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Abstract 
 
Background: HIV surveillance surveys are designed to 
track trends in HIV and AIDS related knowledge, 
attitudes and behaviours in sub-populations at 
particular risk of infection and link the behaviour to 
biological surveillance. This survey determined 
personal characteristics, high risk sexual behaviours 
and HIV perception and testing experience among men 
and women in an urban fishing community in Ghana. 
Methods: A cross-sectional community survey was 
conducted in 2013 among men and women in two 
fishing communities (Chorkor and James Town) in 
Accra. In all, 554 subjects (≥18 years) were involved, 
264 in Chorkor and 290 in James Town. Data on 
personal and behavioural characteristics, high risk 
sexual behaviours, HIV perception and testing 
experience among men and women were collected with 
a structured questionnaire. Descriptive statistics and 
Chi square test were used for the analysis at 95% 
significant level, using SPSS version 21. 
Results: Of 554 subjects, 329 (59.4%) were females, 
and median age was 32 years. A higher proportion of 
women had no formal education, relatively more men 
were employed and earned statistically significant  

higher monthly income than women (72.2% vs. 65.9%, 
p< 0.001). More working men were involved in 
itinerant occupations compared to women (46.1% vs. 
22%; p< 0.001). Half of all respondents have had 
sexual intercourse less than a month prior to survey, 
however, only less than a third 153 (28.5%) used 
condom during the last intercourse. High risk HIV 
sexual behaviour was more common in younger age 
groups (> 30 years), those living with partners, those 
with low education, those currently employed, and 
those without health insurance. It was also higher in 
those who did not perceive themselves as being at risk 
of HIV, have never tested for HIV and who were not 
members of any social groups or clubs. 
Conclusion: The survey indicated important personnel 
and behavioural characteristics that are very important 
for programme planning and control. Targeted health 
promotion messages, behaviour change 
communication, and increased engagement with 
communities and groups are necessary to capture 
vulnerable men and women in high risk settings.  
Behavioural surveillance surveys should be considered 
essential component of national control efforts. 
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Introduction 
       The 2013 HIV prevalence in Ghana was 1.30% in 
the adult population and 1.9% among pregnant women 
aged 15-49 years1. In Ghana, there is a higher HIV 
prevalence in urban sites compared to rural sites, as is 
true in other parts of Africa and also among at-risk 
groups (commercial sex workers and clients at STI 
clinics)1,2. The National AIDS/STI Control Programme 
(NACP) of Ghana Health Service (GHS) has been the 
lead agency in the health sector response to HIV and 

AIDS in Ghana3.  The programme has been involved in 
behaviour change communication programmes, HIV 
testing and counselling, provision of antiretroviral 
therapy, prevention of mother-to-child transmission of 
HIV, early infant diagnosis of HIV, prevention and 
management of STIs including condom use, blood and 
blood products safety, advocacy and research3.   
Generation and estimation of HIV prevalence data for 
programme activities and planning in Ghana are done 
using United Nations Programme on AIDS (UNAIDS)/ 
World Health Organization (WHO) recommended 
methods1,4,5. The determination of HIV prevalence is 
primarily based on sentinel surveillance among 
pregnant women attending Antenatal Care (ANC) 
clinics which has been conducted annually since 1992 
and a national population based survey that includes 
HIV testing within the Demographic and Health 
Surveys1. The method used to calibrate the HIV 
sentinel survey data is based on the Estimation and 
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Projection Package (EPP) software of the UNAIDS1, 4,5. 
The HIV sentinel survey though very useful is limited 
to only biological methods of assessment6. The WHO 
and UNAIDS have promoted the adoption of second 
generation HIV surveillance as a strategy for 
addressing limitations of the first-generation procedure 
such as HIV sentinel surveys1. The second-generation 
HIV surveillance is designed to track trends in HIV and 
AIDS related knowledge, attitudes and behaviours in 
sub-populations at particular risk of infection and link 
the behaviour to biological surveillance so as to 
enhance the explanatory power of biological 
surveillance6. Results of these surveys provide 
evidence of national HIV programme performance and 
impacts, and highlight persistent problem areas. In 
addition, they identify specific behaviours in need of 
change and the appropriate interventions for priority 
populations6. The goal of this analysis was to 
determine personal characteristics, high risk sexual 
behaviours and HIV perception and testing experience 
among men and women in two densely populated 
youthful urban communities in the coastal part of 
Accra, Ghana. It was to identify specific behaviours in 
need of change in line with national efforts to combat 
HIV infection among this priority population. 
 
