slogan: “It’s your wicket.  Protect it.”  Another popular commercial showed a young adult male in a store.  He was embarrassed to ask for a condom.  When leaving, he gained the courage and returned to the store to ask for a packet of condoms.  These campaigns mainly utilized young adults in the twenty to thirty age group and did not include teens.  However, these were also the commercials that resonated with youth who participated in this study.

“IT’S YOUR WICKET.  PROTECT IT”

These advertisements drew on one of the basic cultural bonds shared by the Caribbean as a whole. They were created to focus on the cricket culture while targeting select groups – young adults, particularly those who were following Cricket World Cup 2007.  One of the billboards linked to these advertisements featured a young woman dressed in her white cricket clothes, complete with bat, pads and gloves with a condom in her outstretched right hand reminding you: "It's Your Wicket, Protect It! Use A Condom Everytime!" 

“GOT IT? GET IT.”

In the Eastern Caribbean, the behaviour change campaign "Got it? Get it" targeted the most high-risk sexually active sector of the population with a mass media campaign for TV, radio and print media. The campaign highlighted the risks of having sex without using a condom. Following its success in the Eastern Caribbean, the “Got It? Get It” campaign was replicated in Belize. The yellow “Got It? Get It” sign also indicates a place where you can purchase condoms free from judgment. 

“ABSTINENCE”
UNICEF’s mission, when targeting youth with HIV /AIDS prevention messages has been to push abstinence first and foremost.  Abstinence campaigns included billboards, such as on the island of St, Vincent where there is a billboard promoting abstinence. 

One of the advertisements mentioning abstinence did so briefly, and continued the advertisement by promoting condom use.  The advertisement, geared toward youth began by stating: “We understand the reality.  Don’t get me wrong.  We do talk to people about abstinence.” The commercial then continued by stating that once they know young people are having sex, they encourage them to use a condom. Here, the message of abstinence was mentioned fleetingly with the focus of the commercial placed on condom use.

Another campaign that promoted abstinence and tackled peer pressure featured a teenaged girl exercising.  She began by stating that while her peers say she doesn’t know what she is missing, she believes she can’t miss what she never knew.  She then stated that opportunities to have sex will always be there, while her youth wont be.  She stated that the power to choose to have sex or to refuse it is hers and she deared her peers to say no to sex.

“DISCRIMINATION”
One of the most popular ad campaigns tackling discrimination featured primary school-aged children in a playground.  When a group of children was approached by two others asking if they could play, one of the children in the group said no because she heard that one of the children asking to play has AIDS.  This resulted in a discussion amongst the children about how AIDS is transmitted and the fact that you cannot tell who has it by looking.  After sharing this information, the children decided they would all play together.

Another popular campaign that tackled discrimination used both a television commercial and a billboard and featured a montage of faces of people of different races.  This was more suited to teens and young adults and the message was that HIV could be contracted by anyone, irrespective of race, class, colour or gender.

METHODOLOGY

This study sought to find out how young people in four countries were responding to the messages of HIV prevention campaigns – the young people were from St. Kitts, St. Vincent and Barbados and were between the ages of 14-18. 

The information is a mixture of qualitative and quantitative data.  As a result, a dual methodology was developed to generate the necessary information.

Quantitative Data

Qualitative data for this research was obtained by the use of a self-administered questionnaire.  The questionnaire comprised a mixture of structured and unstructured items geared toward generating basic knowledge, attitudes and practice (KAP) data linked to HIV prevention messages.  The questionnaires were also designed to determine individual perspectives on how the structuring and delivery of HIV messages could be carried out more effectively so as to bring about the required change of behaviour among the target audience, which in this instance was youth, aged 14 to 18.

Qualitative Data

This was derived by a series of sex-specific focus group discussions.  These discussions were geared toward generating information on the values, attitudes, and perspectives of young people in relation to HIV and the HIV prevention messages available to them.  These focus group sessions are to be further used for brainstorming around what would improve the effectiveness of prevention messages.  

The focus group was an important element of the research because the formation of attitudes and values impacting on sexuality and behaviours in this age group generally takes place in the context of peer interaction.  

The sex-specific nature of the focus groups was required given the sensitive nature of the discussion to be conducted and to minimize braggadocio and/or reticence as a consequence of the presence of the other sex and the group dynamics involved.

Research Instruments

Questionnaire
A tightly designed, self-administered questionnaire was put together for this research study.  Participants were given a maximum of thirty minutes to complete it.

The questionnaire was comprised of closed-ended questions designed to determine the level of knowledge and/or awareness of HIV/AIDS and practice or habits of the participants.  

Scalar/open-ended questions were included to gauge the attitudes, values, perspectives and suggestions related to messages.  

To ensure guarantees of anonymity and confidentiality teachers were not allowed to be physically present during completion of questionnaire.  Interaction amongst respondents during completion of the questionnaire was also not allowed.

Sampling & Protocol

Sample sizes were determined by the size of respondent populations in respective countries and on the basis of whether proportionality needed to be maintained across countries.  

For Barbados a 0.75% sample yielding approximately 130 respondents was used.  This was structured around 4 classes (one for each form level from fourth through Sixth) in randomly selected schools.  Approximately four thousand children take the common entrance exam in Barbados each year.  Therefore, to calculate the sample size used for questionnaires in Barbados, 4000 (the approximate amount of students taking the examination in a given year) was multiplied by .75%.  The result was then multiplied by 4 (the amount of forms participating in each school) – i.e. 4000 x .75% x 4 = 130

Cohort sizes in St. Vincent (the amount of children taking the taking the exam each year to gain entrance to secondary school) were similar to Barbados so the same numbers were used to calculate the sample size for St. Vincent.  However, in St. Kitts, the average cohort size was only 800.  To have a meaningful sample size, a 2% sample, yielding 64 students was used. Again, this was structured around 4 classes (one for each form level from fourth through sixth) in randomly selected schools. Therefore, to calculate the sample size used for questionnaires in St. Kitts, 800 (the approximate amount of students taking the examination in a given year) was multiplied by 2% and the result was multiplied by 4 (the amount of forms participating in each school) – i.e. 800 x 2% x 4 = 64.

Various measures were taken to ensure the students’ privacy while they were completing the questionnaires.  This was to guarantee that students’ answered all questions honestly so that findings were not jeopardized in any way.

Prior to completing the questionnaires, the students were briefed on the purpose of the research project and told how they were chosen to be participants.  

A maximum of two people were present during completion of the questionnaires.  They were the researcher and an assistant.  Both the researcher and the assistant carried a copy of the questionnaire.  This was to ensure the students’ privacy if they had any queries about the questions they were answering.

Therefore, if a student was unsure about a particular question s/he was instructed to fold his or her own questionnaire and indicate to the researcher or research assistant by raising his or her hand, that help was needed.  Once the questionnaire was folded to conceal the student’s responses, the researcher or assistant approached and the student identified the number on the questionnaire about which s/he was inquiring.  The researcher or assistant then read this number from her own copy of the questionnaire and assisted the student with comprehension of the particular question.

When the students completed their questionnaires, they were instructed to fold them again to conceal their responses and indicate to the researcher or assistant that they had finished by raising their hands.  The researcher or assistant then approached the student and s/he placed the folded questionnaire in an envelope.  After collecting all of the questionnaires in a particular class, the envelope was sealed.

Special attention was also given to the layout of classrooms.  Students were asked to ensure a fair amount of distance between themselves and fellow students and no consulting or copying was allowed.

Finally, as mentioned in the introductory stages of the methodology, teachers were not allowed in the room while students completed questionnaires.  This allowed the students the freedom to respond honestly to the questions without feeling intimidated by the presence of the teacher.

Focus Groups
Focus Group sessions were used to gather the qualitative data required for this study.  While the questionnaires (used to gather the quantitative data) were designed to find out if HIV/AIDS messages are bringing about behaviour change, the purpose of the Focus Groups was to examine why young people are responding the way they are to these messages and to explore what needs to be done, from their perspective to achieve the desired response to the messages.

One school was randomly chosen on each island for participation in the focus group sessions and in keeping with social research practice, which suggests that focus group size should be kept to no more than seven participants (Berg, 1998), the group size of focus groups used for this research project was six.

As a result, 12 students were chosen from each school (one school was chosen on each of the three islands used for the study), based on their willingness to participate.  Each group of 12 students was divided into 2 focus groups, which consisted of six males in one group and six females in the other.

Sampling & Protocol

The focus group sessions were single sex because of the sensitive nature of the topics being discussed and it was believed that having same sex focus groups would allow the students to participate more freely.  This was especially important because students were chosen from across various academic years (to ensure the age range of 14-18 chosen for this study was also represented in the focus group sessions).  As a result, the researchers believed it was unlikely these students interacted regularly on a day-to-day basis because of their age difference and would find it easier to interact in the focus group sessions if same sex groups were used.

While these sessions were carried out on the school compound, teachers were not allowed to be present as a means of encouraging students to speak and participate more freely.  The moderator also briefed them prior to the start of the session.  In addition to being informed of the purpose of the session and by extension, the research study, students were informed that it was not a question and answer session, but rather, a discussion.  As a result, they were encouraged not to simply wait for questions from the moderator, but to respond freely to comments made by their peers during the sessions.  This ensured group dynamics and allowed interactions among and between group members to stimulate discussions in which one group member reacts to comments made by another.

This group dynamism is described as a “synergistic group effect” (Stewart & Shamdasani, 1990; Sussman et al., 1991).  The resulting synergy allows one participant to draw from another or to brainstorm collectively with other members of the group.  A far larger number of ideas, issues, topics and even solutions to a problem can be generated through group discussion than through individual conversations. This was particularly important in the context of this research where peer interaction and engagement plays such a critical role in the formation of youth attitudes and values in relation to sexual behaviours and practices.  It is this group synergy that distinguishes focus groups from conventional styles of one-on-one, face to face interviewing approaches.

With this in mind, the moderators role was simply to draw out information from the participants regarding topics of importance to a given research investigation.

It was also vital that an informal setting was used for the focus group sessions.  This informal group discussion atmosphere of the focus group was intended to encourage subjects to speak freely and completely about the behaviours, attitudes and opinions they possess.

While participants were encouraged to interact with and respond to each other’s comments, the moderator also remained mindful of the fact that the focus group sessions were to gather specific information for the research study.  The moderator also focused on ensuring that students were comfortable and at ease.  As a result, and being cognizant of the fact that people were generally withdrawn when meeting someone for the first time, the moderator commenced the sessions with basic, simple questions, saving more in depth, sensitive and personal discussions for later in the session as the participants became more comfortable and relaxed with the discussion and the moderator.

As part of the effort to ensure comfort and ease of discussion, the moderator did not carry a pen / pencil or paper into the session.  This ensured that the flow of conversation was not broken at any point for note taking and that participants were not distracted by (or less forthcoming with information as a result of) the moderator writing while they were speaking and sharing information.  

To ensure that all of the information shared during the sessions was retained, audio from the sessions was recorded.  Participants were informed prior to each session that it would be recorded. However, the device chosen for the recordings was inconspicuous and not distracting.  The recording device was no larger than a closed fist.  

Another aspect that ensured easy flow of discussion was the positioning of the participants.  No desks were used and chairs were placed in a small circle.  Where possible, lounge type chairs were used to encourage the students to relax.  This setting allowed for ease of interaction and allowed participants to easily respond to each other while making eye contact.

To ensure discussion, closed-ended questions were avoided in favour of open-ended questions that stimulated discussion and debate.  Due to the sensitive nature of the discussion, the moderator also avoided posing questions to participants about their specific experiences, such as: “Have you ever had sex without a condom because you were embarrassed to buy them?” and chose instead to have participants respond to hypothetical situations or to share their opinion on what their peers were doing.  For example: “How do young people like yourselves negotiate buying condoms on a small island like yours where most people know each other?”

No two sessions were or could be identical, as they were discussion-led rather than being question and answer based.  However, they were geared toward gathering specific information and questions posed by the moderator sought to obtain this information.  This included, but was not limited to: The perceived sexual habits of the participants’ and or their peers; the impact of recent HIV/AIDS campaigns on their behaviour and that of their peers; reasons for not using a condom and / or not getting tested; abstinence; whether there was any change to sexual habits and practices such as condom use, depending on the length of the relationship; knowledge of HIV / AIDS and how it is transmitted; sexual habits and attitudes and attitudes toward others living with HIV or AIDS.

The information collected from these focus group sessions was used to complement the information generated from the structured questionnaire, particularly on qualitative issues, which do not easily lend themselves to exploration through a questionnaire.  In addition, the focus group method allowed for the exploration of the relational context of youth attitude and value formation and expression, which was a critical aspect of adolescent sexuality.  This was also critical to understanding how to structure messages geared toward bringing about behaviour change amongst adolescents.

REPORT OF FINDINGS

QUATITATIVE DATA: QUESTIONNAIRES

Socio-Demographic Information

The survey sought to collect information on students in the age group 14-17 and essentially did so with just 1% of respondents falling outside this age group at 18 years of age.  The age distribution of the sample was as shown in Table 1 with sixteen year-olds comprising the largest age group (34.7%) followed by fifteen year-olds (27.1%), seventeen year olds (21.5%) and fourteen year-olds (15.6%).

Although no information was available concerning the gender distribution of the parent population, the fact that 39.2% of respondents were male as compared with 60.8% female did suggest some level of over-representation of female respondents.  This was not particularly problematic, however since gender-disaggregated analysis is presented throughout this report so that the specific findings for each sex could be examined.

In terms of distribution of respondents from the three islands, St. Vincent and the Grenadines had the largest proportion of respondents (41%) followed by Barbados (38.5%) and St. Kitts (20.5%).
Knowledge of HIV/AIDS

The survey sought to determine the level of knowledge of respondents in relation to HIV/AIDS and posed a number of questions on self-assessment of knowledge, main source of knowledge, their understanding of the terms “HIV” and “AIDS” and the activities associated with HIV infection.

When asked to assess their knowledge of HIV/AIDS, 80.1% of respondents rated their knowledge as very good (30.4%) or fairly good (49.7%).  There was no substantial gender difference on this item, although males were slightly more likely (by 4%) to rate their knowledge as very good.

In the context of this survey it is important to note, although not surprising, that school (48.3%) and media campaigns (39.5%) were by far the main source of respondents’ knowledge of HIV and AIDS with family (9.6%) and friends (2.7%) being much less significant.  Interestingly, the school was a much more important source of knowledge for female respondents as more than half (51.6%) identified this as their main source as compared with 43.3% of males.  Conversely, media campaigns were the most important source of knowledge for males (44.2%) as compared with 36.3% of females.

The responses to the items asking respondents what they understood by “HIV” and “AIDS” confirmed what many other surveys among young people had shown – that there was considerable factual knowledge about the disease with most persons able to explain the terms, the means of infection and the most effective means of prevention.
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Respondents were asked to identify from a list, the sexual activities that are associated with HIV.  The largest proportion of respondents (94.8%) identified “intercourse”, 80.9% identified “anal intercourse”, 71.2% identified oral sex, 19.8% identified “kissing” and 1.7% identified “touching”.  These findings were of particular importance in relation to the media campaigns about HIV/AIDS and the perceptions held by young people since they identified where the knowledge gaps are; where myths persist and where information was being picked up.  Even though high, the fact that more than 5% of respondents failed to identify intercourse as a sexual activity associated with HIV infection is cause for concern but even more so, the fact that anal intercourse, which in biological terms is even more risky, was not selected by almost one fifth of respondents. It was also interesting to note that the largest gender differential was in relation to anal sex, identified by 84.1% of males as opposed to 78.9% of females.  Even so, some care must be exercised in the interpretation of this finding since respondents may have mentally eliminated anal sex from their frame of reference as opposed to being unaware of its risk.  Smaller proportions associated oral sex and kissing with HIV infection and a very small proportion identified “touching” contrary to the messaging around risky behaviours. 
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Assessment of Risks and Fears
When asked to assess their risk of contracting a Sexually Transmitted Infection, almost half of respondents (47.4%) thought that this was not likely at all with the gender disaggregation showing more than half of females (51.2%) as against 41.6% of males making this assessment.  Conversely, boys were 10% more likely to rate their risk as “likely” to one degree or another than their female counterparts.

