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ABSTRACT: This study evaluated the prevalence of HIV-1 and HIV-2 antibodies in a cohort of traders in three different markets in Port Harcourt, Nigeria. Also, a structured questionnaire was used to determine their knowledge about HIV/AIDS and to ascertain the risk factors associated with HIV and to investigate the level of awareness of HIV/AIDS among these traders. Samples were collected from consented traders in Azikwe street market, Rivers State University of Science and Technology (RSUST) market and Ojoto daily market. Other information was obtained using a Performa specially designed for this purpose. Of the 52 consented traders tested, 4(7.7%) tested positive to of HIV-1 and HIV-2 antibodies. The study found age, marital status, religion and location differences (P<0.05) in HIV prevalence of the traders tested. Traders within age group 26-30 years (14.3%) had higher HIV prevalence compared to other age groups. However, the study found no sex and educational status differences (P>0.05) in the HIV seropositivity of these traders. The results also showed that of the 52 consented traders, 17 (32.7%) admitted to have been unfaithful with persons other than their spouses/partners; 19(36.6%) make use of condom regularly during sex and 16 (34.6%) were non-users.  All the traders admitted to be sexually active. Thirty-four (65.4%) considered themselves at risk of HIV and 40(76.9%) had history of STDs/STIs. The study found unfaithfulness with sex partners, non-use and irregular use of condoms, and sexually activeness to be statistically associated (P<0.05) with HIV prevalence in a cohort of these traders. The study also found no significant differences between those who perceived to be at risk or not (P>0.05) as well as traders with history of STDs/STIs or not (P>0.05) and HIV seropositvity in this study. All the consented traders acknowledged having the knowledge of HIV and 26(50.0%) of them claimed to have gotten their information on HIV from the media (Television/Radio) while others claimed to have gotten their information mainly from news and print media (11.5%), churches (19.2%), social gathering (13.5%) and other undisclosed sources (5.8%). Our study showed that 46.2% of the traders were ignorant of the fact that HIV/AIDS can be transmitted through unprotected sex; 61.5% were ignorant of the use of unsterilized sharp objects and 92.3% claimed ignorant that transfusion of unscreened blood promotes the spread of HIV. The study found level of ignorance of these traders on the mode of transmission of HIV significantly associated (P<0.05) with HIV seropositivity in this study. This study however, further confirmed the presence of HIV-1 and HIV-2 antibodies among in a cohort of traders in Port Harcourt, Nigeria. This calls for urgent and concerted efforts aimed at promoting behavioural, cultural and social changes that will reverse the current trend in the prevalence of HIV among the traders.
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1. INTRODUCTION

In Nigeria, majority of traders constitute a reasonable percentage of the population (Frank-Peterside and Ibanga, 2009). The ranges of goods sold by these traders vary. The high rate of unemployment in the country and increased competition among traders increase their vulnerability of getting infected with HIV/AIDS and other health hazards. Human Immunodeficiency virus (HIV) is a major global health concerns as it cause high mortality and morbidity in the developing countries (Duru et al., 2009). Since the first description of HIV in 1981 in the United States of America, it has continued to spread rapidly, and this life-threatening infection is now considered a pandemic by the World Health Organization (WHO), (Joint United Nations Programme on HIV/AIDS, 2006). HIV/AIDS is a major public health problem in Nigeria. The pandemic is dominated by HIV-1, which was discovered in 1983 (Nsagha et al., 2012). In 1987, HIV-2 was discovered which is very common in West Africa1 and has not shown any significant spread from there (Nsagha et al., 2012). HIV-2 is less easily transmitted than HIV-1 and the period between initial infection and illness is longer than with HIV-1 (Cheesbrough, 2006; Nsagha et al., 2012).

