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ABSTRACT 

Awareness of HIV status, through HIV counseling and testing (HCT) programmes ha, e been 

shown to increase safe sexual behavior and use of care and support services among adults. 

Despite the various strategies implemented by governmental and nongo,emmental organizations 

to encourage voluntary testing, uptake of the services and a,vareness of HIV status is still Io,, . 

Ignorance of HIV status by an individual may promote unsafe sexual behavior that dri, es HIV 

transmission. This study was conducted to assess the level of a,vareness and knO\\>ledge of HIV. 

identify barriers of HCT as well as the factors influencing it among ,vomen of child bearing age 

in Abuja, Nigeria. 

A cross sectional study ,vas conducted and a two stage sampling techniques ,vas used to select 

women attending health facilities in Abuja. Simple randon1 sampling technique \\.as used to 

select 10 out of 203 health facilities in Abuja using balloting, thereafter, S}sten1atic sampling 

technique was used to select 1125 respondents among 2125 \Von1en attei1ding tl1e chosen 

facilities. Data on socio-den1ographic characteristics, awareness and kno,vledge about HCT. and 

reasons for non adoptio11 were obtained using a pretested sen1i-structured intervie,vcr 

administered questionnaires. Data were analysed using descriptive statistics, Chi-square test and 

logistic regression with level of significance set at O 05 

The mean age of the respo11dents was 31.8years (S0=5. 7) About 3 7 1 % had no for111al education 

"vhile 27.0% l1ad tertiary. About two thirds had two or more cl1ildrcn \.Vl1ile a third had received 

previous antenatal care. Most (80.2%) had ever l1eard of I-IIV/AIDS. Tl1e most conu11only 

identified modes of transmission and prevention of f-IlV were sex ,vit11 multiple sexual partners 

(88.2%) and abstinence (82 7%) respect1vel}. The proportions who k.ne,v that 1-IIV can be 

trarismitted from mother to cltlld during pregnancy, delivery and breastfeeding \,Vere 8.5%, 

25�7% arid 54 7°/o respectively. Tl1e proportion of women \.vho had undergone VCT ,vas 31.5% 

though 92.0% knew a place to get art HIV test. The coIDJnonest source of infom1ation about HCT 

was the radio (19.3%). Over half (57.5%) of those ,vho ever tested asked for the test, another 

16.0% ,vere offered while 26.5% ,vere required to do the test. An1ong those ,vho never tested, the 

main reasons for not testing \Vas not asked or required to take the test (35 8°/o). S1gn1fic,1ntl)1
, 
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• 

those that are <25 years (81.7%), with tertiary education (81.2%). that are Christians (.,0.9° 0), 

single (85.9%), from Yoruba tribe (50.0%) and those that have attended antenatal care pre\iousl:y 

(72.0%) had ever undergone HCT. The sigruficant predictors of uptake of HCT \\ ere age 

(OR=5.l, 95% CI=2.l-12.2), higher education (OR =3.9, 95%CI=2.2 - 6.9), tribes (OR =2.5. 

95% CI=l .3 - 5.0), religion (OR=8. 9, 95%CI=4.4 - 17.9) and previous antenatal care (OR= l3.6. 

95% CI=S.5 -33 3 )  . 
• 

The proportion ever testing for HN is still low though majority of the \\'Omen kno\\ ,,,here to 

get the test. More women need to be offered HCT and interventions aimed at targeting ,,,omen 

attending health facilities should focus more on women ,vith lower educational status and 

without previous antenatal care. 

Ke)'\vords: HIV Counseling and testing, women of childbearing age, safe sexual behavior 

Word Count: 486 

• 

• 

• 

• 
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CBAPTER O�E 

Th1RODUCTION 

, 1.1 Background 

• 

HIV/ AIDS epidemic is one of the most destructive health cnses of modern times ra\•aeing� �

families and communities throughout the world {Ashford, 2005). including increased 

morbidity rates, high infants, childhood and adult mortality, a high number of orphans and 

widows, deterioration of health sector, poorer households, reduced agricultural output, 

disrupted business activities adverse effect on education and fertility change. 

(WHO/UNAIDS, 2006) . 
• 

The HIV/ A IDs was first discovered in Nigeria in 1986 and the burden of the infection had 

steadily increased in the country from a sero prevalence rate of 1.8°/o m I 991 to 5.8°/o in 

2001 and currently at 4.4% (WHO/UNAIDS 2006). Approximately about 2.6 null1on people 

aged 15-49 years old are living with HIV and AIDS (>11genan National Planning 

Co,nrnission, Sentinel Survey 2005). 

HIV Counseling and Testing (IICT) provtdes for all the segments of the population an 

opportunity to access complete and accurate information on I-IIV,AIDS. This 1s a c1itical 

entry point to prevention, care, support and treatment for all people and particularly for 

those already infected and affected. It enables a person to confidentially explore and 

understand his or her risk of HIV infection, provides an opportu11ity to fully comprehend tl1e 

implications of sero-status and to learn about precautions for protcct1on and for preventing 

tl1e further spread of HIV infection. IICT facilitates personal and n1ore informed decisions 

about HIV testing (NACA, 2004). 

In the event of a positive HIV test result; counseling strengthens strategics for coping with 

the immediate stress, possible stigma, psychological and social impacts. It provides referrals 

to appropnate facilities for care, support and treatment and promotes more infonned choice� 

• for the future (NASCP, 2004). The Nat1onal AIDS/STI Control Progratn has supported the

establishment of over 700 I-JfV counseling and Testing Centers in mcd1cal colleges and

I 

• 

• 
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hospital all over the country (NASCP, 2004) However. the impact of these facilines has not
• • 

• 

been documented. 

1.2 Statement of Problem 

The epidemic in Nigena has extended beyond the commonly cJassified lugh risk groups and 

1s now in the general population. With the adult prevalence rate at 4.4°'1o, the nation \\'as said 

to be i n  threshold of an exponential growth of the epidemic (NASCP, 2004). The 

government's response to the HIV/AIDS situation bas passed through several phases m her 

response to the epidemic. The stages incJuded an initial period of denial; a large]), health 

response and now a multi-sectoral response that focus on prevention. treatment and 

mitigation disease response components. A central body is dedicated to leading and 

coordinating the response, while the various sectors, including Civil Society Organizations 

(CSO), Faith Based Organizations (FBOs), Persons Living \V1th HIV AIDS (PLWHA) 

support groups focus on packaging and implementing interventions based on a national 

action plan (FMOH, 2003). 

Lately, there 1s increase in numbers of children being infected \vith the virus tlrrough mother 

lo child transmission or are loosing one or both adult parent to the disease. The HIV/AlDS 

national estimate as at 2006 on the number of HIV infected children ,vas 252,680. Till date, 

there has been no recent estimate. From all ind1cat1on, the HIV/AIDS ep1den1ic has 

contmued to grow largely llrrough heterosexual unprotected sexual exposures (NASCP, 

2004). Women are disproportionately affected by the HIV/ AIDS and are at high nsk to the 

infection. They also shoulder most of the burden engendered by the ep1de111ic (Skhosana, 

2004). About 60% of all new 1-IJV infection 1n sub-Saharan Africa however occurs a1nong 

young people between the age 10-24year (UN AIDS, 2006). The Prevalence of l-l[V among 

young \Vernen was 17% compared \Vith 4.4% an1ong young men in Sub-Saharan Afnca 

(Sliisana ct al, 2005) MaJonty of wornen become infected tlrrough heterosexual intercourse. 

' Women progress to AIDS at lo\ver viral loads level with higher CD4 counts than do n1cn 

(UNAJDS, 2006). Ttus impact has grave consequences on a \vomen sexual and fertility 

decisions (Ntos1. 2000) Moreover women ,n 1nost societies are the primary care providers 

for children and older people So when young and middle aged women dtc fron1 AIDS and 

its complications, they often leave dependants with no one to care lor lhc111 (N [l I. 200 I). 
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hospital all over the country (NASCP, 2004 ). However. the impact of these facilities has not
' . 

' 

been documented. 

1.2 Statement of Problem 

The ep1dem1c 1n Nigeria has extended beyond the commonly classified high risk groups and 

1s now 1n the general population. With the adult prevalence rate at 4.-l¾, the nation ,vas said 

to be 1n threshold of an exponential gro,vtb of the epidemic (NASCP, 2004). The 

government's response to the HIV/ AIDS situation has passed through se, eral phases 1n her 

response to the epidemic. The stages included an initial period of denial; a largely health 

response and now a multi-sectoral response that focus on prevention, treatment and 

mitigation disease response components. A central body is dedicated to leading and 

coordinating the response, while the various sectors, including C1vtl Society Organizations 

(CSO), Faith Based Organizations (FBOs), Persons Living With HIV AIDS (PL\\'HA) 

support groups focus on packaging and implementing interventions based on a national 

action plan (FMOH, 2003). 

Lately, there is increase in numbers of children being infected ,v1th the ,irus through mother 

to child transmission or are loosing one or both adult parent to the disease. The I-fIV/ AIDS 

national estimate as at 2006 on the number of HIV infected children ,vas 252,680. Till date, 

there has been no recent estin,ate. From all 1ndicntion, the HIV/AIDS epidemic l1as 

continued to grow largely tl1rough heterosexual unprotected sexual exposures (NASCP, 

2004). Women are disproportionately affected by the HIV/ AIDS and are at high 11sk to the 

infection They also shoulder most of the burden engendered by t11e ep1dem1c (Skhosana, 

2004). About 60% of all new I -IIV infection in sub-Saharan Afnca ho\vever occurs runong 

young people between the age 10-24year (UNAJDS, 2006). The Prevalence of l-IIV among 

young women was 17% compared with 4.4% among young men in Sub-Saharan Africa 

(Shisana et al, 2005) Majority of ,vomcn become infected tlrrough heterosexual i11tercourse. 

· Women progress to AIDS at lo,vcr viral loads level with higher CD4 counts than do men

(UNAIDS, 2006). This impact has grave consequences on a ,vomen sexual and fertility

decisions (Ntos1. 2000) Moreover women 1n most societies arc the pnn1ary care providers

for chtldren and older. people. So when young and n11ddlc aged ,von1cn die fron1 AIDS and

its compfications, they often leave dependants with no one to c .. 1rc for thc111 (N ff-I, 200 I) .
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I 

Access to HCT has been an issue when demand is created: people find it difficult and 

challenging to access services due to distance of the health fac1l1aes. attitude of the health 

personnel, wrong dissemination of information and lack of confidence in the health \\·otkers. 

Stigma and discrimination, lack of comprehensive and h1gb quality sen'lces. and se\ ere 

human resource constraints have limited the utilization of facility-based HIV sen'lces. 

including HIV Counseling and Testing (HCT) even \vhen these are available (Adedoym et 

al, 2007). 

• 

1.3 Justification for the study 

Despite the various strategies employed by governmental and non-governmental 

• organizations to encourage voluntary testing, the percentage of people that kno,v their status

fro1n voluntary testing is quite low. Less than I 0% kno\v their status 1n tl1e country

(UNIADS 2007).This may not be unconnected wtth the high level of st1gmat1zation

accompanying I-Irv infection and HIV testing. In Afnca, ,vomen are more vulnerable to

such stign1atization and many are illiterate. Hence a higher percentage of ,von1en get tested

for HIV as a result of death of spouse or HIV pos1t1ve spouse. antenatal requirement and

death or illness of tl1eir baby. More needs to be done 1n educating ,vo1ncn about HIV AIDS

and their rigl1t to early HIV testing (Egieyeh ct al, 2007).

HTV Counseltng and Testing can be a 1not1val1ng force for HIV-positive and negat1ve 

people alike to ndopt safer sexual bchavJor which enables sero-posit1ves to prevent their 

sexual partners from getting infected and those ,vho tested negative to rcn1a1n negative. This 

1ntcrvention also facilitates access to prevention services for sero-negatives and is n key 

entry point to care and support services for those ,vho arc HIV infected (UNAIDS, 2002). 

The present study exarmnes tl1e barriers among women of reproductive age group attending 

district bosp1ta]s in AbuJa. tl1e Federal Capital territory located in the North central 

geopolitical zone of N1gena. The identification of tl1ose factors influencing testing 1s an 

important step 1n identifying those groups of ,vomen ,vhom interventions should be directed 

Lo. especially 1n resource poor settings like Nigeria. 
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• 

I 

1.4 Objectives of the study 
• 

J .4.1 Broad objective 

• 

To determine the bamers to HIV Counseling & Testing (HCT) among ,,·omen of 

reproductive age (15- 49 years) in Abuja. 

1.4.2 Specific objectives 

l. To assess the knowledge of women attending the antenatal climes in Abuja on

HIV/ AIDS transmission.

2. To determine the coverage of HCT among women attending the antenatal clinics in

Abu3a

3. To dete11nine factors affecting the utilization of HCT services among ,vomen

attending the antenatal clinics in Abuja

• 

• 
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CHAPTER T\VO 

LITERATURE REVIE\V 

2.1 Epidemiology of mv and AIDS 

Globally, the pandemic of HIV and AIDS has continued to constitute serious health and 

socio economic challenges for more than two decades. In underdeveloped and de,,eJoping 

countries, it has reversed many of the health and developmental gains over the past three 

decades as reflected by indices such as life expectancy at birth and infant mortalit)' rate 

among others. The epidemic has also facilitated the re-emergence of disease conditions such 

as pulmonary tuberculosis and other opportunistic infections. 

As at the end of 2009, about 33.3 million persons were estimated to be infected ,vith HIV 

globally. Of these, 22.5 million (i.e. 68% of the global total) ,vere 1n Sub-Saharan Africa, 

and about 2.98 million in Nigeria (FMOI-1, 20 I 0) Thus, Nigeria has the second highest 

number of people living with I lIV in tJ1e "vorld after South Africa (UN AIDS, 2010). Since 

the first case of AIDS in Nigeria vvas reported in I 986, the IIIV and AIDS epiden1ics have 

continued to evolve. The first sentinel surveillance surve} sho,ved HIV prevalence rate of 

1.8% in 1991. Subsequent sentinel surveys showed increasing prevalence rates of up to 

5.8% in 200 l and t11en a decline to 4.4% in 2005 Ho,vever, the 2008 prevalence of 4.6% 

showed a slight reversal i11 t11e do\.vnvvard trend, thereby generating some interest. 