Respondents’ assessment of their risk of contracting HIV were about 5% lower than for STIs  - 52% thought that this was not likely at all (57.5% of female and 46.4% of males).  Again, males were 10% more likely to rate their risk as “likely” to some degree, than females.  So for example, 53.6% of males rated their chances as ranging from “somewhat likely” to “extremely likely” as compared with 42.5% of females.

When asked to choose from pregnancy, HIV and other STIs as their greatest fear about having unprotected sex, about two-thirds of respondents (59.6%) identified HIV as their main concern. Females were substantially more likely to identify pregnancy - 35.9% as compared with 22.4% of males, whereas HIV was a greater fear for males (66.4%) than for females (55.3%).

The item which sought to determine whether respondents would be embarrassed about buying condoms showed 38% of respondents indicating that they would be embarrassed.  However, the gender distribution on this response was particularly instructive, for whereas just 19.3% of males indicated that they would be embarrassed, the corresponding figure for females was 50%.  This finding has important implications for the challenges of gender differentiation in terms of perception, responsibility and negotiation of safe sex and condom use and raise the important question as to whether the messaging sufficiently presented females taking responsibility for condom purchase, availability and provision.

Peer Relations and Sexual Attitudes

A number of statements concerning peer relations and sexual attitudes were posed to respondents to which they were asked to respond by selecting from a menu of options ranging from “strongly agree” to “strongly disagree”.  On the related items:

· Men need to have more than one sexual partner, often at the same time

· A person must have sex to keep their boyfriend/girlfriend

· Boys often pressure girls to have sex

the responses were generally consistent with prevailing social norms related to gender roles although there were interesting variations in the gender analysis.  Overall, 91.5% of respondents either disagreed or strongly disagreed with the statement that men needed to have more than one sexual partner, often at the same time.  While the aggregate of these two categories were similar for both sexes, a larger proportion of female respondents strongly disagreed (84.9%) as compared with male respondents (76.1%).  The pattern was similar in relation to the item “a person must have sex to keep their boy/girlfriend”, although the proportion of respondents disagreeing or strongly disagreeing was somewhat smaller – 85.7%.  Again, a larger proportion of female respondents strongly disagreed (69.1%) as compared with male respondents (54.5%).  There was substantial agreement overall with the statement boys often pressure girls to have sex – 39.4% strongly agreed and 42.5% agreed for an aggregate of 81.9%.  Feeling on this item was much stronger among female respondents with 89.1% being in agreement as opposed to 70.8% of males.

The survey sought to assess peer influences by posing the items:

· My friends encourage me to have sex

· Most of the people in my class are having sex

Whereas on the first item about one in five respondents (20.2%) agreed or strongly agreed that they were encouraged to have sex by their peers, the gender analysis showed that such peer pressure was considerably stronger among males 36.6% compared with females 9.8%.  Conversely, whereas 60.6% of female respondents strongly disagreed with the statement, the corresponding figure for males was only 25.9%.  On the other item, a majority of respondents (54.9%) indicated that they were not sure whether most of the people in their class were having sex while about one-third (34.0%) agreed or strongly agreed.  The proportion of female respondents agreeing with the statement (40.0%) was substantially higher than that for males (24.8%) – a finding that has important implications in relation to willingness to discuss sexual activity among peers.

Finally on the item “it is ok for a girl to suggest condom use”, the findings point to the critical importance of separating the normative response from actual behaviour as well as the centrality of gender differentiation in relation to condom use.  Overall agreement on this item (strongly agree and agree) was very high - 94.4% and in fact only 3.1% of respondents disagreed.  This was the normative position, the position that was presented in the media campaigns and suggested in the “new age” of liberated thinking.  Even more interesting was the fact that a much larger proportion of female respondents (80.5%) agreed with the statement than their male counterparts (66.1%).  Juxtapose these responses however with later items on the survey which asked sexually active respondents whether they had ever avoided condoms because of being afraid of being seen doing so and the related hypothetical item posed to sexually inactive respondents.  In both cases female respondents were twice as likely to avoid buying condoms due to fear of being seen.

In an attempt to assess respondents’ attitudes to people Living with HIV (PLHIV), the survey asked whether students living with HIV and HIV infected teachers who were not sick should be allowed to attend school or continue teaching respectively.  Overall, similar proportions supported the continuing attendance of students at school (71.6%) and teachers (70.3%).  Active opposition was much stronger to teachers (11.2%) than to students (6.4%) and in each case, female respondents were slightly more disposed to accepting students and teachers living with HIV than their male counterparts.

The survey clearly demonstrated that respondents were more comfortable talking to their parents about sex than about HIV.  Whereas 67.0% of respondents were very/somewhat comfortable talking to their parents about HIV, only 38.3% responded similarly to talking to their parents about sex.  There were no major gender differences in relation to talking to parents about HIV, however girls were generally less comfortable talking to their parents about sex – only 10.9% reported being very comfortable as compared with 16.8% of males and more than a third (35.1%) were very uncomfortable as compared with 23.9% of males.

Students were asked to select from a menu of options those sexual activities they believed they should take precautions for and their responses here mirrored their perceptions of risk indicated on an earlier item.  In descending order, respondents selected “intercourse” (92.0%), “anal sex” (79.2%), “oral sex” (73.6%), “kissing” (17.4%) and “touching” (5.6%).  Again the major concerns here were the fact that 8% of respondents did not select “intercourse” and even more so, that more than 20% failed to select “anal sex”.  It was interesting to note that the largest gender differential (7%) occurred in relation to oral sex which was selected by 64.1% of males and 77.1% of females.
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Respondents’ own assessment of their self-esteem was generally positive with almost half reporting extremely high (15.4%) or very high (31.2%) self-esteem.  Only 3.5% reported their self-esteem as “not high at all” and no major gender differences were observed in the findings.

Sexual Behaviours and Practices 
More than one third of respondents (37.5%) reported having had sex and almost identical proportions of males (37.2%) and females (37.7%).  The majority of respondents considered sex to be enjoyable – only 4.7% said it was not enjoyable at all whereas at the other end of the spectrum 34.6% considered it extremely enjoyable and 24.3% very enjoyable.  There were also some important gender differences in terms of the enjoyment of sex with almost half of the males (47.6%) rating sex as extremely enjoyable as compared with just over a quarter of females (26.2%).

Respondents’ assessment of how enjoyable sex was with and without a condom produced a number of interesting responses.  In terms of sex with a condom, roughly one third of respondents respectively found sex “somewhat enjoyable” or “enjoyable” and 5.7% considered such sex not enjoyable at all.  At the other extreme, only an aggregated 27.3% found sex with a condom to be very enjoyable (16.0%) or extremely enjoyable (11.3%).  

When asked about sex without a condom, 15.6% considered this to be “not enjoyable at all” whereas an aggregated 68.9% considered such sex as very enjoyable (25.6%) or extremely enjoyable (43.3%).  Much smaller proportions chose the middle ground of “somewhat enjoyable” (8.9%) and “enjoyable” (6.7%).

Respondents generally indicated that they found it easy to talk to their partners about sexual matters – almost two-thirds (65.1%) found it “extremely easy” or “very easy” and only 2.8% felt that it was “not easy at all” to talk to their partners about this.  An interesting finding was the 40.0% of female respondents who found talking to their partners about sexual matters “extremely easy” as compared to 24.4% of males.
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Of major concern in the context of this survey and in the context of the general response to HIV and AIDS in the Caribbean was the fact that one in five respondents (20.8%) reported that they did not take any safety precautions during sex.  While the 79.2% who responded in the positive to this item was encouraging, the fact that such a substantial proportion of sexually active young persons take no safety precautions, combined with findings elsewhere in the survey which indicate that only one third use condoms in every sexual encounter, highlighted the risky behaviours that continue to drive the epidemic in the Caribbean.

In terms of the actual safety precautions taken – 50% reported using condoms alone whereas another 16.7% used condoms along with other methods such as withdrawal, requiring a HIV test of partners and the pill (female respondents).  Another 9.8% used other methods such as the rhythm method or simple withdrawal as their safety precautions while almost one quarter (23.5%) did not respond.  Gender analysis of this item showed that males tended to rely more on condoms alone (57.5%) as opposed to females (45.2%), whereas females with the additional option of the pill were more likely to combine condom use with other methods. 

Almost one third of respondents (32.1%) said that they had avoided buying condoms because they were afraid of being seen doing so – a figure that is as high as 40.6% among female respondents.  In terms of consistent condom usage, only one third of respondents (33.7%) indicated that they used condoms every time, with 39.4% using them most of the time, 16.3% occasionally and 10.6% never using condoms at all.  Again the concern evident in these data was the fact that anything other than using a condom every time exposed the individual to heightened risk.  Of even greater concern was the fact that less than half of those who use condoms inconsistently (47.8%) thought that it would be extremely/very easy for them to start using condoms every time they had sex – a finding that highlights the considerable challenge of access, availability and negotiation of consistent condom usage in this age group.

The data indicate that even though there were some challenges, simple access and availability of condoms were not major challenges for the young people in the survey.  Only 6.7% of respondents reported that it was not easy at all to get condoms whereas 81% reported that it was easy (easy, very easy, extremely easy).  In terms of affordability, only 5.7% felt that condoms were not affordable at all whereas 85.7% felt that they were affordable (affordable, very affordable, extremely affordable).  One interesting finding from the gender analysis was that 64.3% of males thought condoms were very/extremely affordable as compared with 47.6% of females.

The challenge which the opportunistic or spontaneous nature of sexual activity in this age grouping poses for consistent condom usage was clearly reflected in the finding that almost half of respondents (45.8%) had had sex without a condom because it was not available at the time.  Gender analysis showed that the figure for males was 52.4% and for females 41.5%.  Even more telling, however, was the fact that fully 17.9% of such persons reported that they were not at all concerned about it – 25.0% of males and 12.5% of females.
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With respect to the matter of negotiation of condom use and the power differentials around such negotiation by gender – almost one third of respondents (31.3%) reported that they had had sex without a condom because their partner didn’t want them to use one.  When analysed by gender the data show tellingly that 16.7% of males but 41.5% of females had failed to use the protection offered by a condom because their partner did not want to use one.

Respondents clearly assessed their family’s opinions of their sexual practices as more important than those of their friends – 51.0% considered their family’s opinions as very/extremely important as compared with just 22.7% in relation to the opinions of their friends.  In terms of their friends’ opinions, female respondents considered these more important than males 26.7% as compared with 16.6%.  Conversely, 22.0% of males considered their family’s opinions as “not important at all” compared to 12.3% of female respondents.

Respondents Never Had Sex
For respondents who had never had sex, a number of hypothetical items were posed similar to the actual items posed to those respondents who had been sexually active.  When asked how enjoyable they believe sex is, the majority of respondents felt it was enjoyable ranging from extremely enjoyable (33.9%), very enjoyable (26.6%), enjoyable (20.3%) to somewhat enjoyable (15.3%).  Only a small proportion of respondents (4.0%) did not believe sex was enjoyable at all.  Gender analysis revealed that a substantially larger proportion of males (70.6%) believed sex to be extremely/very enjoyable as compared with (54.2%) of female respondents.

The responses on how enjoyable sexually inactive respondents believed sex to be with a condom and without a condom essentially mirrored those of sexually active respondents.  About one quarter of respondents (25.4%) felt sex with a condom to be extremely/very enjoyable whereas 10.2% did not think such sex would be enjoyable at all.  In terms of sex without a condom 59.0% felt that such sex is extremely/very enjoyable whereas 13.1% felt that sex without a condom would not be enjoyable at all.  In terms of gender differences, the largest difference was between the 40.3% of males who considered that sex without a condom would be extremely enjoyable as compared with 22.9% of females.

Just over a quarter of respondents (26.1%) indicated that if they were sexually active, they would avoid buying a condom because of being afraid to be seen doing so.  Not surprisingly, given the socio-cultural context of condom usage among young people, twice as many females (32.4%) as males (16.2%) said that they would avoid buying condoms for fear of being seen.

Respondents in this category (never had sex) did not generally believe it was easy for adolescents to purchase condoms.  Only about one third of respondents (33.9%) felt that it was extremely easy/very easy/easy to purchase condoms whereas 30.5% felt that it was somewhat easy and 35.6% considered it “not easy at all”.  In this latter category, a much larger proportion of female respondents (40.7%) felt that it was not easy at all to purchase condoms as compared to males (27.5%).

On the issue of affordability, the responses were somewhat different to their sexually active counterparts with 67.0% believing that it was affordable/very affordable/extremely affordable for adolescents to purchase condoms while 27.4% felt that it was somewhat affordable and 5.6% not affordable at all.
Consistent with those respondents who had had sex, sexually inactive respondents rated their family’s opinions as much more important than those of their friends in respect of their sexual behaviour.  More than one third of respondents (36.9%) said that their friends’ opinion about their decision to abstain from having sex was not important at all and only 22.9% considered their friends’ views as very important or extremely important.  Conversely, half of respondents (50.3%) said that the opinion of their family members about their decision to abstain was very important or extremely important and only 10.6% indicated that such opinions were not important at all.

Assessment of HIV/AIDS Awareness Programmes

Respondents generally gave a positive assessment of the HIV/AIDS awareness programmes targeting young people – 44.5% considered these to be very informative and 45.9% very informative for an aggregate in excess of 90%.  Less than an aggregate 10% considered the programmes to be “not very informative” (8.5%) or not informative at all (1.1%).

The assessments were also positive when respondents were asked to rate the programmes in terms of teaching them to protect themselves from contracting HIV – 60.2% rated their effectiveness as extremely high or very high and just 5% rated them as “not high at all.
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In this regard, it must be somewhat encouraging that 43.2% of respondents indicated that they had changed their sexual habits because of information gained from the HIV/AIDS awareness campaigns or programmes, although the 56.8% who indicated that they had not constitutes some cause for concern.

For those persons who had changed their sexual habits, roughly a quarter reported greater/renewed use of abstinence (26.0%) and a similar proportion reported more consistent or greater condom usage (25.0%).  A slightly larger proportion of respondents (27.1%) indicated that they had become more aware/informed about the risks and dangers associated with unprotected sex and HIV/AIDS and 21.9% specifically reported greater fear about the risk of infection and/or greater care and caution in their sexual practices.  

However, there was much greater concern over those persons who reported that they had not changed their sexual habits even though the majority of such respondents (63.2%)said that there was no need to change their habits since they had never had sex or were abstinent. Another 19.7% indicated that they had already gotten the relevant information from other sources or that they were already taking the necessary precautions during sex.  The major concern lies with the 5.3% of respondents who pointed to the fact that the ads were not impactful or effective and the 11.8% who gave a variety of reasons why their sexual behaviour had not changed.  For example the immense challenge of negotiating safe sex in the context of unequal gender power relations was brought home forcibly in the following responses from females:

Even if there are programmes available and my boyfriend does not agree we do what he wants.