Different studies to determine the prevalence of HIV among different populations have been carried out. A prevalence of 47.54% was reported for HIV in Benin City, Nigeria (Dirisu et al., 2011). Pennap et al. (2006) reported 38.65% prevalence rate of HIV and AIDS in Keffi and environs, Nassarawa State, Nigeria. Motayo et al. (2009) reported 13.6% among patients and 28.6% among pregnant women in Ibadan. A prevalence of 12.0% was also reported among patients with pyrexia of unknown origin and 10.8% among STD patients in Ibadan, Nigeria (Motayo et al., 2009). A zero seroprevalence rate was reported for HIV among blood donors in Ibadan (Alli et al., 2010). 
In Rivers State, different HIV prevalences have been reported. Mbakwem-Aniebo et al. (2012a) reported a prevalence of 0.9% among fresh undergraduate student. Frank-Peterside et al. (2013a) reported 61.0% prevalence among patients. A prevalence of 11.0% was reported among undergraduate students (Frank-Peterside et al., 2013b). HIV prevalence of 2.0% was reported among secondary school students (Frank-Peterside et al., 2013c), 9.0% among street-involved youths (Frank-Peterside et al., 2013d) and 11.0% among pregnant women in Port Harcourt, Nigeria (Frank-Peterside et al., 2012). 

A number of African countries have conducted large-scale HIV prevention initiatives in an effort to reduce the scale of their epidemics and these include the use of condoms (Adeyi et al., 2006) and the provision of voluntary HIV counselling and testing (VCT) (Sule et al., 2010). In many developed countries, these steps have helped to virtually eliminate mother-to-child-transmission (MTCT). Yet sub-Saharan Africa continues to be severely affected by the problem, due to a lack of drugs, services and information, and the shortage of testing facilities (Avert, 2010; Sule et al., 2010). The fear of voluntary counseling and testing (VCT) is an obstacle to HIV prevention (Nsagha et al., 2012). Thus, this study evaluated the prevalence of HIV in a cohort of traders in three different markets in Port Harcourt, Nigeria. Also, a questionnaire was used to ascertain the risk factors associated with HIV and to investigate the level of awareness of HIV/AIDS among these traders. 
2. MATERIALS AND METHODS

2.1. Study Population and Locations 
This study evaluated the prevalence and knowledge of HIV/AIDS in a cohort of traders in three different markets in Port Harcourt, Nigeria. A total of 52 traders consented to participate in this project study.  The traders were randomly selected. There were 12 males and 40 females used in this study. Permission and approval were sought from the market union leaders in Azikwe street market, Rivers State University of Science and Technology (RSUST) market and Ojoto daily market. The choice of these three markets was due to their proximity to RSUST campus and the busy nature of these areas in Port Harcourt. Azikiwe street market is situated along Ikwerre Mile 3 road by Ikokwu Junction, Port Harcourt. Samples were collected from traders at various stands and stores which include electronic shops, provision stores, saloons and boutiques. RSUST back gate market is just 10 meters away from the main campus, closer to the female hostel; samples were collected mostly from the traders at boutiques stores, saloons, tailoring shops etc.  Lastly, samples were collected from Ojoto market, which is situated along Azikiwe Street by Ojoto round about, it is a central market. It is about 100 meters from Ikokwu Junction, Mile II Diobu, Port Harcourt and about 300 meters away from the famous Mile 3 market.  Samples were collected from meat sellers, fish sellers and vegetable hawkers.

2.2. Data collection 
The method of data collection employed was by structured questionnaire to determine their knowledge about HIV and AIDS. With the help of the Union (traders), meetings and convergence of the traders were organized. Pre-test counseling was given to the traders and those who consented were recruited for the study. Data was obtained by quantitative methodology using structured questionnaires which were administered to the traders randomly. Confidentiality of the process was adequately explained to each participant, who was then given a number and the numbers were used on the forms instead of names. Information was obtained on demographic characteristics and knowledge of HIV/AIDS regarding existence of HIV/AIDS, is it curable, ways of transmission and factors that promote the spread of the disease. It was expected that these respondents would give honest reply to the questions. Assistances were given to those of them who could not fill the questionnaire (illiterates). Every participant were interviewed and interacted in a common language they will understand. 
2.3. Collection of samples

The method of blood sample collection employed was venipuncture technique. The samples of blood were collected into EDTA bottles. The blood samples were transported in a commercially available collection and transport system for HIV to the Medical Microbiology Laboratory, Department of Microbiology, University of Port Harcourt, Port Harcourt, Nigeria for analysis using standard laboratory procedures.
2.4. Serological Analysis 
All the consented youths were screened for antibodies to HIV-1 & -2 using two enzyme-linked immunosorbent assay (ELISA) rapid screening kits, based on World Health Organization (WHO) systems-2 for detecting antibodies to HIV-1 & 2. DETERMINE® HIV-1/2 (Abbott laboratories) and HIV-1/2 STAT-PAK® (Chembio Diagnostic Systems, Inc.)’, ELISA based kits, were used. The kits were designed primarily to test for the presence of HIV-1 and/or HIV-2 antibodies in the blood. This ELISA based kit is both sensitive and specific (99-100%). All tests were carried out according to the manufacturer’s specifications. 