Estimates from the 2008 ANC survey sho�·ed that 2.87 million persons were living with 

HIV 10 Nigeria. The survey sho,ved l1igJ1est HIV prevalence a111011g ,vome11 aged 25-29 

years (5.6%) followed closely by those aged 30-34 years (4.9%) (FMOH, 20 l 0). Also. tl1e 

sun·cy showed highest prevalence a1nong ,von1en ,vitl1 onl)' secondary level education 

(5.8%). In 2007, the national population-based survey showed an overall I I1V prevalence of 

3 .6% ( 4 0% among females and 3.2% males) {NAR1 rs, 2007). 'Fhe 2010 I II V sentinel scro

prevalence survey an1ong pregnant \.\lon1cn attending anlcnatol clinics in Nigcrin rcvcall!d .i
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national HIV prevalence of 4.1 %. The prevalence ranged from 1.0% in Kebbi State to 

12.7% in Benue State. A total of 16 States and FCT had pre\alence abo,e 5°/o (Figure 2.1) 

(FMOH. 2010). Among the study site in the FCT included in the sun e). \Vuse Garki had 

the highest prevalence rate of 12.3% (Table 2.1). 
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Table 2.1 HIV prevalence in FCT (FMOH, 2010) 

State Site Site Total Number Prevalence Confidence 

Status San1plc Positive (O/o) Interval 

FCT Gwag\valada Urban 300 19 6.3 3.6-9.l 

Nyai1ya Urban 258 19 7.4 4.3-10.6 

Wuse/Garki Urba11 301 37 12.3 8.6-16.0 

8\-vari Rural 149 10 6.7 2.7-10.7 

Karsl1i Rural 156 15 9.6 5.0-14.2 

Total 1164 100 8.6 7.0-10.2 

2.2 !\lodes of transmissio11 of HIV 

HIV is spread b) se:-;.ual contact \-Vith an i1uected person and by blood or body fluid 

e,change througl1 sharing of contaminated needles or transfusions of infected blood or 

blood clotting factors. Infants born to HIV-infected won1en may beco1ne infected in 

gestation. during birth. or through breastfeeding. Heterosexual transmission accounts for up 

to 80%of all HIV infection in Africa. Other transmission routes in Africa include injection 

drug use (2 8°/o). mother-to-child (2.6%). and blood products and transfusion (2.5%). 

Unk.no\\"Il modes of transmission result in 7% of HIV infections. In Nigeria, the 

heterosexual route of infection accounts for 82 percent of all transmissions and together 

\,ith blood borne and mother to- cruld transmission account for the vast majority of different 

routes of HI\' transmissions (UNAIDS, 2002). 

2.3 Pre\ ention and Control of HIV/AIDS 

Th. Sf 2005-09 identified n number of key and mutuall)' re-enforcing strategies to pre\ ent 

c lifJ' 1nf.cct1ons and promote behavior. change. Broa<ll)· classified these strategics 

f.:11\ Co.unscl1ng and rc�t1nl! (IICT): Pre\cnt1on of t-.tot..her.-to-Chtld Transn11s,1on 

m liJV: Prevention of B1ome<licn] ·rran�m1 s1on of I Iii\, f n1 ll Dclcct1on 

< ntr l) f � uully 1 ran m;1Jtcd lnfcot1ons (STI ) {C on<lou1 1>r\,rtlOt1onl 

,,,,.,,_o 1 t t,

H I 1 f I 

t..ir tin 1h g 11 ·r J popul 1t1n11 tHl tho tlllC hind u1ci n,,, t ,1 

t nll r h 1rtd ind I tit r,r 111111 ot �,· u 11 1r I Rl pn tu II l
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2.3.1 Prevention of motlier to cl1ild transmission of HIV 

Considerable efforts are being made by the national response to strengthen PMTCT 

interventions. The 11 experime11tal PMTCT sites i11 2003 had increased to 640 by December 

2008. According to WHO/UN AIDS/UNICEF (2008), a total of 207, I 07 pregnant wo1nen 

had been tested for HIV in 2007, an esti1nated coverage of 4% (National 1-IIV/AJD strategic 

plan, 20 l 0). Tl1e coverage of PMTCT services in Nigeria for 2007 was also reported as 7% 

for ad1ni11istratio11 of ART propl1yla\'.is during pregnancy, and 2% for administration of ART 

propl1ylaxis to infants bo1n to infected n1others. According to NACA (2009), in 2008 about 

675,550 pregnant ivomen received IlIV counseling and testing for PM1"CT of which 2 l ,478 

(3.2°/o) received ARV prophyla\'.is. The National AIDS and S ro Control Progra1n (NASCP) 

of tl1e Federal Ministry of I lea Ith (Ftvlol I) reported uptake of PMTC'f services nationally at 

1 1 �/o, as at July 2009 up fron1 2°,1<> in 2004 (National 1-IIV/ AID strategic plan, 2010). The 

san1c NASCP report indicates the ntm1ber of I·IIV exposed infants receiving ARV 

proph) laxis has increased fron1 516 in 2004 to 2,230 babies. Therefore, even if the PMTCT 

co , erage ,,as substantially increased before the end of the current NSF in December 2009, 

it ,viii be in1possible to reach the national PMTCT policy target of reducing "the 

transn1ission of tlte HIV virus tltrough mother-to-child-transmission by 50%, by the year 

201 O" and a far cry from the national target of Universal Access of 80% by 2015. 

T-0 pre,ent the transmission of HIV from motl1er to baby, the World Health Organization 

{"\\ HOJ promotes a comprehensive approach, which includes the follo\vtng four

comp.onents! Prima.I) prevention of HIV infection among women of childbearing age; 

Pre, entmQ unintended pregnancies among \vomen l1v1ng \Vttl1 I-ITV, Preventing HIV
-

transmisSJon from a \,oman living \\1th I-Irv to her infant: and Providing appropnate 

t.re'atment. ,care and support to mothers living \Vith HIV and their cl1ildren and familic.!s

\l.tJ1(J 20 J 0)
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Table 2.1: WHO/UNICEF/UNAIDS Str�tegies for PMTCT 

Prong 
Primary prevention of 

, HIV infection 

Strategies 
-Co111111unication for bel1aviour change (ABC
approach) to protect reproductive 1nen and "vomen
fron1 beconung infected with I-IJV and other
STis provide voluntary counselling and testing
services follo"ving the National HIV Counselli11g
and Testing Guidelines
- Pron1ote correct and consistent use of condo,ns
- E11couragc open discussion on reproductive health
issues bet\veen pnrents and their children
- Early diagnosis and treal1ncnt of STis

.-------t----Pre\'ention of -Pro,,ide frnnily planning counselling integrated
unintended into all potential PMTCT and VCT service sites
pregnancies among 
HIV infected women 

I Pre,1ention ofHIV-----1---Ensure av.ailability of antiretroviral drugs and 
transmission from other appropriate supplies for PMTCT 
infected ,vomen to - Provide testing and counselling services

I their infants integrated with ANC, labour & delivery and 
� postnatal care 

Treatment. care and 
supP-ort ofH!V 
mfected \\ omen, their 
infant.sand their 
)am1l1e;:, 

�,1ur:cc: \\ Jf<). 20JfJ 

-

- Safer obstetrical practices 
- Provtde appropnalc counselhng on infant feedmg
and support exclusive breastfeeding
-Provide ART for women \vith advanced disease
- Provide pregnant women not eligible for ART
with effective PMTCT regimens
- Ensure appropriate follow-up of infants born to

HIV pos1tive women including 01 prophylaxis
and early infant diagnosis 
- Provide HIV testing for famjfy
- Linl< PMTCT v:1th care and support initiatives
organized for infants and l-flV infected ,vomcn

J 

• 

• 

I 
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2.3.2 Sexually Transmitted Infections control 

Evidence abounds that sexually transmitted infections (STis) facilitate I -UV transmission. 

Early detection, treatment, and control of STis is therefore a key strategy under NSF 2005-

09 for HIV prevention. However, sufficie11t attention and resources J1ave not been placed on 

early detection and treat1ne11t of STis in the context of natio11al response to I -IN/AIDS

epidemic. 

2.3.2.1 Condom promotion 

Tl1e NSF 2005-2009 place n1uch pren1iu1n on condon1 pro1notio11 and use as a dual 

n1echanisn1 for reduci11g !-[IV and other STI trt:11 1s 1nission as well as preventing unwanted 

pregnancies. lnfon11ed opinions indicate that condon1 distribution has been going up during 

the NSF 2005-09 period despite strenuous efforts by so1ne religious groups to proscribe it;

vo]untaf)' li111itations 011 condon1 adve11ising are i11 place. This notwithstanding, in 2007 

alone, neari)' 180 111illion condon1s were distributed tl1rough workplace programs, 

communit) mobilization, a,,·areness events, l1ealth clinics, and through the private sector 

social marh.eting progran1s. A,vareness of the male condom is quite high (71%); not so 

much 1s k.no,\n about the female condom (13%). Ironically and ,vorryingly, only 49% of 

those ,, ho engaged in sex '"ith a non-marital partner in the preceding I 2 months before the 

200i7 National Reproductive I-Iealtb Surve)' (NARHS) survey used a male condom (National 

HIV 'AID strategic plan. 2010). 

2�-3 Communication In ten entions 

The NSF 2005-09 placed much emphasis on tl1e fact that comn1unication interventions, 

wrlpding information. education and communication (IEC) and beha·vior change 

OQ,rrunu.rucation CBCC). hold a vital nnd indispensable place in I IIV prevention 

m!-P ntinns Aw.a.reness of HfV:IAIDS continues to be above universal le,els 87 7% in 

and 9.3 g 1n 2007 but comprehensive kno,vledge of HIV transmission continued to be 

12..:1 ') .-,"ut1onal JflJ''-AJI) strategic plan, 2010) Relevant policy and progrotll related

·r , n :omrn l t1i1on 1ntcrvcnlion bt1Yc been dcvclt1ped including the 1t1onal 

( ( 11 11 n, 1l1on Str •le •y l009 1 l vh1oh propo � 1 n11n1111Lun I , k ,�t 

• , 0,,,..,,, f r v ":,f II v.ulh rnhl yr.nuJl! 111 I , 'i ,r J1r � nunn l'I 111
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2.3.2 Sexually Transmitted Infections control 

Evidence abou11ds that sexually transmitted infections (STis) facilitate I--IIV transn1ission. 

Early detection, treatme11t, ru1d control of STis is therefore a key stTategy under NSF 2005-

09 for HIV prevention. Ho\vever, suf-ficient atte11tion and resot1rces have not been placed on 

early detection and treat1nent of STis in the context of 11atio11al response to I-IlV/AIDS 

epidemic. 

2.3.2.1 Co11don1 pron1otio11 

Tl1e NSF 2005-2009 place 111ucl1 pren1iu1n on condon1 prornotion and use as a dual 

mechanisn1 for reducing IIIV and other S1'1 transmission as well as preve11ting unwanted 

pregnancies. lnfon11ed opit1ions indicate tl1at condon1 distribution has been going up during 

tl1e NSF 2005-09 period despite strenuous efforts by some religious groups to proscribe it; 

,·oluntar)' lin1itations on condo111 advertising are in place. This notwithstanding, in 2007 

alone. nearly 180 nlillion co11doms \Vere distributed U1rough workplace programs, 

communit) n1obilization. a\vareness events. healtl1 cli11ics, and through the private sector 

social marketing programs. Awareness of tl1e n1ale condom is quite high (71 % ); not so 

much is kno,\.n about the fen1ale condom (13%). Ironically and worryingly, only 49% of 

those \\ ho engaged in sex ,vith a non-n1arital partner in the preceding 12 months before the 

2007 �ational Reproductt\'e Health Survey (NARI-IS) survey t1sed a male condom (National 

HT\i AID strategic plan. 2010). 

2.3.3 Communication Inten·entions 

The NSF 2005-09 placed much emphasis on the fact tl1at communication interventions. 

incJudm!! information. educati'on and communication ([EC) and behavior change 
-

oo;DJ1JunJcation (BGQ) hold a vital and indispensaole place in l-lIV pre\'ention 

mt�r1-entJons A'"areness of HIV/A.JDS continues to be abo,•e uni,•ersal levelc; 87 7% in 

d 9 8:Vi 1n 2007 bQt c9mprefiens1ve k110,vledge of HIV transmission continued 10 be 

I··'· t24' �lift rrol HIV: ;AJD sJmtc;g1c plnn, 20 I 0). R,clcvnnt pol1C) and progrnn1 relnted 

mxttrr1r�r1t n mmun1.cauon 1ntervcnl1ot1 have otcn <lc:veloped inolud1ng the 1t10Jlnl 

( ( mmun, 41t1tln �trnr.u.t?)' 1009- 14 \Vhtch propos ,u n1in.1111t1111 :p I k rg.1: 

,,_,,_,r-.,,1,nr f r 11 tdhcy- hi itfC!Up 111 I 11 1 , 11' J f\.' 1i11, n l'l"n 

tll OIIOJI f! �II 

I 
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participation and involven1ent in com111unication interventio11s have enabled the provision of 

improved IEC tlrrough i1movative and non-traditional approaches targeting the general and 

specific population segments. 

2.3.4 Voluntary counseling a11d Testing (VCT) 

Voluntary counseling and testing (VCT) is an effective means of addressing the 

psycl1ological ru1d socio-sext1al aspects of IIIV and AIDS. It is also an entry point for n1any 

fonns of l--IIV ru1d AIDS prcve11tion and control interventions, including preventio11 of 

1nother to child trans1nission. I -ICT also constitutes a good platforn1 for lirlkage between 

reproductive l1ealth and IIIV/ AIDS-related progran11nes 

HCT is the process by vvltlcl1 a person undergoes counseling, enabling him or her to cope 

,,·ith stress and n1ake inforn1ed choices about HIV testing. Confidentiality of counseling 

sessions, test results. and the , oluntary choice to test are emphasized. HCT programs have 

demonstrated tl1eir nbilit) to increase safe sexual behavior and use of care and support 

senices among adults (Coates et al. 1998). By helping clients learn tl1eir HIV sero status 

and creating a personalized HIV risk reduction plan, I-ICT can provide the information and 

support necessaf) to change risk-y behaviors tl1at could lead to lIIV infection or transmission 

{CDC. 1994) Counseling. both before and after the test, and a risk reduction plan are the 

ke) features that distinguish HCT from other HIV testing services. HCT has become a 

,,idely ad\ocated HIV AIDS prevention strategy among adults. Most clients of HCT 

senrice are in their mid- to late l\venties (Coates et al. 1998; Ladner et al. 1996. Allen et 

al J99Z) 

Tbe pretest counseling mvolves the test process. the implications of testing, risk assessment 

anJ n . prevcnuon. c:9p1ng �trategies and decision to test. The post-test counseling for a 

fdJ\ g.ativ:e and po�1t1:ve person involves nc\\S given, risk reduction plan mndc. discussion 

urc of J:JJV tatu P'ollo\V up counseling and support occurs through n1cd1cal

pport and o0c1al upport ( I ,\S(J 20.0 I) 

• 

f J f1 

f 1nu 11 f pr \'olunl 1[) ( <llln t l1n I,· 11u • 1 \ ( I , 
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be rendered. This includes avoidi11g additional exposure to the virus and other STI's, early 

referrals for medical services eve11 for n1inor illness, including Anti-Retro Viral (ARV) 

tl1erapy, avoidi11g re-exposure to tl1e virus ru1d other STI's, 1nai11taining their weight tl1rough 

good diet and avoiding diarrl1ea diseases, joining Persons Living with I-IIV / AIDS (PL Wl IA) 

organizations, and referral for Preve11ting Mother to Child Trru1sn1ission (PMTCT) for all 

pregnant wotnen (UNAIDS, 2014). 