Methods 
Survey design   
     This was a cross-sectional community survey 
conducted over a four-week period in September-
October 2013 in an urban fishing setting in Accra, 
Ghana.  
Survey site 
     The survey was conducted in Chorkor in the 
Ablekuma South Sub-metropolitan area and James 
Town in the Ashiedu Keteke Sub-metropolitan area of 
Accra, Ghana. These urban fishing settings are in the 
southern part of Accra, the capital city of Ghana and 
are characterized by high population densities, large 
transitory and large youthful populations7. 
Survey Population and sample size  
     The survey population were males and females 18 
years and above in the communities. Subjects were 
selected from households within the communities who 
consented to be part of the survey.  The appropriate 
sample size for the survey was determined by the 
estimated proportion of community members ever 
tested for HIV (level of willingness to test), desired 
level of confidence of 95% and acceptable margin of 
error of 5%. The Ghana Demographic and Health 
Survey of 2008, found that 21% of females and 14% of 
males (aged 15-49 years) have ever been tested for 
HIV7,8 A 20% willingness to test for HIV among 
community members was used to estimate the 
minimum sample size.  Accounting for contingencies - 
non-response, refusals and incomplete information, the 
minimum sample size was 520 (260 in each 
community). In all, 554 subjects were involved, 264 in 
Chorkor and 290 in James Town. 

Sampling Methods  
     The survey employed the modified World Health 
Organization (WHO) cluster sampling method to select 
eligible subjects.  
Each neighbourhood was segmented into four clusters 
by natural/geographical boundaries. A cluster was 
chosen by a simple random sampling technique and all 
eligible subjects within households who consented 
were included. Houses in the two communities have 
standard house numbering systems, and households 
within a house were numbered serially.  If more than 
one household existed within a house, then the first 
household interviewed was designated as (house 
number/ 001), the second household interviewed was 
designated as (house number/ 002), and serially if there 
were more eligible households within the same house. 
All households within a selected cluster were eligible 
for inclusion. One adult member of each household 
within a house was interviewed, and this continued 
until the sample size was obtained. The field workers 
were educated thoroughly on how to assign the codes 
to households in the two communities. 
Data collection instruments 
      Data collection tool for the study was a structured 
questionnaire.  Data collected included; demographic 
and socioeconomic characteristics and personal sexual 
behavioural characteristics.  The questionnaire was pre-
tested at Bukom, a neighbourhood in the Ashiedu-
Keteke Sub-metropolitan area of Accra with similar 
characteristics to the two communities surveyed.  
Data Handling 
      All data was treated with a high level of 
confidentiality. Unique identifiers and codes were 
employed to de-personify the participants and were 
used for computer-based data entry. In all cases, study 
forms, completed questionnaire and other survey 
documentations were kept securely locked.   
Computerized records of the survey were kept in 
locked files. These documents were accessible to the 
principal investigator only.  
Data analysis 
        Outcome measures of interest among the 
demographic and socioeconomic factors, personal 
sexual behavioural characteristics, perceived risk for 
HIV and testing experience were analyzed using 
descriptive statistics (e.g. proportions, frequencies, 
ratios). Significant differences in categorical outcome 
measures were analyzed using Chi square test, at the 
95% significant level and p-value< 0.05. SPSS version 
21 was used for the analysis.  Engagement in casual 
sex was used as the dependent variable for high risk 
HIV behaviour and was assessed per demographic, 
socioeconomic and personal characteristics of 
community members. In this survey a regular partner 
was someone the respondent was in a relationship with 
or felt committed to above anyone else while a casual 
partner was someone the respondent did not feel 
committed to or did not know very well.   
  Ethical issues 
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    Ethical clearance was obtained from the University 
of Ghana Medical School Ethical and Protocol Review 
Committee (MS-Et/M.11-P.5.8/2011-2012) and Brown 
University Institutional Review Board (#1301000744). 
Trained interviewers administered the questionnaire in 
the local language of members of the community. 
Participants in the survey were made to sign a written 
informed consent form and a waiver of written consent  

for those participants who were illiterate was obtained. 
Results  
      Overall, 554 subjects were involved in the survey, 
225 males and 329 females, with a male to female ratio 
of 1:1.5. The overall median age was 32 years (34years 
among males and 30 years among females) as shown in 
Table1. 

