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·ABSTRACT

.. 

Background:· Young people especially females are more vulnerable to HIV infection and are at 
high risk of new HIV infections due to differential exposure to sexual violence, early marriage, 
gender ineq�alities, .l?eer pressures amongst others. However, u�ili�ation of !fIV Co�nselling �nd 
Testing (HCT) service remains low among young people despite its effectiveness m prevention 
of HIV transmis�ion and linkage to treatment for infected individuals. Hence this study aimed at 
determining the prevalence of HCT service utilisation, perception of barriers/facilitators of HCT 
service utilisation and factors influencing HCT service utilisation among female adolescents and 
young women in Ikorodu, Lagos State. 

Methods: This study was a cross-sectional survey using a multi-stage sampling technique to 
select 404 female adolescents and young women aged 15-24 years resident in Ikorodu, Lagos 
State. A self-administered questionnaire was used to collect information on knowledge of 
HIV/ AIDS, percei_ved risk of HIV infection, sexual practices and HIV-related behaviours, 
benefits of HCT service utilisation, perceived barriers and facilitators to HCT service utilisation. 
Descriptive statistics, Chi square and binary logistic regression were used to analyse the data and 
level of significance was set at p < 0.05. 

Results:- The mean age of the respondents was 19.3 +2.6 years. Many (52.9%) were between 15 
and 19 years, 277 (68.6%) were Christians and a majority, 90.1 % and 91.6% were single and 
Yoruba respectively. Only 48 (11.9%) had a good knowledge of HIV/AIDS while majority (368, 
91.1%) percyived themselves at low or no risk of HIV infection and 167 (41.3%) were sexually 
active. -Majority." (289, 71.5%) had a high knowledge of the benefits of HCT service utilisation. 
Just above half (55.2%) knew where the service can be assessed in their locality, most of whom 
(65.9%) knew. a secondary health facility in Ikorodu offering HCT. Only 148 (36.6%) had ever 
utilised HCT service with 60 (40.5%) of them being adolescents (15-19 years). Amongst those 
that had ever utilised HCT service, 89 (60.1 %) did so less than 12 months before the study while 
only 50 (33.8%), initiated demand for testing by themselves. Isolation of HCT service, fear of 
stigmatisation and unavailability of access to treatment were identified by majority as barriers to 
HCT service utilisation. Age, level of education, persons living with, LCDA of residence, 
awareness of HCT centre, awareness of service utilisation by friends/family members, sexual 
activity were significantly associated with utilisation of HCT service (p < 0.05). Logistic 
regression showed that awareness of HCT centre (AOR: 4.08, 95% CI: 2.52-6.60), high 
perceived risk of. HIV infection (AOR: 2.38, 95% CI: 1.10-5.17) and sexual activeness 
(AOR: 1.86;95% CI: 1.09-3 .18) significantly predicted utilisation of HCT service. 

Conclusion: Findings from this study revealed that client initiated HCT service utilisation is still 
low. 111e study also provides evidence that emphasis should be placed on the availability of 
HCT cehties in localities, sensitization on the risk of HIV infection and integration of HCT 
service wit� other health services in order to encourage HCT service utilisation among female 
adolescents aI?d young women. 

Keywords: HIV Counselling and Testing Service utilisation, Female adolescents, Young 
women, HIV risk perception 
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1.1 Background of the Study 

CHAPTER ONE 

INTRODUCTION 

For more than 30 years now, the Human hnmunodeficiency Virus/Acquired hnmune Deficiency 

Syndrome (HIV/AIDS) epidemic has emerged as one of the major challenges for the world, 

going from a relatively small problem in the 1980s to one of the leading causes of mortality and 

burden over the la�t decade (Lozano et al, 2012). HIV/ AIDS still remain to be the most important 

infectious d·isease that poses great challenge to public health. According to the World Health 

Organization (WHO), non-communicable diseases contribute a large share to burden of diseases 

and injuiies globally; HIV/AIDS is however an exception (WHO, 2016). In contrast to a decline 

in the global trend of infectious disease burden, HIV/AIDS mortality increased steadily until 
arow1d 2004 with .. about 186 countries reporting cases or deaths of HIV in 2012 (UNICEF, 
2013). 

Since the beginning of HIV epidemic, tens of millions of people have died of AIDS-related 
causes. An estimated 36.9 million people were living with HIV/AIDS at the end of 2014 which 
shows an inc�ease in incidence from 29.8 million persons in 2001 (UNAIDS, 2015). This is 

attributable to continuing new infections, population growth and longer survival time among 

HIV infected individuals. About 70% of all new infections are found in sub-Saharan Africa 

which make up an estimated 1.4 million (1.2 million - 1.5 million) new infections in the region 

in 2014 (UNAIDS; 2015). 

Over th_e years, interventions targeted at HIV/ AIDS have evolved. HIV counselling and testing

(HCT) is an essential component of efforts to achieve universal access to HIV prevention, 

treatment, �are and support. HIV counselling has been defined as "a confidential dialogue 

between a p�l'son ai1d a care provider aimed at enabling the person to cope with stress and make 

personal decisions related to HIV/AIDS" (WHO, 1994). It motivates persons who test either 

negative or pqsi�ive ·to HIV infection to embrace positive behavioural change. HCT has been 

shown by research to be a cost-effective intervention in generalized epidemics (one of which is 

Nigeria) (Swer1t et al., 2000; Menzies et al., 2009; Bassett et al., 2014). 
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In many low and middle income countries, the primary model for HIV testing has been the 

provision of· client-initiated voluntary counselling and testing services (WHO, 2012a). 

Increasingly, provider-initiated approaches in clinical settings are being promoted, i.e. health 

care providers routi.nely initiating an offer of HCT service such that the provision of, or referral 

to, effective prevention and treatment services is assured. To reach people in need of treatment, 

tens of millions of tests will have to be conducted among those who may have been exposed to 

HIV. Under-utilization of HCT services results in late diagnosis, irrespective of the route of HIV 

acquisition _while increasing the uptake of the service could lead to earlier diagnosis which 

presents an opportunity of provide people with HIV with information and tools to prevent HIV 
transmission to others (WHO, 2013). 

1.2 Problem Statement 

HIV is the leading cause of mortality among women of reproductive age (WHO, 2013). A third 
of the currently infected individuals are youth aged 15 to 24 years, 85% of whom are in sub
Sahara Africa; a-region where young women also account for 63% of young people living with 
HIV (UNAIDS, 2015). Despite the importance of HCT in the control of HIV/AIDS, many 

people do nof know utilise HCT services. About 60% of People Living with HIV (PL WHY) 

globally do not know their status (WHO, 2013). Survey data collected from 2005 to 2010 in sub
Saharan Africa shows that only 15% of young women (15-24 years) were aware of their HIV 

status (UNICEF, 2012). 

Generally, the uptake of HCT in Nigeria is low. As reported by National HIV/AIDS and 

Reprod�ctive Health Survey, NARHS (2012), only 26.3% of Nigerians have ever tested for HIV. 

The 201;3 National Demography and Health Survey (NDHS) showed that only 10% of Nigerians 

utilised H�T service 12 within 12 months preceding the survey; though an improvement from 

only 7% in �008 (National Population Commission, NPC, 2013). The situation among young 

women· (15-.24 years) in the country is even more appalling. Almost about half of them do not 

know where t<? test for HIV and that only 19.2% of them have ever tested for HIV (7.9% in the 

12 months preceding the survey) (NPC, 2013). 

Other studies _"among young people in Nigeria show that the prevalence of HIV testing among 

this category range from as low as 7% among young persons in Ibadan (Ajuwon et al, 2011 ), 
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44.2% among. tertiary institution students in Abia state (Onyeonoro et al, 2014) to as high as 
50.7% among medi_cal students in Jos (Daniyam et al, 2010). These are less than the target set 
by the Nation?l Action Committee on AIDS (NACA) in the National HIV Prevention Plan 2014-
2015 that; at least 50% of adolescents and young people (15-24 years) must have accessed HCT 
services by 2015 and know their status (NACA, 2014a). 

1.3 Justification 

Young women, 15-24 years old in Sub-Saharan Africa are twice as likely as young men to be 

living with HIV (UNICEF, 2011) due to factors which include; gender inequalities, differential 

access to HCT service, early child manjage and sexual violence (likely unprotected sex). Such 

individuals· who are more at risk .. or living with HIV infection need client-centered counselJing

and infonnatio� about the disease. HCT increases knowledge of HIV status which can in tum 

help to initiate or rnaintain behaviours that can prevent acquisition or further transmission of 
HIV, gain early ·access to HIV care, treatment and support and also access to interventions to 
prevent transmissiop from mothers to their infants (WHO, 2013). Adolescents and young persons 
are tomorrow's parents, their HIV/AIDS related knowledge will influence the sexual and 
reproductive health decisions they will make today. These decisions will in tum affect the health 

and well being of their homes, communities and of the country for decades to come. Thus their 
access to and perspective of HIV interventions such as HCT should be constantly monitored and 

evaluated. 

In Nigeria, the National HIV/AIDS Prevention Plan 2014-2015 identified women of reproductive 

age and ·out of school youths in Lagos state to be at high priority level in HIV prevention efforts 

(NACA, 2014a). Unfortunately, ?lost of the studies (Onyeonoro et al, 2014; Daniyam et al, 

2010;) done ·o� HCT among young people in Nigeria tend to only identify the proportion of

those that have ever utilised HCT services and are often conducted among in-school youths only; 

they do not see� to· detennine how various factors influence HCT utilisation. Also, in most 

cases, there was no disaggregation into sex and age ( especially 15- 19 years for adolescents) in 

order to have a better understanding of the situation among young women who are increasingly 

at risk of new
.
infections and disproportionately living with HIV (UNICEF, 2013). 
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Thus, this stu�y aimed at identifying how various factors contribute to the utilisation of HCT 

services among female adolescents and young women in Ikorodu, Lagos State. 

Recommendations that may come out from this study can serve as evidence-base that will help in 

informing strategies and policies at mobilizing more young women for HIV testing, thereby 

ultimately reducing incidence of new infection and contribute to early linkage of those already 

infected to care. 

1.4 Research.Questions 

The researc!1 questions that guided the conduct of this study were: 

1. _What' is .the level of knowledge about HIV/ AIDS among female adolescents and young

women in I��rodu, Lagos State

2. What fa the prevalence of HIV counselling and testing service utilisation among female

adolescents and young women in Ikorodu, Lagos State?

3. What ts the level of knowledge of the benefits of HIV counselling and testing service

utilisation among female adolescents and young women in Ikorodu, Lagos State?

4. What are the perceptions of female adolescents and young women in Ikorodu, Lagos state

to barriers and facilitators of HIV counselling and testing service utilisation?

5. What are tlie factors associated with the utilisation of HIV counselling and testing service

among female adolescents and young women in Ikorodu, Lagos State?

1.5.1 Broad Objective 

1. To determi1-1e the factors ·· influencing with utilisation of HN counselling and testing

.service �mong female adolescents and young women in Ikorodu, Lagos State.

1.5.2 Specific 9bjcctives 

1. To ass�ss the knowledge of the female adolescents and young women on HIV/AIDS

2. To determine the pattern of HIV counselling and testing service utilisation among the

female adolescents and young women

3. To assess the perceived benefits of HIV counselling and testing service utilisation among

the female adolescents and young women
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4. ·r o examine the perceptions of the female adolescents and young women on barriers and

facilitators to HIV counselling and testing service utilisation

5. To identify the factors associated with the utilisation of HIV counselJing and testing

services among female adolescents and young women in fkorodu, Lagos State.
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CHAPTER TWO 

LITERATURE REVIEW 

This section for this study covers the general overview of HIV/AIDS (which include its 

transmis.sion, burden, and prevention), the role and benefits of VCT, the prevalence of HCT 

services utilisation, knowledge about HCT and factors contributing to HCT service utilisation 

and a theoretical framework for tiie study. These concepts were explored in the global, African, 

and Nigeria[) context (with a bias for youths and adolescents where possible). 

2.1 Brief Overview of HIV/AIDS 

Studies as far.back·as the late 1800s show that HIV may have been transmitted originally from 

apes to humaris (Sharp et al, 2005).The virus has since then succeeded over the decades to spread 

from Africa to other parts of the world. A type of Chimpanzee in Central Africa was identified to 

be the source of HIV infection in humans (Huet et al, 1990). 

The virns first attaches itself to the CD4+ lymphocytes before making its way inside it. The virus 

replicates itself after entering the cell thereby destroying the cell. As the CD4+ cells are depleted, 

the immune system weakens and becomes less incapable of fighting infections thus making the 

infected person more susceptible to a w_ide range of opportunistic infections. Even though such 

persons may _look .healthy, they can transmit the virus to others. These opportunistic include 

Pneumqcysti's c?rnii pneumonia which rarely occurs in persons with normal immune system. 

HIV-positive indivi�uals are also more prone to Tuberculosis (TB) especially in areas of the 

world where Tuberculosis and HIV infection are increasing at alarming rates (WHO, 2015). A 

number of TB carri_ers who might otherwise be free of active tuberculosis but are HIV-infected

are now dev(?loping the disease because of their weakened immune system. TB is now the 

leading killer of HIV-infected Africans (WHO, 2015). 

Since the epidemic began, an estimated 71 million people have been infected with HIV, out of 

which 34 million people have died (WHO, 2016). According to WHO, there were approximately 

36.9 million people worldwide living with HIV/AIDS at the end of 2014 out of which 2.6 

million were children (<15 years old) (WHO, 2016). In 2014, an average of 1.2 million people 
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died from HIV-rel_ated causes globally (WHO, 2016). Also, there was an average of 2 million 

new HIV infections globally in 2014, showing a 33% decline in the number of new infections 

from 3.1 million in 2000. At the same time the number of AIDS deaths is also declining with 1.6 

(1.4-1.9). n:iillion AIDS deaths in 2012, down from 2.3 (2.1-2.6) million in 2005 (UN AIDS, 

2013). About 1 % (approximately 0.8%) of adults aged 15-49 years worldwide are living with 

HIV (WHO, 2016):· 

2.1.1 Burden of HIV/AIDS in Sub-Saharan Africa 

Ten percent of the total world population is in sub Saharan Africa, however, about 70% of all 

HIV infected pdults and children are found in the region (UNAIDS, 2015). In 2014, there were 

25.8 million (24.0 million-28.7 million) people living with HIV in sub-Saharan Africa and it was 

estimated that 1.4 million [1.2 million-1.5 million] new HIV infections occurred that year in the 

region (UNAIDS, 2015). The adult HIV prevalence rate in the region is estimated to be 5.0% 

and between 21.6 million and 24.1 million persons in total are affected with women accounting 

for more than half of people living with HIV (UNAIDS, 2013). In 2009, it was estimated that 

370,000 African children began their lives with HIV through mother-to-child transmission 

(UNICE.F, 2011 ). 

Some countries in .this region are .. said to be experiencing a pandemic-level HIV infection rates 

especially in· southern Africa, with extreme levels in the countries of Botswana, Lesotho, South 

Africa, Namibia, Zi1;1babwe, Swaziland, and Zambia. In the Southern Africa sub-region, adult 

prevalence of HIV is as high as 20% in most countries in the region, with Swaziland and 

Botswana having a?out 30% prevalence (WHO, 2012b). By contrast, some countries in North 

Afi.ica have l�wer HIV prevalence rates. HIV prevalence rates in 2009 were lower than 0.1 % in 

Egypt and Tunisia, 0. l % in Morocco and Algeria, 0. 7% in Mauritania, and 0.5% in Sudan (Idele 

et al, 2014). 

In 2007, 1,600,00Q people in sub-Saharan Africa died of AIDS while a lesser number, about 790 

000 people died of AIDS-related causes in 2014(WHO, 2012b ). Between 2004 and 2014 the 

number_ of AIDS-related deaths in sub-Saharan Africa fell by 48%, though the average life

expectancy in sub-Saharan Africa also dropped from 62 years to 51 years due to HIV (UNAIDS, 

2015). 
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2.1.2 Burden of IDV/AIDS in Nigeria

The prevalence rate of HIV infection was on the increase for some time in Nigeria; it rose from . . 

1.8% in 1991 and peaked at 5.8% in 20.01 (FMOH, 2013). The national prevalence is currently 

estimated to .be 3-.4% as from· the National HIV/AIDS and Reproductive Health Survey 

(NARHS) 2012:(FMOH, 2013). Estimates by the Federal Ministry of Health (FMOH) indicated 

that for 2014 about 3 391 546 are Jiving with HIV in Nigeria while it is estimated that 227,518 
' ' ' 

new HIV infections occurred in 2014 (male I 03,917 and female 123,601) (UNAIDS & NACA, 

2014). 

After South Africa, Nigeria has the second highest number of People Living with HIV (PL WH) 

in Sub-Saharan Africa. The prevalence of HIV varies from state to state. Prevalence is as high as 

15.2% in Rivers state but relatively low in Ekiti state with 0.2% prevalence (FMOH. 2012). 
Lagos State_ has a ·prevalence of 2.2%. Geographically, the HIV prevalence was highest m the 
South-south zone (5.5%) and lowest in the South-east (1.8%) while the South-south zone had a 

higher prevalence of 5.5%. Females relatively had higher prevalence rates in the regions. only 
the North-west zone is an exception where the prevalence among males is 3.6% and 2.8°,o among 

females (FMOH, 2013). 

The commo!1esf factors that contribute largely to HIV transmission and its epidemic in Ttgeria 

include early sexual debut, low condom use, transactional sex and multiple sexual partners. low 

perception of risk, transfusion of poorly screened blood and poor injection safet) (F�IOH, 200 ). 