2.5. Data Analysis

The prevalence for HIV-1 and HIV-2 antibodies was calculated by using traders with positive samples as numerator and the total numbers of traders enrolled in this study as denominator. The data generated from this study were presented using descriptive statistics. The data was subjected to Fisher’s Exact Test for comparison of proportions to determine any significant relationship between infection rate and demographic characteristics of the traders. A total of 100 questionnaires were administered and further subjected for statistical analysis (the χ2-test, with the level of significance set at p[image: image1.png]
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0.05) using statistical package for social sciences (SPSS) 20.0 to determine any significant relationship between level of HIV awareness and HIV seropositivity in a cohort of traders.
3. RESULTS ANALYSIS
A total of 52 (52.0%) out of 100 traders responded and participated in this study; 16 (30.8%) were from Azikiwe street market, 18 (34.6%) from RSUST market and 18 (34.6%) from Ojoto daily market. The ages of these consented traders ranged from 19 to 35 years. Age group 26-30 years was most predominant (40.4%). Forty (76.9%) of the traders were females and 12 (23.1%) were males. Thirty-two (61.5%) were married and 20(38.5%) were singles. Majority (94.2%) of the traders were Christians. Thirty-five (67.3%) of the traders had secondary education and 3(5.8%) had no formal education (Table 1). 

3.1. Prevalence of HIV-1 and HIV-2 in relation to the demographic characteristics of the traders

Table 1 shows the prevalence of HIV-1 and HIV-2 antibodies in relation to demographic characteristics of the traders. Of the 52 consented traders tested, 4(7.7%) tested positive to of HIV-1 and HIV-2 antibodies. The age-specific prevalence showed significant difference (14.3 vs. 6.3, P<0.05) between age and HIV seropositivity. Traders within age group 26-30 years (14.3%) had higher HIV prevalence compared to other age groups. The sex-specific prevalence showed no significant difference (8.3 vs. 7.5, P>0.05) between sex and HIV seropositivity. The study found no educational differences (11.1 vs. 8.6, P>0.05) in HIV prevalence of traders. The study found religion differences (8.2 vs. 0.0, P<0.05) in HIV prevalence of traders. The study found marital status differences (15.0 vs. 3.1, P<0.05) in HIV prevalence of these traders. The study found location differences (11.1 vs. 5.6; 11.1 vs. 6.3, P<0.05) in HIV prevalence of these traders (Table 1). 
3.2. Perceived Risk Behaviours in a cohort of traders in Port Harcourt, Nigeria
Of the 52 consented traders, 17 (32.7%) admitted to have been unfaithful with persons other than their spouses/partners; 19(36.6%) make use of condom regularly during sex and 16 (34.6%) were non-users.  All the traders admitted to be sexually active. Thirty-four (65.4%) considered themselves at risk of HIV and 40(76.9%) had history of STDs/STIs (Table 2). Table 2 shows prevalence of HIV-1 and HIV-2 seropositivity in relation to perceived risk behaviours of the traders. The study found unfaithfulness with sex partners, non-use and irregular use of condoms, and sexually activeness to be statistically associated (11.8 vs. 5.7; 18.8 vs. 0.0; 18.8 vs. 5.9; 7.7 vs. 0.0, P<0.05) with HIV prevalence in a cohort of these traders. However, the study found no significant differences between those who perceived to be at risk or not (8.8 vs. 5.6, P>0.05) as well as traders with history of STDs/STIs or not (8.3 vs. 7.5, P>0.05) and HIV seropositvity in this study (Table 2).
Table 1: Prevalence of HIV-1 and HIV-2 antibodies in relation to demographic characteristics of the traders
	Characteristics 
	No. Tested (%)
	No. Positive (%)

	Age groups (years)

	19 – 25
	16(30.8)
	1(6.3)

	26 – 30
	21(40.4)
	3 (14.3)

	31 – 35
	15(28.8)
	0 (0.0)

	Sex 
	
	