My boyfriend does not want to use condoms.

The extreme power of the sex drive among adolescents was also evident in responses such as:

Not a big deal because sex is too enjoyable to give up.

Sometimes I feel like changing but sex feels very, very good

Also emerging from the responses was the simple willingness to experiment and take risks:

You must experiment in life.

The enormity of this challenge is magnified by the fact that much of the programming around HIV/AIDS prevention is by definition remote from the very personalized and interactive contexts in which such power relations play out with proportionately less likelihood of impacting those contexts.

This challenge is in fact recognized by many of the respondents themselves and finds representation in their responses when asked what they thought could be done to make the HIV/AIDS awareness programmes more effective for young people.  The largest single category of respondents (18.7%) felt that there was a need to give a “face to AIDS” – either through having real persons living with HIV as part of the messaging or demonstrating in a real way what someone living with HIV has to deal with.  Related to this was the 15.7% of respondents who called for more realistic programmes where the scenarios presented or the packaging of the information resonated more fully with the lived experiences of young people.  There was also a call from some respondents (11.9%) for greater involvement of young people in the design and presentation of the programmes and for a much more concerted attempt to reach young people where they were.  In terms of the design and presentation of the programmes, some respondents (11.1%) felt that there was a greater need for the use of drama, creativity and the media to present more effective programmes while 10.6% indicated that multiple or a greater range of methodologies needed to be employed to reach the very diverse and heterogeneous audience that constituted young people.  Other responses called for greater use of the school (11.5%), for condom distribution (4.7%) and for a range of other unspecified approaches to increasing the efficacy of the programmes. 
QUALITATIVE DATA: FOCUS GROUP DISCUSSIONS

FG1: ST. KITTS GIRLS

WHAT IS YOUR UNDERSTANDING OF HIV?

The girls’ focus group session from St. Kitts, hereafter referred to as FG1 was asked what they understand by HIV.  Answers included: a disease, a virus, an STD and something you get in different ways, like sex.  In sharing their knowledge of transmission, the girls’ answers included blood transfusions, sharing needles, unprotected sex and mother to child transmission.  They suggested that HIV is the beginning stages of the virus and AIDS is when it is fully developed.

AWARENESS OF AIDS AWARENESS PROGRAMMES

When asked about various HIV/AIDS awareness campaigns such as television advertisements and slogans, the one that immediately came to mind for FG1 was the “Got It Get it” slogan.  The slogan promotes condom use, however, they believe an important message was lost in an attempt to have a hip catch phrase.  Furthermore, they stated that understanding the message the slogan sought to deliver was virtually impossible if one only heard the commercial on the radio.  It had to be seen as well, to be understood.  One participant noted that she’d heard the commercial for a while before seeing it and she found it to be funny.  She was continually repeating the phrase “Got It Get It” and thought that it referred to milk, like the popular “Got Milk?” commercials seen in magazines encouraging readers to drink milk.

FG1 participants noted that if campaigns targeting youth are to be successful, they should begin by getting youth to listen to these campaigns.  This will only be achieved if the messages are delivered in a language that is attractive to youth.  However, the participants noted that when adults attempt to speak in “their” language they often fail to deliver the message the way one young person would deliver it to another.  They suggested that campaign designers properly study youth and their culture to effectively design and create campaigns that will get their attention.

Commenting on messages that promote condom use with slogans such as: “condomize”; “use a condom each and every time” and “be wise, condomize” FG1 participants noted that while this message is simple and effective, care must be taken to ensure it does not promote promiscuity through the idea that it is ok to have sex when you want, with whom you want as long as you wear a condom.  They noted that there should always be a precursor to this message or slogan explaining to youth why it is better to abstain, followed by the message that if you must have sex, use a condom.

PEER GROUPS & ROLE MODELS IN CAMPAIGNS

FG1 participants noted that current campaigns are not reaching them because they are not using their peers to deliver the message.  According to them, when they see an older person delivering the message and telling them what to do, they are less likely to pay attention.

On the matter of using role models or famous people, FG1 participants said this can be very effective, however care must be given to the role models chosen since the lifestyles and/or performances of some of the people chosen sometimes contradict the message they deliver on practicing safe sex.

FG1 participants noted that the message constantly portrayed in the media today through advertisements and music videos is that “sex sells”.  They made mention of scantily clad women, dancing erotically, being used to sell beverages and performers “grinding” on stage with dancers.  FG1 participants suggested that it was therefore a double-standard to have these performers and companies – delivering messages to youth encouraging them to have safe sex or to respect themselves.
SEX & RELATIONSHIPS

When told that some girls have said they were pressured into having sex with their boyfriends so they would not “lose” them, FG1 participants noted that they would not want to be involved with someone like that.  One FG1 participant noted that she did not want anyone to make her feel like the choice to have sex was not hers.  

SELF ESTEEM & THE DESIRE TO FEEL LOVED

When presented with the scenario of one of their peers giving into a request to have sex because her partner is the only person in her life who causes her to feel loved, FG1 participants noted that this is a difficult situation to deal with, but acknowledged that it is a real situation facing teens in the region.

FG1 participants said they believe that peers have a responsibility to each other and should be more aware of others who are struggling with issues of acceptance and low self-esteem so that they can play a role in helping each other to build a positive self image and sense of self worth.  In addition, they noted that parents, guardians, teachers etc. need to be educated on how to speak to the children in their care and how negative words and comments can negatively impact the opinion young people have of themselves and their sense of belonging.

GUIDANCE COUNSELORS & THEIR ROLE

FG1 participants echoed the views of FG2 participants (St. Kitts Boys’ Focus Group) on the importance of guidance counselors in schools.  Participants of FG1 & FG2 noted that three guidance counselors are assigned to their school, which has a population of approximately 800 students.  They spoke highly of their counselors and the guidance programme and noted that what is most important is that they feel as if they can trust their counselors.

However, they noted that this was not the same for other schools in St. Kitts, and students avoided seeking assistance from, or divulging information to their counselors for fear that the counselors would share this information with others.

GETTING TESTED

FG1 participants noted that they believe the small populations in the Caribbean can serve as a hindrance to their peers choosing to get tested, as other HIV/AIDS slogans suggest.  While visits to clinics, hospitals or doctors offices should be confidential, the reality is that this is sometimes not the case, as a result, some young people avoid getting tested for fear of others finding out, especially if they tested positive for HIV or AIDS.

FG1 participants agreed with FG2 participants that guidance counselors, doctors and nurses should be penalized by the law for breaking confidentiality with patients or clients.  One participant also said that doctors should be sued if they actually cross the line of confidentiality.  Another noted that laws should be passed to ensure that all people in the helping profession uphold confidentiality.  This would ensure that more people are comfortable with HIV/AIDS testing and counseling.

STIGMA & DISCRIMINATION

FG1 participants agreed that while stigma and discrimination campaigns are important, care must be taken to ensure they do not cause teens to be less concerned about contracting the disease because such campaigns promote the message that life continues as normal.  

When asked to share their opinion on whether students or teachers living with HIV should be allowed to attend school with them, they agreed that people with living HIV have a right to an education and should be allowed in mainstream schools.

On the issue of teenaged pregnancy, the participants noted that it is very common in St. Kitts.  This is cause for concern since every pregnant teen is a teen who is having unprotected sex.  This means that she and her partner are placing themselves at risk of contracting HIV.  With this in mind, FG1 participants all agreed that HIV/AIDS awareness messages while informative are not effectively reaching their peers, because they are not bringing about the required behaviour change.

CHANGES

To more effectively reach them and their peers, FG1 participants called for more discussions in schools that teach them about the dangers of HIV and AIDS.  They agreed that it is not simply enough to tell youth not to have unprotected sex, however they need to see and hear more about the risks they are taking.  A more interactive approach is needed to effectively reach youth.

One approach they all agreed would be very effective would be to have someone in their age group who had been diagnosed with HIV or AIDS attend school with them for a period of time so that they can see the realities of living with the disease – e.g. “constantly having to take medication that makes you feel ill”, discrimination etc.  Having this person share their story in an honest and uncensored way would also cause them and their peers to take notice and heed the warning.  

The participants also spoke highly of Health and Family Life Education but they noted that it must be a more staple part of the curriculum.  According to them, when they reach the sophomore and senior years of school (third form and up) they are no longer taught HFLE.  They stated that classes should be continued throughout their time at school.

An important point made by FG1 participants was that such concentrated focus on HIV and AIDS resulted in a knowledge gap where other STIs are concerned.  One participant noted all she worries about is HIV and AIDS.  She knows nothing about the other STIs.  With campaigns suggesting that people get tested.  If youth are tested for HIV and choose to have unprotected sex because these results are negative, they run the risk of contracting other STIs they have not been tested for.

Asked what should be done to improve current campaigns, FG1 participants suggested that more STIs (not just HIV & AIDS) should be advertised.  They also suggested that adverts with catch phrases and tag lines should be minimized in favour of more serious, informative campaigns that educate them about the dangers of unprotected sex and living with HIV or AIDS.  They also stated that if campaigns are to successfully reach youth, then youth must be used to deliver the messages, particularly those who have been affected by HIV or AIDS.  While they agreed that it is ok to use adults in some of the messages, they stated that campaign designers must be very careful with the choice of adults they use in campaigns.  A balance must be reached between using an adult that youth will listen to and one that sets a good example.

They also noted that advertisers and media programmers have a responsibility to the public and pressure should be placed on them to broadcast more wholesome commercials rather than commercials that promote sex. 

FG2: ST. KITTS BOYS

WHAT IS HIV & HOW DO YOU FEEL ABOUT IT.

The boys in this focus group session (hereafter referred to as FG2) had a good understanding of what HIV is and what AIDS is.  Apart from knowing what HIV and AIDS stands for they were generally able to break down the difference between the two, noting that HIV is the first stage and if not treated it can develop into AIDS.  They also correctly noted that both diseases attack the immune system.  All participants noted that they did not want to contract either disease.

Discussion then looked at precautions they and their peers take to ensure they do not contract HIV.  Are they and their peers taking the necessary precautions to support this desire to remain free of HIV and AIDS?  Furthermore, it is not enough to use a condom, but one should be used each and every time.  How does this desire not to contract HIV or AIDS measure up to the good feeling of condom free sex, unavailability of condoms or fear of being seen purchasing them - as outlined by some of the respondents of the questionnaires?

One respondent noted that while some people do not use condoms, he believed most of his peers were using them because of the stigma associated with HIV and AIDS.  This stigma has positive and negative aspects to it in that while stigma negatively impacts those who have the virus, it encourages those who do not have it to take precautions so that they too are not stigmatized.  Another participant noted that the stigma and discrimination causes people to not make their status known.

Many media campaigns are currently focused on halting stigma and discrimination against people living with HIV and AIDS.  While it is important that we do not discriminate, theorists note that this must be done with caution so as not to run the risk of causing indifference to develop.  One FG2 participant stated: “The more we see people with HIV telling us how normal their lives are the more likely we are to slack off on protecting ourselves.”  This was hammered home in responses to the questionnaires where a significant number of respondents called for campaigns to be more “real”.  They asked that campaigns show what it is really like to live with HIV or AIDS.  “Show how people with the virus are being discriminated against, how they have to take medication several times a day, how this medication makes them feel ill.”

Asked their views about current media campaigns on stigma and discrimination, FG2 participants said they are important, but it is their belief that people with HIV and AIDS will always be stigmatized in some way, because the virus is associated with death.  However, knowledge of how the virus is contracted could significantly reduce stigma and discrimination.

INFORMATION

The participants in this focus group session agreed that information provided in media campaigns is very informative and can easily be obtained anywhere, however, the disconnect comes with getting people this information is targeting, to heed it and to adopt safer sexual practices.  They believe the onus is now on the individual to make that change.  This somewhat mirrors respondents in the questionnaires who generally agreed that information disseminated across the media is good, yet many of them admit that it has not influenced their sexual habits.  In many cases, this was because some of the respondents were practicing abstinence, and the campaigns do not pertain to them.  However, some respondents noted that the campaigns tend to be boring, not geared toward youth and often tell them what to do without showing them the consequences and how these consequences will impact on their lives.   Some of them also noted that current campaigns are too focused on fun and need to take a more serious approach.

The participants all agreed that with all the information available, no one has an excuse not to know about HIV or AIDS and how they are contracted.  They noted that unless the virus was contracted after being raped, by mother to child transmission or through a slip up with a blood transfusion, then it was because of negligence and or unsafe practices.  One respondent even said: “You make the choice to contract HIV/AIDS.”  So I followed up by asking how they would feel about attending school with one of their peers who contracted the virus because of continually practicing unsafe sex, they all agreed that such an individual has a right to an education.

SEX, RELATIONSHIPS PEER DYNAMICS & SELF ESTEEM

The participants all agreed that sometimes peers are pressured by their partners into having sex.  The ultimatum being that if they did not, the relationship would be over.  While perception may be that girls are generally the ones faced with this ultimatum from their boyfriends, the participants in FG2 say they know girls who also pressure their boyfriends into having sex.  Asked how they would handle such a situation (if a girlfriend said I want to have sex or the relationship is over) one participant very firmly stated: “It would have to be over.”  He noted that he would not date someone like that anyway and stated that it all comes down to choosing your partner carefully and choosing someone who shares your moral values.

In theory, these responses may work, however, two factors that must be considered, especially when dealing with youth, are peer group dynamics and self-esteem.  So the participants were asked how campaigns that promote safe sex could more effectively reach young people struggling with issues of self-esteem and may be using sex to feel a sense of belonging, love and appreciation.  The participants agreed this is an area that needs some attention, but it goes beyond campaigns to rebuilding strong moral and social values both at the national level and in homes.  In schools however, they noted that this is where guidance counselors are important and that more focus should be placed on training counselors to deal with such issues.  They further noted that greater emphasis must be placed on enforcing confidentiality between counselors and students, with harsh penalties imposed on counselors who break that confidentiality.  They noted that in addition to counselors, “Health & Family Life Education” classes should be mandatory in all schools.

FG2 participants also mentioned that nurses and doctors should be penalized since they know of cases where doctors and nurses had broken patient / doctor confidentiality and told members of the public  (their friends) who tested positive on their AIDS test.  The result is that people are hesitant to get tested.

HOW CAN WE MAKE THE MESSAGES MORE EFFECTIVE?

FG2 participants noted that there is a need to do more testing to see if campaigns are effective.  In addition, they noted that campaign producers and designers need to be more in touch with youth, their language and their interests so that campaigns are relayed in a manner that catches the attention of youth.  

In general however, the participants noted that campaigns are numerous and very informative.  They believe the onus is now on individuals to “be true to themselves”.  Greater focus therefore needs to be placed on rebuilding the moral values of their peers across the Caribbean.  Without a sense of purpose and self-worth, campaigns will not be effective at getting members of the target audience to alter their behaviour.

FG3: VINCENT GIRLS

WHAT IS YOUR UNDERSTANDING OF HIV & AIDS?

The girls’ focus group session from St. Vincent (here on referred to as FG3) began by sharing their understanding of HIV and AIDS.  They began by stating that HIV is the “Human Immune Virus” and noted that both HIV and AIDS are diseases that can be caught by unprotected sex and blood.

FG3 participants said they acquired most of their knowledge about HIV and AIDS from school, parents and the Internet.