Sexual transmission remains the maJor transm1ss1on route which accounts for about O percent of 

HIV infections m Nigeria through heterosexual activities (FMOH, 2013), 10% of the new HI\' 

infections are transmitted through blood transfusions while another 10% HIV mfect10ns are 

transmitted through mother-to-child tran, mis 10n and other HIV nsk behaviours. uch as 

circumc1s10ns and mc1s1on of tnbal marks (A VERT, 2009). 

2.1.3 Burden of HIV among dole cents and\ oung Per on 

HIV h� been identified to be the leading cause of mortolit} among \\Omen of rcprodu the 1gc 

(\VHO, 2013). One-third of currently infected individunl arc outh aced I · t 24 cars; the 

majority of young·pcople living with HIV are in low- and m1ddk mom ountri ·• ,,ith 1.7 
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million (85%) in sub-Saharan Africa where young \Vomen account for 63% of young people 

living with HIV (UNAIDS, 2015). At the end of 2013, 4 million (3.6 million-4.6 million] young 

people 15 24 years old hving with HIV, 29% of whom are adolescents aged 15-19 year-s m the 

same year (UNA1DS, 2013). On the average, there were about 5,600 new infections per day; out 

ofwh1ch 2,100 new mfcct1ons were among young people and adolescents (UNAIDS, 2013). 

Idele ct al, (2014) estimated that 82% of the estimated 2.1 million adolescents aged 10-19 years 

living with H rv rn 2012 were m sub-Saharan Africa. About J.3 million adolescents living with 

IITV m sub-Saharan Afnca are in Eastern and Southern Africa and 390,000 m the West and 

Central Africa (UNICEF, 2012).Halfofthe adolescents (15-19 years) living with HN are in just 

six countries: South Afnca, ige na, Kenya, India, Mozambique and Tanzania (UNICEF, 2013). 

In 2012, approximately two-thirds of all new HIV infections m adolescents were among girls, 

mainly in sub-Saharan Africa (U ICEF, 2013). In some countries within the reg10n, more than 

80% of the adolescents newly infected with HIV in 20 I 2 were adolescent girls; South Africa 

(82% female), Sierra Leone (85% female), Gabon (89% female) (UNICEF, 2013). The number 

of AIDS-related deaths among adolescents rose by 50% between 2005 and 2012. This is in 

cornpadson to a 30% fall among people of all ages living with HIV (UNICEF, 2013). 

2.1.4 HIV Burdt;n among Adolescents and Young Persons in Nigeria

The first case ?f AIDS was reported in Nigeria in 1987 in a sexually active adolescent, a 13-year

old girl (FMHH, 1992). In youths (15-24 years), rates declined from 6.0% in 2001 to 4.1 % in 

2010 (NACA, 2011). NARHS plus 2012 showed that young people aged 20-24 years had the 

same prevalence as in 2007 which was 3.2% while there was an increase from 1.7% in 2007 to 

2.9% in 2012 in th� 15-19 years age group (FMOH, 2013). More than 30% of currently infected 

individuals are youths aged 15 to 24 years, and half of all new infections occur in this same age 

(FMOH, 2013). 

The 2008 HIV/Syphilis Sentinel Survey in Nigeria revealed that 3.3% of adolescents aged 15 -

19 years are infe_�ted with HIV. According to UNAIDS, Nigeria has estimated 280,000

adoles�ents livii:ig with HNI AIDS, consisting of 180,000 females and 100,000 males (UNAIDS

& NACA, 2014). The number of new infections among young people in Nigeria aged 15 - 24 
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years in 20�9 was 120, 000 which was nearly 60% of all new infections among young people in 

West and Central Africa (ldele et al, 2014). 

2.2 HIV transmi_ssion in Adolescents and Young People

Young people are vulnerable to HN infection at two stages of their lives; the first decade of life 

when HN can be· transmitted from mother-to-child, and the second decade of life when 

adolescence brings new vulnerability to HIV. It has been reported that many adolescents living 

with HN were born with the virus (UNAIDS, 2012). Most of the approximately 712 new cases 

of HN that are diagnosed each day in children under 15 years of age were due to vertical 

transmission, while a small percentage (less than 20%) were the result of honzontal 

transmission, including sexual transmission through sexual abuse or coercion, or early sex 

(UNAIDS, 2012). 

2.2.1 Vertical Transmission of IDV (Mother-to-Child) 

Adolescents J1ving with HN include long-term survivors of vertical transmission, some who are 

on treatment, as well as those not on treatmen� often regarded as "slow progressors'' (V."HO, 

2013). Some of. these adolescents are receiving care having been followed through PMTCT 

programmes (WHO, 2013), however, a significant proportion has not been diagnosed due to loss 

to follow-up (L TFU) or poor coverage of PMTCT Programme. 

Proportions of children entering adolescence who acqu1rcd HIV mfecnon from their mother and 

were never diagnosed have been reported to keep increasing in generahzed ep1derruc (\\ here the 

prevalence of HIV is greater than 1% among pregnant \\Omen) (Ferrand et al. 2010). The} are 

referred to as "slow progressors". The provision of prevention of l\lothcr-to-Child transm1 �ion 

of HN (PMTCT) mterventtons have increased O\-er the yem, howc,cr in many afiican 

countnes, most mothers still do not have access to them. � co, cragc of cffc tn c antir\;tro, iral 

regimens for PMTCT reached only 57% in 2011 ( 'AID , 2013). In om cat \\h re th c 

services are available they may not be totally effective in pre\\;nting \crtt .:ii transm1,s1 n ofHlV 

infection. 

A major concern m pre\ enting \'crtical tron. mLsion of HIV i lute diagno is of HIV intc tton 

among adolescents who were inf; cted pcrinatnll. be �u c of d lny in J �..: ing tr ntm\;nt and 
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care (Nduati' et . al, 2000). Some parents also contribute to this by refusing diagnosis in their 

children because of �ear of potential stigmatization (Nduati et al, 2000). 

2.2.2 Horizontal Transmission of HIV 

Horizontal transmission of HIV among adolescents and young people can occur in two major 

ways explained in the subsequent sections. 

2.2.2.1 Sexual transmission 

Sexual activity begins during adolescence in most parts of the world, although age and 

conditions vary greatly. Studies in Nigeria have reported an average of 13-15years at sexual 

debut (iohn et al, 2014; Sabageh et al, 2014; Olugbenga-Bello et al, 2009). Risks for acquisition 
. 

. 

of HIV include sex without condom use, early coerced sex and sexual exploitation involving 

coercion and sometimes violence.·· 

The main mode of HIV transmission among male and female adolescents in generalized 

epidemic settings is unprotected heterosexual sex (sometimes forced or coerced) (Agardh et al, 

2011 ). Evidence has shown that experience of sexual coercion is quite prevalent among young 

people and is· associated with high-risk sexual behaviour later in life (Agardh et al, 2011 ). A 

review of nationally representative surveys in different African countries showed that 15-3 8% of 

girls between 12 and 19 years had sexual coercion at sexual debut (Moore et al, 2007). A study 

in Nigeria puts the prevalence of non-consensual sex among adolescents at 42.5% (John et al, 

2014). 

2.2.2.2 Parenteral transmission 

Non-sex·uai transmission among adolescents and young people can involve injecting drug use 

(IDU), traditi�nal p_ractices ( e.g. female genital mutilation (FGM), scarification with shared razor 

blades _and traditional treatments requiring cutting of the skin) and certain medical procedures

such as unsafe surgical procedures, injections and blood transfusions. Adolescents and young 

people are a1s6 vulnerable to HIV infection through injecting drug use and sexual exploitation

which include unprotected heterosexual and homosexual sex (Moore et al, 2007). 
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2.3 Prevention of HIV/AIDS Transmission 

Prevention efforts can be broadly categorized into those relevant for all modes of transmission 

and those sp�cific for a particular mode of transmission. Quite a number of prevention efforts 

have been introduced in Nigeria to combat the HIV epidemic which has translated to halting the 

epidemic and stabilizing it to around 4% from 2005 till date (FMOH, 2013). 

2.3.1 Prevention of mother-to-child transmission of HIV 

Mother to Child transmission of HIV (MTCT) accounts for over 90% of HIV infection in 

childreri less than 15 years (NACA, 2014b). In the absence of interventions, the risk of MTCT is 
. . 

30-45%. With intervention, the risk of_ MTCT can be reduced to less than 2%. The PMTCT

program in· N:igeria commenced in 2002 with only six tertiary facilities in the country. As at

Decemper 2014; there are 5,546 PMTCT sites in Nigeria (FMOH, 2013). Inadequate uptake of

PMTCT services py pregnant women; minimal male involvement and poor community

participation i'n PMTCT are the major challenges facing PMTCT in Nigeria (FMOH, 2013).

Efforts at strength�ning the PMTCT program in Nigeria include the following: Improved 

coordination 9f all relevant partners; accelerate implementation of the PMTCT scale up plan; 

demand creation; promote greater community involvement and in particular integrate TBAs care 

for pregnant women as part of the national effort to address PMTCT (FMOH, 2013). 

2.3.2 Safe Male Medical Circumcision 

Studies have shown that Voluntary Medical Male Circumcision reduces the risk of HN

transmission by as much as 60% (Gray et al, 2007; Bailey et al, 2007). The practice exists in 
. 

. 

almost all countries of the world with _little variation across age groups, ethnicity, zones and 

educational l�vels ... The Nigerian Demography and Health Survey (2013) reported that 99% of 

men in.Nig�na �ged 15-49 were circumcised. Male Circumcision is a common practice in many

parts of Nigeria for .traditional, health and other reasons. In Nigeria, it serves as a rite of passage 

to adulthood (NACA, 2014b). However, the concern with male circumcision as an HN/AIDS

biomedical preventi_on strategy is about ensuring that the practice is safe and sterile. 
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2.3.3 HIV and Education 

This intervention includes education on HIV/AIDS and condom use through pamphlets, 

brochures, and other promotional materials in classroom or clinic settings or through the radio, 

television, or press. In Nigeria, Family Life and HIV Epucation (FLHE) lessons are part of the 

school curriculum- (NACA, 2014b). The requirements include a comprehensive list of topics 

related to HIV, including the basic facts about HIV transmission and prevention, alongside more 

complex issues such as stigma and gender-based violence. 

2.4 HIV Counselling and Testing (HCT) 

HIV counsellin� and testing (HCT), also often referred to as HIV Testing and Counselling 

(HTC) is ai1 im.portant prevention strategy. The counselling process includes an evaluation of
. .

personal risk of I-:IIV transmission and facilitation of preventive behaviour (WHO, 1994). WHO 

has defined five key components tagged the "5 Cs" which must be respected and adhered to by 

all HCT services. These components are: Consent, Confidentiality, Counselling, Correct test 

results and Connection/linkage to prevention, care and treatment (WHO, 2013) .

In many low and middle income countries, the primary model for HIV testing has been the 

provision of client-initiated voluntary counselling and testing services (WHO, 2013). 

Increasingly, provider-initiated approaches in clinical settings are being promoted, i.e. health 

care providers routinely initiating an offer of HIV testing and counselling in a context in which 

the prov_isi9n of, or referral to, effective prevention and treatment services is assured. In order to

reach people in need of treatment, a lot of tests will have to be conducted among those who may 

have been exposed· to HIV. UNAIDS/WHO recommend that the following four types of HIV 

testing be clearly distinguished: 

• · Diagnostic HIV testing: This is done whenever a person shows signs or

symptoms that are consistent with HIV-related disease or AIDS to aid clinical diagnosis and 

management. This includes HIV testing for all tuberculosis patients as part of their routine 

management. 

• Mandatory HIV screening: mandatory screening for HIV and other blood borne

viruses of all blood to be used for transfusion or for manufacture of blood products. Mandatory 
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screening of donors is required prior to all procedures involving transfer of bodily fluids or body 

parts, such as artificial insemination, corneal grafts and organ transplant. 

• Voluntary counselling and testing (VCT)

This is a Client-initiated HIV testing to know HIV status in which an individual shows 

up voluntarily at the testing site and is taken through a process of counselling before and after the 

test. Since 1986, VCT has become one of the responses to the pandemic (WHO, 2013). It was 

initially implemented as an individual-level, clinic-based procedure. It has however evolved over 

time to incl�de community-based and couple-based approaches. 

• f:rovider-initiatcd HIV testing

A routi1�e �fier of HIV testing by health care providers (known as provider-initiated) 

should be made to all patients being: assessed in a sexually transmitted infection clinic or 

elsewhere for a sexually transmitted infection; seen in pregnancy clinics - to facilitate an offer of 

antiretroviral ·prevention of mother-to-child transmission; and seen in clinical and community 

based health service settings where HIV is prevalent and antiretroviral treatment is available 

(injecting drug use treatment services, hospital emergencies, internal medicine hospital wards, 

consultations etc.) but who are asymptomatic (WHO, 2013). 

In many countries, investment in HIV testing services remains concentrated in stand-alone 

testing sites that require individuals to recognize their risk and voluntarily seek to learn their 
. 

. 

serostatus (Mabuto et al, 2014). Several countries, including Nigeria have shown the way 

towards mor� proactive and niore effective approaches by using multiple low-threshold 

strategies to extl?nd the reach and impact of testing services (WHO, 2012a). 

2.4.1 Benefits pf HCT 

The expected .ef(ect of HCT is to lower HIV transmission through reduction in high-risk sexual

behaviour, improved medical care (particularly for sexually transmitted infections), and 

improved access to care and support services for both HIV-positive and HIV-negative persons. 

HCT can lead to use of other services including prevention and clinical management of HIV

related illnesses, �berculosis control, psychosocial and legal support, and prevention of mother 

to child tra1ismission of HIV. It offers benefits to those who test positive or negative, alleviates 
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anxiety, increases clients' perception of their vulnerability to HIV, promotes behaviour change, 

and facilitates early referral for care and support- including access to ARV therapy (WHO, 

2013). 

A study in Zimababwe identified that the low perceived benefits of HCT reduced the likelihood 

of HIV' testing in women (Chimoyi et al, 2015). Another study however suggested increasing 

knowledge on the benefits for HIV test!ng could result into an increase in the uptake of HCT. 

This was exp�rimented among women attending an antenatal care clinic in India (Rogers et al, 

2006) .. 

The benefits of�IV testing are shown in Figure 1.0. 

Ax:ce1�:::�����di::p1ng) 
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Fig 1. 0 VCT as an ent,y point for prevention and care (Source: UN AIDS, 2000). 

2.4.2 HIV Counselling and Testing in Nigeria 

As reported_ by NARHS (2012), majority of Nigerians are not aware of their HIV status. The 

report shows that respondents that have ever tested for HIV was as low as 26.3% (23.5% and 

29.2% were males and females respectively). However not all of them received their test results 
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as only 63% of female and 68% of males that tested for HIV received their results and knew their 

status. Of those that ever tested, 30% voluntarily requested for a test, 37% were offered an HIV 

test and they accepted to be tested, 24% took the test because they were mandated to do so 

(FMOH, 2013). Only 62% of males and 61 % of females know where to get an HIV test (NACA, 

2014b). An�ongst adolescents aged 15-19 years old, the percentage that have ever tested for HIV 

was 12.7%; l2.4%'male and 13% female (FMOH, 2013). 

Another sun,ey, Np�s (2013) reported that the amongst adolescents and young people aged 15-

24 years, 9.9% of males and 19.2% of the females have ever tested for HIV (though more 

females than males in this age group were interviewed). A study by Adeomi et al (2014) among 

370 secondarr school adolescents between ages 10 and 19 years in Osogbo, Osun State observed 

a lower utilisation of HCT services as only 4% of the respondents have ever utilised HCT 

service. Studies by Onyeonoro et al, 2014 and Daniyam et al, 2010 among tertiary institution 

students (medical students only in the latter study) reported that a greater proportion of 40% have

ever tested for HIV. This is relatively high; however, HCT facilities are easily assessable to the 

respondents in their schools which could have contributed to the relatively high uptake of HCT 

service ·utilisation. The desire to know their status was the commonest reason reported by the

respondent·s for utilising HCT services (Onyeonoro et al, 2014; Daniyam et al, 2010). 

As at December 2014, the number of persons above 15 years of age who have undergone HIV 

testing ·and counselling in the past 12 months and know their results was 6,716,482. There was

also an increa$e in tlie number of HCT sites to 8114 in 2014 from 7075 in 2013 (NACA, 2015). 

This is low in relation to over 22,000 health facilities across the nation. A higher proportion of 

current HCT s.ervices are located in secondary and tertiary healthcare facilities and in urban areas 

(NACA, 2015). 

2.5 Determinants of HIV Testing and Counselling Services Utilisation 

Various factors have been identified in different literatures to influence the utilisation of HIV 

counselling and testing service among all age groups. These factors are briefly identified in the

subsequent sub-sections. 
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2.5.1 Socio-demographic characteristics and HCT Service Utilisation 

HIV testing is said to be lower than expected among all age groups. However, studies have 
shown that willingness to test in the future is higher among young individuals compared to those 

in the older age grciup (Fylkenes & Siziya, 2004; Jereni & Muula, 2008). A randomized trial on 

accepta:bilitY. o(voluntary HIV counselling and testing conducted in Chelston, a residential area 
of the capital ?ity of·Zambia in 1999 among individuals aged 15-49 years showed that readiness 
for VCT was higher among younger age group compared to the older ones (Fylkesnes & Siziya, 

2004). In the _study,, a total of 2445 participants showed readiness to undergo the saliva-based 

HIV test. It was observed that 49% of those aged 20-24 years as compared to only 23% in age 
group 40-49 years were ready to undergo the test. The factors associated with readiness between 

the younger and older persons were different, they were self-perceived risk of HIV infection and 
self-rated health st�tus respectively. Among the older age group, history of being tested and poor 
self rated health was found to contribute positively to willingness to test as oppose to high self

perceived risk of HIV infection in the younger age group (Fylkesnes & Siziya, 2004). Similarly, 
a study �n .Blantyre city of Malawi where I 02 VCT clients and 26 VCT service providers were 
interviewed on the availability of supplies and motivations for accessing voluntary HCT service 
observed that-74% ·of the VCT cli°ents were less than 30 years old (Jereni & Muula, 2008). High 
perceived �sk of HIV infection due to involvement in risky sexual behaviours and easier 

amenability of young people to health messages compared to older persons were identified as 

reasons for this observation (J ereni & Muula, 2008). 