Tl1e in1portance of HIV Counseling and Testit1g services i11 Nigeria is rapidly growing (FI-II,

2007). Tl1ere is a guideline on I--ICT "vhich is \Veil con1n1u11icated. (National HC'f Guideline) 

The situation of HCT in Abuja has in1provcd \Vil11 tin1e, IICT services are available in n1ost 

go,·ernn1ent and non governmental organizations. Currently, Abuja has about 26 sites for 

HCT ,vitl1 trained professional counselors. The general population benefits from the 

sen ices. The level of kno,vledge of health care providers about HCT has generally 

increased O\'er years. Tl1e} are becon1ing more aware on tl1e importance of HCT. The 1-ICT 

sen'ices can be assessed for free in all the sites especially sites that receive test kits from the 

Federal Go, ernn1ent of Nigeria. After testing, tJ1e client's blood is usually sent to the 

laboratory for CD4 counts and viral load to assess the level of the virus. If the viral load is 

hioh the client ,,ill be referred to PEPFAR ART sites for free ARV drugs. 
:::, 

B, December 2008. HCT sen1ice delivery sites increased to 908: about 3.37 million people 
• 

(men and ,, omen) had ever been counseled. tested, and received their test results by this 

date. Tiie rate of increase of access to HCT services for botl1 men and >won1en is similar: 

from about 7% in 2003 to 11% in 2005 to 14% 1n 2007 (National HIV/AID strategic plan. 

201 OJ T.be�e contrasts sharply ,vith the intent of the frame\Vork targeting 50% of Nigerians 

to aQCes.:. quality HGT sen•1ces by 2010 and falls far short of the countr:y's commitment to 

.uai,eNil acce�s target of at least 80% by the same year. Coupled \,itl1 the fact that the 

n mber of HCT --.e.rvrd!s del1vccy points are ,,oefully inadequate to meet the needs of the 

QJL m<J t scr,. ice arc still fac1J1ty-ba'ied and located in secondaf) und tcrttnf) health 

,,�c..e able t har.d to-reach commun1t1c und have 111suffio1cnt tnrgl'ttng l'f 

n • • 
l pqJ JI In JARP1f:N1t1on,IIIIIV \lDstr1tc.g1o plnn.">OlO)
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2.3.4.1 Findings from the 2005 National HIV/AIDS and Reproductive Health survey

The National HIV AIDS and Reproductive Health Survey (NARHS) is a bierulial nationally

representative housel1old survey of HIV AIDS and other reproductive health issues. Tl1e 

survey involves 1nales a11d females of reproductive age group. Concen1i11g IIIV counseling 

and testing the survey found that 55.7% of all respondents knew where to get a test with a 

l1igl1er proportio11 a111ong n1ales (59.1 %) tl1an fen1ales (51.7%). An1ong those who never 

tested for HIV, 42.6% indicated a willingness to test will1 the figures for 111ales and females 

being 47% ru1d 37.3% respectively. The reasons for not desiring an 1-IIV test include: don't 

\,Villlt to k.i10\v (9.3°/o)� fear of the result (8.9%); not necessary (71%); can't afford it (4.8%). 

About 10.8% of fen1ales c,1cr tested for II[V. The reasons for having the test included 

voluntary (41.2°/o), offered (15.3%) and mandatory (33.9%). 

Furtl1er analysis revealed tl1at urban d,vellers, highly educated persons and those from 

southern zones ,,,ere more likely to be tested. Respondents between tl1e ages of 25 and 39 

) ears ,vere also n1ore likely to go for an HIV test tJ1an the otl1er age groups. Implications of 

tl1e surve) findings ,vere that: e\.pMding access to HCT backed with effective behavior

cbru1ge conm1un1cation and utilizing radio has the potentiaJ to foster the emergi11g culture of 
-

HI\' , oluntaJ) testing; polic) and programme eITorts to discourage n1andatory HIV testing 

are needed to reduce the current rugh le, el of mandatory testing. 

2.3.4.2 Other related local literature on HCT 

�fost hospital based studies on acceptability of voluntary counselling and testing among 

'\\ omen in Nigeria ha\ e 1nvolved pregnant ,vomen attending antenatal clinics. Ekanem and 

6badege.:>ID (2004) studied acceptabilit,· of VCT as a strateg) for the uptake of Prevention 

of l\1other to Child Transmission of HIV. They found a good kno"vledge of modes of. HIV 

iraw,m1� 100 but Jess than half kne\.v about the association bet'\.veen breast milk ru1d HIV 

t.ren.:mis 100 Tue authors recommended ihe need to increase the level of kno,, ledge, 

ut.,.1:-tp•aozlit and rufopt1on of VCT A similar study- at the Univcrsit) of N1_gcria l't!ach1ng 

Ji 'P f und I 1gh V( r uptake among prcg!]ant ,vomen but obsen cd dcln) s 1n ohtuuung 

Iii� (On h .il 2008) 

J f r r ,t n J,n pr1nl 1r} h 11th ire l ·n1n: tn iJ • 1 f,,111\ll 11 ,,11 

,. ( ( I ,1 I I I 1 I f •h ti I II 1111 int Ir llh,n iJ \, lu, r 
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Counselling and Testing was feasible in developi11g countries like Nigeria (Afolabi et al 

2007). In A wka, South-east Nigeria 80.6% of pregnant won1en i11terviewed approved of 

VCT. Refusal of VCT was attributed to social and cultural discrimination (Okonkwo et al 

2007). Adeneye et al (2004) studied factors influencing willi11gness to seek VCT among 

pregnant won1en. Tl1ey found that about 27% knew about vertical t:ransn1ission of HIV 

wl1ile 6% l1ad been tested. Abot1t 89% expressed willingness to test after being told about 

VCT. Factors identified as sig11ificantly affecting \.Villingness include belief in AIDS reality, 

perceptio11 that clinic offered privacy, knowledge of JllV 111ode of spread and perceived 

social support. They concluded tl1al the results provided an optimisUc foundation for 

launcl1ing VCT in Nigeria. 

Other studies on HCT include ,von1e11 seekjng induced abortion in private clinics in Benin 

Cit) (Enosolease and Off or 2004). The proportion who accepted [ ITV testing among the 

,vomen \.\as I3°'o. Older ,von1en ,vere found to be n1ore likely to test than younger ones and 

house\.vi,1es less likely tl1an employed and unemployed. 

Peltzer et al (2004) studied uruYersity stude11ts in four African countries -including Nigeria

concerning attitudes to,\'ards HCT. About 17.3% of the st1.1dents had already been tested but 

16.2% did not get results Factors associated with positive attitude were having had an I-IIV 

te!>t: intention to go for a test� self rated HIV knowledge; intention to go for a test; number 

of partners and kn0\.'\1ng someone with HIV/ AIDS. 

Adults in a rural community in Northern Nigeria were interviewed concerning acceptability 

01 HCY and majorit) of the respondents \vere \Vill1ng to have an HIV test. Ho\vever 

muConceptions. fear. gaps 1n k.no,vledge and !united access to HGT \Vere found to be 

�"' a.lent Toe need tQ scale up HC.T services \vas a recommendation from the study (Iii) asu 

Cl d :!006) 
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2.4 Kno,vledge of HIV transmission 

Knowledge of HIV infection is a prerequisite to initiating antiretroviral tl1erapy a long-term 

treatment of people living with HIV, and most i11fected people in sub-Saharan Africa (SSA) 

are unaware of tl1eir status (USA IDS, 2010). l11 the past few years, there J1ave been global 

efforts to attain universal access target for all HIV services, including I ICT services. ln 

Nigeria, measures taken to i11crease utilization of I -ICT services i11clude, ainong others, 

dissen1ination of I-ICT-related behavior change co111n1unication n1essages through rnass 

n1edia. use of infor111ation. education ru1d con1111l1nication 1naterials; and establishment of 

additional I-ICT centers particularly i11 ren1ote areas. 

Kno\vledge of HlV/AIDS in sub-Snl1aran Africa is still low (Asa1noah-Odei et al., 2004). 

Generali)'. \\On1en are less infon11ed about 1 -IIV than 1nen in both urban and rural areas. This 

is the case even in the 10 countries \Vhere > 1 out of IO adults is infected (Asamoah-Odei et 

al .. 2004). Data fron1 35 of the 48 countries in sub-Sal1aran Africa showed that, on average. 

young men ,,ere 20°/o n1ore likely to have correct knowledge of HIV than young women. 

Education levels made a huge difference. For example, young women in Rwanda with 

secondar)' or higher education \"\.ere five times as likely to know the main I-IIV transmission 

route:> than \\ere )Oung \\Omen who had no formal education (Demographic and HeaJtl1 

Sun ey s. 200 l ). In sub-Saharan Africa, the majorit) of HIV transmission occurs tlirough 

heterosexual intercourse, mother to-child transmission and unsafe blood transfusion 

(\\ alRer. 2004). 

Beti,.een ,2005 and 2007� the National HIV/AIDS Reproducti\e Health Surve) (NARl-15) 

JOII. 2007; ftv10H, 2008) revealed an overall decline in kno\vledge of HIV 1n South 

� geoa, c en ibough there "Was a marginal increase in uptake of I-ICT 1\necdotnl 

<.: den u_g£ � that most people tested for, HIV ..-.-ere pregnant \vomcn attending.. antcntital 

ha" e been preYJousl� sick or those intending to get n1umcd 1 ht 

tu ,,�c Jicalth Survc)' anc..l National Dcmogroph1c nnd I lcnltll Sun e, 

f " r:cn 

J f I l 

f I f I 

(9too).ond \.'t'Jlhngncs<i 10 tc.<.t (12° 0) for Ill\ \ll)S H!l(l
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2008 (National Population co111mission, 2009; Federal Ministry of I-Iealth. 2008). This is 

similar to less than 50% ki10\vledge level repo11ed by the WHO among young people 

globally i11 2005 (WHO, 2006). PerhaJJS with greater knowledge of tJ1e benefits of 

counselli11g a11d testing n1ore individuals, couple and co1nmunities would be \Vi lling to 

access tl1e service. 

A previous study, reported that the level of a\vareness ru1d la1owledge of HIV/AIDS in 

Nigeria is still lo\v and tJ1t1s, the attitudes of most Nigerians to\vard volt1ntary I -IIV / AIDS 

counseling ru1d testing needs to be i111proved (Yahaya et al., 20 I 0). For instance, UN AIDS 

(2008) revealed tl1at in 2006, only 1 O�o of I -IIV-infected women and men were receiving 

antiretroviral tl1erap) and 011ly 7% of pregnant \VOmc11 were receiving the treatment needed 

to reduce the risk of motl1er-to-cltild transn1ission of 1-IIV (Lawal, 2008). 

2.5 Kno,\'ledge of i\lTCT 

1v1other-to-child transmission (1vlTCT) of HIV remains a major public health problem and 

continues to account for a substantial proportion of new HIV infections among young 

children (\\,'H0. 20 l 0). The delivery of HIV counseling and testing (HCT) services toward 

pregnant "\vomen for prevention of n1otl1er - to-child transmission (PMTCT) is one of the 

most lffiportaot HI\ pre\ ent1on strategies. Previous studies have reported Jrigh level of 

kno,,ledge of i\1TCT among women (Deressa et al.. 2014). In a study done among 1notbers 

in Addis A'baba, Ethiopia. about 90% of them kne\v that HIV can be transmitted from an 

)nfected mother to her child (Jebessa and Teka, 2005). This high level of kno\vledge may be 

attribut�d tto ,·arious health education programmes being conducted both at health-facilit)· 

�d community le, els and a broadcast through mass media 10 this urban setting. 

ln u hl!alih-factlity �1udy in Uganda. 80% of the women knev.- that a mother. \\ ith l lIV can 

an!,JJlll lbw 1,ru lo her. child {BaJunin-.e and �1uzoora. 2005). similar report has been n1,1dc

uuthor. among pregnant "vomcn studied at ANC clinic in Kha11oun1, Sudan

I fJQ7J and /1mb.1bw1,;, Cf'crcz-cl nl 2008� fhc h1g_h lc,,cl ol kno,\'.l ·<lg� () f

ry r1t1c ii lru prcvont10, 1t1r tr11ns1n1 !-ilOJl of tho , 1n1 t111111 l 11\ 

.,,,,1t1, r t ; i;;b1 1 n J pr, 111,m hc>uld 1111ll1.c· vnr1011.., nlc Ill (,t llll ,�., 1ng th, 

.. l t , iJ r , nntll HI Jhrt111 I pt(lJl r 11 JI( t 11\tl r,, nt, •n

,, 
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2.6 Barriers to HCT uptake 

Worldwide, it is estimated that over 90% of I -IIV-infected individuals still don't know their 

status (Ibrahi111 et al., 2013). Surveys in sub-Sal1aran Africa have shown that a 1nedian of 

just 12% of 111en and l 0°/o of wo1nen had been tested for HIV and received the results. Only 

about 7% of young people in Nigerian have received test for 1 -IIV (National Population 

Co1111nission, 2009). Low uptake of I-ICT service will 1nean tl1at greater proportion of Che 

i11fected arc unidentified tl1ereby lin1iting opportunity for prevention, treatn1ent, care and 

suppo11 services for the young people (Jbrahitn el al., 2013). 

A Gl1anian study sho\ved tl1at 76°/o of the san1pled women reported no prior HIV 

counselling and 78% had never undergone any HIV testing. The study also indicated that 

, the ma3ority of tl1e respondents ,vcre not accessing the available I-JCT services. It was also 

fou11d tl1at educat1on, prior HIV testing and history of Sexually Transmitted Diseases 

(STDs) promoted respondents' acceptance of VCT (Holmes et al., 2008). An NGO, AVERT 

has reported that the '\Jigenan govemn1ent has set up the National HIV/AIDS Strategic 

Frame,vork to manage the nation's response from 2005 - 2009. Thus, by 2010 Nigena aims 

at pro,'ld1ng antlretrovrral therapy to 80% of adults and children ,v1th advanced l-IIV 

infection and to 80° 0 of HIV - positive pregnant women (A VERT, 2009). 