GREATEST FEAR OF HAVING UNPROTECTED SEX

FG3 participants were then asked what their greatest fear would be of having unprotected sex is. The all responded by saying pregnancy.  Asked how they would feel about contracting HIV, one participant’s response was: “bad”.

MALE / FEMALE RELATIONS IN THE CARIBBEAN

FG3 participants were generally unresponsive and shy, however when asked if they agreed that Caribbean men generally preferred to have more than one girlfriend they all loudly replied “Yes!”  Asked why they believed this to be true, one respondent said they publicly demonstrate that they are involved with more than one woman.

YOUNGER GIRLS & OLDER GUYS

The conversation then turned to the topic of younger girls being involved with older men, and again, the participants were less willing to volunteer information.  The participants had previously indicated that they often share information with their peers and as a result know about their sexual habits so the question was posed as to whether their peers are more likely to have unprotected sex when involved with older men.  They agreed that some girls do and said it was because they do not want their partners to leave them.

GOING TO SCHOOL WITH HIV POSITIVE TEACHERS AND / OR STUDENTS

When asked if students or teachers with HIV should be allowed to continue studying or teaching at their school, all but one of the respondents said no.  When questioned about this, their responses indicated that a great deal of work needs to be done to educate FG3 participants about how HIV is transmitted.  Some work also needs to be done to eliminate stigma and discrimination.

One respondent said that when your friends hear that you have HIV or AIDS they tease you about it, and if in an argument with them, they tease you about your status.

When asked why a teacher who is living with HIV should not be allowed to teach at the school, one respondent said: “Miss because you could catch it.”  When asked how, she stated that if the teacher was speaking to a student and sneezed, the student could catch it and if that student was allowed to come to school as well s/he would continue spreading the virus.

Another respondent noted that she would not want to be near a student with HIV because: “She got de disease, so you try and stay far from she because you would get it.”

Asked if it is their right to be told if a member of the student body has HIV, one responded said yes, because the student could scrape them and cause them to get to get the disease.

The only student who said students living with HIV should be allowed to continue school, noted that they have a right to an education as well.

HIV ADDS & CAMPAIGNS

They all noted that they saw HIV campaigns such as: “It’s Your Wicket. Protect It” and “Condomize” slogans.  Asked their opinion of these campaigns.  One respondent stated that “the condom is a good thing to use when having sex or else you will catch disease”.

In an attempt to probe further, the FG3 participants were asked if these campaigns are useful and if they and their peers listen.  One participant’s response was “in a kinda way”.  But when asked how or to elaborate, none of the participants were able to expand on the reply and one said she was not sure.

After further probing later in the session, one student identified a commercial where the message is not to reuse condoms.  This particular commercial featured a man placing his groceries in a condom because the shopping bag tore.  When he went home his partner told him they could not use that condom because it had already been used, so he pulled an unused condom from his pocket.  The respondents found this commercial to be funny, but found the message to be clear.

Another commercial they recalled featured a student studying when her boyfriend approached her to have sex.  She informed him that they couldn’t have sex without a condom so he left to purchase one.

The respondents were asked how this commercial and others on television might impact decisions they would make in their own relationships.  They were unable to say how, but indicated that they would listen to the commercials.

On the issue of whether HIV/AIDS prevention campaigns are successfully reaching young people, the respondents noted that they were just commercials and they did not believe that their peers took commercials seriously.  On how campaigns could be improved, they believed a more interactive approach involving the youth, like a rally, might be more effective.

The respondents were asked if they thought it might be effective to have someone in their age group -  who tested positive for HIV or AIDS - come to their school and speak to them.  One respondent replied “yes and no”.  When asked why she said no, she said because she does not want to catch the disease.  She was then asked how she might catch it just by listening to someone with the virus.  Her reply was: “I don’t know.”  However she did agree that such an individual could be a valuable resource by informing other young people about the dangers of unprotected sex and the challenges of living with the virus.

These responses in addition to the failure of questionnaire respondents to mention anal sex as one way HIV can be contracted (even though it is the easiest way to contract the virus) indicates that more work must be done to educate some youth in the Caribbean about HIV and how it is contracted.  This lack of knowledge will also lead to stigma and discrimination as was demonstrated by some of the responses of FG3 participants. 

WHEN DO YOU STOP USING CONDOMS

Since some HIV campaigns have suggested using a condom until you know that you and your partner have tested negative for the virus and are in a committed and monogamous relationship with each other, the respondents were asked how long they would be in a relationship before they considerded not using condoms.  One respondent said a year because she believed this was long enough to get to know and trust her partner.

ABSTINENCE

When asked what they thought about abstinence, the respondents failed to share their opinions on abstaining.  However, after probing, one respondent replied: “It’s good not to have sex.”  This was followed by laughter from the other participants.  When asked the importance of abstinence and how planners might get young people to abstain, her reply was: “By telling them that the condom could burst and they could get pregnant.”  This was another indication that first and foremost on the minds of these respondents was pregnancy and not necessarily fear of contracting HIV.  While this fear of pregnancy may cause them to use a condom, if this fear is alleviated by use of contraceptives, then respondents and their peers may choose not to use condoms and place themselves at risk of contracting HIV or other STIs.

FG4: VINCENT BOYS

WHAT IS HIV & HOW IS IT TRANSMITTED
The boys’ focus group from St. Vincent (from here on referred to as FG4) was asked if they know what HIV is.  One participant responded by saying: “Human Immuno Virus…a virus that goes onto to AIDS.  You can get infected by not using a condom or not having safe sex.”

When asked what is AIDS, one respondent replied: “AIDS is a disease spread from one person to the next by sharing needles, once you have the HIV virus.”  Another respondent said it is spread by coughing.  When FG4 participants listed sexual activities that can lead to contracting the virus, they listed sexual intercourse, anal intercourse and kissing (someone who has the virus and has cuts in his or her mouth as well as the person they are kissing).

WHAT IS YOUR GREATEST FEAR OF HAVING UNPROTECTED SEX?

When asked what their greatest fear of having unprotected sex was, none of the respondents replied.  One even said he had no answer.  This question was further probed by asking if the thought of contracting HIV scared any of them and the response was no.  When asked why, FG4 participants did not reply.

DO CARIBBEAN BOYS PREFER HAVING MORE THAN ONE GIRLFRIEND?

FG4 participants were told it is often said that Caribbean boys prefer to have more than one girlfriend and asked if they agree with this statement.  They agreed.  The follow-up question was: “Is this cool?”  The reply was yes.  Asked to elaborate, one respondent stated that if a girl breaks off a relationship because she met someone else, then the boy would be left alone because he has no one else to talk to.  So it is better to have another girlfriend in the event that this happens.  They stated however that they would use a condom in this instance.

ARE YOUR FRIENDS HAVING SEX?

When FG4 participants were asked if their friends are having sex, they replied yes.  One participant said it was obvious from the behaviour of his friends in class and the conversations they had.  One example given was that girls sometimes hoist their clothes and show what they are wearing underneath.  He also mentioned that girls his age often spoke of their involvement with older men.

SHOULD PEOPLE LIVING WITH HIV BE ALLOWED TO COME TO SCHOOL WITH YOU?

Some of the respondents stated that while pregnant girls should not be allowed to attend school (because they should stay at home and take care of the baby), students living with HIV (as long as they are not pregnant) are entitled to an education and should be allowed to come to school.

However, when asked if a teacher infected with HIV should be allowed to continue teaching them, they responded by saying no.  When asked why, one respondent said: “Miss, because you never know if they are going to want to come and have sex with you too.”  When asked why they thought that an HIV infected teacher might want to have sex with the students, one participant stated that sometimes when a person contracts HIV they want to spread it to other people. 

HOW COMFORTABLE ARE YOU TALKING TO YOUR PARENTS ABOUT HAVING SEX?

While participants did not indicate how they felt about talking to their parents, they noted that parents should talk to their children about the dangers of having sex because girls can get cancer.  

It must be noted that in this focus group session, it appeared that the participants (boys) constantly directed the responsibility toward the girls.  Comments such as - “HIV positive students should not be allowed to come to school because they might be pregnant.” And parents should tell their children not to have sex now “because sometimes the girls can get cancer.” - seemed to absolve boys from their responsibility to practice safe sex or implied that the boys thought only their female peers (not their male peers) were sexually active.

CAN LOW SELF-ESTEEM LEAD TO GREATER SEXUAL ACTIVITY?

In a previous focus group session, participants explored the possibility that young people with a low self-esteem may use sex as a way to feel loved and appreciated.  When this topic was broached with FG4 participants, one respondent said he did not think that his peers had sex because of low self-esteem, but that some of them might be doing it because they are poor and in need of money to attend school.  It should be noted that the female respondents (FG3) who were from the same school also made a similar comment, although they were interviewed separately.  They noted that this was why some of their female peers got involved with older men.

SEX & CONDOMS
When asked if sex was better with or without a condom, none of the participants replied.  Aware that participants did not want to respond for fear that they would be admitting to being sexually active, the question was posed differently and they were asked what their friends said about it.  Once again, the focus was placed on the girls when one respondent replied by saying: “The girls say they do not feel it when you use a condom.”

The respondents were then asked if they were embarrassed to buy condoms. Almost all of them replied by saying no.  They were then asked if it is easy for young people to get condoms in St. Vincent.  They all responded by saying no.  When asked if they are expensive, they replied by saying:  “No, they are a good price.”  One respondent went further by nothing that they are $3.00 (EC) for a pack.

FG4 participants were asked if they would avoid purchasing condoms in fear that their parents would find out.  They said no and one respondent noted that his mother already caught him with two packages of condoms.  When asked how she reacted, he said she cursed him and asked what he is going to do with them.  She then asked if he was sexually active and he lied and told her no because if she found out the truth she would “break his hand”.

FG4 participants were asked what they would do if they really wanted to have sex with their partner and a condom was not available.  One respondent stated that some of his peers would say use a plastic bag.  Asked if he would do this, he replied by saying no.  He would not have sex.  When another respondent was asked what he would do, he stated that he had nothing to say on that matter.

HIV/AIDS CAMPAIGNS

FG4 participants were asked to share their opinion on HIV/AIDS awareness campaigns and slogans such as: “It’s your wicket.  Protect it.”  The participants failed to elaborate on specific commercials and campaigns but stated that they believe the commercials are “good” as they inform people who want to have sex on where they can purchase condoms.

When asked how young people can be reached more effectively and encouraged to abstain or practice safe sex one respondent suggested that friends and family members should be used to more effectively reach young people.  He further noted that he did not believe all young people would change their behaviour (by abstaining or practicing safe sex) because they are of the belief that as long as they are healthy and eat well, they cannot contract HIV or AIDS.

FG4 participants were asked if they thought it would be effective to get a young person in their age group with HIV or AIDS to come to their school and share on the dangers of unprotected sex and life with HIV.  One participant said he believed it would be helpful to some people who might be considering having unprotected sex.  However some of the other participants said they did not think it would be that effective, because with medication, people with HIV are living longer.

One participant suggested that the best way to get young people to practice safe sex would be to tell them about the diseases they can get “so that you scare them”.

FG5: BARBADOS GIRLS

WHAT IS HIV & HOW IS IT TRANSMITTED?

The girls’ focus group from Barbados (here on referred to as FG5) was asked if they know what HIV is.  They all responded by saying yes.  One participant elaborated by stating that it is a sexually transmitted disease.  They were then asked to state the difference between HIV and AIDS.  One participant said HIV is when you first get it and it is not as full blown, and AIDS is when you have it full blown.  

When asked what they know about how HIV and AIDS are contracted, FG5 participants’ answers included: sexual intercourse, unprotected sex, bodily fluids and from mother to child.  They were then asked if it could be transmitted by kissing, they replied by saying no, but then stated that this is possible if both kissers, the one infected with HIV and the other, have cuts in their mouths. 

WHERE HAS MOST OF YOUR KNOWLEDGE COME FROM?

FG5 participants were asked where they gained most of their knowledge of HIV and AIDS.  The first participant who replied said television.  Other responses included: everywhere, school and the Internet. 

DO YOU FEAR CONTRACTING HIV?

FG5 participants were asked if they feared contracting HIV.  They responded by stating that everyone should fear contracting it because it is not possible to tell who has it just by looking at them.

FG5 participants were then asked what their biggest fear of having unprotected sex is.  Many of them responded by saying pregnancy.  However, two participants disagreed.  One of them stated that many of her peers fear pregnancy first, but some STIs cannot be cured and can lead to death, so this should be their greatest fear.

Those who responded by saying pregnancy were then asked why it is their biggest fear.  They said because pregnancy is more tangible.  It can be seen and felt.  However, STIs such as HIV can be present without the carrier even knowing and may at worse lead to slight illnesses like a cold.  The participants then said they would find it easier to tell their parents that they contracted HIV than to tell them that they were pregnant.  They stated that if they were pregnant, people would see.  If they contracted HIV, no one would be able to tell.

WOULD YOU BE EMBARRASSED TO PURCHASE YOUR OWN CONDOMS?

FG5 participants were asked if they would be embarrassed to be seen purchasing condoms.  One participant stated that she would be because she is too embarrassed to even purchase her own sanitary napkins.  She stated that purchasing condoms is an admission that the buyer is sexually active and this is not a situation she would be comfortable being in.

Other participants said they would not be afraid to purchase condoms, stating that it would be just like purchasing a glass of water. 

FG5 participants were then asked if they have (or know people who have) engaged in sexual intercourse without using a condom because they were afraid to purchase them.  They replied by saying no.

NEGOTIATING CONDOM USE

 FG5 participants were then told that some of their peers (particularly females) admitted to having sex without a condom because their partner did not want to use one.  They were asked to share their feelings about this.  They emphatically declared that they would not get involved with any male who demanded that they not use a condom.  Their response in this situation would be: “Wrap it up or pack it back up.”

FG5 participants then began to explore the mini bus culture in Barbados, where schoolgirls get involved with older men working on ZR vans (small commuter buses).  While they stated that this is not as common as it once was, they stated that it still happens and suggested that it was because these younger girls saw these men as father figures and were looking to them for love and affection.  They suggested that girls who are involved with these men sometimes feel as if they will loose them if they (the girls) do not have sex with them or if they do not give in to their requests not to use a condom.

SELF-ESTEEM AND SEXUAL CHOICES

The departure into the topic of the ZR culture by FG5 participants naturally paved the way for discussion on how self-esteem can impact on the sexual choices of their peers.  The participants all agreed that low self-esteem in teens sometimes leads to bad sexual choices and habits.

They echoed similar sentiments of the male focus group participants (who were interviewed after them) when they stated that girls who do not consider themselves to be attractive sometimes give into sexual advances because it makes them feel wanted.  Whereas, girls who are constantly told they are pretty cannot be lured into having sex by this comment because they hear it all the time.

FG5 participants were then asked if they believed they had a responsibility to their peers to help in the promotion of healthy self-esteem amongst them.  They all agreed that they do.  They stated that young people have a responsibility to each other to build confidence and help each other feel loved.

FG5 participants also stated that parents are often to be blamed for the low self-esteem of their peers.  They stated that many parents do not tell their children that they love them and are often “too caught up with their jobs”.

ARE YOU COMFORTABLE TALKING TO YOUR PARENTS ABOUT HIV & SEX?

FG5 participants generally stated that they found it easier to have conversations with their mothers about sex than with their fathers.  They were then asked how they would broach the topic of sex with their mother if it were to tell her they were contemplating becoming sexually involved with a boy they fell in love with.  One participant stated that this is something she could never tell her mother.  Other participants stated that their mothers would probably punish them if they had such a conversation.  The participants stated that they would not tell their parents if they are going to have sex, but noted that there are some “cool” parents that actually buy their children condoms.  