The relationsnip between gender and HCT service utilisation has been shown to differ across 

studies (Odimegwu et al. 2013; Sebudde & Nangendo, 2009; Salako et al. 2012). A qualitative 
survey using Focus Group Discussion (FGD) sessions and interviews among participants (18 

years and above drawn from two major ethnic groups) in Imo and Osun states of Nigeria 
observed th�t the female participants were less likely to have used VCT service compared to 

their male counterparts (Odimegwu et al. 2013). The fear of the consequences of being HIV 

positive which include abandonment and stigmatization by the family and comn1unity, denial of 

infection b"y their male partners were the major reasons given by the female respondents for not 

utilizing VCT sel:'ices (Odimegwu et al. 2013). On the other, another qualitative study 

conducted in R�kai district of Uganda among 250 young people (in and out of school youths 
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between_ 15 and 24 years) involving 24 FGDs found out that more females utilise VCT services 

compared to males. The female respondents reported that they heard about VCT and utilised the 

service either. when attending health centres for ante-natal care or for the treatment of their 

children u1�ike · the men who rarely visit health centres due to their quest for survival and 

sometimes lack of patience to follow through with the testing process (Sebudde & Nangendo, 

2009). A similar ·reason for more women testing compared to men as found in the Ugandan study 

was also observed in a study by Salako et al. (2012) among clients accessing HIV counselling 

and testing services in a tertiary hospital in Sagamu, Southwestern Nigeria where 54.3% of the 

clients were females compared to 45.7% males (Salako et al, 2012). 

Residential setting (urban or rural) has also been linked with the likelihood of HIV testing 

(Fikadie et al, 2014; Hutchinson & Mahlalela, 2006). Individuals in urban areas are more likely 

to be tested compared to those from rural areas. A cross-sectional study conducted m Ethiopia 

among 772 University students (mean age: 21.3 years) showed that respondents who were from 

urban area· were almost two times more likely to have utilised VCT service compared to those 

from rural -origin (Fikadie et al., 2014). The study attributed increased access to HIV AIDS 

information thr�ugh various media such as print and electronic media and concentration of VCT 

services in urban locations (Fikadie et al., 2014). Also, Hutchinson & MahlaJela (2006) m a 

study in Eastern .Cape, South Africa attributed the higher rate of testing in urban areas compared 

to rural ones to; better education among urban residents which m turn improves their judgement 

of their perceived health status, their higher economic status which makes te tmg affordable to 

them and also opined that smaller communities size could affect anonymity and thus resulting in 

fear of compromised confidentiality and hence stigmat1zat10n among the rural r; tdents 

(Hutchinson & Mahlalela, 2006). 

Manta! status 1s also crucial in detennining uptak.c of HCT er\ tee (A ant , 2013, Odimegwu ct 

al, 2013) A cross-sectional stud} by Asante (2013) on HIV/AID knO\\h:dgc and uptake of HIV 

counselhng and testing ser\'lce among 324 con\cmently elect d undergraduate uni\crsity 

students (Age = 22.91 ± 3 79 years) enrolled at a pn,ate uni\e 1tv m ccr:i. Ghana. ho,, d thnt 

59% and 66% of the smgle student ha\e c\cr tested for HI\ 1nd w re willing to tc t in the 

future respectively as compared to only 16° 0 and % of m rricd tudcnt thnt ha\c c�cr t led 

and that were willing to test m the future re pc li�d) (un a . o mti ,n tound to be tati ti ally 
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between_ 1� and 24 years) involving 24 FGDs found out that more females utilise VCT services 

compared to males. The female respondents reported that they heard about VCT and utilised the 

service either. when attending health centres for ante-natal care or for the treatment of their 

children W1�ike · the men who rarely visit health centres due to their quest for survival and 

sometimes lack of patience to follow through with the testing process (Sebudde & Nangendo, 

2009). A similar 'reason for more women testing compared to men as found in the Ugandan study 

was also observed in a study by Salako et al. (2012) among clients accessing HIV counselling 

and testing services in a tertiary hospital in Sagamu, Southwestern Nigeria where 54.3% of the 

clients were females compared to 45.7% males (Salako et al, 2012). 

Residential setting (urban or rural) has also been linked with the likelihood of HIV testing 

(Fikadie et al, 2014; Hutchinson & Mahlalela, 2006). Individuals in urban areas are more likely 

to be tested compared to those from rural areas. A cross-sectional study conducted in Ethiopia 

among 772 University students (mean age: 21.3 years) showed that respondents who were from 

urban area· were almost two times more likely to have utilised VCT service compared to those 

from rural -origin (Fikadie et al., 2014). The study attributed increased access to HIV AIDS 

information thr�ugh various media such as print and electronic media and concentration of VCT 

services in urban locations (Fikadie et al., 2014). Also, Hutchinson & MahJaJela (2006) m a 

study in Eastern Gape, South Africa attributed the higher rate of testing in urban areas compared 

to rural ones to; better education among urban residents which in tum improves their Judgement 

of their perceived health status, their higher economic statu which makes tcstmg affordable to 

them and also opined that smaller communities size could affect anonymity and thus resulting in 

fear of compromised confidentiality and hence stigmatization among the rural restd nts 

(Hutchinson & Mahlalela, 2006). 

Manta! status 1s also crucial in determmmg uptake of HCT scn1cc (Asante, 2013; Odnn gwu ct 

al, 2013) A cross-sect1onal stud} b} Asante (2013) on HIV/AID �nO\\ kdgc and uptake of HI\' 

counselhng and testing sel"\1ce among 324 c.;onvcnicntly sdectcd undergraduate um, rs1ty 

students (Age = 22.91 ± 3.79 years) enrolled at a pri,atc unh\!rs1t, in \{..cm. Ghana ho\\ d that 

59% and 66% of the single students ha, e ever tested for HIV and \\ '- "' "illing to tc�t in the 

future respectively as compared to only 16% and , �o of mnrri�i tudcnt � th t ha\ c c, er le tcd 

and that ,..,ere \\ illing to test in the future re pc tt, dy (an ass mt1on � und to be tali tically 
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significant): A similar finding was also made in the qualitative study by Odimegwu et al (2013) 

where odds �f utilizing VCT services in the future among the unmarried compared to the married 

respondents .was more than two times higher. Odimegwu et al (2013) also further stated that most 
of the married_resportdents were majorly concerned about the probable reaction of their partner if 
they test positive. 

Findings hav�· shown that religion has a relative impact on HIV counselling and testing (Asante, 

2013; Leta et al., 2012). The study by Asante (2013) showed that more Christians compared to 
Muslims were likely to have utilised HCT service and also willing to utilise the service in the 

future. He opined that HIV testing as a requirement for marriage among Christians could be a 

possible explanation for their willingness to utilise HCT service in the future. In another study 
based on the analysis of the Ethiopian demographic and health survey data which included 6,033 
men (with a median age of 29 years) also found out that more Christians (75.6%) in the urban 

area comp�red to only 24.4% Muslims had utilised HCT service (Leta et al., 2012). The urban 
Muslims were fouQ.d to be two times less likely to have utilised HCT service compared to their 
Cluisti�ns counterparts. The study attributed the lower testing rates among the urban Muslims to 

better adherence to the precepts of their religions which prohibits risky behaviours and the 
practise of circumcision which decreases HIV transmission. These are likely to make them 

perceive themselves at lower risk of HIV infection and thus could be less likely to be motivated 

for testing (L�ta et al., 2012). 

Studies have shown that utilisation of HCT services increase with higher educational attainment 
(Fikadie et al., 2014; Chimoyi et al., 2015). The study by Fikadie et al (2014) among university 

students showed that likelihood of undergoing HIV testing when compared to those in first year 

increased significantly from almost three times higher among those in second year to about six 

times higher among those in fifth year. The increase in likelihood of HIV testing with years in 
school was said to traceable to increased access to HIV/AIDS information over time in school, 

increased s�xual activity which could result in higher perceived HIV vulnerability. The study by 

Chimoyi et _al (20i 5) which was conducted among 1,146 persons drawn from a commuter

population in Johannesburg, South Africa also showed that those who had secondary and tertiary 

education we�e 1.48 and 1.58 times more likely to have utilised HCT service respectively 

compared to those that have only a primary level of education after adjusting for other factors. 
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However, a con�ary observation was made in the study among university students in Ghana by 

Asante (201·3) where more students in their first year (53.7%) indicated to have ever tested for 

HIV than those ip their second year (16.3%) and third year (24.5%) respectively (p=0.416). This 

was not statistically significant and could be attributable to a lower sample size of 324 students 

in the later study· co·mpared to 772 students in the first study and 1,146 participants in the second 
study. 

2.5.2 Knowledge and perception of HIV and HCT Service Utilisation 

Research h�s indicated that although knowledge about a disease is a prerequisite for change of 

behaviour, an increase in knowledge about HIV does not predict behavioural change (Onoh et al, 

2004). A good knowledge on the benefits of HIV testing has been identified to result in only a 

slight increase in the uptake of HCT (Rogers et al, 2006). The study was conducted among 202 

pregnant women assessing ante-n�tal services in rural Southern India where a majority (83%) of 

the women kne:V that getting medical help is a benefit of a positive test result. However, only 

57% of them have utilised HCT service. This was attributed to some widespread myth, 

misconceptions such as stigmatization and discrimination against infected individuals in their 

community (Rogers et al, 2006). 

The study by- Asante (2013) in Ghana showed that a high knowledge of HIV/AIDS does not 

translate into a corresponding high level of HCT service utilisation. Seventy-two percent of the 

respondents had a high knowledge of HIV/AIDS, only 45% had utilised HCT service. Although, 

respondents with l�igh HIV knowledge made up 73.5% of those that have ever tested compared 

to those with low level of HIV knowledge, however no significant association was found 

between HIV/ AIDS knowledge and HCT service utilisation. In the study by Leta et al (2012), 

those wl:io _had a high level of HIV/AIDS-related knowledge were equally likely as those with a 

low level of HIV/ AIDS knowledge to have utilised VCT service (Leta et al, 2012). 

2.5.3 Awarcn�ss and Knowledge of HCT service and HCT service Utilisation 

Contrary to th� finding in a study involving 16 FGDs and 1281 randomly selected young persons 

(15-25years) in Ibadan where only 15.8% of the respondents have heard about HCT (Ajuwon et 

al, 2011), a higher- proportion (59%) of the respondents in a study among 320 Polytechnic 
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students (mean age .23 years for males and 22 years for females) in Ahia state, South East 

Nigeria were aware of HCT with media being the commonest source of information about HCT 

(Onyeonoro et al., �014). It is to be noted that the mean age of respondents in the second study 

was higher 8.I}d could be responsible for the wide disparity in awareness of HCT. On the other 

hand, the level of awareness in these two previous studies was very much lower to the finding 

among medical students in Northern Nigeria in the city of Jos where all the respondents were 

aware of VCT (Daniyam et al., 2010). This could be attributed to the presence of a VCT centre 

in the medie,al school as pointed out in the study and the expected high knowledge on the subject 

of HIV/AIDS among medical students (Daniyam et al., 2010). In the South African study by 

Chimoyi et al. (2015), it was observed that 83% of the respondents were aware of HCT. 

Some of th�se studies however reported that only small proportion of those that were aware of 

HCT knew vyhere to access the service (Ajuwon et al., 2011; Onyeonoro et al., 2014). The study 

in Ibadan reported that only 30% of those that knew HCT also knew where to access the service 

(Ajuwon et al, 201
°

1), while 56% of those in Jos knew where the service could be accessed 

(Onyeonoro et al., 2014). Unfortunately, the Nigerian studies did not investigate the relationship 

between HCT. service utilisation and awareness of HCT service except the study in Ethiopia by 

Chimoyi et al (2015). The study found out that 85% of those that were aware of HCT service 

have utilised the service and they were four times more likely to have utilised the service than 

those who were not aware of it (AOR, 95%CI= 4.01, 2.77-5.81). Also, the study by Asante 

(2013) in Ghana reported a similar finding where majority (96%) of those that have ever utilised 

HCT service knew a place where it is being offered and this also significantly predicted 

utilisation of HCT service after adjusting for other factors (Asante, 2013). 

2.5.4 Perception of HIV Vulnerability _and HCT service Utilisation 

.. 

Perceived high risk of HIV infection and risky sexual behaviours have also been reported to 

increase likelihood of HIV testing (Fylkesnes & Siziya, 2004; Jereni & Muula, 2008). The first 

study observed tl_rnt ·the younger individuals were more likely to shows readiness for HN testing 

compared to the older ones, a major reason being their high self perceived risk of HIV infection. 

Furthermore, the study by Jereni & Muula (2008) also found out that 16% of the VCT clients 

accessed the service because of self assessment of their own behaviour as risky. Another study 
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conducted in South Africa on the four models of HCT: Utilisation and Test Result among 118, 

358 HCT cli�nts, also discovered that 54% of those that utilised HCT service perceived 

themselves at·risk of HIV infection as opposed to 46% for those that did not perceive themselves 

to be at risk of HIV infection in all the HCT sites (Mabuto et al, 2014). 

On the contrary however, some studies conducted among women attending antenatal care in 

Nigeria and.Zambia found out that women who perceive themselves to be at lower risk of being 

infected are more likely to accept HIV testing than those who thought they may be infected 

(Daniel · & Oladapo, 2006; Thiennan et al, 2006). The argument was that such women are not

afraid of a ·positive test result unlike those who perceive they are at high risk and are afraid that 

they might to test :r.ositive to HIV, being stigmatized and discriminated against. Thus, it can be 

inferred the motivation for testing could differ among a group of people, their location and the 

timing of the availability of HCT service (Thierman et al, 2006). 

2.5.5 Peer Pressure/Education and HCT Service Utilisation 

It has been rt:ported that peers give support to each other to go for VCT services (Sebudde & 

Nangendo, 2009). The study by Sebudde and Nangendo (2009) was a qualitative one, done 

among youth (15-24 years) in Rakai district of Uganda using a convenience sampling method. It 

was found out that peers encourage themselves to go for HIV testing thus resulting in a positive 

effect on uti.lisatio11 of VCT. Similarly, an experimental study conducted in Ibadan on the Effects 

of Peer Education on the Knowledge and use of HIV Counselling and Testing services among 

Young Persons showed that the use of peer educators was effective in referring more young 

persons· to· use HCT services. A total of 1281 students drawn from six schools and 100 

apprentices· in four Local Government Areas of Ibadan were assigned into experimental and 

control _groups. At baseline, only 7% and 6% of the control and experimental groups respectively 

have ever utilised HCT services. After follow-up, the prevalence of HCT service utilisation still 

remained at 7% in the control group compared to an increase to 20% in the experimental group. 

2.5.6 HCT Service related factors and HCT service Utilisation 

Location of HIV counselling and testing centres could affect accessibility and hence uptake of 

the service. Most testing centres are tertiary health facilities, NGOs which are concentrated in 
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urban locations as· reported by Fikadie et al (2014). Other studies have shown that urban 

residents are inore likely to have tested for HIV or heard about HCT compared to those in rural 

communities due to easier access to HCT centres and infonnation (Fikadie et al, 2014). A related 

finding was made in the study by Chimoyi et al (2015) which found out that those living more 

than 20 km from the nearest clinic were less likely to have utilised HCT service than those who 

live within 20 km from the nearest clinic (Chimoyi et al, 2015). 

An important underlying reason for the low response to clinic- based VCT is likely to be 

associated with issues relating to confidentiality. Some of the reasons reported in most studies 

for not visitin� HIV testing centres among respondents include; fear of breach of confidentiality 

by clin_ic staff, : likelihood of meeting someone known to the individual at the local clinic,

perception of being_ �mmoral or suffering from HIV/ AIDS by other community members/health 

workers (Fylkesnes & Siziya, 2004; Jereni & Muula, 2008; Onyeneoro et al. 2014). A study 

among tertiary institution students in Ghana showed that a majority were afraid to know their 

status (Gadegbeku & Saka, 2013) due to fear of disclosure of confidential information of their 

test result by 24% of the respondents and thus suggested introduction of home testing kits in their 

country. 

Stigmatization has also been found to hinder utilisation of HCT serv1ces (Leta et al. 

2012;0dimegwu et al, 2013, Chimoyi et al, 2015). In the study by Leta et al (2012), those who 

had low/no HIV/AIDS-related stigma index make up 81 % of those that have ever utilised HCT 

service among the urban respondents while those having moderate/high stigma index make up 

the remaini!1g 19% of those that have ever utilised the service. However, the reverse was the case 

among the 1:1ral respondents where 73% of those that have ever utilised HCT service had 

moderate/high stigma index compared to 27% for those that had no/low stigma index. The 

reason for this finding was that urban areas were home to majority of HIV transmission 

occurring in Ethiopia until recent spread to rural areas and thus the urban dwellers have gained 

more experience at coping with reducing stigmatization of people living with HIV/ AIDS (Leta et 

al, 2012). 