 
Table 1: Age and sex characteristics of subjects in the urban fishing setting, Accra, Ghana 
 

Age groups (years) 
Sex 

Total (%) Male (%) Female (%) 
<20  43 (19.1) 56 (17) 99 (17.9) 

21-30  72 (32)                            134(40.7)                         206(37.2) 
31-40  56 (24.9) 63 (19.1) 119 21.4) 
41-50  30 (13.3) 39 (11.9) 69 (12.5) 
51-60  15 (6.7) 24 (7.3) 39 (7) 
> 60  9 (4) 13 (4) 22 (4) 
Total 225 (100) 329 (100) 554 (100) 
Most respondents (men and women) had primary to 
secondary level education, however relatively higher 
proportion of women had no formal education as 
shown in Table 2. Nineteen (3.4%) of the 554 
respondents had University/ tertiary level education.  
Seventy-eight (34.7%) of men and 147 (44.7%) of 
women were married. However, close to a third of men 
73 (32.4%) and a quarter of women 83 (25.2%) were 
single. Majority of men and women in the communities 
were Christians, and were mostly Ga / Ga Dangme by 
ethnicity. Relatively more men were employed than 

women (72.2% vs. 65.9%, although the difference was 
not statistically significant). Among the working group, 
men earned significantly higher monthly income than 
women as indicated in Table 2.  More working men 
were involved in activities which took them outside the 
community more often compared to women (46.1% vs. 
22%; p< 0.001). Less than half of both men and 
women in the community had health insurance. More 
men belonged to social clubs in the communities 
compared to women (36.9% vs. 24.6%). 

  
Table 2:  Basic demographic and socioeconomic characteristics of members of the urban fishing setting in Ghana. 
 
Characteristic Male (%) Female (%)  Total (%) Chi Square  (P- value) 
Educational Level  
No Formal Education 16(7.1)  39(11.8)  55(10)   
Primary 55(24.4)  92(62.6)  147(26.5)   
Middle/JHS 62(27.6) 107(32.5) 169(30.5)  
Secondary/High School 63 (28)  63(19.1)  126(22.7)   
University/ College 10 (4.4)  9 (2.7)  19 (3.4)   
Vocational/ Commercial/ Technical 19 (8.4)  19 (5.8)  38 (6.9)     
Total 225(100)  329(100)  554 (100)   
Marital status  
Married 78(34.7) 147(44.7) 225(40.6)  
Divorced 11 (4.9) 5 (1.5) 16 (2.9)  
Widowed 3 (1.3) 10 (3) 13 (2.3)  
Separated 19 (8.4) 33 (10) 52 (9.4)  
Cohabitating 33(14.7) 42 (12.8) 75 (13.5)  
Single 73(32.4) 83 (25.2) 156(28.2)  
Others 8 (3.6) 9 (2.7) 17 (3.1)  
Total  225(100) 329 (100) 554(100)  
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Continuation of Table 2:  Basic demographic and socioeconomic characteristics of members of the urban fishing 
setting in Ghana. 

Characteristic Male (%) Female (%)  Total (%) Chi Square            
(P- value) 

* The currency exchange rate at time of data collection was $1= GHc 1.95 

In all, half of all respondents have had sexual 
intercourse less than a month prior to the survey 
relatively higher among the females (176; 53.5% vs. 
103; 45.8%) i.e.  most respondents were sexually 
active. However, only less than a third of respondents 
153 (28.5%) used condom during the last intercourse, 
slightly higher among males (80; 35.6% vs. 73 21.5%) 
as shown in Table 3. Overall, close to a third of all 

respondents had two or more sexual partners within the 
last 12 months as shown in Table 3. Men had a 
relatively higher proportion than the women (34.7% vs. 
24.3%). More women have had only one sexual partner 
in the last 12 months compared to men (157; 47.7% vs. 
96; 42.7%). More men had two or more regular sexual 
partners over the past 12 months compared to women, 
this difference in number of sexual partners between 

Religion  
Christian 191 (85.3)  297 (90.3)  488 (88.2)   
Muslim 13 (5.8)  16 (4.9)  29 (5.2)   
Traditional 3 (0.9)  1 (0.3)  3 (0.5)   
No Religion 18 (8)  15 (4.6)  33 (6)   
Total 225 (100)  329 (100) 554 (100)   
Ethnicity     
Ga/ Dangme 167 (74.2) 244 (74.2) 411 (74.2)  
Akan 40 (17.8) 60 (18.2) 100 (18.1)  
Ewe 10 (4.4) 11 (3.3) 21 (3.8)  
Guan 2 (0.9) 3 (0.9) 5 (0.9)  
Mole/Dagbani 5 (2.2) 10 (3.0) 15 (2.7)  
Others 1 (0.4) 1 (0.3) 2 (0.4)  
Total 225 (100) 329 (100) 554 (100)  
Employment Status  

 
2.20 (0.136) 