	Females
	40(76.9)
	3(7.5)

	Males
	12(23.1)
	1 (8.3)

	Educational Status

	Informal
	  3(5.8)
	0(0.0)

	Primary
	  9(17.3)
	1(11.1)

	Secondary
	35(67.3)
	3(8.6)

	Tertiary
	  5(9.6)
	0(0.0)

	Religion 
	
	

	Christians
	49(94.2)
	4(8.2)

	Muslims
	  3(5.8)
	0(0.0)

	Marital status
	
	

	Singles
	20(38.5)
	3(15.0)

	Married
	32(61.5)
	1(3.1)

	Locations
	
	

	Azikiwe
	16(30.8)
	1(6.3)

	RSUST
	18(34.6)
	2(11.1)

	Ojoto
	18(34.6)
	1(5.6)

	Total
	52 (100.0)
	4 (7.7)


Table 2: Prevalence of HIV-1 and HIV-2 seropositivity in relation to perceived risk behaviours of the traders 
	Risk factors
	No. Tested (%)
	No. Positive (%)

	Faithfulness 
	
	

	Yes 
	35(67.3)
	2(5.7)

	No 
	17(32.7)
	2(11.8)

	Condom use 
	
	

	Regular users 
	19(36.6)
	0(0.0)

	Non-users
	16(34.6)
	3(18.8)

	irregular users
	17(28.8)
	1(5.9)

	Sexually active 
	
	

	Yes 
	52(100.0)
	4(7.7)

	No
	0(0.0)
	0(0.0)

	At Risk
	
	

	Yes 
	34(65.4)
	3(8.8)

	No
	18(34.6)
	1(5.6)

	History of STDs/STIs
	
	

	Yes 
	40(76.9)
	3(7.5)

	No 
	12(23.1)
	1 (8.3)

	Total
	52 (100.0)
	4 (7.7)


3.3. Knowledge about HIV/AIDS and Level of Awareness of HIV in a cohort of traders in Port Harcourt, Nigeria
All the consented traders acknowledged having the knowledge of HIV and 26(50.0%) of them claimed to have gotten their information on HIV from the media (Television/Radio) while others claimed to have gotten their information mainly from news and print media (11.5%), churches (19.2%), social gathering (13.5%) and other undisclosed sources (5.8%). 
The following prevalences were recorded for perceived factors that promote the spread of HIV among traders: unprotected sex (53.8%), sharing of unsterilized sharp objects (38.5%) and transfusion with unscreened blood (7.7%). However, our study showed that 46.2% of the traders were ignorant of the fact that HIV/AIDS can be transmitted through unprotected sex; 61.5% were ignorant of the use of unsterilized sharp objects and 92.3% claimed ignorant that transfusion of unscreened blood promotes the spread of HIV (Table 3). 
Table 3 shows prevalence of HIV seropositivity in relation to their levels of awareness in a cohort of traders. The study found level of ignorance of these traders on the mode of transmission of HIV significantly associated (10.7 vs. 4.2, 9.4 vs. 5.0, 7.7 vs. 0.0, P<0.05) with HIV seropositivity in this study.
Table 3: Prevalence of HIV seropositivity in relation to their levels of awareness

	Levels 
	No. Tested (%)
	No. Positive (%)

	Knowledge of HIV before
	
	

	Yes 
	52(100.0)
	4(7.7)

	No 
	0(0.0)
	0(0.0)

	Source of Information
	

	News and pint media
	6(11.5)
	0(0.0)

	Social gathering
	7(13.5)
	1(14.3)

	Television/Radio
	26(50.0)
	2(7.7)

	Churches
	10(19.2)
	1(10.0)

	Others
	3(5.8)
	0(0.0)

	Mode/Route of Transmission
	

	Unprotected sex
	
	

	Yes 
	28(53.8)
	3(10.7)

	No 
	24(46.2)
	1(4.2)

	Sharing of unsterilized sharp objects

	Yes 
	20(38.5)
	1(5.0)

	No 
	32(61.5)
	3(9.4)

	Transfusion of unscreened blood
	
	

	Yes 
	  4(7.7)
	0(0.0)

	No 
	48(92.3)
	4(7.7)

	Total
	52 (100.0)
	4(7.7)