Provision of free HCT services is vital to increasing uptake of HIV test, yet many health 

facilities in Nigeria still charge a fee for the test (Iyaniwura & Oloyede, 2006). A study among 
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medical Shldents in Nigeria showed that acceptability of VCT among respondents was high due 

to easy access to free VCT service and also availability of a comprehensive HIV/AIDS care and 

treatment program (Daniyam et al, 2010). 

Integration of HCT services with other services such as STI screening services, ARV therapy, 

blood n:ansfusion in the facility where the HIV counselling and testing is being conducted have 

also been reported to increase rate of HIV testing (Sebudde & Nangendo, 2009; Onyeonoro et 

al, 2014). 

2.6 Theoretical Framework 

There are different theories that are relevant to anchor this study and can also serve as guide in 

the analysis to understand the use of HIV counselling and testing services among adolescents and 

young persons. However, the social cognitive theory will be adopted in this study due to its 

particular relevance to health communication. It explains how people acquire and maintain 

certain behavioural patterns, while also providing the basis for intervention strategies (Bandura, 

1994). 

The so.cial cognitive theory emphasizes the dynamic interaction (also called Reciprocal 

Detenninism) between people (personal factors), their behaviour, and their environments. In the 

context of HIV counselling and t�sting, the social cognitive theory tends to determine the extent 

to which personal, behavioural and environmental factors continuously interact to influence 

testing for HIV (Bandura, 1994). 
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Figure 2.0 Social Cognitive T/zeo,y/Social Cognitive Framework/or HIV Testing (Strauss et 

al, 2015). 

Personal and behavioural level of influence includes both intra- and interpersonal factors while 

the environmental factors include community and organizational factors, and public policies. 

Variables that might influence HCT may be intrapersonal factors such as socio-demographics, 

HIV knowledge, and stigmatizing attitudes toward HIV/AIDS, HIV risk perception, perceived 

benefits of HCT (Strauss et al., 20 I 5). Interpersonal factors such as risky sexual behaviours 

which include unprotected sex, having. multiple sexual partners; community or organizational 

factors sucli. �s prevalence of HIV in the community or social norms within their community 

manifested as �tigma and discrimination against people living with HIV, Structure of HCT 

services; or public h�alth policies including those that regulate confidential and anonymous HCT 

(Strauss et al.; 2015)This current study examined individual factors (e.g., socio-demographics, 

perceived HIV Vulnerability, HIV knowledge, and perception of barriers and facilitators of HCT 

service utilisqtion) and interpersonal factors ( e.g., having multiple sexual partners, unprotected 

sex, Peer pressure influence on HIV testing) among female adolescents and young women in 

Ikorodu, Lagos State. 
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3.1 Study Arca 

CHAPTER THREE 

METHODOLOGY 

Lagos State i� located in the south-western geopolitical zone of Nigeria. The smaJiest in area of 

Nigeria's 36 ·sta�es but is however the most economically important state of the country which 

comprises of Nigeria's largest urban area; the Lagos Metropolis. Lagos State was created on 27 

May 1967 and served the dual role of being the State and Federal Capital until 1976. Situated to

the North East of ½agos State is Ikorodu, at a distance of approximately 36 km north of Lagos 

Metropolis. Ikorodu is a city in Lagos State bounded on the South by the Lagoon, on the north 

shares common boundary with Ogun State while in the East, it has common boundary with 

Agbowa-Ikosi, a town in Epe Division of Lagos State. Ikorodu is located on longitude 6°36'N 

and latitude 3°30'E, it covers the land mass of about 345 km2 (133 sq mi). 

The relative closeness of Ikorodu to Lagos metropolis encourages influx of people to Ikordou 

from Ikorodu's surrounding towns and villages. The 2006 National Census shows that Ikorodu 

has a population of 535,619 persons with the population of females between ages 15 and 24 

years being 52, 474 (NPC, 2010). The Lagos Bureau of Statistics (LBS) estimated in 2013 that 
.. 

the population of Ikorodu is 914, 882. Administratively, Ikorodu is made up of one local 

government area (LGA) and five local council development areas (LCDAs) recogmsed by the 

state governmen� which include Ikorodu North, Ikorodu West, ljede, lmota and Igbogbo Ba)eiku 

LCDAs. 

According to .the LBS, there is a secondary health care fac1hty, 36 pnmary health centres and 

over 90 accredited pnvately owned health fac1hhes which include hospital , clime d1agnosllc 

laboratones, maternity centres and convalescents homes Two HCT centre recognized b} Lago 

State Action Committee on AlDS (LSACA) are m Ikorodu and Jlso about - GO - committed to 

HIV/AIDS are m the region. 
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3.2 Study Population 

The study population comprised of female residents of Ikorodu aged between 15 and 24 years;
the age gro_up 15-19 years referred to as female adolescents and the 20-24 years age group is 
regarded as ;:1oung women. 

3.2.1 Inclusion cd�eria 

Ikorodu resident females between ages 15 - 24 years from whom informed consent was obtained 

and were willing-to 'participate in the study. 

3.2.2 Exclusion criteria 

Female residents who were either outside of the 15 - 24 years age range or who did not consent 

to participa�e in the study were excluded from this study. Female adolescents less than 15 years 

of age were not included in order to include more adolescent at increasing risk of new HIV 

infection in Nigeria (FMOH, 2013) 

3.3 Study Design 

The s�dy w'as a descriptive cross-sectional study that extended over a period of three months 

(from July to Septef!:ber, 2016). A Community based study was preferred in order to include out

of-school adolescents which would not be possible if the study was school based. This also 

created room for a detailed study as there was no hurry in participating as compared to when 

approached u�der a school based study. 

3.4 Sample Size Estimation 

The sample size was calculated using the formula for single proportions: 

n = 

Where:n = 

a = 

(Za) 2 p q / d2

desired sample size 

desired level of significance of 5% 
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= the standard nonnal deviate set at 1.96 which corresponds to the 95% 
confidence level. 

P = proportion of the females 15 to 24 years old that have the ever tested for 
. HIV, which is 19.2% (NPC, 2013)

. .

q = 1 - p = 1.0 - 0.192 = 0.808 

d =level of precision set at 0.05 

Thus; 

n =l.962x 0.192 x 0.808 / 0.052

n =238.39 

Using a design effect of 1.5 to adjust the sample size: 
. 

. 

N = 238.39 x 1.5 = 357.6 

Adjustin_g fo'r a 10% Non-response rate 

Nnew = N / (1- 0.10) 

= 357.6 I 0.9 

= 397.3 

Sample size was therefore estimated as 398. 

3.5 Sampling Technique 

A multistage cluster sampling technique was used to select the sample population as follows: 

Stage 1: Using the Independent National Electoral Commission Directory of Polling Units 

(INEC, 2015), a total of 330 pollfng units are spread across the Political wards in Ikorodu. The 

polling· unit_ areas were used as the sampling units for maps were obtained from the INEC 

website and the local government office. An average of 500 individuals (voters) is expected to 
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rcgiSLl!r in a typicat'polling unit (INEC, 2015). Thus, a total of8 po11ing units were decided to be 

includc'cl the. study since the study population is estimated to comprise of about 10% of the Study 

Sampling pop,ulation (i.e 50 females between 1 5-24 years per pol1ing unit area) as stated in 

section 3. 1. 

Stage 2: The .8 po11ing units were proportionately allocated to five wards that randomly selected 

from the 17 political wards in Ikorodu. The wards include; Isele III, Aga/ljimu, Igbogbo II, 

Ipakodo and Agbada. These wards extend across the Ikorodu central local government area and 3 

Local Council Development Areas (LCDAs); Igbogbo/Bayeiku, Ikorodu West and Ikorodu 

North LCDAs as described below: 

POLITICAL TOTAL NUMBER OF SELECTED POLLING UNITS 

WARDS POLLING UNITS 

.. 

.. 

Aga/Ijimu 44 44/121 *8::::: 3 

Igbogbo II 19 19/121*8:::::l 

Ipakodo 43 43/121 *8::::: 3 
.

Odogunyan 15 18/121 * 12 ::::: 1 

TOTAL 121 8 

Polling Units were randomly drawn from each ward by balloting using the Polling Unit Codes. 

The Polling units selected include: 

Ward : 
_
Aga/Ijimu 

1. Alh: Borokinni/Olukotun St. Junction Gbasemo (009)

2. Oriwu C�llege Ikd. (031)

3. Junction
.
of Awolowo Road/Ireshe Rd./Oruwu Road, Ota-Ona, Ikd. (040) 

Ward: Ipakodo 

I. Junction Of Ajagunna/ Adedeji Odubote/Olokodana St. Majidun (011)
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2. Junction Of Taiwo Molajo/Prince Adewale Ogunleye St. Owutu (027)
3. Agbad1 Bus-Stop Owutu (034)

Ward: lgbogbo 

l.  Miliky Close/Kosebinu Orepekan/Babalola Aroyewun Crescent Junction Surulere

Estate, lgbo gbo 1 (01 1) 

Ward: Odogunyan 

1. In front of 333, Shagamu rd. Tigbebo Odogunyan (010)

NOTE: PoJ!ing Unit Codes are in parenthesis. 

Stage�: The st�rting house in each polling unit area was purposively selected and selection of 

the study participan.t� followed in a predefined direction. One adolescent (15-19 years) and one 

young woman (2.0-24 years) were selected in each house where available until the estimated 

sample size was att�ined (i.e. 50 persons per polling unit area). Where there were more eligible 

individual in �he house, respondents were selected by balloting and where the number of eligible 

individual could not be ascertained, the available eligible persons were interviewed. 

3.6 Data Collection 

Data was collected using self administered, semi-structured questionnaires. The questionnaire 

was designed in English language for ease of administration since the majority of the 

respondents were expected to have some degree of English language literacy; about 95% (NPC, 
. 

. 

2006). The flow of questions was modified and ambiguous questions were corrected following a 

pre-test in Ibadan ... 

The questionnaire was divided into five sections which include: socio-demographic 

characteristics; lµio�ledge of HIV/AIDS prevention (UNGASS, 2000 Indicator 13 items) 
(WHO/UNAIDS, 2004), HIV related behaviour and practises, awareness, utilisation and benefits 

of HIV counselling and testing services and the factors influencing utilisation of the services 
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2. Junction Of1aiwo Molajo/Prince Adewale Ogunleye St. Owutu (027)
3. Agbad1 Bus-Stop Owutu (034)

\iVard: Igbogbo 

1. Miliky Close/K.osebinu Orepekan/Babalola Aroyewun Crescent Junction Surulere

Estate, Igbo gbo 1 (011) 

Ward: Odogunyan 

1. In front of 333, Shagamu rd. Tigbebo Odogunyan (010)

NOTE: PoJ!ing Unit Codes are in parenthesis. 

Stage�: The st�rting house in each polling unit area was purposively selected and selection of 

the study participan.t� followed in a predefined direction. One adolescent (15-19 years) and one 

young woman (20-24 years) were selected in each house where available until the estimated 

sample size was attained (i.e. 50 persons per polling unit area). Where there were more eligible 

individual in the house, respondents were selected by balloting and where the number of eligible 

individual could not be ascertained, the available eligible persons were interviewed. 

3.6 Data Collection 

Data was cbllected using self administered, semi-structured questionnaires. The questionnaire 

was designed in English language for ease of administration since the majority of the 

respondents were expected to have some degree of English language literacy; about 95% (NPC, 

2006). The flow of questions was modifjed and ambiguous questions were corrected following a 

pre-test in lbapan ... 

The questionnaire was divided into five sections which include: socio-demographic 

characteristics; J.<no�ledge of HIV/AIDS prevention (UNGASS, 2000 Indicator 13 items) 
(WHO/UNAIDS, 2004), HIV related behaviour and practises, awareness, utilisation and benefits 
of HIV counselling and testing services and the factors influencing utilisation of the services 
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based on related literatures and national surveys (Daniyam et al, 201 0; Orisakwe et al, 2015;

NPC, 2013; F�OH� 2013). 

3.6.1 Study Variables 

The following variables were used to evaluate the study: 

Outcome Variables: 

• J-IIV / AIDS knowledge

• Ever utilised HCT service Cf es/No),

•

• 

Knowledge of benefits of !JCT service utilisation,

Barrier and Facilitators of HCT service utilisation .

Independent Variables: Based on the social demographic framework in the previous chapter, 

the independent �ariables were broadly classified as follows: 

1. Socio-demographic characteristics: age, religion, marital status, level of education,

ethnicity, occupation, LCDA of residence, person living with.

2. Behavioural factors: ever had sex, inconsistent condom use, multiple sexual partners,

history of STDs

3. Cognitive factors: knowledge of HIV prevention and transmission, perceived risk of HIV

infection, benefits of HCT.

3.7 ])ata Management Techniques

Data was entered, gleaned and analyzed using Statistical Package for Social Science version 16 

softwar:e. Means, standard deviations, range and proportions were used to summarize data Data 

was disaggregated based on age into two groups; 15-19 years for the female adolescents and 20-
. .

24 years for the young women. 

Knowledge of HIV/ AIDS (route of transmission, prevention and control) was assessed using 

lJNGASS Indicator 13 and the questions that addressed this were: 
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l. Can the risk of HIV transmission be reduced by having sex with only one uninfected
partner who has no other partners?

2. Can a person reduce the risk of getting HIV by using a condom every time they have sex?
3. Can a healthy-looking person have HIV?
4. Can a persqn get HIV from mosquito bites?
5. Can a person get HIV by sharing food with someone who is infected?

6. �an a person become HIV infected by practicing unprotected sex?
7. Can HIV be transmitted from mother to child (during pregnancy or birth)?
8. Can_ HIV be transmitted by shaking hands?

9. Can � perso'n get HIV by sharing needle or syringe?

I 0. ·Can fl pe.rson get HIV through blood transfusion?
11. AIDS have a cure

12. HIV transmission can be avoided by a blood test before marriage?

Also, knowle�ge of the benefits of HCT service utilisation was assessed using the following 

adapted from a study by Orisakwe et al (2015); 

1. Can someone acquire more information about HIV/AIDS and HCT by knowing their

status?.
2. Can testing for HIV help one to seek early medical help?

3. Do you the infection of an unborn baby can be prevented if one knows her HIV

.status?
4. po you think your partner can be protected from HIV infection if you know your

status

·5_ Do you think you can indirectly know the status of your partner if you know your

owp statu�? 
6. Do you think testing for HIV can allay/reduce fears of test outcome?

For each of 'the questions on knowledge of HIV/AIDS and the benefits of HCT service 

utilisation, the options were "Yes", ''No" and "I don't know". Based on UNGASS scoring, a 

score of" l "  was assigned to a correct response and "O" to incorrect response (including "I don't 

know") for HIV/AIDS knowledge Items. The sum of the scores was used to calculate the total 
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1. Can the risk of HIV tra · · b d · · · fi d · nsm1ss1on e re uced by havmg sex with only one umn ecte 
partner who has no other partners?

2. Can a person reduce the risk of getting HIV by using a condom every time they have sex?
3. Can a healthy-looking person have HIV?
4. Can a persqn get HIV from mosquito bites?
5. Can a person get HIV by sharing food with someone who is infected?
6. �an a person become HIV infected by practicing unprotected sex?
7. Can HIV be transmitted from mother to child (during pregnancy or birth)?

8. Can_ HIV be transmitted by shaking hands?

9. Can� perso'n get HIV by sharing needle or syringe?

I 0. ·Can � person get HIV through blood transfusion?
11. AIDS have a cure

12. HIV transmission can be avoided by a blood test before marriage?

Also, knowle�ge of the benefits of HCT service utilisation was assessed using the following 
adapted from a study by Orisakwe et al (2015); 

1. Can someone acquire more information about HIV/AIDS and HCT by knowing their

status?.
2. Can testing for HIV help one to seek early medical help?
3. Do you the infection of an unborn baby can be prevented if one knows her HIV

.status?
4. po you think your partner can be protected from HIV infection if you know your

status

·5_ Do you think you can indirectly know the status of your partner if you know your

owp. statu�? 
6. Do you think testing for HIV can allay/reduce fears of test outcome?

For each of 'the questions on knowledge of HIV/AIDS and the benefits of HCT service 

utilisation, the options were "Yes", ''No" and "I don't know". Based on UNGASS scoring, a 

score of" l "  was assigned to a correct response and "O" to incorrect response (including "I don't 

know") for HIV/AIDS knowledge Items. The sum of the scores was used to calculate the total 
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knowledge score; the maximum obtainable score was 12. T-test and F-test were used to compare 

the difference in mean HIV/AIDS knowledge score by socio-demographic characteristics. 

Respondents that had up to the maximum obtainable score (i.e. those that identified correct 

response to .all the 'items) were referred to as having "good" knowledge of HIV while those that 

provided incorrect response to at least one knowledge item were referred to as having "poor" 
knowledge. 

Similarly, � score of "1" was assigned to a correct response and "0" to incorrect response 

(including "I. don't"know") for knowledge items on the benefits of HCT service utilisation. The

sum of the .scores was used to calculate the total knowledge score; the maximum obtainable 

score was 6. r-test alld F-test were used to compare the difference in knowledge of the benefits 
of HCT by socio-demographic characteristics. Respondents that had at least a score of 5 out of 
the maximum. obtainable score were referred to as having "high" knowledge of the benefits of 
HCT service utilisation while those that provided incorrect response to more than one knowledge 
items were referred to as having "low" knowledge of HCT service utilisation benefits. 