Employed 162 (72.2) 217 (65.9) 379 (68.4) 
Unemployed 63 (27.8) 112 (34.1) 175 (31.6) 
Total 225 (100) 329 (100) 554 (100) 
Total Monthly income (Ghana cedis)*  

 
13.91 (0.008) 

<100 (<$51.3) 40 (28) 76 (37.9) 116 (33.8) 
Between 100 and 200 ($51.3-
$102.6) 

51 (35.7) 72 (35.5) 123 (35.5) 

Between 200 and 500 ($102.6 
$256.6) 

34 (23.8) 48 (23.6) 82 (23.7) 

Between 500 and 1000 ($256.6 
$512.8) 

14 (9.8) 4 (2) 18 (5.2) 

> 1000 (>$512.8) 4 (2.8) 2 (1) 6 (1.7) 
Total 143 (100) 202 (100) 345 (100) 
Occupation or daily activities involve travelling outside Accra  

24.54 (0.001) Yes 75 (46.1) 48 (22) 122 (31.8) 
No 87 (53.9) 169 (78) 257 (68.2) 
Total 162 (100) 217 (100) 379 (100) 
Have Health Insurance     
Yes 100 (44.4) 152 (46.2) 252 (45.5) 0.17 (0.684) 
No 125 (55.6) 177 (53.8) 302 (54.5) 
Total 225 (100) 329 (100) 554 (100) 
Member of a social club in community  

 
9.65 (0.002) 

Yes 83 (36.9) 81 (24.6) 164 (29.6) 
No 142 (63.1) 248 (75.4) 390 (70.4) 
Total 225 (100) 329 (100) 554 (100) 
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the sexes was statistically significant (P = 0.003) as 
demonstrated in Table 3. A slightly higher proportion 
of men had engaged in casual sexual behaviour over 
the last 12 months compared to women (35.1% vs. 
31.2%), this gender difference was statistically not 
significant. In addition, close to a third of both men and 
women have had sex in exchange for money or favour 
in last 12 months, 161 (29.2%), slightly higher among 
the women (97; 29.5% vs. 64; 28.3%). In addition, a 

relatively higher proportion of women have had sex 
more than once in exchange for money or favour in last 
12 months (28.2% vs. 25.9%). Regarding HIV risk and 
testing, relatively higher proportion of men perceived 
themselves as being at risk of HIV (40.4% vs. 35.9%) 
and yet a significantly higher proportion of women had 
ever tested for HIV compared to men (42.2% vs. 
28.6%, P= 0.001). 

 
Table 3: Sexual risk behaviours and HIV risk perception among men and women of the urban fishing setting in 
Ghana 

Characteristic Male (%) Female (%)  Total (%) Chi square     
*(p-value) 

Last time of sexual intercourse  
 
 
20.91 (0.004) 

< 1 month 103 (45.8) 176 (53.5) 279 (50.4) 
Between 1 and 3 months 32 (14.2) 52 (15.8) 84 (15.2) 
Between 3 and 6 months 26 (11.6) 20 (6.1) 46 (8.3) 
Between 6 and 12 months 12 (5.3) 9 (2.7) 21 (3.8) 
> 12 months 12 (4.9) 27 (8.2) 39 (6.9) 
Others (not applicable) 40 (17.7) 45 (13.7) 85 (15.4) 
Total 225 (100) 329 (100) 554 (100) 
Used condom during last intercourse  

16.22 (0.001) Yes 80 (35.6) 73 (21.5) 153 (28.5) 
Total 225 (100) 329 (100) 554 (100) 
Number of sexual partners in last 12 months  

 
 
12.25 (0.060) 

None 51 (22.7) 92 (28) 143 (25.8) 
1 96 (42.7) 157 (47.7) 253 (45.7) 
2 42 (18.7) 45 (13.7) 87 (15.7) 
3 13 (5.8) 19 (5.8) 32 (5.8) 
4 or more 23 (10.2) 16 (4.8) 39 (7) 
Total 225 (100) 329 (100) 554 (100) 
Number of regular partners in last 12 months   

 
 
18.16 (0.003) 

None 50 (22.2) 90 (27.4) 140 (25.3) 
1 131 (58.2) 211 (64.1) 342 (61.7) 
2 35 (15.6) 21 (6.4) 56 (10.1) 
3 4 (1.8) 6 (1.8) 10 (1.8) 
4 or more 5 (2.2) 1 (0.3) 4 (1.1) 
Total 225 (100) 329 (100) 554 (100) 
Number of casual sex partners in last 12 months  

 
 
10.57 (0.067) 