One of the participants stated that she had a friend whose mother purchased condoms for her brother.  This comment paved the way for conversation on how parents react to their sons having sex as compared to their daughters having sex.  The last respondent then stated that she did not think her friend’s mother would buy her condoms, only her son.

FG5 participants said parents allow their male children to do almost anything, but female children are over protected.  They stated that this could be counter-productive as it sometimes leads to rebellion amongst girls and/or results in girls not knowing how to negotiate when in a compromising situation relating to sex, such as choosing to use a condom when their partner does not want to use one.

FG5 participants then made an interesting point by noting that this attitude amongst parents related to the pregnancy issue.  Parents fear their daughters becoming pregnant since the responsibility tends to lie with the female and her pregnancy can be seen.  However, boys are often not encouraged to take responsibility for fathering a child and it is not immediately or physically obvious that the child is his.  This fear parents have of their daughters becoming pregnant clearly carried over to their children, particularly girls, as was clear by the respondents in focus group sessions and on questionnaires where several respondents noted that their biggest fear of unprotected sex is pregnancy not HIV.

PEER GROUP DISCUSSIONS

FG5 participants were questioned about the conversations they had with their peers about sex.  They stated that their peers generally do no talk about their own sexual habits, but tend to talk about others.  However, in the focus group session that followed with the boys, they stated that boys generally enjoy talking about their sexual conquests and sometimes even embellish, stating that they had sex with their partner or with a girl they were talking to (to impress their male peers) when they actually did not.  FG5 participants stated that there is still this stigma or belief that sexually active boys are “cool” but sexually active girls are “slack”.  When asked to state why they think the HIV rates in the Caribbean are as high as they are, FG5 participants said “because of the men”.

Continuing on the matter of peer group discussions, FG5 participants were asked if their peers commented on what sex felt like with, versus without a condom.  They stated that their peers say sex is better without a condom.

FG5 participants stated that many of their peers believe they are invincible.  “The attitude is that bad things happen to other people, but it will not happen to me.”  This is a challenge policy makers need to be conscious of and to face when putting together HIV/AIDS intervention programmes geared toward youth.

WHEN IS IT SAFE TO STOP USING A CONDOM?

One of the most popular HIV/AIDS prevention slogans is: “Use a condom each and every time.”  However, other slogans suggest that you use a condom until you are in a committed relationship.  FG5 participants were asked: “How does a young person know when s/he is in a committed relationship?”  The response was: “They don’t.”  The participants went on to state that often, young girls are seen with older men.  Using ages, they stated that fourteen year old girls often have boyfriends who are in their twenties.  Another participant stated that she has a friend who is sixteen and dating a man who is thirty.  Another participant stated that she has a fifteen-year-old friend who was dating a twenty six year old man and contracted various STIs from him.  They stated that girls generally tend not to like boys their age because they find them to be immature. 

FG5 participants stated that while they have tried to counsel their peers who are involved with older men, they do not listen.  Their responses usually include: “You just want my man.”  “You don’t know how it is.  He loves me.”  And “You’re just jealous of what we have.”

FG5 participants concluded the discussion on condom use by saying policy makers and campaign designers must go beyond telling youth to use a condom each and every time.  They stated that they must tackle the actual relationships these youth are involved in and tackle the low self-esteem they believe to be pervasive amongst these youth.

ARE CONDOMS READILY AVAILABLE FOR YOUTH?

FG5 participants were asked if it is easy for them to get condoms.  This question was to gage whether youth were not using condoms because of cost or fear of being seen purchasing them.  However, FG5 participants noted that condoms are very easy to come by.  They stated that condoms are given away at virtually every event.  Using crop over as an example, they stated critically that promoters and organizers were giving away condoms at virtually every crop over event without any care for the age of the people they were distributing the condoms to.  They also noted that condom dispensers are available in some bathrooms.

PROMOTING ABSTINENCE

FG5 participants were asked about campaigns that promote abstinence.  They stated that these are few and far between.  One participant who abstains stated that the reality is, young people are having sex, and so it makes no sense pushing abstinence.  However, other participants stated that for those who are practicing abstinence, current campaigns make it difficult for them to uphold their decision.  They noted that there should be a greater balance in the messages, rather than constantly pushing condom use.  They also stated that images portrayed on the media in music videos and commercials constantly sell sex.  The message they say is: “Sex sells.”

Participants also stated that it is hypocritical of campaign designers to use some performers to promote safe sex and respect for oneself.  They stated that it is a double standard to have these performers deliver these messages and then engage in performances they consider to be vulgar or that promote sexual promiscuity and/or a lack of self-respect.  

However, FG5 participants said this is difficult to resolve since the performers most likely to capture the attention of young people, or those most popular, are the performers whose performances are questionable.  Performers identified included Alison Hinds and Beenie Man.

WHICH METHODS OF PROTECTION ARE USED BY YOUR PEERS?

FG5 participants were told that some participants in focus group sessions and respondents on the questionnaires noted that they use withdrawal as a method of protection.  They replied by stating that this is “retarded” because you can still get pregnant if the male does not withdraw in time.  They further stated that some people are allergic to latex and cannot use condoms, so they should use birth control.  They were then reminded that birth control protects only against pregnancy but not HIV and other STIs.  One respondent’s reply was: “Oh yeah.  That is true.”  These comments further emphasize the fact that first and foremost on their minds was pregnancy and not protection against HIV and other STIs.  FG5 participants confirmed this by stating that at their age, their main concern is pregnancy.  Concern for HIV and other STIs comes after.  They were aware that HIV should be their foremost concern, “but it just isn’t”.  This is something policy makers must pay attention to.  If young people are using birth control as a means of protection against pregnancy, they are still at risk of contracting HIV.

HIV/AIDS PREVENTION CAMPAIGNS

FG5 participants were asked to state which HIV/AIDS prevention campaigns were most memorable to them.  Answers included: “The Live Up ads”, “You can’t tell by looking”, “The one with the girl where her mother and father died and nobody wants her.” “And that man that is always sitting down there talking.  I have aids.  My family and loved ones abandoned me.  Don’t discriminate.  Discrimination hurts.”  

The respondents were very critical of the discrimination campaign mentioned above.  They found it funny and unconvincing.  One respondent said: “He looks like he is just doing it for the money.”

One of the respondents stated that some of the campaigns are pretty good and she drew reference to an in school campaign.  She is now in fifth form but remembered when in first form, a woman whose daughter had AIDS came to speak to the entire school during general assembly.  She asked the other participants if they remembered and they all said yes.  She said that speech really touched her because it was “real”.  Another said it was effective because it was “graphic”.  They all agreed that true stories like that are far more effective than any of the other campaigns, particularly those that are dramatized rather than real.  They said the more realistic the campaigns are, the better.

Asked how campaign designers and policy makers can make campaigns more effective for them and their peers.  They simultaneously responded by saying: “They have to bring real people with real problems in their lives.  People who have gone through it.”  One respondent continued by stating that if they must use dramatized campaigns, then use believable actors or actors who can act properly.  They stated that many of the current campaigns are too boring and do not capture their attention.

FG5 participants further stated that the most effective campaigns would involve the use of young people with HIV or AIDS coming into schools to share their stories.  They stated that it would however probably be difficult to find young people willing to do this because of stigma and discrimination and the fact that the Barbados is so small.  So they were asked if they thought an exchange program might work, where HIV positive youth from another islands or countries were used to share their story.  They agreed that this would be effective.  One participant said:  “That would be pretty cool.  For real.”

HAVE THE CAMPAIGNS CAUSED YOU TO RETHINK YOUR SEXUAL HABITS?

FG5 participants agreed that HIV/AIDS prevention campaigns were successful in getting their attention.  However, they stated that the ads are “constantly in your face”, and now run the risk of causing apathy or desensitization.  “It’s like a tree you pass each day.  Eventually, you do not see it anymore.”

FG6: BARBADOS BOYS

WHAT IS HIV & HOW IS IT TRANSMITTED?
When asked what HIV is, one of the FG6 participants replied by saying: “Human Immuno Deficiency Virus, or something like that”.  Another respondent said: “An STD”.  The participants were then asked what it means to have HIV.  One stated that it stops your body form defending itself against infections.

They were then asked the difference between HIV and AIDS.  They responded by saying that HIV is the first stage. AIDS is full-blown.  When asked how it is contracted, responses included: sexual intercourse and it is passed on from birth and breast milk. 

I then asked the participants if I had HIV if they would be concerned.  I also reached out to touch one of the participants.  They admitted that they would possibly be concerned about being there with me and having me touch them.  When asked why, one respondent said because he is scornful.  He then went on to say:  “It’s a very dangerous thing.  You just don’t really want it around you.  No offense to anybody, but you don’t want it around you.”

So I followed up by asking if this meant they would not want to go to school with someone who has the virus, they stated that this is not what they meant, but that they would not want to hang around the person or come into contact with them.

FG6 participants were then asked if a teacher with HIV should be allowed to continue teaching.  They said yes, but then stated that it depends on what the teacher does.  On elaborating one participant noted that it would not be appropriate for an HIV positive Physical Education teacher to continue teaching.

CHANCES OF CONTRACTING HIV & UNPROTECTED SEX

When asked what they thought their chances were of contracting HIV, one participant said: “You never know.”  Another said: “Rather high actually, because you never know.”

FG6 participants were then asked what they considered to be their greatest fear of having unprotected sex.  The first response was “unwanted pregnancy”.  Participants were then asked why pregnancy was their greatest fear of unprotected sex.  One respondent said: “It could stop you from going to college and ruin the rest of your life.”  I counteracted by stating that HIV could end your life.  The respondent then said: “But it can’t stop you from going to college.”  The respondent was then asked if he was given a choice now to deal with teen pregnancy or deal with contracting HIV, which would he rather deal with?  He stated that he would rather get someone pregnant.  This response shows that while respondents are aware of the seriousness of contracting HIV, it is not on their minds from day to day and as a result may not factor into their decision making as relates to sexual behaviours and habits.  Another respondent stated that HIV is “the worst disease to have in the world”.  So he would rather get a girl pregnant than contract HIV.  He continued by stating that “getting a girl pregnant is bound to happen at some time, it may just happen to happen when you are in school and have no money and cannot support the child” so he would just deal with it.

This comment was cause for concern since it suggested an admission of unprotected sex or a willingness to have it.

MEN NEED TO HAVE MORE THAN ONE SEXUAL PARTNER OFTEN AT THE SAME TIME

HIV/AIDS campaigns have suggested, condom use until you are tested and in a committed, monogamous relationship.  FG6 participants were therefore asked if they believe men need to have more than one sexual partner at the same time.  There was a pause and then laughter.  One respondent then said he does not agree with the statement.  His response was however somewhat hesitant and halting.

The question was rephrased and participants were asked, if based on what they see on their island, Barbados and in other parts of the Caribbean, if they considered the statement (that Caribbean men need to have more than one sexual partner) to be true.  They agreed.  One respondent said it provides more variety.

Another respondent then stated that if he was involved with one girl, but not in a committed relationship with her, he did not see a problem with “having fun” with another girl.  “Nothing is wrong with that.  It’s just getting out there”.

Clarification was sought on what he meant by “having fun”.  He was asked if this meant having sex.  He responded in the affirmative.  He was then asked if he did not have a problem with having sex with more than one girl.  He said no.  He did not.

Another respondent said, you think about it (becoming sexually involved with other girls), but once you are in a relationship, you try not to hurt the person you are in the relationship with.

The respondents were then asked if it is ok to be sexually involved with someone they are not in a relationship with.  One respondent replied by saying no.  Another replied by saying: “Yeah.  Pretty much.”

FG6 participants were presented with some hypothetical situations and asked what they would do in such a situation.  First they were asked if they met an attractive girl form a different country today, and she was returning to her country tomorrow, if they would consider having sex with her.  One respondent said yes.  Another responded stated:  “I would try and get with that tonight, before she goes back tomorrow.”

They were then asked how soon after meeting a person for the first time is it appropriate to have sex with them.  One of the respondents said as soon as he can put on a condom.  

These responses all offer a cause for concern, because, while participants demonstrate an awareness of the importance of using condoms, some of them also demonstrate rather flippant attitudes toward sex and seem unaware that condoms are not 100% safe protection against HIV and other STIs.

As we probed the scenario further, the respondents were asked if this (hypothetical) girl was extremely attractive (a comparison was made with the singer Beyoncé) but no condom was available if they would still consider having sexual intercourse with her.  Replies began with: “pullout”  (meaning yes they would have sex with her and use the withdrawal method as a form of protection.  Other answers included: “no” and “use a plastic bag or a ziplock bag”.

HAVING SEX TO KEEP A PARTNER  & PEOPLE IN MY CLASS ARE HAVING SEX 

Respondents were asked to state whether they agreed with the statement that people in their class are having sex.  The majority emphatically replied yes.  The participants were then asked if a person must have sex to keep their boyfriend of girlfriend.  Some participants agreed, others said it depends on the person you are with.  One participant said that if a girl is urging you for sex, you should not give in, because if she is urging you then it means that she is “easy”.  “So you might catch something.”

Asked if boys pressure girls to have sex.  One respondent said this is not necessarily true, but it is the perception.  He further explained that they do not pressure girls.  They would simply ask a girl if she is sexually active.  If the girl said yes, then they (the boys) would approach her for sex.

CONDOM NEGOTIATION SKILLS

One of the responses of participants in the questionnaire (mainly from female respondents) was that they wanted to use a condom but their partners did not want to use one or did not allow them to.  So FG6 participants were asked if they had ever been in the situation or knew of someone who had been in the situation where they did not use a condom because their partner did not want to use one.  The response was no.  One respondent stated that he knows of girls who say they do not like to use condoms because they do not like to feel them.  However, these girls still tell their partners they do not have a choice but to use a condom.  He stated that the decision not to wear a condom is usually one the male makes.  He further stated that he has a friend who uses the excuse that he is allergic to condoms to get out of wearing them when having sex.  Asked if he would tell a girl that he does not want to use a condom, he laughed and then paused before stating: “I don’t know.”  Another respondent stated that he would not want to take the risk.

The respondents were asked when they would consider it safe to stop using a condom with their partner.  Some of the respondents said marriage.  Another respondent said: “When you have enough money to support a child.”

Participants were asked if they would be embarrassed about being seen purchasing condoms.  They said no.  They were asked how their parents might react if they found them with condoms.  One respondent said his mother would “hit the roof”.  Another respondent stated that his mother buys him condoms; while another stated that his mother knows that he drinks and alcohol leads to sex.  As a result she knows it is better that he has condoms, because she prefers him to be protected.  He also stated that he tells his mother when he is going to purchase condoms.

During the discussion, one of the participants commented on “getting excited and being in the heat of the moment”, so they were asked what they would do if in the heat of the moment they reached for a condom and realized it was not there.  One respondent said he would ask for oral sex.  He was then asked if he was not concerned about potential health risks he could be imposing on his partner by asking her to perform oral sex on him.  His response was: “That is up to her.”

TALKING TO YOUR PARENTS ABOUT SEX & HIV

FG6 participants were asked if they feel comfortable talking to their parents about sex.  Most of them said yes.  One said he feels comfortable talking to his aunts or his grandmother.  Some participants stated that their parents ask if they are sexually active and they are honest in their responses.  One respondent stated that he tells his mother about his sexual activity because if anything happens (like getting a girl pregnant) that is the first person he will run to.  The conversation then naturally changed to how their parents would react if they got someone pregnant.  Some of the participants stated that their fathers would put them out of the house while another stated that his father would tell him: “Good job!”