4. DISCUSSION

The aim of this study was to evaluate the prevalence HIV-1 and 2 antibodies and knowledge of HIV/AIDS in a cohort of traders in Port Harcourt, Rivers State, Nigeria. Market traders are important factor in the epidemic of this disease. Due to the rising rate of unemployment, and the poor economic situation, most of these traders get into sexual relationship often for material benefits or for the augmenting of their meager income. Traders constitute a reasonable percentage of the population at risk.  Majority (76.9%) of the consented traders were females. In sub-Saharan Africa region, as worldwide, female population is a key factor in the epidemiology of HIV and AIDS because 50% of all adults with HIV infection are women predominantly infected via heterosexual transmission; furthermore, females are the most severely affected (Mitchell and Stephens, 2004; WHO, 2004; Sule et al., 2010; Okonko et al., 2012a).
In this study, the overall prevalence of HIV was found to be 7.7%. This is higher compared to what was reported elsewhere in Nigeria and outside Nigeria. Different studies show variation in the prevalence of HIV among different populations. Our present value of 7.7% for HIV in this study is higher than the 0.9% reported by Mbakwem-Aniebo et al. (2012a) among fresh undergraduate student and 2.0% was reported among secondary school students in our previous study (Frank-Peterside et al., 2013c). It is higher than the 4.1% HIV prevalence reported previously among traders in Port Harcourt (Buseri et al., 2010). It is higher than the prevalence of 5.1% reported in Cameroon in 2010 (Nsagha et al., 2012). It is higher than the 3.1% reported in Osogbo, Nigeria (Buseri et al., 2009); the 0.0% seroprevalence reported for HIV in Ibadan (Alli et al., 2010). This rate also differs from the 3.5% seroprevalence reported in Enugu (Chukwurah and Nneli, 2005); the 3.8% seroprevalence reported in Dar es Salaam (Matee et al., 2006) and the 5.8% reported in Maiduguri, Nigeria (Chikwem et al., 1997). This finding also differs from the 6.0% rate reported in Jos, Nigeria (Egah et al., 2004) and the 4.55% reported in Cameroon (Musi et al., 2004).
The 7.7% HIV prevalence reported in this present study is comparable lower to the values reported in our previous studies (Frank-Peterside et al., 2012, 2013a,b,d). It is lower than the 61.0% reported among patients (Frank-Peterside et al., 2013a); the 11.0% reported among undergraduate students (Frank-Peterside et al., 2013b); the 9.0% among street-involved youths (Frank-Peterside et al., 2013d) and the 11.0% reported among pregnant women in Port Harcourt, Nigeria (Frank-Peterside et al., 2012). It is also lower than the 47.54% reported in Benin City, Nigeria (Dirisu et al., 2011); the 38.65% reported in in Keffi and environs, Nassarawa State, Nigeria (Pennap et al., 2006) and the 13.6%, 28.6%, 12.0% and 10.8% reported in Ibadan, Nigeria among patients, pregnant women, patients with pyrexia of unknown origin and STD patients respectively (Motayo et al., 2009). This finding also differs from the 10.0% seroprevalence of HIV reported in Benin City, Nigeria (Umolu et al., 2005); the 17.5% reported in Ibadan (Okonko et al., 2012a) and the 8.8% reported by Okonko et al. (2012b). However, it is compared favourably with the 7.0% reported previously in Benin City, Nigeria (Oronsaye and Oronsaye, 2004).