None 146 (64.9) 226 (68.7) 372 (67.1) 
1 29 (12.9) 61 (18.5) 90 (16.2) 
2 22 (9.8) 20 (6.1) 42 (7.6) 
3 14 (6.2) 12 (3.6) 26 (4.7) 
4 or more 14 (6.2) 10 (3) 24 (4.3) 
Total 225 (100) 329 (100) 554 (100) 
*p-value is for engagement in casual sex or otherwise and not by sex 
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Continuation of Table 3: Sexual risk behaviours and HIV risk perception among men and women of the urban 
fishing setting in Ghana 

Characteristic Male (%) Female (%)  Total (%) Chi square     
*(p-value) 

Number of partners you had sex with in exchange for money or favour in last 12 months  
 
 
3.34 (0.765) 

None 161 (71.6) 232 (70.5) 393 (70.9) 
1 31 (13.8) 58 (17.6) 89 (16.1) 
2 12 (5.3) 14 (4.3) 26 (4.7) 
3 10 (4.4) 13 (4) 23 (4.2) 
4 or more 11 (4.8) 12 (3.6) 23 (4.2) 
Total 225 (100) 329 (100) 554 (100) 
Number of times you had sex in exchange for money or favour in last 12 months  

 
 
 
4.06 (0.669) 

None 167 (74.2) 236 (71.7) 403 (72.7) 
1 24 (10.7) 44 (13.3) 68 (12.3) 
2 13 (5.8) 19 (5.8) 32 (5.8) 
3 5 (2.2) 8 (2.4) 13 (2.3) 
4 or more 16 (7.2) 22 (6.7) 38 (6.9) 
Total 225 (100) 329 (100) 554 (100) 
Do you perceive yourself as being at risk of acquiring HIV? 

Yes 91 (40.4) 118 (35.9) 209 (37.7)  
3.38 (0.275) No 134 (59.6) 211 (64.1) 345 (62.3) 

Total 225 (100) 329 (100) 554 (100) 
Ever Tested for HIV 
Yes 64 (28.6) 139 (42.2) 203 (36.7)  

10.73 (0.001) No 161 (71.4) 190 (57.8) 351 (63.3) 
Total 225 (100) 329 (100) 554 (100) 
*p-value is for engagement in casual sex or otherwise and not by sex 

Table 4: High Risk sexual behaviour and personal characteristics of members of the urban fishing community 
 
Characteristic High Risk sexual behaviour - casual sex 

in past 12 months 
Total (%) Chi Square           

(P- value) 
No Yes 

Age   
 
 
39.6 (0.001) 

<20 years 60 (15.9) 40 (22.7) 100 (18.1) 
21-30 years 112 (29.8) 90 (51.1) 202 (36.7) 
31-40 years 95 (25.3) 25 (14.2) 120 (21.7) 
41-50 years 57 (15.1) 12 (6.8) 69 (12.4) 
51-60 years 34 (8.9) 6 (3.4) 40 (7.1) 
> 60 years 20 (5.1) 3 (1.7) 23 (4.0) 
Total 378 (100) 176 (100) 554 (100)  
Educational level 
No formal education 31 (8.1) 24 (13.1) 55 (9.5)  

 
5.00 (0.08) 

Low education 
(Primary/JSS/Middle 
school) 

222 (59.3) 92 (51.7) 314 (57.0) 

High education 
(Secondary/Vocational 
/Technical) 

122 (32.6) 63 (35.2) 185 (33.5) 

Total 375 (100) 179 (100) 554 (100) 
Employment status 
Employed 234 (61.6) 105 (60.3) 339 (61.2)  

1.31 (0.25) Unemployed 146 (38.4) 69 (39.7) 215 (38.8) 
Total 380 (100) 174 (100) 554 (100) 
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Continuation of Table 4: High Risk sexual behaviour and personal characteristics of members of the urban fishing 
community 

Characteristic High Risk sexual behaviour - casual sex 
in past 12 months 

Total (%) Chi Square           
(P- value) 

No Yes 
Marital Status     

0.25 (0.614) Living with partner 205 (54.6) 93 (52.3) 295 (53.8) 
Living without partner 170 (45.4) 86 (47.7) 253 (46.2) 
Total 375 (100) 179 (100) 554 (100) 
Religion     

 
4.32 (0.365) 

Christian 321 ( 85.1) 161 (91.0) 482 (87.0) 
Muslim 22 (5.8) 7 (4.0) 29 (5.2) 
No Religion 26 (6.9)) 6 (3.4) 32 (5.8) 
Traditional/ Other 8 (2.1) 3 (1.7) 11 (2.0) 
Total 377 (100) 177 (100) 554 (100) 
Health Insurance 
status 

    
 