In Zamb1a a study sho\.ved that ,vaiting tunes were an important component of overall VCT 

qua11ty Long \\'atting times, pamcularly \vhtle \Va1t1ng for a HIV test result, deterred clients 

from Jearrung the1r HN status (Ron et. al., 2009). In the same study the NGO 5ector 

record'ed ffie shortest v.·a1t1ng time ( 15 minutes) while clients 1n the m1ss1on scctol'. \\.ilttcd 

1.he longe-:,l (42.5 minutes) There were no s1gruficant differences bet\,•een sectors 1n the

mooian amount of ume spent by clients in their pre-test or post-test counseling sessions or-

n .,,. tsn_g for a Hf\ test result. There ,vcre relatively lo\V ,, a1t times for Jil\1 tc<;t rc�ult

c- 1 un , und post-tc t c9un!icl1ng sessions were substnntrally shorter. than pre 11.:st

,n fP-oJl ct JI 2009) 

, ... :.tpl 1n J ti n1•Y..c VI 1I l\VI ho,\C<I th II Ill I I Ill I (J

r I , JIJ\; J 1n I HI 11 111:tnt• l I 1 I \ ' l
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influenced by  the cost, privacy, confide11tiality a11d distance to testing centres (Munthali et 

al., 2004). This agrees with another study of youth in Zambia wl1icl1 found tl1at yout}1 are 

n1ore likely to go for testing in areas ,vhere tl1ey could go in ru1d out witl1out bei11g noticed 

(Yoder et al., 2004). 

In a cross-sectio11al st1rvey carried out by UNAIDS, t1-venty-two nurse counsellors and six 

con1n1unity volunteers were intervievved (Ginwallaa et al., 2002). Twenty-four counselling 

sessions were observed and 24 client exit interviews ,vere conducted. Altl1ougl1 nine of the 

22 11urse counsellors l1ad only i11-service rather than forn1al training for I--IIV counselling 

,vl1ereas all co1nn1unity volunteers had been for1nally trained, nw·se counsellors 

den1onstrated better interpersonal slills than did con1n1unity volunteers. Both clients and 

counselors identified fear of a positi, e result as a n1ajor barrier to I -IIV testing. Clients also 

raised concerns about confidentiality. Tl1e study identified areas where training needs to be 

strengthened and suggested \\ays of i111proving the services (Ginwallaa et al., 2002). 

2. 7 Factors affecting utilization of lICT services

Se\eral factors ma) be responsible for an indi\idual's decision to accept HIV testing. These 

includes. Socio-demograpruc characteristics; Sexual behavioural; Stigma and 

discriminat1on; and Confidentiality and HCT service organisation factors. A study among 

Latinos m Amenca and other similar studies sho\v that men who are at risk and who are 

educated are more likely to intend to test than those who are not (Desgrees·Du-Loii et al.. 

�006; Sherr et al., 2007: MacPhail et al., 2008:) Other factors may include free I-JCT 

sen: ice. )in.king of HCT \Vith care. and providing high quality I ICT service Converse)}. 

factors like 1ncon\en1eat hours, location, cost (Nicole et aJ._ 2009) and fear (UNAIDS, 

2001 J have negat1\•el1 affected uptake of HCT services Beyond uptake of the test 

re earohcs ha\:e hov.rn that many of those \.vho take up the tesl never return for their test

re ul Oiber wdie� rcpQr:ted that abo.ut 65% of 1ndi\ iduals returned to learn t11e11; rc�ult 

u 1 :-r- 10 w led JPopuJatron ctouno1I 2001 Sukar1. 2008)

2.1.1 �t)(;IIJ--0\!fflfJ�(�f)fJIC fttCftJr"I 

f f I uµl...,r rJ! � I.It ,r I n Ir I htp.h rlHlll ,h1 If, l illh I ,,u 111, h1 h 

I 1 , n \ I 1111, I� uh \I.ft lll ll 1r hlr I 1·11·,I, I 
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study on factors associated with participatio11 in HIV voluntary counselling ru1d testing 

among TB patients i11 a rural Soutl1 African l1ospital. A total of 153 consecutive adult TB

patients were e11rolled in  tl1e study. Demo-grapluc characteristics, knowledge, attitudes and 

beliefs regardi11g Hrv / AIDS were n1easured in order to detern1ine possible associatio11s witJ1 

tl1e decision to accept or reject VCT (O'D01u1ell et al., 2004). In tl1e study, education was 

fou11d to be the 111ost in1portant predictor of refusal to participate i11 VCT. For instance, 

educated TB patients accepted VCT 1nore than the illiterate patie11ts. The belief that VCT 

participatio11 led to better health care and that participants had sufficient privacy to make 

their decisions about VCT ,vere significantly associated ,vith the acceptance of VCT. Tl1e 

study concluded tl1at reaching educated TB patients in rural South Afi·ica with VCT 

progranunes n1ay reqt1ire different outreach strategies thru1 less educated patie11ts 

(O'Donnell et al., 2004). 

Another study done to identify tl1e factors that affect HCT utilization among the youth in 

Ethiopia found that being female, older youth, educational level of secondary (and higher) 

as ,,ell as being sexuall} acti�.,e \Vere factors that contributed to such individuals being n1ore 

likely to test for HIV It ,vas suggested that these respondents might have engaged in high

risk sexual acti,·ittes (compared to younger and sexually inactive youths) and tlus might 

ha,,e prompted them to \\'anting to kno\V their status (Yin1an1, 2005). 111 another stud), 

secondary and above educational status, singleness and non-polygamous union factors 

sho\,ed a statisticall) sigmficant and positive association with HCT utilization 

(\\ ond1magegn. 2004J. 

Pig.,Jatelli -et al. (2006) investigated the factors predicting uptake of VCT in a mother and 

child c-enu:e in Oua_gadougou. Burkina Faso. The sample consisted of all pregnant \\'On1cn 

�.e.1 lllll', antc-n'atal. �oup health - education at St Camilla �f edical Centre. Ouagadougou. 

It .,. r und that I , than 20° o of the sample accepted VCT 'J he I IIV scrogrc,, ale nee rntc

-hilt .the upUl� c rate ,vas independently associated ,vtth ngc, the nun1beii of

p• \ 
c. nn<l th number of prcV1ou'- n1i c.irr,ogcs
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2.7.2 Sexual behavioural factors

Studies have shown tl1e effect of past sexual exposure on HCT uptake. Prior sexual risk, 

such as i11consistent condom use, l1istory of STls and involve111ent with con1n1ercial sex is 

negatively related to testing, presu1nably due to l1igl1er perceived risk of getting I-IIV (Creel 

and Rin1a, 2012). A study done to address detenninants of counselling and testing 

acceptance fou11d that acceptance \Vas significantly l1igl1er a1nong persons at high risk of 

HIV transmissio11 than tl1ose at low risk of lrans1nission. }.'actors sucl1 as client's perception 

of HIV risk, acknowledge111ent of risk behaviour, confidentiality, presentation of the 

counseling and testing and its benefits are factors that are associated with higl1 I IIV testing 

acceptance rate (Yiman1 Z, 2005). 

2.7.3 Stigma and discrin1ination fnctors 

Negati\ e attitudes related to stign1a and discrimination has an influence on lICT uptake. 

This is due to tl1e fact tl1at attitudes are deep-rooted i11 the co1nmunity and appears to be 

difficult to elin1inate. Stigina and discrin1ination is n1ostly driven by social and famjly 

pressure (Khru1. 2000). In many occasions, people living with the virus are labeled by their 

relati\ es or commun1t} members \vhere they reside. Stigma is driven by cultural or religious 

norms and ,·alues as ,,·ell as by fear of 1-IIV and AIDS and secrecy (KJ1an, 2000). Studies 

re, ealed that fear of positive results and the stigma attacl1ed to HIV and AIDS are major 

reasons for the lo\\' uptake. Many people are prevented from negotiating safer sex, seek CT . 

partner disclosure or seek treatment. care and support by stigma (Yiman1, 2005) A study 

"Conducted in teaching hospitals in Nigeria, found that reasons for disapproving of HCT or 

to,, up�e ,,.'aS related to fear of stigmatization, isolation and marriage security (Creel and 

RimaJ.. 2011 J 

Jn amibia, 10 many :ca5es people living v.ith the virus are discriminated against once then:

talll!i 1 Jaio"'ll� the) lose their jobs, fnends properties as ,,ell as the1i; fnmilicS" In on1e

, v.:c.1D J9.und that most ,-.omen have the deS"ire to test in order to protect tl1c.1r unt,t,n1 

.., • r th� .re.; ,ufurly tenr t1g111a �nd rCJCot10n Jn otisc the) tcs_t pt1 ,u,, (i'-1QJ1ss. 
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2.7.4 Confidentiality and HCT service organisation factors 

People are sometimes anxious about HIV testing because of the fear of confidentiality and 

feel that healtl1 \VOrkers n1ight refuse to render them tl1e necessary health care if tl1eir status 

are kr1own. 111 a previous study, it was found l11at son1e health workers disclose tl1e HIV 

status of their clie11t \vitl1out their consent (Lancaster & Sta11hope, 2000). Furthennore, 

patients appeared to reject being counselled by a counselor you11ger t11an the1n and tl1is 

increase the den1and of limited available 1 -ICT services, MoHSS (2004). 

Other factors such stign1a, discrin1ination and fear of positive patients to disclose their status 

to healtl1 \VOrkers 111ay eqt1ally contribute to the lo,v and inconsistent utilization of I-JCT 

services. In additio11, the quality of care offered by a health facility also has an influence on 

the future utilizatio11 of HCT services by that person. The 1node of service delivery is a 

crucial determinant of acceptability, reflecting concerns about confidentiality and perhaps 

also a general lack of faith in local l1ealth service quality (Yin1am, 2005). 

I 
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• 

CHAPTER THREE 

METHODOLOGY 

3.1 Study Arca 
• 

The Federal Cap1tal Territory (FCT) is lo�ated in the geographical center of Ni gen a. It has a 

land area of 8,000 square kilon1eters. lt is bounded to the North by Kaduna State, the West 

by Niger State, the East and Southeast by Nasara,va State and the Southwest by Kogi State. 
I 

I 

It falls \vitlun latitudes 70 20' North of the Equator and longitudes 60 45' and 70 39. As of 

the 2006 census, tl1e FCT hns a population of 778,567. The FCT's natural endowments such 

a5, its rolling hills, isolated highlands and other endearing features make it a delight The 

sa" annah grassland of tl1e Nortl1 and the Middle Belt, the richness of the tropical rain forests 

of the south and as equable cl11nate all combined 1nake the FCT a soil-rich agriculture 

ha\ en. It is made up of both Urban and Rural settlement witl1 different people of different 

tribes such as Yoruba, Hausa, Ibo, T1v, Ibibio etc. The socio economic status of the 

inhabitants 1s mostly profess1onaJs, civil servants and traders, etc. (FCT, 2014).

The FGT Go, emment l1as been malang efforts to improve the quality of life among the 

population. There are about 203 health facilities in Abuja, and this are distributed across the 

6 local go,•ernrnents areas, i.e Abaji (25), Abuja Murucipal Area Counsil (AMAC) (58),

Bv,an (38). G,,:a�vaLada (22), KuJe (16) and Kwali (44). The facilities level ranges from 

the pnmary health care in the community to state and the federal government hospital 

maJorl) in {he urban area of the state. Each of these facilities renders HGT to the population. 

The ationaJ HJ\' prevalence among \vomen attending antenatal clinics 111 Nigeria in 2008 

\',� found 10 be 4.6°0 (F:-V10H, 2008). According to the National HIV Integrated Biolog1cal 

iilld Beha,,; ioural Sun e1IJancc Survey (IBBSS) conducted in 20 I 0, the FC T had a h1gl1er 

pr:c-:aJen c of 34 Jo/o compared to other states (F\lfOH1 201 Ob). Also, the Nat1onnl 

J3f\'.._.,..ID> :and R1.1)rodu<rt1ve f;{eallh Sur.vcy (N1\RlJS) rn 2010 reported thnt the l cllml 

rr r 1f} h.i.d th h1£hc t 1tc,prcvalcncc of22�" (rMOFI :20l(l ) 

';&.le-, l J 1, I ,,I ,.,. n ,11 n,1101' inl 11,111, l1111, ,n I 11111 ,, ) 
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3.3 Study population 

• The study population was won1en of reproductive age, l 5-49 years attending district health

facilities in the FCT.

3.4 Inclusion criteria 

All won1en ,vitl1i11 tl1e study age ltn1its ( 15-49) that consented for i11lervie\.V, who showed 

mental con1petence ,vere admitted for the research. •

3.5 E"clusion criteria 

The exclusion criteria for tl1e research are ,von1cn who are too sick to be 1ntervie\ved and 

did not consent to participate in the study. 

3.6 Sample size determination 

, The sample size formula used to calculate the sample size is given by 
... 

N .- (7,.. + zft) p( 1-p} 

d2 

\\'here 

p 

q 

d 

/. 

,, 

w1in1mum Sample Size of 

Co\:erage of HCT 1n AbuJa = 42.6% (FMOH, 2006) 

(l - P) .- 57.4%

absolute prec1s1on 5% (0.05) 

;tandard score corresponding to 5�� level of significance 

tandard score corrcspond1ng to 90°� po\.\ er I 28 

< ri � � (J .,'A r, 4:lfJ I �027 

• 

1.96 

•
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• 

3.3 Study populatio11 

• The study population was \vomen of reproduclive age, 15-49 years attending district health

facilities in tl1e FCT.

3.4 Inclusion criteria 

All \vo111en \Vitl1in the study age limits ( 15-49) lhat conscnlcd for interview, who showed 

n1ental con1petcncc \Vere ad1nitted for the research. •

3.5 Exclusion criteria 

The exclusion criteria for the research are women who are too sick to be 1ntcrv1cwcd and 

did not consent to part1c1pate 1n tl1e study. 

3.6 Sample size determination 

, The sample size formula used to  calculate the sample size 1s given by 
"' 

� = (Z,q + 21)- p(l-p} 

\\1here 

p 

g 

d 

7 

z 

d
2 

Q 

�1inunum Sample Size of 

Coverage of HCT in AbuJa = 42.6% (FMOH, 2006) 

(1 P) = 57.4% 

absolute precision := 5% (0.05) 

standard core corresponding to 5% level of significance 1.96

;tandard score corresponding to 90% power - 1 .28 

o 51:J � (J �6 1.()27

•

• 
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I 

I 

3.7 Sample size allocation 

List of all the health facilities in Abuja is shown below in appendix III. The sainple sizes 

were allocated according to the size of tl1e health facilities. 

• 

3.7 San1pling procedure 

A t\vo stage san1pling procedure was adopted to select the respondents intervie\ved in this 

study. At the first stage, a sitnplc rando111 san,phng technique was used lo select ten oul of 

203 l1ealth facilities in tl1e study area using balloting. Al the second stage, a systematic 

san1pling metl1od ,vas used to select l 027 respondents in each of the chosen health facilities, 

as sho,vn in appendix III. 