Other studies in West Africa show 0.4% HIV-1 and 0.2% HIV-2 in northern Benin (Zanchette et al., 1990; Nsagha et al., 2012), 6.6% HIV-1 and 0.9% HIV-2 in central Benin (Nsagha et al., 2012), 25% HIV-2 and 5% HIV-1/HIV-2 in Mauritania (Baidy et al., 1993; Nsagha et al., 2012), 65%HIV-1, 24% HIV-2 and 11% HIV-1/HIV-2 in Senegal (Ndiaye et al., 2008; Nsagha et al., 2012) and 12.1% HIV-1, 0.5%HIV-2 and 1.6% co-infection in north western Nigeria (Abdulazeez et al., 2008; Nsagha et al., 2012).
In this study, risk factors pertinent to transmission of HIV were evaluated. The age-specific prevalence showed significant difference between age and HIV seropositivity. Traders within age group 26-30 years (14.3%) had higher HIV prevalence compared to other age groups. This is comparable to the findings of previous studies. It agrees with Frank-Peterside et al. (2013b) who reported age-specific differences in HIV prevalence in which age groups 20-35 years had the highest prevalence compared to other age groups in their study. This is also in agreement with Okonko et al. (2012b) who also reported age associated HIV positivity. Akinjogunla and Adegoke (2009) reported a significant difference in the age of the individuals with HIV. Laah and Ayiwulu (2010) who reported higher seroprevalence rate of HIV in age group 20-34 years. Macpherson et al. (2006) reported in a higher prevalence of HIV among children greater than 15 years of age in Canada. The study by Middelkoop et al. (2011) showed a high force of infection among adolescents, positively associated with increasing age. Our finding differs from Mbakwem-Aniebo et al. (2012a) who reported that HIV prevalence was higher among age group 20-25years. However, this present study deviated from that of Okonko et al. (2012a) who reported no significantly association with HIV- 1/2 seropositivity and age. This was also not in line with the findings of Alikor and Erhabor (2005) and Sule et al. (2010), who reported no statistically difference in age.
The sex-specific prevalence showed no significant difference between sex and HIV seropositivity. The gender difference in patterns of HIV among young people varies substantially around the world and in this study. This compared favourably with Mbakwem-Aniebo et al. (2012a) and Frank-Peterside et al. (2013b) who found no significant association with the sex of subjects in their study. This finding deviated from the findings of some studies in Nigeria. A few studies have however, documented higher prevalence of HIV/AIDS among males (Celikbas et al., 2008; Avert, 2010). Previous study by Olaleye et al. (2006) showed a significantly higher HIV infection rate among males than females in different regions and even in communities within the same geographic location in the country (Olaleye et al., 2006). Akinjogunla and Adegoke (2009) reported a significant difference in the sex of the individuals with HIV. Laah and Ayiwulu (2010) reported higher seroprevalence rate of HIV in females in Nasarawa State, Nigeria. Though, most studies have attributed that higher proportion of male than female population had antibody to HIV (Olaleye et al., 2006; Sule et al., 2009), this present study agrees favorably with that of Okonko et al. (2012a) who reported no significantly association with HIV- 1/2 seropositivity and gender. This was also in line with the findings of Alikor and Erhabor (2005) and Sule et al. (2010), who reported no statistically difference in gender. However, this is disagrees with Okonko et al. (2012b) who reported sex associated HIV positivity.
The study found no educational differences in HIV prevalence of traders. This disagrees with Frank-Peterside et al. (2012) who reported significant difference between educational status and HIV seropositivity. A study by Buseri et al. (2010) found a correlation in terms of occupation and HIV seropositivity. HIV seropositivity was found among subjects with all the occupations in their study (full-time housewives, traders, students, seamstresses, civil and public servants). The reason for this is not clear, but it may suggest involvement in unprotected promiscuous sexual relationships, since the women had not experienced blood transfusion and surgery (Buseri et al., 2010). Previous studies found that women with a low level of education, low income and low socioeconomic status are more likely to access antenatal care late or be unbooked (Akani et al., 2010; Frank-Peterside et al., 2012).
The study found religion differences in HIV prevalence of traders. This disagrees with Frank-Peterside et al. (2013b) who reported no religion differences in HIV prevalence.  The 10.5% value reported for Christian students in this study is higher the 3.6% reported by Kagimu et al. (2012) in their study and the prevalence of 3.4% that was found earlier in their 2005 national sero-behavioral survey in Uganda (MOH and ORC Macro, 2006; Kagimu et al., 2012). A prevalence of 12.5% prevalence for HIV was reported for Muslims in this study. This is also higher than the 5.0% reported among Muslims in previous studies (MOH and ORC Macro, 2006; Kagimu et al., 2012). According to Kagimu et al. (2012), it is possible that religious practices such as circumcision could partly explain the differences. However, it is not clear whether those who are more religious and adhere to their religious practices have a lower HIV prevalence rate compared to those who do not (Kagimu et al., 2012). It has been suggested by scholars that studies linking religiosity to serological markers of HIV infection are likely to increase understanding of the role of religion in HIV prevention (Trinitapoli et al., 2005; Kagimu et al., 2012).