Chi-square test was used to investigate associations between HIV/AIDS knowledge, Knowledge 
of the benefits of HCT service utilisation and socio-demographic characteristics. A Chi-square 

test was also used to investigate associations between socio-demographic characteristics, 

cognitive and behavioural factors and the dependent variable; HCT service utilisation. P-values 
less than 0.05 were considered as statistically significant. The Chi- square findings which 

showed sighificant .. association were further analyzed using Logistic regression to measure the 

strength of 'the. association and to identify factors influencing HCT utilisation among the 

adolescents. 

3.8 Ethical Consideration 

Ethical approyal was obtained from the Health Research and Ethics Committee, Lagos State 

University Teaching Hospital. Participation was voluntary after each respondent has received 

detailed infonnation on the purpose of the study. Then, a written infonned consent was obtained 

from each respondent before questionnaires were administered. ames and addresses were not 

included in ·the data collection instrument and thus the collected data cannot be linked to any 

person. 
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CHAPTER FOUR 

RESULTS 

A total of 404 questionnaires were duly completed and analysed; representing an 89.8% response

rate. 

4.1 Socio-demographic char�cteristics of respondents 

The mean age qf the respondents was 19.3 ± 2.6 years. Many of the respondents, 213 (52.7%) 

were between 15 an9 19 years, 277 (68.6%) were Christians and a majority 364 (90.1 %) were 

single. About half, 205 (50.7%) of the respondents had secondary education while only 20 

(5.0%) had primary_ education. Yorubas constituted a larger proportion of the respondents as 3 70 

(91.6%) of th�m were of this ethnic group. More than half of the respondents were still students 

in school, 214 (53.0%) and a similar proportion of them were living with their parent(s), 212 

(52.5%). Table 4.1 shows the socio-demographic characteristics of the respondents. 
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Table 4.1: Socio-demographic Characteristics of the Respondents (N=404)

VARIABLE 
FREQUENCY 

Age group (years) 
15-19 213 
20-24 191 
Religion
Christianity 277 
Islam 119 
Traditio·nal 8 
Marital Status
Single 364 
Married 40 
Level of Education
Primary 20 
Secondary 205 
Tertiary 179 
Ethnicity
Yoruba 370 
Igbo 31 
Hausa 3 
Schooling Status
In-School 214 
Out-of-School 190 
Occupa�ion
Student 214 
Apprentice• 148 
Trader 15 

13 Sales Girl
..

Office/Ilospiq1I Assistant 7 
Teaching 2 
LCDA
Igbogbo/Baye� 177 
Ikorodu Central 116 
Ikorodu West 63 
Ikorodu North 48 
WHO RESPONDENT LIVED WITH
Parent 212 
Alone 93 

Relative 67 
Husband 30 

Employer 2 

I . d . bead makers, etc *include fashion designers, ,air resse,s, 

35 

% 

52.7 
47.3 

68.6 
29.5 
2.0 

90.1 
9.9 

5.0 
50.7 
44.3 

91.6 
7.7 
0.7 

53.0 
47.0 

53.0 
36.6 
3.7 
3.2 
1.7 
0.5 

43.8 
28.7 
15.6 
11.9 

52.5 
23.0 
16.6 
7.4 
0.5 
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4.2 Knowledge of HIV/AIDS and Benefits of HCT Service Utilisation 

HIV/AIDS. knowledge was assessed using 12 knowledge items as shown in Table 4.3 below, on 

three them�tic areas; knowledge of mode of transmission, prevention of transmission and 
HIV/AIDS r�lated beliefs. On m�de of transmission, 287 (71.0%) of the respondents disagreed 

with mosquito bites being a mode of transmission of HIV while a higher proportion (358, 88.6%) 

also disagreed_ with ·s-haking hands with an infected person. Two hundred and fifty eight (63.9%) 
respondents indicated that AIDS does not have a cure. 

Furthennore, ?ased on the six items used to assess the knowledge of the benefits of HCT service 

utilisation, majority (379, 93.8%) of the respondents agreed that utilisation of HCT service is a

means of acquiring information on HIV/AIDS and HCT while260 (64.4%) respondents agreed to 
utilizing the service as a means of indirectly knowing one's partner's status as shown on Table 
4.2. 
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Table 4:2:"J(nowledge of HIV/AIDS and Benefits of HCT Service Utilisation

N=404 

Mode of Transmission 

Mosquito Bites 

Sharing food 

Unprotected sex 

Mother to Child Transmission 

Shaking hands 

Blood Transfusion/Infected Blood products 

Sharing needle or syringe 

Prevention ·of Transmission 

Fidelity 

Regular Condom Use 
. 

. 

HIV Testing prior to Marriage 

HIV-Related.Beliefs 

Carrier-possibly:healthy looking 

AIDS is Curable 

Benefits of HCT . 

Acquiring infomiation on lilV / AIDS and HCT 

Seeking medical help early 

Protecting one's partner 

Preventing infection of an unborn baby 

Allaying fears of HIV test outcome 

Indirectly knowing partner's status 

37 

Correct(%) 

287 (71.0%) 

324 (80.2%) 

367 (90.8%) 

270 (66.8%) 

358 (88.6%) 

375 (92.8%) 

369 (91.3%) 

234 (57.9%) 

299 (74.0%) 

336 (83.2%) 

330 (81.7%) 

258 (63.9%) 

379 (93.8%) 

371 (91.8%) 

355 (87.9%) 

357 (88.4%) 

261 (64.6%) 

260 (64.4%) 

Incorrect(%) 

117 (29.0%) 

80 (19.8%) 

37 (9.2%) 

134 (33.2%) 

46 (11.4%) 

29 (7.2%) 

35 (8.7%) 

170 (42.1%) 

105 (26.0%) 

67 (16.5%) 

74 (18.3%) 

146 (36.1 %) 

25 (6.2%) 

33 (8.2%) 

49(12.1%) 

47 (11.6%) 

143 (35.4%) 

144 (35.6%) 
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4.3 Sel(P�rceived Risk of IDV Infection, Sexual Activity and Related Practices

Majority (3?8, 91.1 %) of the respondents rated themselves to be at low or no risk of HIV

infection, the reasons given were also presented in Table 4.5 below. More than half (239, 64.9%)

of those that perceived themselves to be at low risk of HIV infection practiced abstinence while 

85 (23.l %) sa_id �he.y ensure they use condom while having sex. On the other hand, respondents

who rated themselves at high risk of HIV infection were only 36 (8.9%), all of which did so 

because they share sharp objects while 29 (80.6%) of them were of the opinion that they do not 

always use condom when having sex (see Table 4.3). 

Also, less tl�an half, 167 (41.3%) of the respondents have ever had sex. Majority (163, 97.6%) of 

the sexually active respondents practised vaginal sex while only 9 (5.4%) of them practised anal 

sex. Other risky sexual practices among the sexually active respondents included; "Sex with 

different p·artners", 20 (12.0%), "Inconsistent/No condom use, 69 (41.3%) and "Sex with a 

casual partner (not husband)", 98 (58.7%) as shown in Table 4.3 below: 
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Table 4.3: Perc"eived Risk of HIV I '" n1ect10n, Sexual Activity and Related Practices

VARIABLE · 

Self Perceived Risk (N-404) 

Low/No Risk· 

High Risk 

Low/No Risk (n=368) 

Abstinence 

Ensures Saf� Injection 

Consistent Condom Use 

Single sexual partner 

Trust Pa'rtrier 

Limited se:,eual partners 

Ensured Safe bl9od transfusion 

High Risk (n=36) 

Shares Sharp objects 

Inconsistent condom use 

Multiple sexual partners 

Had (unsafe) Injections 

Healthcare worker 

Ever had s�x (N=404) 

Yes 

No 

Sexua1Pr�ctices(n=167) 

Vaginal Sex 

Anal Sex 

With Casuat Partner 

With lnconsisten.t/No Condom 

With Multiple sexual Partners 

With Commercial Sex worker 

39 

FREQUENCY 

368 

36 

239 

132 

85 

65 

44 

31 

9 

36 

29 

24 

10 

2 

167 

237 

163 

9 

98 

69 

20 

3 

0/4 

91.1 

8.9 

64.9 

35.9 

23.1 

17.7 

11.9 

8.4 

2.4 

100.0 

80.6 

66.7 

27.8 

5.6 

41.3 

58.7 

97.6 

5.4 

58.7 

41.3 

12.0 

1.8 
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Table 4.3: Perceived Risk of HIV I f n ectton, Sexual Activity and Related Practices

VARIABLE · .  

Self Perceived Risk (N-404) 

Low/No Risk · 

High Risk 

Low/No Risk (n=368) 

Abstinence 

Ensures Safe Injection 

Consistent Condom Use 

Single sexual partner 

Trust Pa"rtrier 

Limited sexual partners 

Ensured Safe bl�:,od transfusion 

High Risk (n=36) 

Shares Sharp objects 

Inconsistent condom use 

Multiple sexual partners 

Had (unsafe) Injections 

Healthcare worker 

Ever had s�x (N=404) 

Yes 

No 

Sexua1Prjctices(n=167) 

Vaginal Sex 

Anal Sex 

With Casual· Partner 

With Inconsisten.t/No Condom 

With Multiple sexual Partners 

With Commercial Sex worker 

39 

FREQUENCY 

368 

36 

239 

132 

85 

65 

44 

31 

9 

36 

29 

24 

10 

2 

167 

237 

163 

9 

98 

69 

20 

3 

91.1 

8.9 

64.9 

35.9 

23.1 

17.7 

11.9 

8.4 

2.4 

100.0 

80.6 

66.7 

27.8 

5.6 

41.3 

58.7 

97.6 

5.4 

58.7 

41.3 

12.0 

1.8 
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4.4 Awarene·ss and Utilisation of HCT Service

A total of 30� (76.2%) of the respondents were aware of HIV Counselling and Testing. The 

commonest source of information was Healthcare worker among 144 (46.8%) of the respondents 

that were aware of HCT. However only 223 (55.2%) respondents were aware of a HCT centre 

within Ikorodu, whereas, majority 334 (82.7%) of them were willing to utilise HCT service in 

the future, with the reasons presented in Table 4.4. 

In addition, 148 (36.6%) respondents indicated to have ever gone for HIV test, most (89, 6.1 %) 

of whom did so less than 12 months ago as shown on Table 4.5. The uptake of the test was by 

self-demand among 50 (33.8%) of those that have ever tested and mandatory among 98 (66.2%) 

of them. Only a few, nine (6.1 %) 9f those that have tested for HIV did not get their test result. 
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Table 4.4: A\vareness and Utilisation of HCT 8 . tt�� 

VARIABLE 

Awareness of HCT (N 404) 

Yes 

No 

Source of HCT Information (N=308) 

Healthcare worker 

Teacher 

Parent 

Mass media (e.g TY, Radio) 

Internet 

Print media (e.g·books, magazines) 

Friend 

Willingness to test in the future (N=404) 

Yes 

No 

Awareness of HCT centre in locality (N=404) 

Yes 

No 

Utilised HCT Service (N=404) 

Yes 

No 

Received Result (n=l48) 

Yes 

No 

Time last tested (n=148) 

< 12 mQnths ago: 

12-23 months ago

>24 months ago
Reason for Testing (n=148)

Self Demand 

Mandatory 

41 

FREQUENCY 

308 76.2 

96 23.8 

144 46.8 

116 37.7 

92 29.9 

92 29.9 

82 26.6 

80 26.0 

67 21.8 

334 82.7 

70 17.3 

223 55.2 

181 44.8 

148 36.6 

256 63.4 

139 93.9 

9 6.1 

89 60.1 

29 19.6 

30 20.3 

50 33.8 

98 66.2 
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Table 4.4: Awareness and Utilisation of BCT S . ' crv1ce 

VARIABLE 

Awareness of BCT (N-404) 

Yes 

No 

Source of HCT Information (N=308) 

Healthcare worker 

Teacher 

Parent 

Mass media (e.g TY, Radio) 

Internet 

Print media (e.g"books, magazines) 

Friend 

Willingness to test in the future (N=404) 

Yes 

No 

Awareness of HCT centre in locality (N=404) 

Yes 

No 

Utilised HCT Service (N=404) 

Yes 

No 

Received Result (n=148) 

Yes 

No 

Time last tested (n=148) 

<12 mQnths ago: 

12-23 months ago

>24 months ago .
Reason for Testing (n=l48)

Self Demand 

Mandatory 

41 

FREQUENCY 

308 76.2 

96 23.8 

144 46.8 

116 37.7 

92 29.9 

92 29.9 

82 26.6 

80 26.0 

67 21.8 

334 82.7 

70 17.3 

223 55.2 

181 44.8 

148 36.6 

256 63.4 

139 93.9 

9 6.1 

89 60.1 

29 19.6 

30 20.3 

50 33.8 

98 66.2 
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4.5 Reasons for HCT Uptake by Age group 

Only 19 (38.0%) of those that initiated utilisation of HCT service by themselves were 

adolescents-(15-19 years) while the 31 (62.0%) were young women (20-24 years). Majority of 

the self-demanded testing done during HIV prevention and outreach treatment programme were

among young women (27, 60.0%) while only 18 (40.0%) of HCT uptake during HIV prevention 

and outreach treatment programme were among adolescents. 

On the other_hand, ·41 ( 41.8%) of :those that did a mandatory HIV testing were adolescents while

57 (58.2%) .of them were young women. Also, most (7/10, 70.0%) of the mandatory testing as

part of employmenfrequirements was among the young women (see Table 4.5).

42 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table 4.5: Reasons for BCT Uptake by A ge group

-REASONS.
FREQUENCY (0/o) TOTAL 

15- 19 years 20 -24 years 

Self-Demand 

Personal visit to health facility 1 (20.0%) 4 (80.0%) 5 
HN prev�ntion & treatment outreach Programme 18 (40.0%) 27 (60.0%) 45 

19 (38.0%) 31 (62.0%) so 

Mandatory 

Part of treatment 32 (42.7%) 43 (57.3%) 75 

Blood Transfusion 5 (45.5%) 6 (54.5%) 1 I 

EmploYi:Tient Requirement 3 (30.0%) 7 (70.0%) 10 

Admission Requirement 1 (100.0%) 0 (0.0%) 1 

Marriage Purpose 0 (0.0%) 1 (100.0%) 1 

41 (41.8%) 57 (58.2%) 98 

TOTAL 60 (40.5%) 88 (59.5%) 148 
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4.6 Perception of Respondent b · · · · · son arners to HCT Service Utihsatwn

Majority of the respondents aged 15-19 years, (148, 69.5%) and 20-24 years, (112, 58.6%)

agreed that lack of money is a factor that can prevent people from utilizing HCT services.

However, more th� half, [125 (5�.7%] of the adolescents and 120 (62.8%) of the young women
did not agree w�th the opinion that ignorance of the location of a HCT centre is a factor that can 

prevent people from utilizing HCT service. Majority (179, 84.0%) of the adolescents and 156 
(81. 7%) of the y�u�g women agreed that to "Fear of discrimination if HIV positive" as being a 

factor that prevents utilisation ofHCT service. A high proportion [150 (70.4%)) and 124 (64.9%) 

of the adolesoents and young women respectively also agreed that "fear that there may be no 

access to treatment if HIV positive" could hinder people from HIV testing. Table 4.6 shows the 
perception of the respondents on barriers to utilisation of HCT services by age group. 
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Table 4.6: Perception of Respond t b · en s on arners to HCT Service Utilisation by Age group

15 - 19 years 20 -24 years 

(n = 213) (n = 191) 

Barriers 

Lack .of money 148 (69.5%) 112 (58.6%) 

Ignorance ofHCT. Centre 88 (41.3%) 71 (37.2%) 

Proximity Of HCT Centre to residence 69 (32.4%) 61 (31.9%) 

Visiting HCT centre alone 103 (48.4%) 77 (40.3%) 

Gender Incompatibility with service provider 100 (46.9%) 79 (41.4%) 

Integration of Other services with HCT 105 (49.3%) 112 (58.6%) 

Poor attitude of service provider. 134 (62.9%) 98 (51.3%) 

Breach of confidentiality of result 76 (35.7%) 67 (35.1 %) 

Fear of discrimination if HIV positive 179 (84.0%) 156 (81.7%) 

Fear of unavailability of access to treatment 150 (70.4%) 124 (64.9%) 
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4.7 Perception of Respondents on (acilitators of HCT Service Utilisation

More than half, [l 1-9 (55.9%)] ofthe adolescents and 100 (52.4%) of the young women did not

agree with sep�ation of HCT from other services as a facilitator of service utilisation. However,

a majority, 181 (85�0%) of the adolescents and 166 (86.9%) of the young women agreed that 

conducting coun·seling before testing will encourage more people to test for HIV. A similar 

proportion 185 (�6.9%) and 159 (83.2%) of the adolescents and young women respectively also 

agreed that m.arriage or job requirements will make more people test for HIV. Respondents that 

disagreed with self-testing as facilitator for HCT service utilisation were more than those who 

reported otherwise, 134 (62.9%) of the adolescents and 126 (66.0%) of the young women 

respectively (See Table 4.7 below). 
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Table 4. 7: Perception of Respo d .. 
. : 

n ents on facilitators of HCT Service Utilisation by Age
Group 

15 - 19 years 20 -24 years 

(n = 213) (n = 191) 

Facilitators 

Separation of HCT from other services 94 (44.1 %) 90(47.1%) 

NGO management ofHCT centre 147 (69.0%) 116 (60.7%) 

Government ownership ofHCT centre 159 (74.6%) 131 (68.6%) 

Prior Counselling before Testing 181 (85.0%) 166 (86.9%) 

Mandatory testing in health facilities 167 (78.4%) 143 (74.9%) 

Job/Marriage Requirements 185 (86.9%) 159 (83.2%) 