3.8 Data collection 

.A pretested 1ntervie,, er-admlillstered semi -structured questionnaire was used to collect 

data from each of the respondents The items of the questionnaire \Vere derived from 

::,tandard quest1ons developed and used 1n previous surveys (Ibrahim et al., 2013; Ok1tiamu 

et al .. 2013. Deressa et al., 2014) These items includes; Respondents socio-demographic 

mfor.mation, Knov;]edge and perception bout HIV AIDS and HCT services, Adoption of 

HCT sen,jces and Reasons for non adoption 

Jhe sen"'Jces of three research assistants· trained on the content of the questionnaire ,, as 

requ1r.ecl to administer the questionnaire ,vith the pnncipal 1nvest1gator The data collcct1on 

j 100 for a penod of 4 ,veeks (28 days). The questionnaire contained mostly closed ended 

d fev. < pen ended que tions pre-roded for analysis. It ,,·as pre-tested in health fac1ht1cs 111

"..: JJ.iJ1ll, State before been used for the tudr,

I 

•

• 
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3.9 Data management and analysis 

Questionnaires were cl1ecked on the field during data collection to detect possible 

intervie\ver errors and tl1ese \Vere corrected i11m1ediately at the survey site. Data fron1 tJ1e 

field were stored in a safe place to ensure validity and reliability of responses generated 

from the field. 

Before data entry, the questionnaires \Vere edited to check if all the relevant questions had 

been responded to. Data entry was carried out inunediately after ll1e end of the fieldwork. 

The data \Vas validated and cleaned for errors before data analysis. 

Data entry \Vas done using SPSS 16 statistical software for both descriptive and i11ferential 

statistical analysis. Sun1n1af) data \Vas presented ltsing means and standard deviations, 

frequencies and proportions. The association bet\veen uptake of IICT and otl1er variables 

\vas tested using the Cl1i square test. Logistic regression a11alysis was carried out to 

detem1ine the predictors of HCT uptake and level of significance set at 5%. 

3.10 Etl1ical consideration 

Ethical apprO'\ al to conduct the study ,vas obtained from etlucaJ review committee of the 

Uni,·ersit}' of AbuJa Teaching I-Iospital. Written Informed consent for participation in the 

stud) ,vas obtained from the respondents before carrying out tl1e study. Also pern1ission ,vas 

obtained from the Chief \tfedical Director (CMD) of each health facility and the medical 

doctor::, on dut) to enlighten them on the aim of the research and finally the participants 

"\\ ere also educated on the need to carry out the research and that consent was obtained from

each respondents before the 1nten.1ev:. They were informed that participation is voluntary.

also on their riclit to decline or \\ ithdra,v at any time of the study. Confidentiality of the
-

mfo.r.mauon gi�n ,vas also .assured. The questionnaires were kept in a safe place and ,..-ere 

onk tees ible tQ members of the research team� Participants ,vcre assured on indirect 

he t-1iu. .a:> r ults obtained from the study \\outd be made a\•ailablc to stakeholders for, 

rewnuuen�t on pr,J1cue Tfic stutly dicl not involve any inv .. 1si, e procedure nnd thu� did not

t WJ • d QIDfort to th tud partTclp'1nt� 
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CHAPTER FOUR 

RESULTS 

4.1 Socio-demograpl1ic cl1a ractcristics of rcsponde11ts 

A total of 1000 ,von1en responded to tl1e intervie,vers, giving a response rate of 88.9%. Tl1e 

n1ean age was 31.8±5.7 years (Table 4.1). The socio-den1ographic characteristics are shown 

in table 1. About 41.5% ,vcre aged 30-34 years followed by about a third (33.5%) aged 35 

years. The proportio11s aged 25 to 29 years ru1d less t11ru1 25years were 14.8% and I 0.2% 

respectively. The l1igl1est proportion of tl1e ,von1en that had no forn1al education was 3 7.1 % 

follo,ved by tertiary (27.2%). Tl1ere \Vere n1orc Musli1ns (44%) tha11 Christians (40%) and 

those practicing traditio11al religion,, ere 16%. Over half (57.1 %) were n1arried whiJe 14.3% 

,,ere sii1gle. About 10.3% ,vere divorced, 16.1% ,vidowed and 1.6% are separated or 

col1abiting. The commonest ethnic group ,vas Hausa (41.1 %) followed by Ibo (34.9%) and 

Yoruba (24%). 
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Table 4.1: Socio-demographic cl1aracteristics of tl1c participants 

Variable Frequency (1000) Percentage 

Age (years) 

<25 102 10.2 

25-29 148 14.8 

30-34 415 41.5 

35+ 335 33.5 

Education 

Non fonnal 250 37.1 

Pri1nal') 163 l 6.3

Secondary 194 19.4 

Tertiary 272 27.2 

Religion 

Christianity 364 40.0 

Islam 401 44.0 

Traditional 146 16.0 

:\larital status 

Single 111 14.3 

�larried 444 57.1 

Di,orced 80 10.3 

\\11dov.ed 125 16.1 

Separated cobab1t1ng 13 1.6 

Etbnicih 

Yoruba 
213 24.0 

Jbo 
310 34.9 

l-iaa .J
365 41 1 

l
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Table 4.1: Socio-demographic characteristics of tl1e participants 

Variable Frequency (1000) Percentage 

Age (years) 

<25 102 10.2 

25-29 148 14.8 

30-34 415 41.5 

35+ 335 33.5 

Education 

Non fon11al 250 37. l

Prin1ary 163 I 6.3 

Secondary 194 19.4 

Tertiary 272 27.2 

Religion 

Christiani!) 364 40.0 

Isla.in 401 44.0 

Traditional 146 16.0 

\Iarital status 

Smgle 111 14.3 

�tarried 444 57. l 

D1\orced 80 10.3 

\\rido\\ed 
125 16 1 

Separated/cohabiting 13 l 6

Etboicitv 

)"orut;a 
213 24 0 

fbo 
310 34,9 

J� 
.365 41.1 
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The occupational groups mainly interviewed included hawkers (23.8%), petty traders 

(21.6%), housewives (17.7%) and professionals (15.4%). Otl1ers include students (9.5%), 

civil servants (7.7%), artisans (2.2%) and tl1e unemployed (2.1%). About a third (34.2%) 

had tl1ree cl1ildre11 followed by 29.4% who had two, 21.6% with fotir or 1nore and I 4.9% 

with one child. The incon1e distributio11 is shown in table2. Similar proportio11s earn less 

than 5000 naira (24.4%), betwee11 5000 and 14999 (26.2%), 15000 to 34999 (21.3%) and 

35000 and above (28.1 %). Tl1e proportion \Vho had received antenatal care in previous

pregnancies ,vas 36.5% (Table 4.2). 
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Tl1e occupational groups mainly interviewed included l1a\vkers (23.8%), petty traders

(21.6%), housewives (17.7%) and professionals (15.4%). Others include students (9.5%), 

civil servants (7 .7%), artisans (2.2%) and tl1e unen1ployed (2.1 %). About a third (34.2%) 

had three children follo\ved by 29.4% \Vl10 l1ad two, 21.6% witl1 four or more and I 4.9% 

\vith one child. Tl1e inco111e distribution is sho\vn ii1 table2. Sin1ilar proportions earn less 

tl1an 5000 naira (24.4%), between 5000 ru1d 14999 (26.2%), 15000 to 34999 (21.3%) a11d 

35000 and above (28. l %). Tl1e proportion \Vl10 had received antenatal care in previous

pregnancies \Vas 36.5% (Table 4.2). 
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Table 4.2: Other socio-demographic characteristics 

Variable Freque11cy Perce11tage 

Occupation 

Traders(l1awkers) 230 23.8 

Traders 209 21.6 

Housewife 171 17.7 

Professional 149 15 .4 

Student 92 9.5 

Civil serva11t 74 7.7 

Artisan 21 2.2 

Unen1ployed 20 2.1 

Number of children 

One 126 14.9 

T\VO 249 29.4 

Three 290 34.2 

Four or more 183 21.6 

Household income 

Less than 5000 
?3' 24.4 - J

5000-14999 
252 26.2 

15000-3�999 
205 21.3 

35000+ 
270 28.1 

Pre, ious antenatal care 

): es 
347 36.5 

604 63.5 
No 

I 
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4.2 Respondents' kno,vledge of HIV 

4.2.1 Respondents' kno,vledge about modes of traosrnission of 1-IIV an1ong those ,vho 

ever heard of HIV 

Tl1e proportion wl10 had ever l1eard of AIDS is 80.2%. Of tlus number the proportions with 

kno\vledge about n1odes of trru1s1nissio11 of 1 -IIV is sl1owi1 il1 table 4.2.1 The highest 

proportion of responde11ts (88.2%) identified sex with 1nultiple partners as a n1ode of 

transmission of HIV. Over half indicated 'sex ,vith prostitutes' (58.5%) and having 

unprotected sex (57.5%). Blood transfusion \Vas the response in 47.9%. Others included 

razor blade and barber's clipper (46.3%), sharp objects (36.0%), circun1cision (15.5%), 

injections ( 13.2%) and hon1osexual contact (8.5%). None identified kissing as a mode of 

trat1Smission. 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table 4.2.1: Respondents' kno,vledgc about modes of transmission of mv among 

those ,vho ever heard of IIlV 

Mode of transmission 

Sex with prostitutes 

Sexual intercotirse \.Vitl1 n1ultiple partners 

Not using a condo111 

Hon1osexual co11tact 

Blood transft1sion 

Injectio11s 

Kissing 

Mosquito bite 

Circun1cision 

Razor blades, barbers' clippers 

Sharp objects 

Sharing food \\1th infected person 

\1other to child 

l 

Yes No 

N=802 (0/o) N=802(%) 

469 (58.5) 333(41.5) 

707 (88.2) 95(11.8) 

461 (57.5) 34 l (42.5) 

68 (8.5) 734 (91.5) 

384 (47.9) 418 (52.1) 

106 (13.2) 696 (86.8) 

0 (0.0) 802 ( l 00.0) 

26 (3.2) 776 (96.8) 

124(15.5) 678 (84.5) 

371 (46.3) 431 (53.7) 

289 (36.0) 513 (64.0) 

11 (1.4) 791 (98.6) 

457 (56.9) 345 (43.1) 
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Table 4.2.1: Respondents' kno,vledge about modes of transmission of HIV among 

those ,vho ever heard of HIV

Mode of transn1ission 

Sex with prostitl1tes 

Sexual i11tercourse with n1ultiple partners 

Not using a condon1 

Hon1osexual cor1tact 

Blood transft1sion 

Injections 

Kissi11g 

�1osqt1ito bite 

Circun1cis1on 

Razor blades, barbers' clippers 

Sl1arp objects 

Sharing food \.\ith infected person 

�!other to child 

Yes No 

N=802 (%) N=802(%) 

469 (58.5) 333 (41.5) 

707 (88.2) 95 (11.8) 

461 (57.5) 341 ( 42.5) 

68 (8.5) 734 (91.5) 

384 (47.9) 418 (52.1) 

106 (13.2) 696 (86.8) 

0 (0.0) 802 (100.0) 

26 (3.2) 776 (96.8) 

124 (15.5) 678 (84.5) 

371 (46.3) 431 (53.7) 

289 (36.0) 513 (64.0) 

11(1.4) 791 (98.6) 

457 (56.9) 345 (43.1) 
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4.2.2 Respondents' knowledge about modes of prevc11tion of HIV 

Concerning knowledge of modes of prevention (Table 4.2.2), about 82. 7% identified 

abstinence, 82.0% 'limiting sex to one partner' and 69.8% indicated avoiding sex with 

person witl1 many partners. Less than half (44.0%) agreed vvith condom tise, avoiding 

mosquito bites (45.0%), avoiding sharit1g razor blades (23. l %), avoiding using sharp objects 

(29.7%) and avoiding sex witl1 prostitutes (14.5%). Other modes of prevention reported 

included avoidi11g sex with injecting drug users (2.6%), avoiding kissing (1.9%), avoiding 

injectio11s ( 1.6%), seeki11g l1elp fro111 traditional practitioners ( 1.2%), limiting number of 

se:-..ual prutners ( 1.4%) ru1d avoiding blood transfusion (0.1 %).
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Table 4.2.2: Respondents' kno,vledge about modes of prevention of HIV 

Mode of transmission 

Abstai11 fron1 sex 

Use of condon1s 

Limiting sex to one partner 

Lin1it nU111ber of sexual partners 

Avoid sex \Vitl1 prostitutes 

Avoid sex witl1 person who has n1any partners 

Avoid sex \vitl1 persons wl10 ir1ject drugs intravenously 

A void blood transfusion 

Avoid injections 

A void sharing razor blades 

A void kissing 
-

A void mosquito bites 

Seek protectio11 fron1 traditional practitioners 

A,•01d using sharp objects 

Yes 

N=802 (%) 

663 (82.7) 

352 (44.0) 

658 (82.0) 

11 (1.4) 

116 ( I 4.5) 

550 (68.6) 

21 (2.6) 

1 (0.1) 

13(1.6) 

185 (23.1) 

15 ( 1.9) 

361 (45.0) 

10 (1.2) 

238 (29.7) 

No 

N=802(0/o) 

139 (17.3) 

450 (56.1) 

144(18.0) 

791 (98.6) 

686 (85.5) 

252 (31.4) 

781 (97.4) 

801 (99.9) 

789 (98.4) 

617 (76.9) 

787 (98. 1) 

441 (55.0) 

792 (98.8) 

564 (70.3) 
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4.2.4 Kno,, ledge of Mother to Child Transmission 

Less than a tentl1 of respondents kne\v that I IIV can be transmitted from 1nolher to unborn 

child during pregnanc} (8.5%) v\hile about a quarter (25.7%) kne\v that the virus can be 

transmitted during deliver}. About 54. 7% kne\V transn1ission can be tl1rough breastfeeding 

(Figure 3). The proportion of respondents \Vith kno\vledge o[ availability of a drug to reduce 

risk of n1otl1er to cl1ild trru1smission was 69. 7% (Table 4.2.4 ). 

Table 4.2.4: Respondents' l<no,, ledge about n1othcr to child transn1ission 

Variable Yes 

Virus can be tra11s111itted during 

pregnanc} 

\ 1rus can be transmitted during 

deh\ CT}

\ 1rus can be transn1itted during 

breastfeeding 
-

Heard of druo to reduce risk of � 

motner to child transmission 

N=802 ('¾,) 

68 (8 5) 

206 (25.7) 

439 (54.7) 

559 (69.7) 

1 

No 

N=802(%) 

734 (91 5) 

596 (74.3) 

363 (45 3) 

243 (30.3) 
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I 

4.3 HIV counselling and testing 

4.3.1 A,vareness of HIV counselling and testing an1ong the rcs1londc11ts 

Most (92.1 %) of respondents knew a place to test for 1-IIV. The source of infonnat1on about 

where to test for the virus is sl1own in Figure 4.3. l. Radio constituted the 1nost com1nonly 

mentioned source (19.3%) followed by television (13%), community meetings (10.8%), 

newspaper/magazines (9.2%) and l1ealth \Yorkers (8.2%). Others include churches (7.9%), 

friends/relatives (5.8%), govem1ncnl hospitals (4.9°/o), schools/teachers (4.5%), p1ivate

hospital/clinic (3.7%) and pl1annacy/patent 111edicinc store (2.5%). 