4.55 (0.033) Yes 185 (48.9) 69 (39.2) 254 (45.8) 

No 193 (51.1) 107 (60.8) 300 (54.2) 
Total 378 (100) 176 (100) 554 (100) 
Member of a social club in community 
Yes 119 (31.2) 47 (26.7) 166 (29.7)  

1.15 (0.284) No 259 (68.8) 129 (73.3) 388 (70.3) 
Total 378 (100) 176 (100) 554 (100) 
Ever tested for HIV 
Yes 165 (43.7) 40 (22.7) 205 (36.9)  

22.47 (0.001) No 213 (56.3) 136 (77.3) 349 (63.1) 
Total 378 (100) 176 (100) 554 (100) 
Ever tested for HIV with past 12 months 
Yes 79 (48.2) 17 (42.5) 96 (47.1)  

0.42 (0.519) No 85 (51.8) 24 (57.5) 109 (52.9) 
Total 164 (100) 41 (100) 205 (100) 
Perceives oneself as being at risk of acquiring HIV 
Yes 130 (34.1) 80 (45.5) 210 (37.8)  

6.52 (0.011) No 248 (65.9) 96 (54.5) 344 (62.2) 
Total 378 (100) 176 (100) 554 (100) 
 
High risk sexual behaviour (engagement in casual sex 
in the past 12 months) was more common in the more 
younger age groups (30 years or less) and this was 
statistically significant, P = 0.001.  Casual sexual 
encounters were more common (although not 
statistically significant) in those who were living with 
partners, those with low education 
(Primary/JSS/Middle school completed or less), and 
those currently employed as indicated in Table 4.  
Interestingly, high risk sexual behaviour was 
significantly more common in those without health 
insurance (P = 0.033), significantly higher among 
community members who did not perceive themselves 
as being at risk of HIV (P = 0.011), as well as among 
those who have never tested for HIV (P = 0.001) nor 
tested for HIV in the past 12 months. In addition, men 
and women who were not members of a social club in 
their community had higher proportion of those who 
engaged in casual sexual behaviours. 
 

Discussion 
     The WHO and UNAIDS have promoted the 
adoption of second generation HIV surveillance 
designed to track trends in HIV and AIDS related 
knowledge, attitudes and behaviours in sub-populations 
at particular risk of infection and link the behaviour to 
biological surveillance, which is currently the method 
used for assessing HIV prevalence and trend of the 
epidemic in Ghana5,6.The population involved in this 
survey were young, overall median age was 32 years 
(34 years among males; 30 years among females) 
which reflects the population most at risk of HIV in 
Ghana1. Not surprisingly, the survey identified a 
higher proportion of women to have no formal 
education, relatively more men were employed than 
women and that among the working group men earned 
statistically significant higher monthly income than 
women. These socio-demographic characteristics of the 
urban fishing setting is directly in sync with that of the 
national population as indicated by the Ghana 
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Demographic and Health Survey and the Ghana Living 
Standards Survey8,9. Interestingly more working men 
were involved in activities which took them outside the 
community more often compared to women, and this 
has significance for HIV risk behaviours, testing 
experience and service provision. Studies have 
indicated that itinerant nature and frequent male 
mobility may require special HIV testing and service 
provision avenues10, 11, 12. In addition, previous research 
in Ghana have indicated that community based testing 
programmes (i.e. Know Your Status KYS) seem to be 
more attractive for men7, 11. Its disassociation from the 
health facility makes it easier for men to access 
services without being seen as weak or sick which is 
consistent with traditional masculinity ideology that 
usually cast men as being invulnerable to disease and 
not needing health care13. The national control 
programme needs to consider the iterant nature of male 
professions in such high risk communities and structure 
and situate male focused HIV testing programmes in 
male-dominated occupations.  In addition, developing 
routine HIV testing in the casualty and emergency 
units, inpatient wards and general outpatient 
departments of health facilities may improve the 
capture of men7,14. In all, half of all respondents have 
had sexual intercourse less than a month prior to the 
survey, however, only less than a third of these used 
condom during the last intercourse. It is always 
difficult to assess condom use (both male and female) 
vis a vis the number of condoms distributed in the 
population. Actual usage is demonstrated through 
behavioural surveillance surveys6 and it is essential that 
such surveillance surveys be conducted in high risk 
population groups and communities so as to identify 
specific behaviours in need of change in line with 
national efforts to combat HIV infection among these 
priority population groups. Though men exhibited high 
sexual risk behaviours,  and relatively higher 
proportion of men perceived themselves as being at 
risk of HIV , yet a significantly lesser proportion of 
men had ever put this risk perception to test by tested 
for HIV compared to women (28.6% vs. 42.2%, P= 
0.001). These differences in perception and testing 
experience provide a tool for developing gender 
focused health promotion messages in high risk 
population groups and communities in the country. 
Community engagement and increased health and 
behaviour change communication by the Ghana Health 
Service through the NACP and other agencies involved 
in HIV and AIDS activities in Ghana, is imperative7. 
Community engagement and working through 
organized groups (men and women support groups and 
clubs) in these settings may be helpful. This survey 
showed higher proportion of community members who 
engaged in casual sexual behaviours were men and 
women who were not members of any social group or 
club in their community.  It is instructive to note that a 
relatively higher proportion of women have had sex in 