Utilisation of service by friend/family member 147 (69.0%) 135 (70.7%) 

Death of cl0se relative/partner due to HNI AIDS 161 (75.6%) 128 (67.0%) 

Organising community outreaches 168 (78.9%) 147 (77.0%) 

Self testing 79 (37.1 %) 65 (34.0%) 
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4.8 IJJV/ AID., l(nowlcdgc core by Socio-demographic Characteristic

The mean HIV/AIDS knowledge score was 9.42 ± 1.93. The young women (20-24 years) had a

mean score of9.45 + 1.86 while the adolescents (15-19 years) who had a mean score of9.39

±1.99; (t=0.26, P = 0.79). The Singles had a higher mean HIV/AIDS knowledge score than their 

married counterparts (t=3.633, p=0.001) (See Table 4.8). AJso, the Yorubas had a mean score of 

9.46 ±J .89 while the Igbos had a mean score of 9.00 ±_2.30 and the Hausas had a mean score of 

8.67 ±_2.08 (F= l .04, 0.35). Those mean knowledge score of those who had a tertiary level of 

education was 9.57 ±J .81, for those who had secondary education, it was 9.37 ± 2.03 and was 

8.55 ± 1.70 for those who had primary education (F=2.67; p = 0.071). Table 4.8 shows the 

difference in knowledge of HIV/AIDS across socio-demographic characteristics. 
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Table 4.8: Difference in HIV/AIDS knowledge by socio-demographic characteristics

yAAfABLES. MEAN (SD) TEST VALUES P-VALUE

Age (Years) 0.263 0.792

15-19 9.39 (1.99) 

20-24 9.45 (1.86) 

Marital Status 3.19a 0.003 

Single 9.52 (1.89) 

Married 8.42 (2.04) 

Religiort 
2.79b 0.063 

Christian 9.42 (2.03) 

Islam 9.53 (1.63) 

Traditional 7.88(2.03) 
2.67 b 0.071 

Level of Edu.cation

Primary 8.55 (1.70) 

Secondary 9.37 (2.03) 

Tertiary 9.57 (l.81) 
1.04 b 0.35 

Ethnicity 

Yoruba 
9.46 (1.89) 

lgbo 
9.00 (2.30) 

Hausa 
8.67 (2.08) 

1.64 a 
0.102 

Schooling Status 

In-School 
9.57 (1.98) 

Out-of-School 
9.25 (1.85) 

2.13b 0.076 

Who Respondent Lived With
9.43 (1.91) 

Parents 
9.39 (i.89) 

Relative 

Husband 
8.53 (2.01) 

9.70 (1.90) 
Alone 

Employer 
9.00 (2.83) 

b F-values from one-way ANOVA.

a Independent t-test values.
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4.9 I(now_lcdgc of IIIV/AJDS by Socio-demographic characteristics

Only 48 ( 11.9%) of the respondents had a good knowledge of HIV/ATOS while a majonty (356,
88.8%) had a poor knowledge of HIV/AIDS. Twenty-seven (12.7%) of the adolescents (15-19

years) had a good _level of HIV/A[DS knowledge compared to 29 (11.0%) of the young women

(20-24 years) (x,2=0.27, p=0.602). None of the married respondents had a good knowledge of

HIV/AIDS as opposed to 38 (I 3.1 %) of their single counterparts (Fisher's exact p-value =0.014). 

Accordi�g.to level of education, 29 (14.1 %) of those that had a secondary level of education had 

a good knowledge of HIV/AIDS compared to 18 (10.1%) of those with that had tertiary 

education and- only·one (5.0%) or-those that had primary education (r-2.48, p=0.318). Table 4.9

further shows th·e Knowledge of HIV/ AIDS by socio-demographic characteristics. 
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Table 4.9: Association Knowledge of HI . · V/AIDS and Socio-demographic characteristics

-VARIABLE

-Age (years).
15-19

20-24

Marital Status 
Single 

Married 

Religion 
Christianity 

Islam 
Traditional 

Level of Education 
Primary 
Secondary 
Tertiary 

Ethnicity 
Yoruba. 
Igbo 

Hausa 
Schooling Status 
In-School 
Out-of-School 

' .  

Who Responde�t Lived With 
Parents 

Relative 
Husband 
Alone 
Employer 
* Fisher's exact test value

.. HIV/AIDS Knowledge
Good Poor 

27 (12.7%) 186 (87.3%) 
29(11.0%) 170 (89.0%) 

48(13.1%) 318 (86.9%) 
0 (0.0%) 38 (100.0%) 

36 (13.0%) 241 (87.0%) 
11 (9.2%) 108 (90.8%) 
1 (12.5%) 7 (87.5%) 

1 (5.0%) 19 (95.0%) 
29 (14.1 %) 176 (85.9%) 

18 (10.1%) 161 (89.9%) 

44 (11.9%) 326 (88.1 %) 
4 (12.9%) 27 (87.l %) 

. 0 (0.0%) 3 (100.0%) 

29 (13.6%) 185 (86.4%) 

19 (10.0%) 171 (90.0%) 

25 (11.8%) 187 (88.2%) 

9 (13.4%) 58 (86.6%) 

0 (0.0%) 30 (100.0%) 

14(15.1%) 79 (84.9%) 

2 (100.0%) 0 (0.0%) 

51 

TOTAL x
2

0.27 
213 

191 

5.66 

366 

38 

1.12 

277 

119 

8 

2.48 

20 

205 

179 

0.22* 

370 

31 

3 

1.21 

214 

190 

6.16* 

212 

67 

30 

93 

2 

p-value

0.602 

0.014* 

0.570 

0.318 

0.848* 

0.271 

0.169* 
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4.10 KnowJedge- Score of the ·Benefits of HCT Service Utilisation by Socio-demographic

Cb ara�teristics.

The mean knowledge score of HCT service utilization benefits score was 4.90 ± 1.36. The

married respondents had a score of 5.13 ± 1.27 while those who were single scored 4.87 ±...1 .37

(t= 1.17, p = 0.267): Across level of education, those who had tertiary level of education had a

score of 5.02 .+ 1.24, secondary level of education; 4.46 ± 1.37 while those who had a primary

level of education had a score of 4.20 ± 1.99 (F=3.52, p = 0.030). The mean knowledge score of

the In-school respondents was 4.92 ± 1.36 while those that of those who were out-of-school was

4.88 ± 1.36 as shown on table 4.10. 
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Table 4.10:. Difference in Knowledge of the Benefits of HCT Service Utilisation by Socio

deroographic.C�aracteristics

vARJABLES

Age (Years) 

15 -19 

20-24 

Marital Status

Single 

Married 

Religio� 

Cluistian 

Islam 

Traditi0nal 

Level of Education

Primary 

Secondary 

Tertiary 

Ethnicity 
Yoruba 

lgbo 

Hausa 

Schooling Status 

In-School 

Out-of-School 

Who Resp�ndent Lives With 
Parents 
Relativ� 
Husband 
Alone 
Employer 
a Independent ./-test values.

MEAN (SD) 

4.67 (1.55) 

5.16 (1.05) 

4.87 (1.37) 

5.13 (1.27) 

4.833.(1.404) 

.. 5.067 (1.226) 

4.667 (1.500) 

4.20 (1.99) 

4.86 (1 .37) 

5.02 (1.24) 

4.92 (0.69) 

4.87 (1.43) 

3.00 (2.65) 

4.92 (1.36) 

4.88 (.1.36) 

4.63 (1.51)

5.12 (1.21)

5.13 (1.28)

5.28 (0.94)

5.00 (0.00)

TEST VALUES P-VALUE

3.76a <0.001 

1.17a 0.267 

1.371 b 0.255 

3.52b 0.030 

3.30b 0.051 

0.278 0.785 

0.001 

b F-values from one-way ANOV A.
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4 11 Knowledge of the Ben fit f · e 1 s O HCT Service Utilisation by Socio-demographic 

Cbaracteristics-

Respoodents lhat had a "high" knowledge of HCT service utilisation benefits were 289 (71.5%)

while only, 115 (28.5%) had a "low" knowledge of HCT service utilization benefits. Majority

(135, 63.4%) and (154, 80.6%) of the adolescents and young women respectively had high

knowledge of the benefits of HCT service utilisation (x2=I4.71, p<0.001). Similarly, high

knowledge ·of HCT service utilisation benefits was observed among 258 (70.5%) single 

respondents and 31 (81.6%) of those who were married (x2=2.08, p=0.149). Only 104 (28. l %) of 

Yorubas and 9 (29.0%) of the Igbos had a low knowledge of the benefits of HCT service

utilisation compared to 2 (66.7%) of _the Hausas (Fisher's exact test = 2.21, p=0.34). The

association· kpowledge of the benefits of HCT service utilisation and socio-demographic

characteristics are shown on Table 4.11. 
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Table 4.11: Association between Kn 1 . ow edge of the Benefits of HCT Service Utilisation and
Socio-demographic Characteristics

-VARIABLE Knowledge of HCT Service Utilisation TOTAL x
2 p-value

benefits 
High Low 

Age (years) 
14.71 <0.001 

15-19 135 (63.4%) 78 (36.6%) 213 
20-24 154 (80.6%) 37 {19.4%) 191 
Marital.Status 

2.08 0.149 
Single 258 (70.5%) 108 (29.5%) 366 
Married 31 {81.6%) 7(18.4%) 38 
Religion 5.05 0.080 
Cluistianity 192 (69.3%) 85 (30.7%) 277 
Islam 93 (78.2%) 26 {21.8%) 119 
Traditional 4 (50.0%) 4 (50.0%) 8 
Level of Education 4.99 0.083 
Primary 10 (50.0%) 10 (50.0%) 20 
Secondary 147 (71.7%) 58 (28.3%) 205 
Tertiary 132 (73.7%) 47 (26.3%) 179 
Ethnicity 2.21 * 0.340 

Yoruba 266 (71.9%) 104(28.1%) 370 

lgbo 22 (71.0%) 9 (29.0%) 31 

Hausa 1 (33.3%) 2 (66.7%) 3 

Schooling �tatus 0.06 0.811 

In-School 152 (71.0%) 62 (29.0%) 214 

Out-of-School 137 (72. l %) 53 (27.9%) 190 

Who Respondent Lives With 
Parents 131 (61.8%) 81 (38.2%) 212 21.39 <0.001 
Relative 54 (�0.6%) 13(19.4%) 67 

Husband 24 (80.0%) 6 (20.0%) 30 

Alone 78 (83.9%) 15 (16.1%) 93 

Employer 2 (100.0%) 0 (0.0%) 2 

• Fisher's exact test value
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4.12 .. ocio-dcmogrnphlc chnn,ctcrJ�tic nnd fJC'T Service Utili atfnn

,\econ.Jing to Tobie 4.12, only 60 (28.2%) of the ndolcsccnt h ve ut,li ed HCT scrvtce

compared to 8 (46,l%) of young women (X2 13.91, p <0.001). A toal of 16 ( 2.11/o) ofth

mam\:d r • pondcnt on the other hund have uttli d the crv1ce comp red to only 132 ( ,. I ) of

their single counterpart (X2=:0.54. p- 0.462) One hundred nd nmc ( 9.4 ) of the Chri I n

ha,,. c,er uuh cd HCT ervicc. compared to only four (50.0%) of the r ponden ho 

traditional rchg1on .. who have olso utili cd the crv1cc but h1 her compared to 35 (2 J of 

('e)pondents wh.o belonged to the Islam faith. (X .17, p 0.124). ore ( 4 1 i9, 

respondents who hod up to a tertiary level of education had t ted for HI\ com Ol 

ro.O�'o) of tho c who had pnmary nnd 58 (2 .3%) of tho l,; ho h le"d of 

education respectively (x2=14.69, p= 0.001). Table 4.12 further ho HCT � 

b. · socio-dcmograph1c characteristics. 
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Table 4.12: Association Socio-demographic characteristics and HCT Service Utilisation

yARJABLE Ever tested for HIV 1..
2 p-valuc

Yes No 

Age (years) 13.91 <0.001 

60 (28.2%) 153 (71.8%) 15-19

20-24 8.8 (46.1 %) 103 (53.9%) 
0.462 0.54 

Marital Status
132 (36.1%) 234 (63.9%) Single 

Married 16 (42. l %) 22 (57.9%) 
0.124 4.17 

Religion 
109 (39.4%) 168 (60.6%) 

Christianity
35 (29.4%) 84 (70.6%) 

Islam 

Traditional 4 (50.0%) 4 (50.0%) 
14.69 0.001 

Level of Edueation
6 (30.0%) 14 (70.0%) 

Primary 

Secondary 58 (28.3%) 147 (71.7%) 

Tertiary 84 (46.9%) 95(53.1%) 
1.19 0.552 

Ethnicity 
135 (36.5%) 235 (63.5%) 

Yoruba 
11 (35.5%) 20 (64.5%) 

Igbo 
2 (66.7%) 1 (33.3%) 

0.264 Hausa 1.25 
Schooling Status 

73 (34.1 %) 141 (65.9%) 
In-School 

75 (39.5%) 115 (60.5%) 
<0.001 Out-of-School 22.45 

Who Respondent Lives With
57 (26.9%) 155 (73.1%) 

Parent(s) 
34 (50.7%) 33 (49.3%) 

Relative 
11 (36.7%) 19 (63.3%) 

Husband 
44 (47.3%) 49 (52.7%) 

Alone 
2 (100.0%) 0 (0.0%) 

0.012 
. .  

11.03 Employer 
LCDA of Residence 

54 (30.5%) 123 (69.5%) 

lgbogbo 
50(43.1%) 66 (56.9%) 

Ikorodu Central 
19 (30.2%) 44 (69.8%) 

Ikorodu West· 
25 (52.l %) 23 (47.9%) 

Ikorodu No1th 
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Table 4.12: Association Socio-demographic characteristics and HCT Service Utilisation

yARJABLE Ever tested for HIV x
2 p-value 

Yes No 
Age (years) 

13.91 <0.001 
60 (28.2%) 153 (71.8%) 

15-19 

20-24 8.8 (46.1 %) 103 (53.9%) 
0.462 

Marital Status 
0.54 

132 (36.1 %) 234 (63.9%) Single 

Married 16 (42.1%) 22 (57.9%) 
Religion 4.17 0.124 
Christianity 109 (39.4%) 168 (60.6%) 
Islam 35 (29.4%) 84 (70.6%) 
Traditional 4 (50.0%) 4 (50.0%) 
Level of Edueatiori 14.69 0.001 
Primary 6 (30.0%) 14 (70.0%) 
Secondary 58 (28.3%) 147 (71.7%) 
Tertiary 84 (46.9%) 95 (53.1 %) 

1.19 0.552 Ethnicity 

Yoruba 135 (36.5%) 235 (63.5%) 
11 (35.5%) 20 (64.5%) Igbo 
2 (66.7%) 1 (33.3%) 

0.264 
Hausa 

1.25 Schooling Status 
73 (34.1 %) 141 (65.9%) In-School 
75 (39.5%) 115 (60.5%) 

<0.001 
Out-of-School 

22.45 Who Respondent Lives With 
57 (26.9%) 155 (73.1%) Parent(s) 
34 (50.7%) 33 (49.3%) Relative 
11 (36.7%) 19 (63.3%) Husband 
44 (47.3%) 49 (52.7%) Alone 
2 (100.0%) 0 (0.0%) 

0.012 
Employer 

11.03 LCDA of Residence 
54 (30.5%) 123 (69.5%) Igbogbo 
50 (43. 1 %) 66 (56.9%) Ikorodu Central 
19 (30.2%) 44 (69.8%) Ikorodu West· 
25 (52.1 %) 23 (47.9%) Ikorodu North 
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4.13 Association between Cognitive/Behavioural Factors and HCT Service Utilisation

Fifteen (3 l .2%) of the respondents with a good knowledge of HIV have utilised HCT service

compared to 133 (37.4%) of those poor have a poor knowledge of HIV that have utilised the

service Cx2 =:=0.68, p= 0.410) as shown on Table 4.13. About half (113, 50. 7%) of those that were

aware of HC:T centre in their locality have ever utilised the service while only 35 (19.3%) of

those that w.ere ;1ot aware of an HCT centre in their locality have ever utilised the service (x.2 =

42.26, p <0.00_1). 