-

Television 

Community meetings 

Newspaper /magazines 

Health workers 

Churches 

Friends/relatives 

Government hospitaL 

Pamphlets/Posters 

Workplace 

Family planning clinic 

Pharmacy 

·.. ·. -· .. 
,';
" ·:

: · -: ,·.- 8.2 

............. _..._;,._..._.;,.,;..�:.;.:.;:.;. ...... .;;i 7.9 

37 

2.5 

2 4 

[ : : 

4.9 

47 

47 

S.8 

6 

. . . ... 
• 

a 

8 

13 

10 8 

92 

10 12 14 

. I 

ft{!UfC' 4 3 1 Percentage distribution of source of information about place to get an HI\! test

•
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4.3.2 Coverage of lllV counselling and testing and ,villingness to undergo the test 

among the respondents 

Tliree hundred and fifteen (31.5%) of the respondents have ever u11dergone I IIV counseling

and testing. Over half of those who ever tested (57.5%) asked for the test, 26.5% was 

required to have tl1e test done and 16% ,,vere offered and accepted. For respondents who had 

no inter1tions to adopt I-ICT, tl1e reasons given were 11ever asked or required (35.8%), 

offered but not required (2.4%), fear of discrin1ination (2.5%), no reagent (1.9%), long

,vaiting tin1es (1.8%), l1igl1 costs (1.5%) and others (19.1%); about 35.0% had no particular

reason (Table 4.3.2) 
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Table 4.3.2: HIV counseling and testing and ,villingness to undergo the test among the 

respondents 

Reasons 

Ever undergone HIV counselling and testing 

Yes 

No 

Circumstance lcadi11g to HCT at last tcsti11g (n=315) 

Opted in voluntarily 

\Vas offered and accepted 

\Vas required to have it 

Reasons for non utilization of 1-ICT (n=685)

Never asked or required 

Offered but 11ot required 

Fear of discrimination 

Cost is too high 

\\
1ait1ng time is too long

l\o reagent 

No particular reason

Others reasons 

Frequency Percentage 

n=lOOO (0/o) 

315 

685 

181 

50 

84 

245 

14 

17 

10 

12 

13 

243 

131 

31.5 

68.5 

57.5 

16.0 

26.5

35.8 

2.4 

2.5 

1.5 

1.8 

1.9 

35.0 

19.1 
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4.4 Associations behveen ever testing for HIV and subjects' characteristics 

Table 4.4.1 sho\VS the relationship bet\veen respondents' characteristics and ever having 

�ICT. High proportions were obtained at the extremes of ages- 81. 7% for those less than 25 

years and 45.3% for tl1ose 35 years ru1d above. This was a significant result (p<0.00 I). Also 

the proportions increased significantly with higher education with 9.8% for those without 

forn1al education to 81.25 for those \Vith tertiary education (p<0.001 ). A higher proportion 

of Christians (70.9° '0) compared to Musli1ns (20 9%) and those practicing traditional 

religion (2(yo) had ever had I IIV test (p<...0.00 I). Single 111othcrs (85.9%) had tested 1nore 

than tl1ose currently n1arried (45.1°/o) or other ,,on1cn ,vho had ever married (16.9%) and 

this ,vas also significant (p<0.00 l ). S11111lar proportions of Yorubas (50%) and J lausas 

con1pared to 10°/o of lbos had tested (p<...0.00 I). 
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Table 4.4.1: Relationship between respondents' HCT status and participru1ts 'characteristics 

Variable Ever had HCT Total Clti square P value 

Yes (0/o) No(%) 

Age (years) 

<25 76(81.7) 17(18.3) 93 115.855 <0.001 

25-29 13(13.3) 85(86.7) 98 

30-34 100(29.6) 238(70.4) 338 

2:35 126(45.3) 152(54.7) 278 

Educatio11 

None 13(9.8) 120(90.2) 133 336.497 <0.001 

Koranic 11(8.1) 124(91.9) 135 

Prin1af) 10(8.6) I 06(91.4) l I 6

Secondary 78(45.1) 95(54.5) 173 

Tertiary 203(81.2) 47(18.8) 250 

Religion 

Christianity 246(70.9) 10 I (29.1) 347 244.183 <0.001 

Islam 67(20.9) 253(79.1) 320 

Traditional 2(2.0) 98(98.0) 100 

"\Jarital status 

Sine.le 67(85 9) 11(14.1) 78 109.255 <0.001 

Current!) roamed 166(45 1) 202(54.9) 368 

Olhers 30( I 6.9) 148(83. l) 178 

Ethnic1n 
• 

Yoruba 87(50.0) 85(49.4) 172 103 155 <0.001 

Ibo 21(10.0) 189(90,0) 210 

lial15U 180(50.3) 178(49. 7) 358 

') 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table 4.4.2 shows tl1e relationship between occupation and ever testing for 1-IIV. The

highest proportion w as found for professionals (87 .9%) followed by students (82.6%), civil

servants (70.2%) ai1d otl1er professions such as artisans and u11en 1ployed (75%). Lower

figures were obtained for l1awkers (2.3%), traders (20.7%) and housewives (7%) (p<0.001 ).

There was also a sig11if1cant relatio11ship between ntnnber of children and ever testing with

27% of those witl1 a child, 24.8% of those witl1 t,vo and 51 % of those with three ever

testing. No t1nique patter11 was found for household incon1c but testing appeared to increase

\Vitl1 l1igher income ru1d this as significant (p<0.001). A higher proportion of those with

previous a11tenatal care (72%) had ever tested con1pared to 15.6% of those who had never

undergone ANC (p<0.001).

I() 
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Table 4.4.2: Relationship behveen HIV testing and characteristics 

Characteristics Ever had 

HCT 

Yes (0/o) No (0/o) Total CI1i square P value 

Occupation 

Traders(l1awkers) 4(2.3) 169(97.7) 132 422.541 <0.001 

Traders 38(20.7) 146(79.3) 57 

Housewife 9(7.0) 120(93.0) 184 

Professional 116(87.9) 16( 12. l) 173 

Student 76(82.6) 16(17.4) 92 

Civil servant 40(70.2) 17(29.8) 129 

Others 12(75.0) 4(25.0) 16 

Number of 

cl1ildrcn 

One 30(27.0) 81(73.0) 11 l 45.777 <0.001 

T\\O 55(24.8) 167(75.2) 222 

Three 126(51.0) 121(49.0) 247 

Four or more 35(26.3) 98(73.7) 133 

Hou ehold 

income ('\aira) 

Less than 5000 67(37.6) 111 (62 4) 178 268.612 <0.00 l 

5000-14999 11(5.1) 205(94.9) 216 

l 5000-34999 42(26.6) 116(73.4) 158 

3�0� 195(77.1) 58(22.9) 253 

Prl!, iou 

antcn:.at.1I c�re 

Ye 244(72.0) 95(28.0) 339 257.936 <O 001 

71(15 6) 3k4(8 ... 4) 455 

41 
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4.5 Relationship behveen ,villingness to adopt HCT and respondent's characteristics 

Table 4.5.1 sl1ows cross tabulations between desire to adopt I-ICT and variables. There was a

significant association for all variables. Those at extremes of ages expressed willing11ess

n1ore thru1 tl1e otl1er groups (p<0.00 l ). Willingness increased with higl1er educational status,

,vith about 9.8% of tl1ose with no forn1al education compared to 24.4% of those with

koranic, 19.8% of tl1ose witl1 pri1nary, 57.2% of secondary and 88% of tertiary. This was

statistically sigiuficant (p<0.001 ). A !1igher proportion of Christians (76. l %) compared to

38. I% of musli111s and 2°/o for traditional religion sho"ved desire to test (p<0.00 1 ). 1 -ligher

ever n1arried vvo1nen also eXJ)ressed desire for I ICT
proportions of si11gle co1npared to

(p<0.00 1 ). There ,vas also

... 

significant results for el11nicity (p<0.001)
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Table 4.5.1: Relationship behveen ,villingness to adopt HCT and respondents' 

characteristics 

Variable Willing to Total Cl1i square P value 

adopt HCT

Yes (0/o) No(%) 

Age (years) 

<25 86(92.5) 7(7.5) 93 132.927 <0.001 

25-29 20(20.4) 78(79.6) 98 

30-34 122(36.1) 216(63.9) 338 

>
"' 

- 160(57.6) 118(42.4) 278 
_j) 

Education 

None 13(9.8) 120(90.2) 133 310.871 <0.001 

Koranic 33(24.4) l 02(75.6) 135 

Primru;' 23(19.8) 93(80.2) 116 

Secondar)' 99(57.2) 74(42.8) 173 

Tertiary 220(88.0) 30(12.0) 250 

Religion 

Christianity 264(76.1) 83(23.9) 347 204.545 <0.001 

Islam 122(38.1) 198(61.9) 320 

Traditional 2(2.0) 98(98 0) 100 

\larital tatus

Sme.le 
71(91.0) 7(9.0) 78 99.414 <0.001 

Currently married 208(56 5) 160(43.5) 368 

Olhe� 
46(25.8) 132(74.2) 178 

f.thnic,t, 

)' ruba 90(52.3) 82(47.7) 172 30.170 <0.001 

lia (j7(31 9) 143(68 l) 210 

I 
197(5.5.0) 161 (..4) 0) 358 

' 
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There were significant associations for occupation, number of cllildren, household income

and previous antenatal care. Skilled workers appeared to be n1ore willing comp ared to 

unskilled workers (p<0.001 ). Also higher parity up to tltree had increasing figures. Higl1er

income was earners l1ad higl1er willingness (p <0.00 l) while previous antenata l care was 

associate with increased willingness and tl1is was statistically sig11ificant (p<0.001) ( 4.5 .2). 
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Table 4.5.2: Relationship behveen ,villingness to have HCT test and cl1aracteristics 

Characteristic Willing to 

adopt HCT 

Yes (0/o) No(¾) Total Chi square P value 

Occupation 

Traders01awkers) 24(13.9) 149(86.1) 173 366.516 <0.001 

Traders 42(22.8) 142(77.2) l84 

House\vife 34(26.4) 95(73.6) 129 

Professional 117(88.6) 15(11.4) 132 

Student 86(93.5) 6(6.5) 92 

Civil servant 53(93.0) 4(7.0) 57 

Others 12(75.0) 4(25.0) 16 

Nun1ber of 

children 

One 32(28.8) 79(71.2) 111 50.770 <0.001 

T\\'O 82(36.9) l 40(63.1) 222 

Three 151(61.1) 96(38.9) 247 

Four or more 44(33.1) 89(66.9) 133 

Household 

income �aira) 
277.393 <0.001 

88(49.4) 90(50.6) 178 
Less than 5000 

5000-14999 29�13.4) 187(86.6) 216 

15000�34999 50(3 l .6) 108(68.4) 158 

221(87.4) 32(12.6) 253 
3500� 

l're, iou� 

santcnatal care 
204.285 <Q 001 79(23.3) 339 

)' 260(76 7) 

J 16125 5) ):3()(74.5) 455 
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I 

4.6 Logistic regression of ever testing on characteristics 

On a multivariate logistic analysis with ever testing for HIV as dependent variables, all

variables entered remained significant. Younger women less than 30 years were about five 

times significantly more likely than older wo1nen (95% CI OR = 2.13 - 12.22); 1 -Iigher 

income earners were about twice 1nore likely tl1an others ((95% CJ OR = 1.12 - 4.05). Also 

those \Vith secondary education and above were about 4 times n1ore likely than those w1lh 

lo\ver education (95% CI OR =2.20 - 6.99). Women of other tribes were about 2.5 tin1es 

more like1y than Ibos (95% CI OR = 1.30-4.96). Also Cluistians were about 9 times more

likely than other religio11s (95% CI OR = 4.42-17.93) \Vhile lhosc will1 antenatal care in

previous pregnancy \vcrc about 14 tirnes 1nore likely than \vho did not (95% CI OR 5.52 -
• 

33.29) (Table 4.6.1 ). 

Table 4.6. l: Logistic regression of BCT on responde11ts' characteristics sho\ving odds 

ratios and confidence intervals 

\
1

ariable 

Age 

99\s�30 

Income 

• 5000+ VS <} 5000

Education 

Higher , s pnmary or lo,ver 

Ethn1citv � 

Otl1er vs Ibo 

Religion 

Cfuist1an1t:,, "s Others 
-

Antl.--natal care 10 

pregnapc� 

) \ � 

pre, 1ous

Odds ratio 

5.11 

2.13 

3.92 

2.54 

3.90 

13.56 

I< 

95% CIOR P value 

2.13-1 2.22 <0.001 

1 12 - 4.05 0 022 

2.20- 6.99 <0.001 

1.30- 4.96 0.007 
-

442-17,93 <O 001 

5 52 - 33.29 0 001 

•
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Findings for the logistic regression of desire to adopt HIV counselling and testing on 

variables are shown in table 4.6.2. Inco1ne, education, ethnicity, religion and previous 

antenatal care were significant. Those with monthly income of 15000 naira and above were 

about three times (95% CI OR =l .59 - 5.56). Those \Vith higher education were about hvice 

more likely than tl1ose witl1 primary education or less ((95% CI OR =1.05 -3.72); wo,nen 

of other ethnic groups about four times more likely ((95% CT OR "'-1.66 - 8.7 l) tl1an Jbos; 

Christians about 2.5 tin1es more likely than other religions (95% Cl OR -1.11 - 5.38) and 

those who had previous ante11atal care about 13 tin1cs n1ore likely than those \Vho did not 

(95% CI OR = 6.20 - 26.28). Age (p=0.082), occupalton (p=0.226) and parity (p.=0.383) 

, ,vere not significant. 

Table 4.6.2: Logistic regression of ,villi11g11ess to adopt HC'f on respondents'

characteristics sho,vi11g odds ratios and confidence intervals
--------�-----_::_�----O=--:

d:-:d-s _r_at-:-:1·0 
___ 09�5°011/o-::-;:.C;yl'OYiRD-�P.,:value

\7ariable 

g9 \'S >30 -

Income 

�15000 \S <15000 

Education 

Higher vs prunary or }o\ver 

Elhn1cit)' 

Others v;; Ibo 

Religion 

Chrisuanity, \'.S Others 

Antenatal care 

pre1!nanc, 

1n 

• 

Ye , �Q

'kcupdtJon 

Cn)kjlJcd -. s skilled 

Par t•, ,

·, .,

previous 

• 

2.02 0.92-4.42 0.082 

2.98 1.59 -5.56 0.001 

1.98 1.05-3.72 0.034 

3.80 166-8.71 0.002 

2 45 1.11-538 0.026 

12.76 
6.20 26.28 <0.001 

I 5:4 0 76 3 12 0 4.26 

I 2H 

I 

•
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CHAPTER FIVE 

DISCUSSION 

This Shlcty examined tl1e knowledge and perceptions towards I-ICT and factors that may 

lin1it \VOmen from seeking the service.