The study found marital status differences in HIV prevalence of these traders. This might be due to other contributing factor such as pre-marital and extra-marital sexual contacts which were common in Port Harcourt (Mbakwem-Aniebo et al., 2012a; Frank-Peterside et al., 2013b). Our finding is similar to what was reported by Mbakwem-Aniebo et al. (2012a) who found HIV prevalence to be highest among singles. It disagrees with Frank-Peterside et al. (2013b) who reported no marital status differences in HIV prevalence. Okonko et al. (2012b) also reported marital status associated HIV positivity in their study in Ibadan, Nigeria.
The study found location differences in HIV prevalence of these traders. This is in agreement with Okonko et al. (2012b) who also reported locality associated HIV positivity. 
The study found unfaithfulness with sex partners, non-use and irregular use of condoms, and sexually activeness to be statistically associated with HIV prevalence in a cohort of these traders. In this study, 36.6% of the traders used condoms during sexual intercourse; 34.6% do not use condoms while 28.8% used condoms but not always. Traders with a reasonable knowledge of HIV may not perceive themselves to be at risk and may continue to engage in high-risk behavior (Landefeld et al., 1988; Rogers et al., 1996; Mbakwem-Aniebo et al., 2012b). Traders are particularly vulnerable to HIV infection because of the physical, psychological, social and economic attributes of adolescence (Earl, 1995; Oppong Asante and Oti-Boadi, 2012). Traders are also at risk as a result of high risky sexual behaviours, attitudes, and constraints of the societies in which they grow up (Oppong Asante and Oti-Boadi, 2012). Previous studies have documented that young people indulge in many of the behaviors that promote HIV transmission, including having sex with multiple partners (Mbakwem-Aniebo et al., 2012b), having unprotected sexual intercourse, and using drugs or alcohol during sex (Johnson et al., 1992; Taylor et al., 1997; Lewis et al., 1997; Duncan et al., 2002; Thomas et al., 2008; Mbakwem-Aniebo et al., 2012b). 
Our study found no significant differences between those who perceived to be at risk or not as well as traders with history of STDs/STIs or not and HIV seropositvity in this study. Our findings on risk behaviors and perception of risk for HIV were consistent with previous studies (Gayle et al., 1990; Rogers et al., 1996; Olowosegun et al., 2009; Mbakwem-Aniebo et al., 2012b). However, it has been previously reported that peer pressure to obtain luxury items, such as expensive clothing, jewellery, fashionable hairstyles, accessories, and makeup, motivates young female traders and other young women to engage in transactional sex (Ankomah, 1998; Temin et al., 1999; Longfield et al., 2002; Oppong Asante and Oti-Boadi, 2012). 

All the consented traders have knowledge of HIV before they enrolled in this study. However, contrary to our finding, Nwachukwu and Orji (2008) reported that none of the fresh graduates in their study had any prior information of their HIV status. Also, Madani et al. (2004) reported that at diagnosis, some infected persons do not have prior knowledge of their HIV status. This also corroborates previous findings by Orubuloye et al. (1995); Olowosegun et al. (2009) and Mbakwem-Aniebo et al. (2012b) who reported that 98.4% of the respondents in their study knew about HIV/AIDS. 

We also found level of ignorance of these traders on the mode of transmission of HIV significantly associated with HIV seropositivity in this study. The spread of HIV/AIDS is on the increase due to ignorance (Olowosegun et al., 2009; Mbakwem-Aniebo et al., 2012b). Iwoh (2004) also reported that there was low knowledge of HIV/AIDS/STIs among prison staff in Nigeria. Olowosegun et al. (2009) also reported that most people were not aware of the implication of sharing the same razor in cutting their nails. In agreement with previous studies, the prevalence of the HIV is fuelled by low levels of male and female condom use, high rates of casual and transactional unprotected sex among young people, poverty, low literacy levels, cultural and religious factors, as well as stigma and discrimination (Avert, 2010; National Population Commission and ICF Macro, 2009; Inungu and Karl, 2010; Mbakwem-Aniebo et al., 2012b).

5. CONCLUSION

The study indicates a 7.7% prevalence of HIV among traders studied. Comparatively, this HIV prevalence of 7.7% reported in this subpopulation may be a true reflection of the HIV rates in the population (FMoH, 2011). This calls for urgent and concerted efforts aimed at promoting behavioural, cultural and social changes that will reverse the current trend in the prevalence of HIV among the traders. 
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