Only 127 (34.5%) of those who perceived themselves to be at low or no risk of HIV infection 

have utilised �CT service more than half (36, 31.3%) of those who perceived themselves to be at 

high risk of HIV infection have utilised the service (y: = 8.02, p = 0.005). Other knowledge and 
behaviour related factors were compared with history of HIV tested as presented on Table 4.13. 
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Table 4.13: Association between

Utilisation 

HIV Knowledge 

Good 

Poor 

Awareness of HCT Centre 

Yes 

No 

Awareness of service utilization by 

friend/family member 

Yes 

No 

Self Perceived Risk of HIV 

Infection 

High 

Low/ No risk at all 

Knowledge of HCT benefits 

High 

Low 

Sexually Active 

Yes 

No 

Ever H.ad STI 

Yes 

No 

Cognitive/Behavioural Factors and HCT Service 

Ever tested for HIV

Yes 

15(31.2%) 

133 (37.4%) 

113 (50.7%) 

35 (19.3%) 

64 (42.7%) 

-84(33.1%)

21 (58.3%) 

127 (34.5%) 

112 (38.8%) 

36 (31.3%) 

81 (48.5%) 

67 (28.3%) 

20 (50.0%) 

128 (35.2%) 

59 

No 

33 (68.8%) 

223 (62.6%) 

110(49.3%) 

146 (80.7%) 

86 (57.3%) 

170 (66.9%) 

15 (41.7%) 

241 (65.5%) 

177 (61.2%) 

79 (68.7%) 

86 (51.5%) 

170 (71.7%) 

20 (50.0%) 

236 (64.8%) 

x,2 p-value

0.68 0.410 

42.26 <0.001 

3.74 0.053 

8.02 0.005 

1.97 0.161 

17.28 <0.001 

3.42 0.065 
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4J4 Predictors -�
f HIV Counselling and Testing Service Utilisation

Multiv�able apalysis using logistic regression was used to further investigate association

between variables � the bivariate analysis that associated significantly with HCT service

utilisation as shown on Table 4.14 revealed that those who knew where HCT service is being

offered were four times more likely to have ever utilised HCT service than those who did not

(AOR=4.08, � <0.001). Also, sexually active respondents were three times more likely to ever

utilised HCT service compared to those who were not sexually active. (AOR=3. l 8, P = 0.024)

(Table 4.14).The goodness of fit of the model was tested using a Hosmer and Lemeshow Test (x;

== 4.22, p =0.836). 
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Table ·4.14. Logistic Regression on predictors of HIV Counseling and Testing Service
Utilisation 

yA}UABLE AOR 95% CI 95% CI P Value 
LO\,VER UPPER 

Age (Years) 

15 - 19 (REF) 1.00 
20-24 1.33 0.78 2.26 0.290 

Level of Education 
Primary (REF) 1.00 
Secondary 0.89 0.30 2.70 0.839 
Tertiary 1.91 0.62 5.93 0.263 

Know where to test 
Yes 4.08 2.52 6.60 <0.001 
No (REF) · 1.00

Self Percei�ed Risk of HIV

Infection 
Low/ No risk at all (REF) 2.38 1.10 5.17 0.028 
High 1.00 

Sexually Active 
Yes 1.86 1.09 3.18 0.024 
No (REF) 1.00 

Who Respondent Lives With 

Parent (REF) 1.00 

Relative 1.66 0.87 3.17 0.124 

Husband 0.69 0.26 1.85 0.458 

Alone 0.96 0.46 2.03 0.922 

Employer <0.01 <0.01 0.999 

Resident LCDA 

Igbogbo/Baiyeku (REF) 1.00 
0.212 0.82 2.47 1.42 Ikorodu Central 

Ikorodu West 1.00 0.49 2.06 0.992 

Ikorodu North. 
1.53 0.64 3.65 0.338 
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CHAPTER FIVE

DISCUSSION

The socio-demographic characteristics of h . t e respondents showed that majority of them were
single and also belong to the Yoruba ethni . . . · c group. Tius 1s unexpected as more than half of them
were either students or live with their . P.arents and the fact that Lagos state is in the south west
region of Nigeria, a- region dominated b y b . 

. · Y oru as could be responsible for the high proportion of
respondents from this ethnicity in th tud It 1 . · e s y. was a so observed that more respondents were 
from Igbogbo'.Bayeiku and Ikorodu central LCDAs. These two LCDAs are centrally located
within Ikorodu compared to the other two LCDAs which have boundaries with some parts of 
Ogun state and othe_r parts of Lagos State. 

5.1.1 Knowledge of HIV/ AIDS 

Findings from this study showed that the respondents had a laudable knowledge of HIV/AIDS 
prevention and trcI?smission as majority provided the tight responses to the knowledge items 

asked. A siinilar observation was made in a study by Adeomi et al (2014) among adolescents 
attending secondary schools in Osogbo where not less than 70% of the respondents provided 
con-ect �esponses to questions relating to HIV/AIDS knowledge. However, misconceptions about 
the mode of transmission of HIV still exists, these misconceptions include the belief that 

mosquito bites can-result in HIV'infection and unawareness of mother to child transmission of 

HIV by a fifth of the respondents. This is similar to findings in a qualitative study by Odimegwu 

et al (2013) among respondents in Imo and Osun states where a fifth of the respondents believed 
that HIV can be· transmitted through mosquito bites while on the other hand only 15% did not 

know that HIV can be transmitted from mother to child during pregnancy. 

On categorisi�g level of knowledge of HIV/AIDS, few respondents in this study had a good

knowledge of HIV/AIDS. Adeomi et al (2014) reported that slightly more than half of the

re d . . d I d good knowledge. This could be attributed to the difference inspan ents m their stu y rn a 
S · d · t l (20 I 4) assigned a score of "1" to a "don't know" responseconng. The study by A eom1 e a · 

h e response in this study. 
Whereas a score of "O" was alloted to t e sam 
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Also, it was found out in this study that the ma . 
IV/AIDS know! d 

med respondents had a significantly lower mean
H e ge score compared to th . . 

. 
. . eir smgle counterparts. The bivariate analysis also

showed a s1gruficant association betwee . . . n manta! status and knowledge of HIV/AIDS where
none of the married respondents had a d . _goo HIV/AIDS knowledge unlike a few of the single
ones. It can therefore be infetTed th t th · · a e smgle respondents had a better knowledge of 
HIV/AIDS compared to the married d · . . respon ents. The study among university students in Ghana 
by Asante (2013) also made a similar b · · . · 

. · · o servatton where mamed respondents had a s1gmficantly
lower mean HIV I AIDS score compared to the singles. This could be attributed to the fact that
most of the marrie� respondents could have manied early, thus having a ]ow level of education
(Erulkar & B�llo, 2007) as it was observed that HIV/AIDS knowledge score increased with level 
of education in this study even though no statistically significant association was found. 

In this study, in-school respondents had a higher HIV/AIDS knowledge score and also more 
proportion of them had a good knowledge of HIV/AIDS compared to those out of school. The 
association was however not significant and no association was also observed between schooling 
status and HIV/ AIDS knowledge. This is similar to the observation in a study conducted in 
Ibadan where students had a higher level of HIV/ AIDS knowledge than apprentice though a 
significantly significant association was i10t found (Ajuwon et al, 2010). 

5.1.2 .Perceived Risk of HIV Infection and HIV related behaviours

It was observed t,hat � overwhelming majority of the respondents considered themselves to be at
low or no risk of HIV infection. The commonest reason for this low/no risk perception of HIV
infection was abstinence. This finding is similar to findings of a study conducted among medical
students in J 0� where 82 % of the respondents indicated that they were at no or small risk of HIV
ac · ·t· (D · t 1 2010) and a much higher proportion (97%) perceived themselves atqu1s1 10n amyam e a ., 
n · k f · c · · 1. di·a11 study among pregnant women (majority of whom wereo ns o HIV m1ectton m an u1 
b d. t atal care clinic (Rogers et al., 2006). However, it is quiteetween 19-29 years) atten mg an en 

. · though they have more than one sex partners have thewomsome that some respondents, even 
belief that they are not at risk of HIV infection.

· · d in less than half (41%) of the respondents in this
Sexual activity was found to have occurre . . . · . tud'es conducted among s1mtlar age group m Plateau
study. This is within the range of two s 1 
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state, Nigeria (Envuladu et al. 2013· D . ' aruyam et al 2013) r 
ng 3 84 female adoles t b 

· · n the study by Envuladu et al. (2013)
amo cen s etween 12 and 19 . 

11 . years m a rural community in Plateau State
48% were sexua y active, while anothe · tud . . ·· · r s  Y among 368 medical students (mean age 24 years)
in Jos reported that 38% of the responde t . : n s were sexually active (Daniyam et al., 2013). The low
prevalence of sexual activity observed 

. . . 
among the respondents in this study could be an

explanat10n for c!- l11gh proportion of th · · em perce1vmg themselves at low risk of HIV infection
although inconsistent condom use w d . 

as reporte among about half of the sexuaJly active
respondents and ·also more than half of th · · 

. em engage m sex with casual partners (who may have 
other partners). 

5.1.3 Knowledge of Benefits of HIV Counselling Service Utilisation 

The knowledge oflhe benefits of HCT service utilisation was quite rugh among the respondents. 
Majority of the respondents correctly identified the benefits of HCT service utilisation as 

reported in the study by Rogers et al, (2006). Also, this is consistent with findings among 

patients 'in ·a rnral hospital in South Africa where the benefits of HIV counselling and testing was 

perceived to be hi�h among the .study participants (Orisakwe et al., 2015). The proportion of 

respondents -tlrn� agreed with most knowledge items was similar and high as in the study by 

Orisakwe et"al. (2015). Though a similar finding was observed, more than half of the respondents 
in the study were above 40 years of age thus could make this study a bit less comparable with 

this present study. 

The result of this study showed that there was a difference in knowledge of the benefits if HCT

service utilisation by age, level of education and who respondent lives with. Statistical

association was also found to exist between these variables and knowledge of the benefits of

HCT service utilisation except for level of education. More proportion of respondents in the

old · 
(2

·
0 24 ) compared to those that were younger had a rugh knowledge ofer age group - years 

HCT · 
. . . b fit I creasing access to HCT related information as age increases

service utthsat10n ene I s. n 

d · . · ld be responsible for this finding especially in tertiaryan at higher level of educanon cou 
. · . 1 Ith campaigns are used as target sites.
institutions where most reproductive 1ea 

· ·
· d t l'ves with contributes significantly to their knowledge

Also, it was observed that who respon en 1 
· .' l"vin with their parents had a high knowledge of the

of HCT benefits. Fewer respondents 1 g 
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benefits of HCT service utilisation. compared to tho h 
an knowledge score com d � 

se w O were not and also had the lowest 
me pare to the others Mo 

h d 
· st of the respondents living with their parents

were y0unger o es an are less likely t l · 0 1ave accessed I 
1 

sexua and reproductive health services 
(because parenta consent could be needed . h 

. . . . 
. 

In a ealthcare settmg) compared to those living alone
or with relatives smce healthcare work ers were the most common source of HCT related
infonnation in th.is study. This point out h . . . · to t e need to mtens1fy efforts at creating more 
awareness on. HCT through media platfi 1 · . orms w uch are easily assessable by all irrespective of 
who such individuals live with 

5.1.4 Awareness and Utilisation of HIV Counselling and Testing Service 

More than lialf (55%) of the respondents knew where to access HCT service in their locality, this 
is higher than the slightly more than 30% reported among female students and apprentices (15-24 

years) tl�at.knew HCT centre in their communities in a study by Ajuwon et al. (201 0) in Ibadan 

and also th_e 33% reported in a more recent study by Onyeonoro et al (2014) among tertiary

institution students .. in Abia State. Though the study by Ajuwon et al (2010) did not inquire about 
source of H� infonnation, the study by Onyeonoro et al (2014) showed that media and friends 

were the common sources of informati® about HCT as opposed to healthcare workers and 

teachers in this study who could have probably given a more comprehensive information about 

HCT including testing centres in the locality than media and friends. 

The most commonly known HCT centre was a government-owned secondary healthcare facility

unlike the findings in the study by Onyeonoro et al (2014) where a secondary healthcare facility

was the second most known HCT centre after primary health centre. This could attributable to

the central location of the secondary health centre in Ikorodu and availability a wide range of

other health services in the health facility at subsidized rates unlike the other HCT centres

ident'fi d b 1 d t However it was observed that despite a high awareness of HCT
1 1e y t 1e respon en s. , 

ce t · 1- . 1 ti · every ten respondents have ever utilised HCT service. This is
n re, on y approx11nate y our m 

w'th' . 
a· ·n other parts of the country among respondents in similar

1 m the range of prev10us stu les 1 

: 
·: b t\ en 4%-50% was reported (Adeomi et al. 2014; A ju won

age category- m _wluch prevalence e ve 

et al., 2.010· 'En�ladu et al. 2013; Daniyam et al., 2ot3).
' 
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benefits of HCT service utilisation . compared to tl h 
an knowledge score com d. 

1ose w O were not and also had the lowest 
ine pare to the others M 

· 1 d 
· 0st of the respondents living with their parents

were y0unger o 1es an are less likely t h · 0 ave accessed I d · . sexua an reproductive heal th serv1 ces 
(because parental consent could be need d · . . . . . 

e m a healthcare settmg) compared to those living alone
or with relatives smce healthcare work ers were the most common source of HCT related
infonnation in this. study. This point out . . . . · to the need to intensify efforts at creatmg more
awareness on. HCT through media platfi h' h arms w 1c are easily assessable by aII irrespective of 
who such individuals live with 

5.1.4 Awareness and Utilisation of HIV Counselling and Testing Service

More than lialf (55%) of the respondents knew where to access HCT service in their locality, this 

is higher than the slightly more than 30% reported among female students and apprentices (15-24 

years) tl�at.knew HCT centre in their communities in a study by Ajuwon et al. (2010) in Ibadan 

and also th_e 33% reported in a more recent study by Onyeonoro et al (2014) an1ong tertiary 

institution students .. in Abia State. Though the study by Ajuwon et al (2010) did not inquire about 

source of HfV infonnation, the study by Onyeonoro et al (2014) showed that media and friends 

were the common sources of infonnaticm about HCT as opposed to healthcare workers and 

teachers in this study who could have probably given a more comprehensive information about

HCT including testing centres in the locality than media and friends. 

The most commonly known HCT centre was a government-owned secondary healthcare facility

unlike the findings in the study by Onyeonoro et al (2014) where a secondary healthcare facility

was the second most known HCT centre after primary health centre. This could attributable to

the central locatioii. of the secondary health centre in Ikorodu and availability a wide range of

other health services in the health facility at subsidized rates unlike the other HCT centres

ide t'fi d b I d t However it was observed that despite a high awareness of HCT
n i 1e y t 1e respon en s. , 

c t · 1- . 1 fi · very ten respondents have ever utilised HCT service. This is
en re, on y approximate y our 111 e 

· h. . d' · other parts of the country among respondents in similar
Wit m the range of prev10us stu )es m 

· .. 
b tw 43/c-50% was reported (Adeomi et al. 2014; Ajuwon

age category· in _which prevalence e een ° 

et al., 2.01 O· ·Envuladu et al. 2013; Daniyam et al., 2013).
' 
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It was also obsefVed in this study th t . a mandatory t T · 
d P 663/c of the t t· 

u 1 isation of HCT service was quite high, as it 
ma e u o es mg model reported M · . · ost of the respondents utilised the service either as
part of a treatment, requirement for em I 

. P oyment, blood transfus10n or as a marriage requirement.
A lower proportJOn ( 46%) of those that ha · · . ve utilised HCT service in the study by Onyeonoro et 
al (2010) were mandated to undergo the t . . . est. Perceived nsk of HN infection was higher among
the students in the study by Onyeo 1 noro et a (2014) as opposed to this study. This could be 
responsible for more voluntary testing reported in their study.

Among socio-dem_ographic characteristics, utilisation of HCT service has been reported to be
significantly associated with age (Chimoyi et al., 2015; Fylkesnes and Siziya, 2004). The result 
of this study where more young women (20-24 years) have significantly utilised HCT service 
compar�d to adolescents (15-19 years) is also consistent with these previous studies. In the study 
by Chimoyi et al (2015) among a commuter population in South Africa, individuals more than 25 

years were almost two times more likely to have utilised HCT service. On the other hand, though 
there was a significant association between age and utilisation of HCT service in the study by 

Fylkesnes & Siziya (2004), older individuals were less likely to utilise HCT service compared to 

younger individuals in the study unlike the findings in this study due to their lesser perceived risk 

of HN infection. However, the younger individuals as defined in the study by Fylkesnes & 

Siziya were those between 15-24 years. The study did not explore likelihood of HCT service 

utilisation with.in the 15-24 years age group which a majority of the reported readiness to utilised 

HCT service could have been among those between 20-24 years. 

Also, a significanl association was observed between level of education and HCT sefVlce

utilisation. Studies by Fikadie et al (2014) and Chimoyi et al (2015) have shown that level of

education (in no particular order) significantly associated with HCT uptake. However, a contrary

Ob t.. · 
· d · th tudy by Asante (2013) where there was no significant association

serva 10n was ma e m e s 

b t · h 1 d t'lisatio.n of HCT service. The relatively smaller number of
e ween years 111 sc oo an u l 

. · ·· b A t (2013) compared to the other studies could be responsible for 
respondents m t!1e study y san e 

the finding. 

· h ondents living with parents have least utilised HCT
In this study, it was found out t at resp . . . . 

. either living on their own, with their husbands or with their
service comp�red to those who were
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employer. An explanation for th.is find' . mg could be the limited liberty of accessing HCT service
without parental ·consent among th r · · ose ivmg with their parents while those living their employers
could have undergone HIV test· f . · mg as part o employment requirements.

Also, Local Council Development Area (LCDA) of residence significantly affected HCT service
utilisation in this study. Within LCDA of residence, HCT service utilisation was higher among
respondents living within Ikorodu North LCDA than those in any other LCDA. A tertiary
institution, �agos State Polytechnic is located within the LCDA and some of the respondents
there were students of the school who have benefitted from HIV prevention and treatment 
programme at one time or the other. 

It was observed that the knowledge of HIV/AIDS does not significantly influence utilisation of 
HCT service. A study among meri in rural Ethiopia also made a similar observation where there 
was no· si�ficant difference between those who have low, high, comprehensive knowledge of 

HIV/ AIDS and utilisation of HCT service until after adjustment for stigma (Leta et al. 2012). 
Similarly, a study among university students in Ghana did not find significant association 
between knowledge of HIV/AIDS and utilisation ofHCT service (Asante, 2013). 

On the contrary, significant association between self perceived risk of HIV infection and 
utilisation of HCT service was found to exist in this study. A similar observation was made in a 
randomized controlled trial by Fylkesnes and Siziya (2004) where respondents who perceived 
themselves Jo be at high risk of HIV infection were two times more likely to have utilised the 
service than those who did not. This is unexpected because an individual's perception of their 

vulnerability to an infection could spark curiosity about their status pertaining to such infection. 