5.1. Socio-demographic cl1aractcristic of study respondents 

The stt1dy population involved reproductive age \Von1en attending district hospitals for

different n1edical conditions. Tl1e predon1inant age group was won1en aged 35 years and

above ,vhile tl1ose \Vith tertiary education and that \Vere currently married were the highest

proportions for educatio11al group and n1arital status respectively. The predorninance of

older \von1en may be an i11dication that the)' are more likely to need care being exposed to

the reproductive risk of child bearing and other n1orbidities for longer periods. Perhaps this

explains why married \VOn1en are also of ltlgher proportion because married women are

older and are exposed to cl1ildbeari11g. Hovvever the lo"v proportion of women less than 25

years ( 10%) for this study indicates the poor clinic attendance by adolescents and other

younger ,,omen \\ho may utilize the reproductive health and other services provided by

these facilities. Also education is likely to influei1ce the patronage of hospital services

general!) and this could b e  speculated from the distribution of respondents recruited for this

stUd). 

5.2. A,,·areness and K.no,, ledge of HIV among the respondents

Th kn I d b d of transnussion of HIV \.Vas generally hig}1. This is consistent
e o,, e ge a out mo es 

v. th HIV/AIDS and studies in smaller settings (FMOI-I 2006, Ek.anem
i national urveys on 

and G ) H . 1er the kno\vledge of transmission of the virus from mother to

bade_gesm ,2004 o,,e, 

bo f; I S than 8 tenth knew that HIV could be transn11ttcd during

un m cli1lcl ,,.ru; Io,-.: In act es 
rter knev, about transmission during deh, CI')'. Thts 1 �

Prt_grumc\ "h1le onl_y about a qua 

, 
ft 1 ,er O quarter of. the ,vomen had up to tertr.tr:: cducatrQn

4IJ}n tn particularly grv.cn 1 a 0 

tnl care It also contradicts the high figures of o,cr: 70 (!

did third ha J tw,d pre :,ous antena 

r ported , 1 

, ,wl uri
-c (j �f<)I I 2006) r he finding has ;,nportunt 1n1phc�1tton� f,1n th1.:

d 
of thl' r1 '-. ,,t ttln , prcgn int flcu1g. 11n 1,, u: 

} ..:J I JO(] ol t t r J< r ti o h antcn 

Ir n1 r J u I 
u th uni, rn 1111 l 1h ) ,,ul I 11u 11,u OJ't 1 ltll IIUNIV

ERSITY O
F IB

ADAN LI
BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



prevention of motl1er to child transmissio11 programme available at the facilities. The
proportion "vho knew about transmissio11 during breastfeeding is similar to the figure
reported by Ekanem and Gbadegesin (2004) in a study of \\'Omen atte11ding antenatal clinics
in Lagos. Although the latter rest1lt is higher than for the otl1er ,nodes of transmission fron1
mother to unborn child, it is still low especially with tl1e i11creasing number of I-IIV positive
\.vomen who deliver and need to prevent transn1ission of tl1e virus during breastfeeding.
The kno\vledge of a place t o  get ru1 l-IIV test was very high. This is a good findi11g as those
\vho knew a place \Vl1ere tl1e test could be done \Vould easily go to test if they consider it.
Ho\vever tl1e proportio11 of  those vvho ever tested vvas just under a third. Tl1is is l1igher than
the figure (17.3%) from tl1e study by Peltzer (2004) or for wo1nen interviewed in the

ational HIV/AIDS aJ1d Reproductive l lealtl1 Survey (10.8%). The disparity in awareness
and e,1er testing i11dicates that tl1e kno\vledge about ho\v to get a test 1nay not be the problem
but behavior change is tl1e issue. The poi11t about behaviour change communication cannot
be overemphasized as the a,, areness about wJ1at to do and ho\.V to get it done is not usually
the problen1 but getting i11dividuals to cl1ange attitudes and behaviours towards patronage of
HIV and other healt11 related services. Other reasons such as misconceptions, fear, gaps in
kno,,ledge and linlited access have been reported (Illiyasu 2007) while others such as social
and cultural discrimination have also been identified (Okonkwo 2006). Tl1e proportion who
indicated ,villingness to adopt HCT among the ,vomen was 71.6%. Studies in other settings

-

in the countr.)' also found high VCT uptake (Onah et al, 2008; Adeneye 2004).

Th f · fiormation about HCT were radio, television and throughe commonest sources o 1n 
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prevention of n1otl1er t o  child tra11smissio11 progran1rne available at the facilities. The
Proportion who knew about transm1·s · d · b · · · · s1on ur1ng reastfeeduig 1s s1m1lar to the figure
reported by Ekanem and Gbadegesin (2004) in a study of women attending antenatal clinics
in Lagos. Although the latter result is higher than for the otJ1er n1odes of transmission from
mother to unbon1 child, it is still low especially with the increasing nurnber of I-lIV positive
\VOn1en wl10 deliver and 11eed to prevent trans1nission of the virus during breastfeeding.

The kt1o,vledge of a place to get an HIV test was very high. This is a good finding as those 

,vho kne\v a place wl'lere tl1e test could be done \VOuld easily go to lest if they consider it.

Ho\vever tl1e proportio11 of those \Vho ever tested \Vas just under a tl1ird. This is higher than 

the figure (17.3%) fron1 tl1e study by Peltzer (2004) or for vvon1en interviewed in the 

National HIV/AIDS and Reproductive Ilealth Survey (10.8%). The disparity in awareness 

and e\'er testing indicates tl1at tl1e k.110\vledge about ho,v to get a test may not be the problem 

but behavior change is tl1e issue Tl1e point about behaviour change conununication cannot 

be overemphasized as the a,vareness about \Vhat to do and how to get it done is not usually 
the problen1 but getting individuals to cl1ange attitudes and behaviours to\vards patronage of 
HIV and other healtl1 related services. Otl1er reasons such as n1isconceptions, fear, gaps in
kno,\ ledge and limited access have been reported (Illiyasu 2007) \vhile others such as social

and cultural discrimination have also been identified (Okonkwo 2006). Tl1e proportion who
indicated \villingness to adopt HCT among tl1e women was 71.6%. Studies in other settings

in th I c. d hi h VCT uptaJ.ce (Onah et al, 2008; Adeneye 2004).
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non reproductive health related service Churcl1es rnosq d th 1· · b d' 
· , ues an o er re 1g1ous o 1es are 

important means of passing i11formation about H1V counseling and testing.

5.3 Uptake of HCT and its barriers an1ong the respondents 

Universal access to I-IIV prevention, treatment, care and support is the guiding principle for 

HIV intervention globally as HCT is a priority interve11tion and a critical entry point for 

other interventio11s. One obvious advantage of knowu1g ones I -IIV status is that it allows the 

adoption of healtllier sexual lifestyle and thus helps lin1it the incidence and consequently 

prevalence of tl1e disease. More so, persons \Vho are identified as having lJIV would receive 

counseling for l1ealtl1y living and access to life saving anti retroviral tl1erapy. In this study, 

less than half of tl1e respondents have ever undergone I ICT, this was higher co1npared to 

pre,ious studies in Nigeria (An1u et al., 2013; Ibrahin1 et al., 2013) and other parts of Africa 

(B\varnbele et al., 2008) . Ho\vever, l1igher prevalence of 1-ICT uptake has been reported by 
previous author in South Africa (Sl1isana et al., 2009).

The circumstance involved in testing a1nong those who had ever tested was mostly when 
they asked foi the test. About n1ore than a quarter \Vere required to have it. Mandatory 

testmg bas been criticized and \Vomen should not be forced or coerced into having the test. 
HJ01... rt· f th \ho never tested were never asked or they 11ever required it or e1• propo ions o ose ", 
th h d · l A very low proportion ho\vever was offered the test. This e� a no part1cu ar reason. 
Sh th asked about their HIV status or encouraged to test \\hen o,,s at fe,v \,omen are ever 
th . . Th culation is based on the fact these women \Vere recru1ted e) \ 151t health fac1l1t1es. is spe 

h � tu that they are likely to visit health fac1hties compared m ospitals and one could conJec re 
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5.3.1 Uptake of HCT and characteristics f th o c respondents 

Young people have been shown to b t 1 . h e a a ug er risk of contracting HIV and there fore

:us w1 assist then1 make infonned choices about healthy getting those to know their HIV stat · II · 

, 0 1e young people (<25 years) had ever had I-ICT con1pared tolifestyle. In this st:udy most f ti 

other age groups, tl1erefore, the peak age of incide11ce of l-IIY are taking I JCT less than 

otl1ers. 

Education significantly influenced uptake of I -ICT in this study. Those respondents with

tertiary education \Vere n1ore likely to access IICT than those with less than tertiary

educatio11. This finding is consistent \.Vith tl1ose of other authors who sin1ilarly reported that

higher education levels \Vere positively associated 'vVith I--ICT uptake (Masiye et al., 2009;

1-\n1u et al., 2013). People \Vith higher educational levels are more likely to use HCT

services because they n1ay l1ave n1ore understanding of the benefits and are more likely to

respond to health pron1otion n1essages (De Walque, 2006). Tllis in1plies that strategies to

encourage HCT uptake should target the less-educated, with simple, appropriate tailored

messages on the benefits of HCT. Other people who were significru1tly more willing to

adopt HCT \Vere those ,vith higher income, Christians and women with previous antenatal

care. The association bet\veen antenatal care and adoption of HCT can be explained by the

fact that those ,vho have attended antenatal clinic sessions are likely to have been counseled

c1bout HIV testing and told about the risk of transmission to their babies. They are also likely

to L_ d d d th" orroborates the finding that higher education increases the

uc more e ucate an 1s c 

\\1l1ingness to adopt HCT. Income is an important factor because many \.vomen are of the

t>er f .1.... b 
. ·n HCT even though these services arc highly subsidized.

• Je uu1t costs ma) e an issue 1 

11.,. . likel)' to visit HCT centres and have a test. Though
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5.4. Conclusions and Recommendations

5.4.1. Conclusion

The knowledge of HIV AIDS vvas high runong respondents vvith high proportions reporting 

correct knowledge of modes of transn1ission and prevention of I -IIV. J -Iowever the

kno\vledge of 111odes of transmission of tl1e virus fron1 n1other to the unborn ch.ild was poor,

particularly for tran sn1ission durit1g pregnancy and delivery. The proportion who ever tested

for HIV \Vas low though n1ajority lmevv a place to get an HIV test. 

The radio re1nains a veritable sot1rce of inforn1ation concerning I -IIV testing. The health

staff n1ay not be doing enough in informing a11d encouraging \Von1en of reproductive age

group to have an HIV test. More \Von1en \Vho never had an I IIV test had no particular reason

or \\ere never offered or required to have it. Wo1nen with lo\v educational status, low

incon1e and those without previous antenatal care \Vere less willing to adopt I -JCT.

5.4.2 Recommendations

The follo\,ing are recoJU1nendations based on the findings

J. Based on the lugh kno\vledge about HIV but low proportion ever testing more

. . · t' s specifi cally targeted at those ,vomen who present

efforts at prov1d1ng 1nterven 100 
. e Jess likely to visit hospitals is important

in hospital for the fust nme or ar 

d fi ncy of radio jingles and other programmes

2. Increasing the number an reque 

fi HCT Ho\vever other means of commun.ication

encouraging p eople to go or 
.... .... 

h ld also be used particularly fore those women

particularl} l eaflets and poSlers s ou 

t · t health facilities.
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3 The importance of knowing one s s a 
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• . h Ith care. parucu 
seeeY.1ng reproductive ea 
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6. Campaigns concerning HIV testing should target groups sucl1 as market women,

artisans or otl1er less educated and low inco1ne groups.

7. Young women partict1larly adolescents a11d the u11111arried should be encouraged to

visit hospitals occasionally as tl1ey could get the opportunity to have an HI V tesl.
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APPENDIX I 

INFORMED CONSENT FORM

t-v1y name is  Akinbiyi Olugbenga. I ai11 a student of the Departn1ent of Epidemiology

Medical Statistics and Environme11tal Health (EMSEI-I), College of Medicine, UCH, Ibadan.

I am interviewing people in Abuja it1 order to find out about the barriers of I-lIV Counseling

and Testing (HCT) amo11g won1en of cl1ild bearing age in the FCT. I ,-viii need to ask you

personal questions wl1icl1 you n1ay find difficult to answer. Your answers will be kept

con1pletely confidential ai1d will 11ot be shown to other persons. The infor1nation collected

fron1 you ai1d people like you will be used solely for to n1ake reco1n1nendation for

in1provement of HCT services. Your honest answers to these questions will be greatly

appreciated. 

The study does not involve invasive procedure and \vill not pose any discomfort to you.

H 
· k d would be required and this will help provide a better

onest ans,vers to questions as e 

understanding on the barriers ""0111en of child bearing face in assessi11g HCT.

't:• 
• . d ·thdr w at any given time if you choose to. We ,viii

ou ha, e the nght to decline an WI a 

. a· to the survey and taking part in the study.

greatl� appreciate your help in respon ing 

b II explained to me and I fully understand tl1e

Consent: Now that the study has een we 

. . ll. to take part in the programme.

content o£the stud) process. I ,V1ll be Wl ,ng 

.. _ 

----

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

-------
--

----
-

\ignat ucnhumopnnt of Partici pant/Date

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

---------
------·

---
------

Signature of lnterv1e\-.:cr Date
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APPENDIX 1 

INFORMED CONSENT FORM

�1) name is Akinbiyi Olugbenga. I ru11 a student of the Depruitnent of Epiden1iology

iv1edical S tatistics and Environme11tal Health (EMSEl-1), College of Medicine, UCI-1, Jbadan.

I am interviewing people in Abuja in order to find out about the ba1Ti ers of 1-IIV Counseling

and Testing (HCT) among \Vome11 of child bearing age in the FCT. I will need to ask you

personal questio11s wlucl1 you 111ay fir1d difficult to ru1s\ver. Your answers \Viii be kept

con1pletely confidential ru1d \Vill not be sho\vn lo other persons. The inforn1ation collected

from you and people like you \Vill be used solely for to n1ake reco1nrnendation for

improvement of HCT services. Your ho11est ans,vers to these questions will be greatly

appreciated. 

The study does not involve invasive procedure and will not pose any discomfort to you.