SELF ESTEEM

FG6 participants were asked if they believed self-esteem factored into the sexual choices their peers made.  They agreed that it does.  They were then asked to explain and one participant said this is more common amongst girls.  He said that some girls might have low self-esteem because they are not facially attractive and if they do not have the face going for them, they tend to use their bodies.

Asked how a boy might react if his self-esteem is low, one participant said with anger, another said his self-esteem is very high.  This respondent was then asked how we would respond to advances from a girl who finds him attractive.  His response was: “If she likes me, why not pursue?”

HIV/AIDS CAMPAIGNS

FG6 participants were asked to share their opinion on current HIV / AIDS campaigns and on how policy makers could improve on them.

They found the least effective advertisement to be one where a little girl approaches her father while he is playing a treble saxophone, asking if anyone will be infected with HIV tonight.  Her father replied yes.  They stated that while they understand the campaign was designed to get the message across that people are infected with HIV every day, the commercial failed to deliver this message in a way that impacts on young viewers.  They noted that the commercial that delivers this message well is one that shows Hussain Bolt, the fastest man in the world, running the 100m in under 10 seconds.  At the end of the race a statistic is announced to demonstrate how many people died from complications due to AIDS in the time it took him to run that race. 

Asked how campaigns can reach them more effectively, some participants said that youth know HIV is there, but they do not think it can happen to them.  They suggested that their peers be “forced” into awareness.

One participant suggested that scare tactics NOT be used.  He said it is like flogging, stating that he has been flogged many times for bad behaviour at school but it has not resulted in behaviour change.

All participants of FG6 however agreed that the most effective way of reaching them and their peers would be to get someone in their age group with HIV to come to their school and share their story.

CONCLUSION

Based on their own self-assessment and on the specific items examining knowledge, respondents were generally knowledgeable about HIV/AIDS – its meaning, the modes of transmission and the means of protection.  The school and media campaigns were the main source of information for young people – a critical finding from the survey in the context of the rationale for the current study in terms of assessing and improving the efficacy of media campaigns.

In terms of self-assessment of risk, roughly half of respondents did not consider themselves at any risk of contracting an STI or HIV and this was so even for respondents who indicated that they had had unprotected sex.

The challenge of negotiating condom use, even where there was clear knowledge of its protective value in the unequal environment of gender power relations was clearly borne out in the survey.  Female respondents were much more likely to be embarrassed about buying condoms; to have avoided buying them out of fear of being seen; and to have had sex without them because of their partner’s wishes.

In terms of sexual activity, anal sex remains an issue of some concern – it features less in the information campaigns; many taboos remain around the subject; and it remains illegal (in any form) in most countries of the region.  The concern revolves around the fact that in spite of its higher risk (biologically) respondents were less likely to identify this as an activity associated with HIV infection (or to take precautions against) than vaginal intercourse.

The challenge of inconsistent condom use in this age group was also apparent in the findings – only one-third of sexually active respondents reported using condoms every time – which effectively means that two-thirds had put themselves at elevated risk of having had unprotected sex.

In terms of the media campaigns, these generally got a positive rating from respondents and more than 40% reported having changed their sexual habits as a result – particularly in the direction of secondary abstinence and more consistent condom use.  

Respondents who stated that media campaigns did not result in behaviour change for them generally stated that it was because they were already abstaining, although there was some cause for concern, as indicated in the findings, since some respondents who were active and not taking precautions stated that they did not change their habits because of campaigns.

While campaigns were generally highly rated, there is still some obvious room for improvement.  This was highlighted by the range of suggestions offered by respondents, both on the questionnaires and in the focus group sessions.  These suggestions related especially to making such campaigns more realistic; more dramatic; more diverse in their messaging; with greater involvement of young people in their design and presentation.  

However, the change requested by youth in the study, which perhaps resonates most, is giving HIV/AIDS a face.  The suggestion that young people living with the virus, be brought into schools to share their heart-felt, honest and uncensored stories.  

As one participant in the study stated: “It is then we will take notice.”
APPENDIX I

Questionnaire (i)

UNICEF HIV/AIDS Awareness Questionnaire

The following questionnaire is designed to help officials improve the effectiveness of HIV/AIDS awareness programmes targeting young people in the Caribbean.

All information provided will remain private and confidential and no names are used anywhere in the questionnaire.

You do not have to answer any question you don’t want to, but please be as honest and open as possible in your answers as this will help to improve our efforts in making HIV/AIDS programmes better for young people in the Caribbean.
Many thanks for your participation.

1.
Age: 
↻14 

↻15

↻16

↻17

2.
Sex:
↻Male

↻Female

3.
How would you rate your knowledge of HIV and AIDS? 

↻very good
↻fairly good 

 ↻so-so
↻not good
↻poor

4.
Where would you say most of your knowledge about HIV/AIDS has come from? ↻Family
↻Friends
↻School
↻Media Campaigns

5. What do you understand by HIV?

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

6. 
What do you understand by AIDS

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

7.
Which of the following sexual activities do you believe are associated with HIV infection?  (Tick all that apply)
↻Touching
↻Kissing
↻Oral Sex
↻Intercourse

↻Anal Intercourse

8. How likely do you think your chances are of contracting a sexually transmitted infection? 

↻extremely likely
↻very likely

↻likely

↻somewhat likely                   ↻not likely at all

9. How likely do you think your chances are of contracting HIV? 

↻extremely likely
↻very likely

↻likely

↻somewhat likely                   ↻not likely at all

10. What is your greatest fear about having unprotected sex? (Tick one) 

↻Pregnancy

↻HIV

↻Other STIs

11. Would you be embarrassed about buying condoms? 
↻Yes

↻No
For questions 12 to 17, use the following scale to select your answer:

1 strongly agree

2 agree

3 disagree

4 strongly disagree

0 not sure 

(Please circle the number that corresponds with your choice)

12. Men need to have more than one sexual partner, often at the same time
1   2   3   4   0 

13. My friends encourage me to have sex

1   2   3   4   0 

14. Most of the people in my class are having sex
1   2   3   4   0

15. A person must have sex to keep their boyfriend / girlfriend
1   2   3   4   0

16. Boys often pressure girls to have sex
1   2   3   4   0

17. It is ok for a girl to suggest condom use
1   2   3   4   0

18. If a student has HIV, should he / she be allowed to attend school?

↻Yes

↻No

↻Not Sure 

19. If a teacher has HIV but is not sick, should he / she be allowed to continue teaching in school?

↻Yes

↻No

↻Not Sure 

20. How comfortable do you feel talking to your parents/guardians about sex?

↻Very comfortable
↻Somewhat comfortable
↻Somewhat uncomfortable  ↻Very uncomfortable 

21. How comfortable do you feel talking to your parents/guardians about HIV and/or AIDS?

↻Very comfortable
↻Somewhat comfortable
↻Somewhat uncomfortable  ↻Very uncomfortable 

22. Which of the following sexual activities do you believe you should take precautions for? (Tick all that apply)

↻Touching
↻Kissing
↻Oral Sex
↻Intercourse

↻Anal Sex

23. How high would you rate your self-esteem?

↻Not high at all
↻somewhat high
↻high
↻very high


↻extremely high

24. Have you ever had sex?
↻Yes

↻No

(If you answered no, please omit pages 4 & 5.  If you answered yes, please omit page 6)

*PLEASE ONLY ANSWER THE QUESTIONS ON THIS PAGE IF YOU HAVE HAD SEX.

For questions 25 to 27 use the following scale to rate the level of enjoyment:

1 Not enjoyable at all

2 Somewhat enjoyable

3 Enjoyable

4 Very enjoyable

5 Extremely enjoyable 

(Please circle the number that corresponds with your choice)

25. How enjoyable is sex?


1
2
3
4
5

26. How enjoyable is sex with a condom?
1
2
3
4
5

27. How enjoyable is sex without a condom
1
2
3
4
5

28.
How easy is it to talk about sexual matters with your sexual partner?

↻Not easy at all
↻somewhat easy
↻easy
↻very easy


↻extremely easy

29.
Do you take any safety precautions during sex?
↻Yes

↻No

29(b)
(If yes) What precautions do you take?

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

30.
Have you ever avoided buying condoms because you were afraid of being seen 
doing so?

↻Yes

↻No

31.
How often do you use condoms during sex?

↻Every time

↻Most of the time
↻Occasionally

↻Never
31(b)
(If you did not answer every time) How easy do you think it would be for you to start using condoms every time you have sex?

↻Not easy at all

↻somewhat easy
↻easy

↻very easy ↻extremely easy

*PLEASE ONLY ANSWER THE QUESTIONS ON THIS PAGE IF YOU HAVE HAD SEX.

32.
How easy is it for you to get condoms?

↻Not easy at all

↻Somewhat easy
↻Easy

↻Very Easy ↻Extremely Easy

33.
How affordable is it for you to buy condoms?

↻Not affordable at all
↻Somewhat affordable
↻Affordable
            ↻Very affordable

↻Extremely Affordable

34.
Have you ever had sex without a condom because it was not available at the time?

↻Yes

↻No

34(b)
(If yes) How concerned were you about this?

↻Not concerned at all
↻Somewhat concerned
↻Concerned             ↻Very concerned

↻Extremely concerned

35.
Have you ever had sex without a condom because your partner did not want 
to use one?

↻Yes

↻No

36.
How important are your friends’ opinions about your sexual practices?

↻Not important at all
↻somewhat important
↻important
            ↻very important

↻extremely important

37.
How important is the opinion of your family about your sexual practices?

↻Not important at all
↻somewhat important
↻important
            ↻very important

↻extremely important

*PLEASE ONLY ANSWER THE QUESTIONS ON THIS PAGE IF YOU HAVE NEVER HAD SEX.

For questions 38 to 40 use the following scale to rate the level of enjoyment:

1
Not enjoyable at all

2
Somewhat enjoyable

3 
Enjoyable

4
Very enjoyable

5
Extremely enjoyable 

(Please circle the number that corresponds with your choice)

38. How enjoyable do you believe sex is?
1   2   3   4   5

39. How enjoyable do you believe sex with a condom is?
1   2   3   4   5

40. How enjoyable do you believe sex without a condom is?
1   2   3   4   5

41. If you were sexually active, would you avoid buying condoms if you were afraid of being seen doing so?

↻Yes

↻No

42. How easy do you believe it is for adolescents to purchase condoms? 

↻Not easy at all

↻Somewhat easy
↻Easy

↻Very Easy ↻Extremely Easy

43. How affordable do you believe it is for adolescents to buy condoms?

↻Not affordable at all
↻Somewhat affordable
↻Affordable
            ↻Very affordable

↻Extremely Affordable

44. How important are your friends’ opinions about your decision to abstain from having sex? 

↻Not important at all
↻somewhat important
↻important
            ↻very important

↻extremely important
45. How important is the opinion of your family about your decision to abstain from having sex?

↻Not important at all
↻somewhat important
↻important
            ↻very important

↻extremely important

*ALL PERSONS PLEASE ANSWER THE QUESTIONS ON THIS PAGE (WHETHER OR NOT YOU HAVE HAD SEX).

46. What is your opinion of the current HIV/AIDS awareness programmes that target young people?

↻very informative

↻fairly informative
 
↻not very informative
              ↻not informative at all

47. How high would you rate these programmes in terms of teaching you to protect yourself from contracting HIV?

↻Extremely high
↻very high

↻somewhat high
↻not high at all

48. Have you changed your sexual habits because of information you gained from HIV/AIDS awareness campaigns or programs?
↻Yes

↻No

48(b). Please explain your answer

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

49. What do you think would make the HIV/AIDS awareness programs more effective for young people?

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------
*YOU HAVE REACHED THE END OF THE QUESTIONNAIRE.  THANK YOU FOR YOUR COOPERATION.
APPENDIX I

Focus Group Guide (ii)

1. Discussion around participants’ knowledge of HIV, AIDS & how they are contracted.

2. Sex and relationships: protection and/or precautions used by sexually active teens, condom negotiation skills, embarrassment or fear surrounding the purchase of condoms, availability of condoms to youth, getting tested, when is it safe to stop using condoms?

3. Abstinence: Why abstain, what the campaigns say about abstinence, views on abstinence.

4. Having more than one sexual partner.  Views and opinions on this.

5. Self-esteem and its impact on sexual choices, habits and practices.

6. Confidentiality issues: avenues for youth to talk (guidance counselors), confidentiality in getting tested and in purchasing condoms.

7. Stigma and discrimination including willingness to be around and attend school with HIV+ people.

8. Fear of HIV.  Why do so many youth fear pregnancy more than HIV.

9. Peer dynamics:  How peer groups and peer pressure impact sexual choices.

10. Teens with older partners: The dynamics of such relationships and why.

11. Talking to peers and parents or guardians about HIV, AIDS and sex.

12. Awareness and knowledge of HIV/AIDS campaigns, their content, what they mean, reaction to campaigns, how campaigns affected or altered sexual behaviour (if at all) and how they can be improved to more effectively reach teens.