exchange for money or favour more than once in the 
previous 12 months. 
 This demonstrates increased vulnerabilities and gender 
differences in risk of HIV due to socioeconomic 
disparities in these urban fishing settings in Ghana.  
Anarfi and colleagues have demonstrated similar 
findings in some communities in Ghana over a decade 
ago15. They demonstrated that itinerant trading is a 
major economic activity for women in West Africa. 
Itinerant women traders appear highly vulnerable, as 
women and as highly mobile people and are usually 
exploited for the sexual gratification of the men with 
whom they come into contact15.  In fishing settings 
such as that for the current study, ‘transactional sex’ 
has been documented16. It occurs when women who a 
regular customers of particular fishermen need to 
provide sexual gratification to these men to ensure 
continued supply of fish for their trading activities16. 
The attempt to reduce the spread of HIV and AIDS 
through education has to target not only itinerant men 
but to include itinerant women traders as well, at the 
points of transaction and within high risk communities. 
The survey has also provided important personal and 
behavioural characteristics that should inform and offer 
targets points for national control strategies in high risk 
communities. High risk sexual behaviour (engagement 
in casual sex in the previous 12 months) was more 
common in the more younger age groups (30 years or 
less),   in those who were living with partners, those 
with low education (Primary/JSS/Middle school 
completed or less) , and  those currently  employed. A 
potential explanation for these observations may be 
that those with less education may be less aware of the 
risk of HIV and that those currently employed may 
have the wherewithal to pay for casual sex.  Counter 
intuitively, we found in these communities that those 
living with their partners had engaged in casual sexual 
encounters more often in previous 12 months compared 
to those living without partners. Could it be that those 
in relationships and living with partners use it as a 
cover to engage in casual sexual activities or that they 
have more financial responsibilities and are compelled 
to solicit for money through any means? This 
observation warrants in depth qualitative assessment in 
such high risk communities. Another intriguing 
observation was that, high risk sexual behaviour was 
significantly more common in those without health 
insurance (P = 0.033), among community members 
who did not perceive themselves as being at risk of 
HIV (P = 0.011), and among those who have never 
tested for HIV (P = 0.001) nor tested for HIV in the 
previous 12 months. These  findings are  critical and 
demonstrate that community members who are less 
health conscious and perceive themselves as 
invulnerable may  need to be targeted specifically in 
the fight against HIV transmission. Behaviour change 
communication strategies and targeted health 
promotion activities in priority populations are 
imperative. 
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Limitation 
        Assessment of willingness to test and testing 
experience and casual sexual activities were based on 
subjective recall and responses from the subjects. Some 
respondents’ way have over stated or understated their 
sexual behaviour due to sociocultural and religious 
belief systems. The survey had no objective way of 
validating the veracity of information provided by 
respondents. This was beyond the scope of the survey, 
however the authors believe the information provide 
useful pointers in the strategic planning for national 
control efforts. 
 
Acknowledgement 
        We are thankful to all respondents and 
interviewers in the two fishing communities (Chorkor 
and James Town) and the field supervisors who made 
this survey possible. Financial support was provided by 
the USAID, HED and the UG-Brown University AIDS 
Academic Partnership through: Award # AEG-A-00-
05-00007. The Department of Community Health, 
School of Public Health, College of Health Sciences, 
University of Ghana, Accra, Ghana contributed 
training facilities and storage of materials 
 
Conclusion 
This community based surveillance indicated important 
personnel and behavioural characteristics that is very 
important for programme planning and control. High 
risk HIV sexual behaviour was common among men 
and women in the urban fishing communities. It was 
more common in younger age groups (30 years or 
less), those living with partners, those with low 
education, those currently employed, and those without 
health insurance. In addition, it was higher in 
community members who did not perceive themselves 
as being at risk of HIV, those who have never tested 
for HIV nor tested for HIV in previous 12 months and 
those who were not members of any social groups or 
clubs. Targeted health promotion messages and 
behaviour change communication, increased 
engagement with communities and with men and 
women community groups as well as deployment of 
community and health facility based HIV testing and 
service avenues are necessary to capture vulnerable 
men and women in such high risk population groups.  
Behavioural surveillance surveys in high risk 
population groups should be considered essential 
component of national control efforts to identify 
specific behaviours in need of change to combat HIV 
infection in Ghana 
 
References 
1.  Ghana Health Service GHS: 2013 HIV Sentinel 

Survey Report. In. Accra-Ghana: National 
AIDS/STI Control Program; 2014.  