The results of this study also showed that knowledge of the benefits of HCT service utilisation 
did not significantly influence the utilisation of the service though more proportion with high 
knowledge 9f the benefits of HCT service utilisation compared to those with low knowledge of 

the benefits of utilising the service have tested for HIV. The study by Chimoyi et al. (2015) also 
found out that individuals with a high level of perceived benefit for HIV testing were more likely 

to have unde�gone.HIV testing and as in this study, no significant association was observed 

between HIV testing and its perceived benefits. 
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In consonance with u study umong Univcr ity . f th' . (F'k . m : ,op, , die et I, 201 ) u observed
in this study that r pondcnts who knew n friend or fomily member that have t red fi r HfV ere
likely lo ult It c HCT service. 1 his wus nttributcd to the f. ct that tho r pondents et to be
infonncd more obout H T scrvic by their fnendlfamily member .

. 1.5 Perception of Rcspondcn 011 Bnrricr and F ciJit. tor to fJ -r ic tili ati<in 

Fear of di cnminat1on and fear of nccc..<. to treatment of HIV po 'tt\c v. 

of the resp ndents as factol"i that could crvc b mer to HCT crvtce utth 

ogc "'- tud} b} Odimcgwu ct al. (2013) howed th t t1gm t1l8t1 n 1

utih ahon ofHCT cl"\1ccs ft wa. also found out m the u ly th t m � 

not think that confidcntaaJ1ty of tc t result and n am of ffCT centre lo their ,.-.� .... 

bmicrs to HCT t.:rvicc utilisation. This is 1milar to th udy by F1 

obout a quarter of the respondents indicat ·d that fear of confidcnu hty m Pl'C\i t 

testing in the future . 

Separate location of testing centre out. idc ho p1tnl fJ etht1 pcrcciv 

a fac1htator of HCT service utili ation. In con run c tth the findm 

tudy among univer�ity students in outh Afn by d b ro d chunu 

the fear of br'-=ach of prl\a y at te. ting 1te \\ rted 

could be becau e re ponden feel tho e \\; h ee them entcnn 

greed to t mg m th 

1m1lar findm 

J Hct ru

HJ 

n 

I t 1 
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academics (Brown et al., 2015) could b · e a  responsible for th· · 
in this study. 

is perception among the participants

5.1.6 Factors Influencing HCT Se"'"c Utili' &Y.e sation 

This study shows ·that awareness of t t" a es mg centre influence utilisation of HCT service after
adjusting for the effect of other vari bl M · · a es. aJonty of the respondents knew the only secondary
healthcare facility in Ikorodu as a HCT centre Th' Id b 1· k d · h h .c. I th . . . 1s cou e m e wit t e 1act t 1at o er
reproductive health services are availabl� at the facility and thus the respondents could have been
aware of the a_vailability ofHCT services there. 

Also, self rated 'health status is an important predictor for the utilisation of healthcare services 

(Fylkenes arid ?iziya, 2004). In this study, perceived risk of HIV infection was found 

significantly predict utilisation of HCT service. Respondents who perceived themselves to be at 

high risk of HIV infection were likely to satisfy their curiosity by accessing HCT services. This 

could also be a reasonable explanation for sexual activeness as a predictor of HCT service 

utilisation. Leta et al. (2012) in a study that involved only men found out those of them who 

think were at some risk of HIV infection based on their risky sexual behaviour index utilised 

HCT service more.than those at no risk. 

Majority of the respondents agreed to prior counselling before testing and community outreaches 

as facilitators to HCT service utilisation. Counselling before testing is mainly achievable in the 

client-initiated model of HCT service. provision which will also improve knowledge about 

reproductive �ealth. issues. Most HIV prevention and treatment outreach programme engage in 

prior counsellinfs before testing, thus it could be inferred that the respondents will be willing to 
participate i� such programmes as observed in the study by Mabuto et al (2014) where more 

respondents utilised HCT service from the urban mobile model of testing. 

5.2 Conclusion 

Findings from this study revealed that self demanded testing (i.e. client initiated testing model of 

HCT service utilisation) is still low as only few of the respondents who have ever utilised HCT 

service were not mandated. This may hinder the achievements of the objectives of the ational 
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HIV Strategy for Adolescents and Young People, 2016-2020 on accessing HCT services(NACA, 2015). 

A good knowledge of HIV/AIDS or the benefit . . 
. . 

s of HCT service dtd not result in a corresponding
}ugh level of HCT service utilisation. Self perceived risk of HIV . .c: t· d kn 1 d f m1ec 10n an ow e ge o a 
testing s_

ite_ can be used to significantly predict utilisation of the service. This shows that lack of
awareness of centre where HCT servi�es are provided could affect them accessing and also
utilising the s�rvice. 

Majoiity of ·the ·respondents feel more confident accessing HCT service in centres where other

health services �re· being offered in other to avoid stigmatisation in their community. Also, 

breach of confidentiality of their HIV status was not seen as a major threat to utilisation of HCT 
service, however, stigmatisation and probable lack of access to treatment and care remains a 

major concern that hinder HCT service utilisation as perceived by majority of the respondents. 

5.3 Recommendations 

1. Faitl) based organizations and the internet e.g. social media platforms should be used

optimally to disseminate HCT infonnation to young people.

2. Focusing on more HIV Prevention and Treatment Outreach Programmes as a means of

accessing HCT service can enhance utilisation of HCT service because most respondents

who initiated testing by tht?mselves benefitted from such programmes in this study.

3. Also,. �xisting HCT sites should engage more in creating awareness of the availability of

HC'I' services as it was observed that knowledge of a testing location contributed to

utilisatiocy of the service.
4. HIV/AIDS campaigns should focus more on perception of HIV vulnerability among

individuals i'n order to make them see need for adopting necessary preventive measures.

5. HCT �ervice provision should be integrated with other services as in healthcare facilities

as opposed to stand-alone VCT centres; however this should not discourage promotion of

community testing.

70 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



5.4 Limitations of the tud) 

I. This study employed an explorative cros -sectional method of data collection and as such
there may be slight d1ff ercnce bet\, een what was reported and what the respondents

actually know or did especially on sexually practices.

2. This study is limited to female adolescents and young women between ages 15-24 years

m fkoro�u, Lagos State and the results may not be applicable to all female adolescents

and young women in 1gena.

3. Due to mab1hty to obtam enumeration area data from ational Population Commission,

[NEC Directory of Polling Umts which contams list of Polhng Umts spread across

Ikorodu was used to 1dcnttfy clusters from which households included in the study were

selected 
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INFORMED CONSENT FORM 

TITLE: UTILISATION OF HIV COUNSELLING AND TESTING SERVICES AMONG 

FEMALE ADOL�SCENTS AND YOUNG WOMEN IN IKORODU, LAGOS STATE. 

Dear Respondent, 

My name is Amoo, Babatunde Abiodun, a postgraduate student of the Faculty of Public Health, 
University of Ibadan. I am carrying out a study on the utilization of HIV counselling and Testing 
(HCT) services among female adolescents and young women (aged 15-24 years) in Ikorodu, 
Lagos State. I will be recruiting 400 participants into this study. 

I will need to ask you some questions which may be difficult to answer, but please note that your 
answers will be �ept confidential. Your name will not be written on the fonn so that your name 
will not be·used in connection with any information given. The information you and other people 
gives will be used by Government and other health organizations to help find a solution to 
increasing awareness about HlV/AIDS and mobilize more women for testing. 

Your honest answers to the questions will help to better understand what people think about 
HCT services and ho.w to make it more assessible. 

However, this study is entirely voluntary, you have no risk or any form of disadvantage if you do 
not want to particip.ate. Please, in order to be sure that you actually accepted to take part in the 
study volunta�ly� kindly sign or thumbprint your signature in the space provided. 

Thank you for your audience. 

Statement of person giving consent: 

Now that the study has been well explained to me and I fully understand the content of the study process, 

I hereby-agree to be part of the study. 

. · · · · · · · · ·  . . . . . . . . . .. . . . . . . . . . . . . . . . . . .  .

Signature of �espoudent Date 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
. . . . . . . .. . . . . . . .

Signatureffhumbprint of Witness (if applicable) 

The phone n�rnber and email address of the researcher are; 08161260973 and 
amoobabatundey@gmail.com. You can also contact the supervisor of this project (Dr M.D. Daire) at the 
Department of Epide1�iology and Medical Statistics on 08035664708 and drdairo@yahoo.com
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Q E TIO'\ AIRE 

tilisntion of lllv Coun 'eUing and Te ting cn·icc among Female Adolescent nnd Young Women 

in Ikorodu, Lago , tnte. 

Introduction 

Good cloy, 

I am a masters student from the Uruvers1ly of Thad.an and l am canymg out a research on Utilisation of 
IIIV Counselling and Testmg Services among Female Adolescents and Young Women Your sincere 
response will help to better understand what people think about HCT services and how to make i t  
more assessiblc. 

I would be grateful 1f you participate 

1. IN ....... .... (for official II e 011IJ1

SECTIO A: OCIO-DEMOGRAPHlC CHARACTER! TICS 

2. Age (at last birthday): ____ .,ears

3. Marital Status: 1 Smglc [ ] 2. Married [ ] 3. Others (Please Specify) .................. . 

4. Rchg1on 1 Chnstrnmty [ ] 2. Islam [ ] 3.Traditional [ ] 4.Others (Please Specify) ................. .. 

5. Level of Education. 1. Pnmary [ ] 2. Secondary [ ] 3. Tertiary [ ] 4. Others (Please

Specify) ..

6. Area of Residence .................. ....... . 

7. Tribe: I.Yoruba [ ] 2. Igbo [ ] 3.Hausa [ ] 4.Others (Please Specify) ................. .. 

8. Occupation: .................................. . 

9. Where do you live in Ikorodu? ....................................... . 

ECTION B: KNOWLEDGE OF HIV/AIDS 

10. Have you �ver heard of HIV or AIDS? 1. Yes [ ] 2. No [ ]

11. Wh_ich of these sources have you obtained HIV/AIDS related information from? [You can tick

more than one option]

1. Teacher/Lecturer [ ]

4. Doctor/Health Worker [ ]

7. Internet [ ]

2. Friends [ ] 3. Parents [ ]

5. Book/Magazine [ ] 6. TV /Radio/Film [ ]

8.Others (Please Specify) .................. . 
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8. PLEASE KINDLY TICK THE CORRECT ANSWER

a. Can the risk of HIV transmission be reduced by having sex
with only one uninfected partner who has no other partners?

b. Can a person reduce the risk of getting HIV by using a
condom every time they have sex?

C. Gan a healthy-looking person have HIV?

d. Can a person get HIV from mosquito bites?
e. Can a person get HIV by sharing food with someone who is infected�

-

f. Can a _{)erson become HIV infected by practicing unprotected sex?

g. Can I{IV be transmitted from mother to child ( during pregnancy
or birth)?

h. Can HIV b� transmitted by shaking hands?
l. Can HIV be transmitted through blood transfusion or infected

blood products?
J. Can a person get HIV by sharing needle or syringe?
k. AIDS liave a cure
1. HIV transmission can be avoided by a blood test before marriage?

SECTION C: RISK PERCEPTION & RISKY BEHAVIOURS 

YES NO DON'T 

KNOW 

9. Ho"".' will you rate your chance of getting HIV? 1. High [ ] 2. Low [ ] 3. No Chance at all [ ]

10. Why.do you think you have a high chance of getting HIV? [You can tick more than one option]

I. I shar� sharp objects [ ] 2. I have had blood transfusions [ ]
•· 

3. I do not often condoms when I have sex [ ] 4. I have more than one sex partner [ ]

5. I know someone that has H1V [ ] 6. I work in the hospital/clinidlaboratory [ ]

7. Others (Please Specify) ............................................. . 

11. Why do you think you have a low chance or no chance at all of getting AIDS ( or the virus that causes

AIDS)? [You ca� tick more than one option]

I. I abstain. from sex [ ]

3. I trust my partner [ ]

5. I have only one sex partner [ ]

7. I ensure injection with sterile needles [ ]

2. I ensure use of condoms while having sex [ ]

4. I have a limited number of sex partners [ ]

6. I ensure safe blood transfusion [ ]

8. Others (Please Specify) ............................................ .. 

12. Have you ever had sex? 1. Yes [ ] 2. No [ ]
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13. What kind of sex do you engage in? [You can tick more than one option]

1. With a casual.Partner [ ] 2. With Commercial sex worker [ ] 3. With different partners [ ]
4. Without condom [ ] 5. Anal sex [ ] 6. Vaginal Sex [ ]

14. Have you ever had STI (Sexually transmitted infection)? 1. Yes [ ] 2. No [ J

SECTION D: HIV COUNSELLING AND TESTING

15. Do you know that someone can do a tes; to know his/her HIV status? I. Yes [ ] 2. No [ ]

16. Do you kn�w wt.ere someone can be tested for HIV infection in your locality? 1. Yes [ ] 2. No [ ]
1 7. If you kno:w where someone can be tested for HIV infection, where do you know?

18. Have·you ever: been tested to find out if you have HIV infection?
select "No", please skip to question 22)

19. When was the lasl time you were tested?

1. Yes [ ] 2. No [ ] (If you

1. Less than 12 months ago [ ] 2. 12 to 23 months ago [ ] 3. 24 months or more ago [ ]
4. Others (Please Specify) ............................................. .

20. The last tin1e you had the test, did you yourself ask for it, was it offered to you or were you required to
have the test?
I. I asked for the test [ ] 2. I was offered [ ] 3. I was required to have it [ ]
4. Others (Please Specify) ............................................. .

21. Why was the t�st offered/requested?
r. ·Part of treatment [ ] 2. Visited somebody in the facility [ ] 3. Blood transfusion [ ]
4. HIV prevention and treat�ent outreach programme [ ] 5. Part of Employment [ ]
6. Routine Screening [ ] 7. Others (Please Specify) ............................................. .

22. Did. you get the results of the test? 1. Yes [ ] 2. No [ ]

23. Where did you obtain information about HIV counseling and testing from? [You can tick more than

one option]

1. School t�acher-[ ]
4. Doctor/Health Worker [ ]

7. Internet [ ]

2. Friends [ ] 3. Parents [ ]

5, Book/Magazine [ ] 6. TV/Radio/Film[ ]

8.0thers (Please Specify) .................. .

24. If you have never tested for HIV, will you be willing to do so if you have the opportunity?

1. Yes [ ] 2.No [ ]

25. What is/are the· main reason why you would like to have a test? [You can tick more than one

option]

l. Tb reduce fear and anxiety [ ] 2. To know my HN status [ ] 3. For marriage purposes [ ]

4. Others (Please Specify) ............................ · .. ··.············ 
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26. Do you know if �ny of your friend or family member has tested for HIV before? 1. Yes [ J 2.No[ J

27. Why would you not like to be tested for HIV? [You can tick more than one option)

1. Fear and anxiety that I may be positive [ ] 2. I feel it is not necessaiy [ ] 3. I cannot afford it [ J

5. I liave tested before [ ] 6. Others (Please Specify) ............................................. .

SECTION ·E: PERCEIVED BENJj:FITS OF HIV COUNSELLING AND TESTING 

28. Kindly tick ip the correct response to the following questions;

. 

a. Can someone acquire more information about HIV/ AIDS and
HCT by knowing their status?

b. Can testio.g for HIV help one to seek early medical help?
c. Do you the infection of an unborn baby can be prevented if one
!mows her HIV status?

d. Do you think your partner can be protected from HIV infection if
you know your status

e. Do you think you can indirectly lmow the status of your partner if
you know your own status?

f. Do you think testing for HIV can allay/reduce fears of test
outcome?

. . 

TRUE FALSE DON'T 

KNOW 

29. Which of these people do you feel will_ benefit if you know your HIV status? [You can tick more

than orie option]

TRUE FALSE DON'TKNO� 

Myself alone 
. .

My p'artner 

My family 

My t:nbom baby 

My sexual partner 

Nobody 

30. Will you feel confident to invite your partner to support you during testing? l. Yes [ ] 2. No [ J

87 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



SECTION F: PERCEPTION OF THE DESIGN AND OPERATION OF HCT SERVICES AND
OTHER TESTING RELATED FACTORS
31. Many different factors prevent people from getting tested for HIV

" 

AGREE DISAGREE 
a. Getting money to go

b. They_ don't 'know where the test is done

C. The test centre is near where they live

d. Not ';1/anting to go alone/no one to accompany you to the facility

e. The provider is not of the same sex as you.

f. The test can only be taken in a hospital which offers other service

asides HIV testing.

g. The attitude of the health provider.

h. The health provider will tell other people about your

test result

I: Fear of discrimination if HIV positive 

j. · Fear that there may be no access to treatment if HIV positive

32. Which o.f these reasons will make people consider testing for HIV?

AGREE DISAGREE 

a. The test.�entre is on its own, not located in a hospital

b. The test centre is managed by an NGO

C. The test centre is owned by government

d. Counseling is conducted before the test is done

e. The test must be conducted even if they go to a health facility

for other problem

f. If they want to marry or for Job requirements

g. If a friend/family member has done the test before

h. Death of a close relative/partner caused by HIV/AIDS

I. Testing in the commwuty as part of an

outreach programme

J. The test can be conducted at home by oneself

without·the help of a healthcare provider
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33_ Sho�ld HIV testing service be separated or be part of other services?
1. Yes, should be separate [ ] 2. No, should be Integrated [ ] 3. Don't know [ ]

34_ What d� you think can be done to encourage more young women to go for HIV counseling and

testing?' __ :__ ___________________________ _ 
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