APPENDIX II

Table (i)

Respondents by Territory

	Territory
	Male
	Female
	Total

	Barbados
	43.2
	56.8
	38.5

	St. Kitts & Nevis
	28.8
	71.2
	20.5

	St. Vincent & Grenadines
	40.7
	59.3
	41.0


Table 1

Respondents by Age

	Knowledge of HIV/AIDS
	Male
	Female
	Total

	15
	46.7
	53.3
	15.6

	15
	35.9
	64.1
	27.1

	16
	32.0
	68.0
	34.7

	17
	50.0
	50.0
	21.5

	18
	33.3
	66.7
	1.0


Table 2

Respondents by Sex

	Sex
	Total

	Male
	39.2

	Female
	60.8


Table 3

How would you rate knowledge of HIV/AIDS
	Knowledge of HIV/AIDS
	Male
	Female
	Total

	Very good
	32.7
	28.9
	30.4

	Fairly good
	45.1
	52.6
	49.7

	So-so
	16.8
	168
	16.8

	Not Good
	3.5
	0.6
	1.7

	Poor
	0.9
	1.2
	1.0


Table 4

Main source of knowledge about HIV/AIDS

	Source of Knowledge
	Male
	Female
	Total

	Family
	9.6
	9.6
	9.6

	Friends
	2.9
	2.5
	2.7

	School
	43.3
	51.6
	48.3

	Media campaigns
	44.2
	36.3
	39.5


Table 7

Sexual activities associated with HIV infection
	Activities Associated with HIV
	Male
	Female
	Total

	Touching
	3.5
	1.1
	1.7

	Kissing
	22.1
	18.3
	19.4

	Oral sex
	67.3
	69.7
	68.7

	Intercourse
	93.8
	94.9
	94.8

	Anal sex
	84.1
	78.9
	80.9


Table 8

Chances of contracting a STI

	Likelihood of STI Infection
	Male
	Female
	Total

	Extremely likely
	7.1
	5.8
	6.3

	Very likely
	8.8
	7.0
	7.7

	Likely
	16.8
	9.9
	12.6

	Somewhat likely
	25.7
	26.2
	26.0

	Not likely at all
	41.6
	51.2
	47.4


Table 9

Chances of contracting HIV

	Response
	Male
	Female
	Total

	Extremely likely
	5.4
	4.6
	4.9

	Very likely
	5.4
	3.4
	4.2

	Likely
	9.8
	8.0
	8.7

	Somewhat likely
	33.0
	26.4
	29.0

	Not likely at all
	46.4
	57.5
	53.1


Table 10

Greatest fear about having unprotected sex
	Greatest Fear
	Male
	Female
	Total

	Pregnancy
	22.4
	35.9
	30.7

	HIV
	66.4
	55.3
	59.6

	Other STIs
	11.2
	8.8
	9.7


Table 11

Embarrassed to Buy Condoms

	Response
	Male
	Female
	Total

	Yes
	19.3
	50.0
	38.0

	No
	80.7
	49.4
	61.6


Table 12

Men Need More Than One Sex Partner Often At Same Time

	Response
	Male
	Female
	Total

	Not sure
	1.8
	1.7
	1.8

	Strongly agree
	4.4
	2.3
	3.2

	Agree
	4.4
	2.9
	3.5

	Disagree
	26.5
	8.1
	15.4

	Strongly disagree
	62.8
	84.9
	76.1


Table 13

My Friends Encourage Me to have sex

	Response
	Male
	Female
	Total

	Not sure
	6.3
	1.7
	3.5

	Strongly agree
	13.4
	2.9
	7.0

	Agree
	23.2
	6.9
	13.2

	Disagree
	31.3
	28.0
	29.3

	Strongly disagree
	25.9
	60.6
	47.0


Table 14

Most people in my class are having sex 

	Response
	Male
	Female
	Total

	Not sure
	59.3
	52.0
	59.4

	Strongly agree
	11.5
	16.6
	14.6

	Agree
	13.3
	23.4
	19.4

	Disagree
	11.5
	6.3
	8.3

	Strongly disagree
	4.4
	1.7
	2.8


Table 15

A person must have sex to keep their boy/girlfriend
	Response
	Male
	Female
	Total

	Not sure
	4.5
	3.4
	3.8

	Strongly agree
	1.8
	4.6
	3.5

	Agree
	5.4
	8.0
	7.0

	Disagree
	33.9
	14.9
	22.3

	Strongly disagree
	54.5
	69.1
	63.4


Table 16

Boys pressure girls to have sex
	Response
	Male
	Female
	Total

	Not sure
	4.4
	2.9
	3.5

	Strongly agree
	32.7
	43.7
	39.4

	Agree
	38.1
	45.4
	42.5

	Disagree
	15.0
	5.2
	9.1

	Strongly disagree
	9.7
	2.9
	5.6


Table 17

It is ok for a girl to suggest condom use
	Response
	Male
	Female
	Total

	Not sure
	3.6
	1.7
	2.4

	Strongly agree
	66.1
	80.5
	74.8

	Agree
	29.5
	13.2
	19.6

	Disagree
	0.0
	0.6
	0.3

	Strongly disagree
	0.9
	4.0
	2.8


Table 18

Should a student with HIV be allowed to attend school
	Response
	Male
	Female
	Total

	Yes
	67.9
	74.0
	71.6

	No
	7.3
	5.8
	6.4

	Not sure
	24.8
	20.2
	22.0


Table 19

Should a teacher with HIV be allowed to continue teaching
	Response
	Male
	Female
	Total

	Yes
	68.1
	71.7
	70.3

	No
	12.4
	10.4
	11.2

	Not sure
	19.5
	17.3
	18.2


Table 20

How comfortable talking to parents/guardians about sex
	Response
	Male
	Female
	Total

	Very comfortable
	16.8
	10.9
	13.2

	Somewhat comfortable
	23.9
	25.9
	25.1

	Somewhat uncomfortable
	35.4
	27.6
	30.7

	Very uncomfortable
	23.9
	35.1
	30.7


Table 21

How comfortable talking to parents/guardians about HIV/AIDS

	Response
	Male
	Female
	Total

	Very comfortable
	38.4
	34.1
	35.8

	Somewhat comfortable
	30.4
	31.8
	31.2

	Somewhat uncomfortable
	18.8
	19.1
	18.9

	Very uncomfortable
	12.5
	14.5
	13.7


Table 22

Sexual activities to take precautions against
	Activities Associated with HIV
	Male
	Female
	Total

	Touching
	5.3
	5.7
	5.6

	Kissing
	16.8
	17.7
	17.4

	Oral sex
	64.1
	77.1
	73.6

	Intercourse
	89.4
	93.7
	92.0

	Anal sex
	77.0
	80.6
	75.7


Table 23

How high would you rate your self-esteem

	Response
	Male
	Female
	Total

	Not high at all
	2.7
	4.0
	3.5

	Somewhat high
	19.6
	22.0
	21.1

	High
	29.5
	28.3
	28.8

	Very high
	33.9
	29.5
	31.2

	Extremely high
	14.3
	16.2
	15.4


Table 24

Ever had sex

	Response
	Male
	Female
	Total

	Yes
	37.2
	37.7
	37.5

	No
	62.8
	62.3
	62.5


Table 25

How enjoyable is sex

	Response
	Male
	Female
	Total

	Not enjoyable at all
	4.8
	4.6
	4.7

	Somewhat enjoyable
	9.5
	26.2
	19.6

	Enjoyable
	11.9
	20.0
	16.8

	Very enjoyable
	26.2
	23.1
	24.3

	Extremely enjoyable
	47.6
	26.2
	34.6


Table 26

How enjoyable is sex with a condom  
	Response
	Male
	Female
	Total

	Not enjoyable at all
	4.9
	6.2
	5.7

	Somewhat enjoyable
	31.7
	35.4
	34.0

	Enjoyable
	31.7
	33.8
	33.0

	Very enjoyable
	22.0
	12.3
	16.0

	Extremely enjoyable
	9.8
	12.3
	11.3


Table 27

How enjoyable is sex without a condom  
	Response
	Male
	Female
	Total

	Not enjoyable at all
	8.3
	20.4
	15.6

	Somewhat enjoyable
	8.3
	9.3
	8.9

	Enjoyable
	5.6
	7.4
	6.7

	Very enjoyable
	30.6
	22.2
	25.6

	Extremely enjoyable
	47.2
	40.7
	43.3


Table 28

How easy is it to talk about sexual matters to partner

	Response
	Male
	Female
	Total

	Not easy at all
	2.4
	3.1
	2.8

	Somewhat easy
	12.2
	9.2
	10.4

	Easy
	26.8
	18.5
	21.7

	Very easy
	34.1
	29.2
	31.1

	Extremely easy
	24.4
	40.0
	34.0


Table 29

Take safety precautions during sex
	Response
	Male
	Female
	Total

	Yes
	78.6
	79.7
	79.2

	No
	21.4
	20.3
	20.8


Table 29 (b)

Precautions taken

	Response
	Male
	Female
	Total

	Condom only
	57.5
	45.2
	50.0

	Condom plus other
	10.0
	21.0
	16.7

	Other methods
	15.0
	6.4
	9.8

	No response
	17.5
	27.4
	23.5


Table 30

Ever avoided buying condoms due to fear of being seen
	Response
	Male
	Female
	Total

	Yes
	19.0
	40.6
	32.1

	No
	81.0
	59.4
	67.9


Table 31

How often use condoms during sex

	Response
	Male
	Female
	Total

	Every time
	32.5
	34.4
	33.7

	Most of time
	42.5
	37.5
	39.4

	Occasionally
	12.5
	18.8
	16.3

	Never
	12.5
	9.4
	10.6


Table 31 (b)

How easy would it be to start using condoms every time
	Response
	Male
	Female
	Total

	Not easy at all
	4.0
	6.8
	5.8

	Somewhat easy
	24.0
	18.2
	20.3

	Easy
	24.0
	27.3
	26.1

	Very easy
	16.0
	15.9
	15.9

	Extremely easy
	32.0
	31.8
	31.9


Table 32

How easy is it to get condoms
	Response
	Male
	Female
	Total

	Not easy at all
	2.4
	9.5
	6.7

	Somewhat easy
	7.1
	14.3
	11.4

	Easy
	9.5
	25.4
	19.0

	Very easy
	33.3
	9.5
	19.0

	Extremely easy
	47.6
	41.3
	43.8


Table 33

How affordable to buy condoms
	Response
	Male
	Female
	Total

	Not affordable at all
	4.8
	6.3
	5.7

	Somewhat affordable
	9.5
	7.9
	8.6

	Affordable
	21.4
	38.1
	31.4

	Very affordable
	11.9
	9.5
	10.5

	Extremely affordable
	52.4
	38.1
	43.8


Table 34

Sex without a condom because one was not available at the time
	Response
	Male
	Female
	Total

	Yes
	52.4
	41.5
	45.8

	No
	47.6
	58.5
	54.2


Table 34 (b)

How concerned about this

	Response
	Male
	Female
	Total

	Not concerned at all
	25.0
	12.5
	17.9

	Somewhat concerned
	12.5
	15.6
	14.3

	Concerned
	25.0
	9.4
	16.1

	Very concerned
	16.7
	31.3
	25.0

	Extremely concerned
	20.8
	31.3
	26.8


Table 35

Sex without a condom because partner did not want to use one
	Response
	Male
	Female
	Total

	Yes
	16.7
	41.5
	31.8

	No
	83.3
	56.9
	67.3


Table 36

Importance of friends’ opinions about sexual practices
	Response
	Male
	Female
	Total

	Not important at all
	286
	23.4
	25.5

	Somewhat important
	31.0
	20.3
	24.5

	Important
	23.8
	29.7
	27.4

	Very important
	7.1
	12.5
	10.4

	Extremely important
	9.5
	14.1
	12.3


Table 37

Importance of family’s opinions about sexual practices
	Response
	Male
	Female
	Total

	Not important at all
	22.0
	12.3
	16.0

	Somewhat important
	12.2
	20.0
	17.0

	Important
	12.2
	18.5
	16.0

	Very important
	24.4
	18.5
	20.8

	Extremely important
	29.3
	30.8
	30.2


Table 38

How enjoyable do you believe sex is 

	Response
	Male
	Female
	Total

	Not enjoyable at all
	1.5
	5.5
	4.0

	Somewhat enjoyable
	11.8
	17.4
	15.3

	Enjoyable
	16.2
	22.9
	20.3

	Very enjoyable
	30.9
	23.9
	26.6

	Extremely enjoyable
	39.7
	30.3
	33.9


Table 39

How enjoyable do you believe sex with a condom is
	Response
	Male
	Female
	Total

	Not enjoyable at all
	8.8
	11.0
	10.2

	Somewhat enjoyable
	29.4
	31.2
	30.5

	Enjoyable
	35.3
	33.0
	33.9

	Very enjoyable
	16.2
	17.4
	16.9

	Extremely enjoyable
	10.3
	7.3
	8.5


Table 40

How enjoyable do you believe sex without a condom is
	Response
	Male
	Female
	Total

	Not enjoyable at all
	10.4
	14.7
	13.1

	Somewhat enjoyable
	7.5
	13.8
	11.4

	Enjoyable
	13.4
	18.3
	16.5

	Very enjoyable
	28.4
	30.3
	29.5

	Extremely enjoyable
	40.3
	22.9
	29.5


Table 41

If sexually active, would you avoid buying condoms due to fear of being seen
	Response
	Male
	Female
	Total

	Yes
	16.2
	32.4
	26.1

	No
	83.8
	67.6
	73.9


Table 42

How easy do you believe it is for adolescents to purchase condoms
	Response
	Male
	Female
	Total

	Not easy at all
	27.5
	40.7
	35.6

	Somewhat easy
	26.1
	33.3
	30.5

	Easy
	20.3
	8.3
	13.0

	Very easy
	14.5
	6.5
	9.6

	Extremely easy
	11.6
	11.1
	11.3


Table 43

How affordable do you believe it is for adolescents to purchase condoms
	Response
	Male
	Female
	Total

	Not affordable at all
	2.9
	7.3
	5.6

	Somewhat affordable
	23.2
	30.0
	27.4

	Affordable
	40.6
	30.9
	34.9

	Very affordable
	15.9
	16.4
	16.2

	Extremely affordable
	17.4
	15.5
	16.2


Table 44

Importance of friends’ opinions about decision to abstain from sex
	Response
	Male
	Female
	Total

	Not important at all
	40.6
	34.5
	36.9

	Somewhat important
	29.0
	25.5
	26.8

	Important
	14.5
	12.7
	13.4

	Very important
	14.5
	7.3
	10.1

	Extremely important
	1.4
	20.0
	12.8


Table 45

Importance of family’s opinions about decision to abstain from sex
	Response
	Male
	Female
	Total

	Not important at all
	15.9
	7.3
	10.6

	Somewhat important
	18.8
	14.5
	16.2

	Important
	13.0
	12.7
	12.8

	Very important
	18.8
	16.4
	17.3

	Extremely important
	33.3
	49.1
	43.0


Table 46

Opinion of current HIV/AIDS awareness programmes
	Response
	Male
	Female
	Total

	Very informative
	41.8
	46.2
	44.5

	Fairly informative
	49.1
	43.9
	45.9

	Not very informative
	8.2
	8.8
	8.5

	Not informative at all
	0.9
	1.2
	1.1


Table 47

Rating of programmes in terms of teaching to protect self from HIV
	Response
	Male
	Female
	Total

	Extremely high
	21.8
	22.2
	22.1

	Very high
	42.7
	35.1
	38.1

	Somewhat high
	31.8
	36.8
	34.9

	Not high at all
	3.6
	5.8
	5.0


Table 48

Changed sexual habits because of information from HIV campaigns or programmes
	Response
	Male
	Female
	Total

	Yes
	45.8
	41.5
	43.2

	No
	54.2
	58.5
	56.8


Table 48 (b)

How sexual habits have changed

	Response
	Total

	Abstinence
	26.0

	Fear/Caution/Better choices
	21.9

	More consistent condom use
	25.0

	Greater awareness/better informed
	27.1


Table 49

What would make HIV/AIDS awareness programmes more effective for young 

	Response
	Total

	Showing the ‘face of AIDS’
	18.7

	More realistic/graphic presentations
	15.7

	Greater involvement/reach of youth
	11.9

	More involvement/use of school
	11.5

	Greater creativity/drama/use of media
	11.1

	Greater range/variety of presentation methods
	10.6

	Condom distribution
	4.7

	Already effective
	3.0

	Other
	8.5

	Don’t know/Not sure
	4.3


National Comparison Data

APPENDIX III
Table 1

Respondents by Age

	Knowledge of HIV/AIDS
	Barbados
	St. Vincent
	St. Kitts

	14
	16.2
	12.7
	20.3

	15
	26.1
	22.9
	37.3

	16
	27.9
	41.5
	33.9

	17
	27.0
	22.9
	8.5

	18
	2.7
	0.0
	0.0


Table 2

Respondents by Sex

	Sex
	Barbados
	St. Vincent
	St. Kitts

	Male
	43.2
	40.7
	28.8

	Female
	56.8
	59.3
	71.2


Table 3

How would you rate knowledge of HIV/AIDS
	Knowledge of HIV/AIDS
	Barbados
	St. Vincent
	St. Kitts

	Very good
	25.5
	31.6
	37.3

	Fairly good
	46.4
	53.0
	49.2

	So-so
	23.6
	12.0
	13.6

	Not Good
	2.7
	1.7
	0.0

	Poor
	0.9
	1.7
	0.0


Table 4

Main source of knowledge about HIV/AIDS

	Source of Knowledge
	Barbados
	St. Vincent
	St. Kitts

	Family
	10.6
	8.0
	11.1

	Friends
	2.9
	1.8
	4.4

	School
	30.8
	67.9
	40.0

	Media campaigns
	55.8
	22.3
	44.4


Table 7

Sexual activities associated with HIV infection
	Activities Associated with HIV
	Barbados
	St. Vincent
	St. Kitts