2.  Ampofo WK. HIV Care and Support Services in 
Ghana. Ghana Med J 2005; 43: 142-143 

3.  Ghana Health Service GHS: 2013 Annual Report.  
Accra-Ghana: National AIDS/STI Control 
Program 2014.  
4, Ghys PD, Gouws E, Lyerla R, Garcia-Calleja 
JM, Barrerre B, Serrano D, Velasquez C, 
Deleveaux C, Gill W, Mmelesi M, Niyongere A, 
Mboui Bilon E, Longo Jde D, Massanga M, 
Guidaoussou D, Konan Diby JP, Kibangou N, 
Woldu A, Bikoma F, Duval N, Spring K, Barsigo 
A, Nkonyana J, Wandonda N, Jonas A, Kawu I, 
Mutagoma M, Mosala T, Mndzebele S, Odido H, 
Agbogan YD, Musinguzi J, Somi G, Gboun M, 
Phiri D, Gonese E, Gregson S, Mugurungi O. Sex 
Transm Infect. 2010; 86: 72-83. 
 doi: 10.1136/sti.2010.044933. 

5.  World Health Organization (WHO) Joint United 
Nations Programme on HIV/AIDS, Guidelines for 
Second Generation Surveillance, 2000 

6.  Ghana Health Service GHS: 2006 Behavioural 
Surveillance Survey Report. In. Accra-Ghana: 
National AIDS/STI Control Program; 2009 

7.  Yawson AE, Labi AK,  Yawson AO,  Bonsu G, 
Aluze-Ele S, Owusu Amanhyia NA , Lartey M, 
Adjei A, Lawson A, Beckwith C, Kwara A,  
Flanigan T. Sex differences in perceived risk and 
testing experience of HIV in an urban fishing 
setting in Ghana. Inter J Equity in Health 2014, 
13: 109. 
http://www.equityhealthj.com/content/13/1/109 

8.  Ghana Statistical Service (GSS), Ghana Health 
Service (GHS), & ICF Macro. (2008). Ghana 
Demographic and Health Survey 2008. Accra, 
Ghana: Author. 

9.  Ghana Statistical Service. Ghana Living Standards 
Survey Report of the Fifth Round, [September 
2005- September 2006]. Accra: Ghana Statistical 
Service, 2008 

10. Hirsch JS: Gender, sexuality, and antiretroviral 
therapy: using social science to enhance outcomes 
and inform secondary prevention strategies. AIDS 
21: 21-29. AIDS 2007, 21: 21-29.  

11. Yawson, A.E., Dako-Gyeke, P., & Snow, R. Sex 
differences in HIV testing in Ghana and policy 
implications, AIDS Care: Psychological and 
Socio-medical Aspects of AIDS/HIV. 2012; 11: 
1182-1187 

12. Addo  NA, Yawson AE , Ayisi Addo S, Dornoo 
BT, Seneadza HNA. A Review of National 
Programme Data on the HIV Epidemic in Ghana: 
2005-2010. Postgraduate Medical Journal of 
Ghana. 2014; 3: 73-81 

13. Courtenay WH: Constructions of masculinity and 
their influence on men's well-being: a theory of 
gender and health. Soc Sci Med 2000, 50: 1385–
1401. 

14. Yawson AE, Dako-Gyeke P, Ayisi Addo S, Dornoo 
BT , Addo NA. Utilization of HIV Testing and 
Counseling in Ghana: Implications for Universal 

106



September 2017 Yawson AE et al. Urban Fishing in Ghana  

Coverage. Afri J Reprod Health, March 2014; 18: 
1145-155 

15. Anarfi JK, Appiah EN and Awusabo-Asare K.  
Livelihood and the risk of HIV/AIDS infection in 
Ghana: the case of female itinerant traders. Health 

Transition Review, Supplement to Volume 7, 
1997, 225-242 

16. Snow RC, Madalane M, Poulsen M: Are men 
testing? Sex differentials in HIV testing in 
Mpumalanga Province, South Africa. AIDS Care 
2010, 22: 1060–1065. 

 

107