	Touching
	1.8
	0.8
	1.7

	Kissing
	13.5
	19.5
	32.2

	Oral sex
	66.7
	73.7
	74.5

	Intercourse
	89.2
	97.5
	96.6

	Anal sex
	81.1
	84.7
	72.9


Table 8

Chances of contracting a STI

	Likelihood of STI Infection
	Barbados
	St. Vincent
	St. Kitts

	Extremely likely
	11.9
	1.7
	5.1

	Very likely
	7.3
	5.1
	13.6

	Likely
	11.0
	15.4
	10.2

	Somewhat likely
	28.4
	29.1
	15.3

	Not likely at all
	41.3
	48.7
	55.9


Table 9

Chances of contracting HIV

	Response
	Barbados
	St. Vincent
	St. Kitts

	Extremely likely
	6.4
	0.9
	10.2

	Very likely
	4.5
	2.6
	6.8

	Likely
	10.9
	6.8
	8.5

	Somewhat likely
	27.3
	38.5
	13.6

	Not likely at all
	50.9
	51.3
	61.0


Table 10

Greatest fear about having unprotected sex
	Greatest Fear
	Barbados
	St. Vincent
	St. Kitts

	Pregnancy
	30.2
	29.8
	33.3

	HIV
	53.8
	64.0
	61.4

	Other STIs
	16.0
	6.1
	5.3


Table 11

Embarrassed to Buy Condoms

	Response
	Barbados
	St. Vincent
	St. Kitts

	Yes
	24.8
	44.8
	49.1

	No
	75.2
	55.2
	50.9


Table 12

Men Need More Than One Sex Partner Often At Same Time

	Response
	Barbados
	St. Vincent
	St. Kitts

	Not sure
	3.7
	0.0
	1.7

	Strongly agree
	1.9
	5.9
	1.7

	Agree
	4.6
	3.4
	20.3

	Disagree
	17.6
	11.0
	76.3

	Strongly disagree
	72.2
	79.7
	0.0


Table 13

My Friends Encourage Me to have sex

	Response
	Barbados
	St. Vincent
	St. Kitts

	Not sure
	2.7
	3.4
	50.8

	Strongly agree
	6.3
	7.7
	27.1

	Agree
	10.8
	14.5
	6.8

	Disagree
	31.5
	25.6
	11.9

	Strongly disagree
	48.6
	48.7
	3.4


Table 14

Most people in my class are having sex 

	Response
	Barbados
	St. Vincent
	St. Kitts

	Not sure
	58.6
	53.4
	5.1

	Strongly agree
	13.5
	9.3
	5.1

	Agree
	20.7
	24.6
	11.9

	Disagree
	6.3
	8.5
	22.0

	Strongly disagree
	0.9
	4.2
	55.9


Table 15

A person must have sex to keep their boy/girlfriend
	Response
	Barbados
	St. Vincent
	St. Kitts

	Not sure
	3.6
	3.4
	5.1

	Strongly agree
	1.8
	4.2
	5.1

	Agree
	4.5
	6.8
	11.9

	Disagree
	27.3
	17.8
	22.0

	Strongly disagree
	62.7
	67.8
	55.9


Table 16

Boys pressure girls to have sex
	Response
	Barbados
	St. Vincent
	St. Kitts

	Not sure
	2.7
	4.3
	3.4

	Strongly agree
	34.2
	41.9
	44.1

	Agree
	39.6
	42.7
	47.5

	Disagree
	14.4
	6.8
	3.4

	Strongly disagree
	9.0
	4.3
	1.7


Table 17

It is ok for a girl to suggest condom use
	Response
	Barbados
	St. Vincent
	St. Kitts

	Not sure
	5.4
	0.0
	1.8

	Strongly agree
	75.7
	74.6
	73.7

	Agree
	14.4
	22.9
	22.8

	Disagree
	0.9
	0.0
	0.0

	Strongly disagree
	3.6
	2.5
	1.8


Table 18

Should a student with HIV be allowed to attend school
	Response
	Barbados
	St. Vincent
	St. Kitts

	Yes
	79.8
	62.6
	74.1

	No
	2.8
	10.4
	5.2

	Not sure
	17.4
	27.0
	20.7


Table 19

Should a teacher with HIV be allowed to continue teaching
	Response
	Barbados
	St. Vincent
	St. Kitts

	Yes
	76.4
	62.7
	74.1

	No
	7.3
	17.8
	5.2

	Not sure
	16.4
	19.5
	19.0


Table 20

How comfortable talking to parents/guardians about sex
	Response
	Barbados
	St. Vincent
	St. Kitts

	Very comfortable
	17.3
	10.2
	11.9

	Somewhat comfortable
	31.8
	20.3
	22.0

	Somewhat uncomfortable
	24.5
	33.1
	37.3

	Very uncomfortable
	26.4
	36.4
	27.1


Table 21

How comfortable talking to parents/guardians about HIV/AIDS

	Response
	Barbados
	St. Vincent
	St. Kitts

	Very comfortable
	44.5
	32.5
	25.9

	Somewhat comfortable
	31.8
	26.5
	39.7

	Somewhat uncomfortable
	11.8
	27.4
	15.5

	Very uncomfortable
	11.8
	13.7
	17.2


Table 22

Sexual activities to take precautions against
	Activities Associated with HIV
	Barbados
	St. Vincent
	St. Kitts

	Touching
	5.4
	6.8
	3.4

	Kissing
	18.0
	16.1
	18.6

	Oral sex
	72.1
	75.4
	72.9

	Intercourse
	88.3
	92.4
	79.7

	Anal sex
	79.3
	81.4
	74.6


Table 23

How high would you rate your self-esteem

	Response
	Barbados
	St. Vincent
	St. Kitts

	Not high at all
	6.4
	0.9
	3.4

	Somewhat high
	27.3
	17.9
	15.5

	High
	29.1
	28.2
	29.3

	Very high
	24.5
	38.5
	29.3

	Extremely high
	12.7
	14.5
	22.4


Table 24

Ever had sex

	Response
	Barbados
	St. Vincent
	St. Kitts

	Yes
	36.0
	41.5
	32.2

	No
	64.0
	58.5
	67.8


Table 25

How enjoyable is sex

	Response
	Barbados
	St. Vincent
	St. Kitts

	Not enjoyable at all
	5.0
	2.1
	10.5

	Somewhat enjoyable
	12.5
	25.0
	21.1

	Enjoyable
	20.0
	18.8
	5.3

	Very enjoyable
	20.0
	25.0
	31.6

	Extremely enjoyable
	42.5
	29.2
	31.6


Table 26

How enjoyable is sex without a condom  
	Response
	Barbados
	St. Vincent
	St. Kitts

	Not enjoyable at all
	10.0
	4.2
	0.0

	Somewhat enjoyable
	32.5
	35.4
	33.3

	Enjoyable
	32.5
	27.1
	50.0

	Very enjoyable
	17.5
	16.7
	11.1

	Extremely enjoyable
	7.5
	16.7
	5.6


Table 27

How enjoyable is sex with a condom  
	Response
	Barbados
	St. Vincent
	St. Kitts

	Not enjoyable at all
	20.0
	14.3
	11.1

	Somewhat enjoyable
	0.0
	19.0
	0.0

	Enjoyable
	10.0
	4.8
	5.6

	Very enjoyable
	30.0
	21.4
	27.8

	Extremely enjoyable
	40.0
	40.5
	55.6


Table 28

How easy is it to talk about sexual matters to partner

	Response
	Barbados
	St. Vincent
	St. Kitts

	Not easy at all
	2.5
	4.3
	0.0

	Somewhat easy
	5.0
	12.8
	15.8

	Easy
	22.5
	14.9
	36.8

	Very easy
	35.0
	34.0
	15.8

	Extremely easy
	35.0
	34.0
	31.6


Table 29

Take safety precautions during sex
	Response
	Barbados
	St. Vincent
	St. Kitts

	Yes
	82.1
	75.0
	84.2

	No
	17.9
	25.0
	15.8


Table 30

Ever avoided buying condoms due to fear of being seen
	Response
	Barbados
	St. Vincent
	St. Kitts

	Yes
	30.8
	29.2
	42.1

	No
	69.2
	70.8
	57.9


Table 31

How often use condoms during sex

	Response
	Barbados
	St. Vincent
	St. Kitts

	Every time
	37.8
	35.4
	21.1

	Most of time
	45.9
	37.5
	31.6

	Occasionally
	10.8
	12.5
	36.8

	Never
	5.4
	14.6
	10.5


Table 31 (b)

How easy would it be to start using condoms every time
	Response
	Barbados
	St. Vincent
	St. Kitts

	Not easy at all
	0.0
	13.8
	0.0

	Somewhat easy
	16.0
	20.7
	26.7

	Easy
	28.0
	17.2
	40.0

	Very easy
	20.0
	13.8
	13.3

	Extremely easy
	36.0
	34.5
	20.0


Table 32

How easy is it to get condoms
	Response
	Barbados
	St. Vincent
	St. Kitts

	Not easy at all
	10.8
	2.0
	10.5

	Somewhat easy
	10.8
	16.3
	0.0

	Easy
	21.6
	16.3
	21.1

	Very easy
	18.9
	18.4
	21.1

	Extremely easy
	37.8
	46.9
	47.4


Table 33

How affordable to buy condoms
	Response
	Barbados
	St. Vincent
	St. Kitts

	Not affordable at all
	5.4
	4.1
	10.5

	Somewhat affordable
	8.1
	8.2
	10.5

	Affordable
	27.0
	34.7
	31.6

	Very affordable
	13.5
	8.2
	10.5

	Extremely affordable
	45.9
	44.9
	36.8


Table 34

Sex without a condom because one was not available at the time
	Response
	Barbados
	St. Vincent
	St. Kitts

	Yes
	45.0
	41.7
	57.9

	No
	55.0
	58.3
	42.1


Table 34 (b)

How concerned about this

	Response
	Barbados
	St. Vincent
	St. Kitts

	Not concerned at all
	25.0
	13.0
	15.4

	Somewhat concerned
	5.0
	26.1
	7.7

	Concerned
	20.0
	8.7
	23.1

	Very concerned
	20.0
	26.1
	30.8

	Extremely concerned
	30.0
	26.1
	23.1


Table 35

Sex without a condom because partner did not want to use one
	Response
	Barbados
	St. Vincent
	St. Kitts

	Yes
	25.0
	37.5
	31.6

	No
	75.0
	60.4
	68.4


Table 36

Importance of friends’ opinions about sexual practices
	Response
	Barbados
	St. Vincent
	St. Kitts

	Not important at all
	39.5
	18.4
	15.8

	Somewhat important
	23.7
	22.4
	31.6

	Important
	18.4
	38.8
	15.8

	Very important
	10.5
	6.1
	21.1

	Extremely important
	7.9
	14.3
	15.8


Table 37

Importance of family’s opinions about sexual practices
	Response
	Barbados
	St. Vincent
	St. Kitts

	Not important at all
	25.6
	4.2
	26.3

	Somewhat important
	12.8
	20.8
	15.8

	Important
	15.4
	18.8
	10.5

	Very important
	20.5
	22.9
	15.8

	Extremely important
	25.6
	33.3
	31.6


Table 38

How enjoyable do you believe sex is 

	Response
	Barbados
	St. Vincent
	St. Kitts

	Not enjoyable at all
	4.4
	1.4
	7.5

	Somewhat enjoyable
	8.8
	20.3
	17.5

	Enjoyable
	19.1
	14.5
	32.5

	Very enjoyable
	26.5
	31.9
	17.5

	Extremely enjoyable
	41.2
	31.9
	25.0


Table 39

How enjoyable do you believe sex with a condom is
	Response
	Barbados
	St. Vincent
	St. Kitts

	Not enjoyable at all
	5.9
	10.1
	17.5

	Somewhat enjoyable
	25.0
	31.9
	37.5

	Enjoyable
	29.4
	36.2
	37.5

	Very enjoyable
	25.0
	14.5
	7.5

	Extremely enjoyable
	14.7
	7.2
	0.0


Table 40

How enjoyable do you believe sex without a condom is
	Response
	Barbados
	St. Vincent
	St. Kitts

	Not enjoyable at all
	13.4
	14.5
	10.0

	Somewhat enjoyable
	6.0
	14.5
	15.0

	Enjoyable
	10.4
	13.0
	32.5

	Very enjoyable
	34.3
	30.4
	20.0

	Extremely enjoyable
	35.8
	27.5
	22.5


Table 41

If sexually active, would you avoid buying condoms due to fear of being seen
	Response
	Barbados
	St. Vincent
	St. Kitts

	Yes
	19.1
	30.9
	30.0

	No
	80.9
	69.1
	70.0


Table 42

How easy do you believe it is for adolescents to purchase condoms
	Response
	Barbados
	St. Vincent
	St. Kitts

	Not easy at all
	25.0
	42.0
	42.5

	Somewhat easy
	33.8
	29.0
	27.5

	Easy
	14.7
	14.5
	7.5

	Very easy
	13.2
	5.8
	10.0

	Extremely easy
	13.2
	8.7
	12.5


Table 43

How affordable do you believe it is for adolescents to purchase condoms
	Response
	Barbados
	St. Vincent
	St. Kitts

	Not affordable at all
	8.7
	2.9
	5.0

	Somewhat affordable
	26.1
	27.1
	30.0

	Affordable
	27.5
	38.6
	40.0

	Very affordable
	15.9
	18.6
	12.5

	Extremely affordable
	21.7
	12.9
	12.5


Table 44

Importance of friends’ opinions about decision to abstain from sex
	Response
	Barbados
	St. Vincent
	St. Kitts

	Not important at all
	37.7
	37.1
	35.0

	Somewhat important
	33.3
	15.7
	35.0

	Important
	8.7
	17.1
	15.0

	Very important
	8.7
	15.7
	2.5

	Extremely important
	11.6
	14.3
	12.5


Table 45

Importance of family’s opinions about decision to abstain from sex
	Response
	Barbados
	St. Vincent
	St. Kitts

	Not important at all
	14.5
	8.6
	7.5

	Somewhat important
	26.1
	8.6
	12.5

	Important
	11.6
	12.9
	15.0

	Very important
	10.1
	27.1
	12.5

	Extremely important
	37.7
	42.9
	52.5


Table 46

Opinion of current HIV/AIDS awareness programmes
	Response
	Barbados
	St. Vincent
	St. Kitts

	Very informative
	41.4
	50.0
	39.7

	Fairly informative
	48.6
	40.2
	51.7

	Not very informative
	9.9
	8.9
	5.2

	Not informative at all
	0.0
	0.9
	3.4


Table 47

Rating of programmes in terms of teaching to protect self from HIV
	Response
	Barbados
	St. Vincent
	St. Kitts

	Extremely high
	20.7
	25.9
	17.2

	Very high
	32.4
	38.4
	48.3

	Somewhat high
	42.3
	31.3
	27.6

	Not high at all
	4.5
	4.5
	6.9


Table 48

Changed sexual habits because of information from HIV campaigns or programmes
	Response
	Barbados
	St. Vincent
	St. Kitts

	Yes
	39.6
	42.9
	50.9

	No
	60.4
	57.1
	49.1


PAGE  
101