H 
· k d vould be required and tlus will help provide a better

onest ans\vers to questions as e \ 

f hild b aring face in assessing llCT.

understanding on the barriers "vomen o c e 

' · hdr t any given time if you choose to We will

'tou have the noht to decline and '\Vlt aw a 

e 

. to the survey ru1d taking pact in the study.

greatl) appreciate your help 1n responding 

b 11 explained to me and I fully understand the

Consent: No,v that the study has een \Ve • 

·tr to take part 1n the programme

content of the stud)' process. I ,\ill be v.i ing 

....... 
----

--

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

1)1gnaJure: ,11wnbpnn1 of pa,rt1c1pantfDatc

( ,, 

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

---------
---------------�------

-

Signature o f Intervie\\er/Datc
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DEPARTMENT OF EPIDEMIOLOGY AND MEDICAL STATISTICS 

FACULTY OF PUBLIC HEALTH 

UNIVERSITY OF IBADAN, NIGERIA 

QUESTIONNAIRE ON BARRIERS TO HIV COUNSELING AND TESTING 

Al'110NG WOMEN OF CHILD BEARING AGE IN Tl-IE FEDERAL CAPITAL 

TERRITORY, ABUJA. 

IDENTIFICATION 

D. 
. 

1str1ct .... .•.....•.................
llcalth facility: 

• • • • • • • • • 

Nan1c ........................ . 

Hospital Nun1bcr ...................... . 
SERIAL 

Number .................................. . 

Rcsponden t res id en tia l add rcss---------------------------------
-------------------------------------

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

Dear Respondent, 
Introduction and consent t\1) name is .................... I am working with the principal

1n, estigator. \\ e are inten'ie,ving \Vomen here in Abuja to find out about ,vomen 's 

a,,areness on l-IIV voluntary counseling and testing services. I am going to ask )OU

questions some of ,vh1ch may be vef) personal. Your answers are completely confidential

and ,,ill not be sho,vn to other persons The information collected from you and people like 

,ou ,viU be used solel} for academic purpose Your honest ans,vers to tl1ese questions will

be greatl) appreciated.
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SECTION A: SOCIO DEMOGRAPHIC CHARACTERISTICS 

INO

I 
Ql02 

Q103 

rQ104 

I 

I Q105

I

I 

QUESTIONS 

FILTERS 

AND CODING CATEGORIES 

What i s  the highest level 
of school you attended? 

Religion 

tv1arital status 

l-Iov\ old vvere you at your
last birthday? 
[compare ,vith qlOl if 
needed and correct qlOS] 

1. None D 

3. Prin1ary D

5 Tertiary D 

2. Koranic only D
4. Secondary D

1. Christianity D' 2. Isla1n D 

3. Traditional D 96. others(soecify)[J
I .Single D 4 . Widow D 
2.Married D 5.SeperatedQJ 
3.Di\'orced D 6.Living together D

-----

• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 

8 Don't kno\v D D 

99. No response 
---...i-------.,,..-----+--

QI 06 Ethnic group I. Yon1ba o 3 lgbo D 
2, Hausd. Othcrs(soecif'v) 

�-------l----------+-::--:;: 
Q 107 Occupation 1 Professional/Specialist D

I 

2. Ci\il servant D 

I 3. Artisan D 4. Trader D
I 5. Trader (l-Iawkers) 6. Student D 

I
7. UnemployedD 8. Housewife D

OTHERS( SPECIFY)-----------------------------
-----------

Q108 Ivlonthl,· household l. <5thousand naira D 
• 

Income 2. 5 - 14r99 D
3. 15-34.99 D

4. 25-34.99 D
5-35-44.99 D
6. 45-54.99 D 
7. 55 and abo\ieD

'Q 109' Ho,\ man) 
y,ou ha, e

children do 1. OneD

0 110 1:lall e ) ou C\ er r.cc-ci�c<l
An1<:n.lW1 Care .dunng

2. ·r,vcP 
3. Three o
4L f;ouro 
5 Five :and above D

6 No res onse D
1.¥ESD 
2 NOCl 
8, DO '1 KNO\\ Cl 
99 0 RBSP() SE o 

I 

, 
SKIP 

j 
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SECTION B: KNOWLEGDE AND PERCEPTION OF WOMEN ABOt:T HIV/AIDS 

AND HCT SERVICES 

I
l
I 

Q20 Have you ever heard of 1 1 an illness called AIDS? If no. enlighten the respondent 011 t\IDS and transmission. 
I .YES......., 2.NOD 8. DON'T KNOW D99. NO RESPONSE D

Q20 Ho\" can a person get 1. SEX WITI-1 PROSTfTUTES DAIDS? (check all 2. SEXUAL IN fERCOURSE mentioned affirn1ative ). in tv1ULTIPLE PARTNERS D 3. NOT USING A CONDOM D4. IIOt-.lOSCXlAL CONTAcr05. BLOOD 1 RANSFUSJONo6. INJPC fIONS D7. KISSING D8. l\lOSQUI l or BIT["D9. CIRCUMCISION D

WITII 

I l 
IO RJ\ZOR BLADES/BARBc.R/C'LIPPERS D

11 SfI\RP OBJEc1·s D

I 
12. 01·1 IL RS (SPECIFY) .............. ...... . 

; Q201-Is there anything a person I '\'ES D 3 can do to avoid getting I 2 NO o t AIDS'> I 8 DON'T KNOW o 99. NO RESPONSE D-Q-20-+-
1 

-,,-{h-at .......... can--a-'p- e-rs-on_d_o_?+-1. ABS'fAIN FROM SEX..J .I Check all n1ent1oned in 2. CONDOMS D I affirrnati,e). 3. Lll\.1IT SEX TO 01\E SEXliAL PARTNF.R: D

')20 < I r ,,1

4. LI�1IT Nu\1BER OF SEXLAL PARTNER§::J5. AVOID SF.X \VITH PROSTITUTEsCJ6. ,\ VOID SEN WITH PERSONS \\ll-10 HAS:VIANY P ".RThERP7. A VOID SEX \\.'ITH HOMOSEXUALS:::)
8. A VOID SEX \\11' fH PERSONS \\ rIO INJECT-9. DRL GS NTRA VENOUSLY DIO. A \I DID BLOOD TRANS FL SION D1 J 1 ,\ VOID INJEC I IONS o12. AVOID S111\RING RA70R BLADfiS D13 ,..\ VOID KISSING D14 AVOID .l\.10SQUI IO I3ITE�CJ15 SI!EK PROTEC ff ON TRADI fl()NAL PRACTITl()NERSP 16 A VOID USING Sll,\RP OBJECl s::'J 

FRO\! ! 
17 0 ff IER (�PECIF'f)·······-··---� .,.. ______ --
---- ------ - -

t ,ti I Yf "i r:, 
( I j 

If no skip to Q.302 
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5 �JAGIID�S�v;Iiru�s-bbyysishari�f;·n�nT�m15------------------,---� 2.NO 
7 food \'with a person wh; 8. DON·T FC\O\\. D

fo"2o 
6 

has AIDS? 99. �O RESPO�SED
Is it possible for a 1. '{ES D

I healthy- looking person 2. �OD
to have the AIDS virus? 8. DON.T KNO\\,CJ

99. NO RESPONSE D. Q20 
7 

Do 1ou know someone' I.YEP 
personally who has the 2. NOD
\'irus that causes AIDS or 8. DO�'T KNO\V D
someone who died of 99. NO RESPONSE D
AIDS? 

Q2AQTi=C�a=n...::..:..�tLhe:----:::
vi�ru�s=--�b�e+�l .�Y�E�S�D=-------------_j_ _ __ J

8 transmitted from a 2. NOD

mother to a child? ' 8. DON'T KNOW D 
I 99. NO RESPONSE D

Q20 
9 

Can the virus that causes 
AIDS be transmitted 
from a mother to a child: 

Yes no don't knO\\' no 

I During pregnancy? 
During delivery? 
By breastfeedin12? 

Q21' I-lave you heard of any
0 drug that a \voman 

infected witl1 the AIDS 
virus can take to reduce 
the risk of transmission 
to the baby during 
ore nancy9

Q21 
1 

Do you know a place 
where you can go to get 
an HIV test? 

response 
DURING PREGNA NCYP D 
DURING DELIVERY? D o 
BY BREASFEEDNG? D ,., 
l .YESD
2.NOD
8. DON'T KNO\\ D
99. NO RI SPO'\c;_,E D

IYfil>D 
2.1\0 D 

D 
D 
D 

D 
D 
D 

-

8 DON'T KNO\V D 
99 NO Rr•,SPONSED

1--Q-2-1-+-F-r_o_m_\_V l_u_c _h_so_u_r_ce_..;;;.. -o-:f::-t--:1 . Rad 10. c::r -----------1-----l

2 information did you get 2. T V 0

I 

l 

I

to know about the place 3. Ne\vspaper1n,agazine. D

to get an HIV test? 4. Pan1phlcts/posters D
5. Ilealth \.vorkers D
6. Churches n1osques. D
7 _ SchooJs/teaJAers. D 
8 Comn1uru� mcetings.D 
9. friends/relatives.D
l O. Workplace D
11. Go\ en1mcnt hospitaJ.D

l J 2 F:uni11 planning clinic. D

'j J 3 
Pnvatc hospital /clinic. o l 

14. Pharn1ucy{patcnt. rncd!cine. �_........ 
l__i____,.____..�--��__, 
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I 
' 

I 15. Store. D 16. Others. D
') l"" - ..) \ Ha�e you ever done HIV l .yes

I , 

Q21 4 

Q2l 5 

Q21 
6 

testmg 
12.No 

\ 8. Don·t know ,_ , 99. No response 
Would you like to have a l .YEPtest to find out i f  you had the virus that causes AIDS? What is the main reason \ why you will like to have ' a test? 

Why would you not like to know your status 

2.NOD 8. DON'T KNO\VD

99. NO RESPONSEo1. To reduce fear and anxiety.D2. Required for employment. 03. For marriage purposes. D4. I want to �\V my HIV status.5.0thers specify ..... ........ . 8. Don't KnowD99. No Resoonse D1. Do not want to know my HIV status. D2. Fear and anxiety.D3. I feel it is not necessary. D4. I can not afford it. o5. Others (specify) o8. Don't Kno\v o99. No Resoonse

SECTION C ADOPTION OF HCT l . Yes301 I-lave you undergone HCT before 
Q30 When was the last time you were tested? 2 

Q30 The last time you did the
test, did you yourself ask3 for the test. �-as it offered
to } ou and you accepted
or were you required to
have the test? Q30 1'-Iow far away fro1n your

4 l house is the centre where
l I you obtained tl1e l IIV

? -· No 
1. Within the last 6 month D2. 6 n1onths to < 12 n1onths ago 

03. 12 to 23 months ago. D4. 24 n1onths or 1nore ngo. D5. Don't Know099. No Response D1. I asked for tl1e test. D2. I was offered and accepted. D3. I "vas required to have it. D8. Don't K.110\V D

99 No Responsa::::J
l .  Within the cori1munity. D
2 Next street. D 03. rcw kilometers away.D

71 

' If �o skip · to 

If No skip toQ. 216 
If No skip to Q. 301

If No skip to Q. 401
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test? 
I 
• 

j 4. Travelled out of tO\\TI. o5. Others (specify) .............................. . 8. Don·t Knov. D99. No Resoonse DQ30 
I s 

How much did you spend l Naira in assessing the HIV test? - ---------1 8. Don't Knov. D 
Q30 1 How long did it take you

1
6 to complete the HIV test? 

Q30 7 If yes what was your test result 

99. No Resoonse D1. < One hour. o2. 1 hour to 3 hours. D
3. A whole day. D4. 2 days to a week. D5. Others (specify). ---------------------------------
--------------8. Don't Kno\v D99. No Response
----------------------------------------1 

----------------------------------------? 
-

----------------------------------------3 

Q30 What is it that you don't 1. Lack of privacy. D8 like about the services 2. Attitude of the counselors.D

. 

Q30 9 

rendered when you did 3. Others(specify)-----------------------------------the test? ------------------
. 4. Others( specify)------------------------------------

What advice will you like to make in ter1ns of improving the services? 

------------------5. Others( specify)------------------------------------
---------------- -8. Don't Kno\.v o99. No Response o
Advice-------------------------------------------------

---------------1 

Advice------------------------------------�-------------------------- -2 
Advice---------------------------------------------___ _ 

---------------3 

Advice------------------------------------------------

---------------4 
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SECTION D REASO'IS FOR "O:\ ADOPTIO� 

' Q40 l I Are you adopting l. YES D

I 

Q402 

I' 

HCT? 2. �OD

I 
lf No. then ask for 
reasons for non 
l adoption of HCT

I

8. DON"T K..�OW D

99. NO RESPONSED

Never asked or required D
Offered but not required D
Too worried or concerned or scared to be \ tested D

0Fear of discrimination 
No perception of need for the test D
High perception of risk D
Testing is contrary to beliefs D
Partner had tested negative o 
Do not know where the test is being offered 
Centre vffiere its being offered is too faro 
Cost is too high D 

Waiting time is too long D
Poor attitude of health ,vorker D 
Intended but had not done soD 
No reagento 
Spouse did not consent D
Lack of treatment /cure for the disease D
Told is not neccssar} D

Do not think about getting it doneD

No particular reason D 
Any otl1er reason specify 

Q.403 Would you be willing 1.YES D

2.NO D to go for I ICT? 
8. DON'T KNOWD

99. NO RESPONSE D

If yes skip 1 
to the end 
of the 
inter\'ie,v 

I ., dent "or taking out tin1e to provide honest answer to your questions. Please t 1a1l.l\. respon 1' • 
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• 

• 

Appendix II 

List of health facilities in Abuja 

s� 
---..-- ----------"c"----- ----,-----------------K"ali I,\baji Kuje LG . .\ 

•I

')-

I 
--

3 

I 
4 

1, 5' 

6 

7 

8 

9 

10 

I I 
f 12 

13 

L 

\ ,\:.'\-lAC LGA I B,.,ari LGA 
G/Lada LGA ��---1--:..::.:.:���-+���:..___-"-!", __ ___:__:� ____ _!:L�G� . .\__...JI

l 
Chibin LGA 

AbaJt General Hos ital 
AbaJI 
T own Clinic 

\ Abattoir PHC 
Adgoa Clinic 
Agyana 

1" 1-Iealth c1�n1c -
Ayuara PllC 
Ebag1 
Ilea Ith Clinic 
Naharell 1-!ealth Ch111c Nuku Pnn1ary lleolth Centre. 

-Pandagt 

' 

i· Comprehens1vc J-{calth Centre Nc\v 1ownsh1p Clinic 
Rin1ba 

L, l Chn1c 

Asokoro General Hos ital Bwan General Hos it.al 
I Burum Health Post B,van To,vn Cliruc -

• Custom Medical Byazhin Health Centre Clinic 
Daughter of S t  Du�en Gark1 Vincent Chrnc and l-Iealth Post Maternity 

Garkt General Our Lady of Fatima 
llosr>1tal B,van 
Gark1 Village Ileolth Post Deide1 llealth Clinic 

- -

G1dan Mangoro Dutse Alhnj1 llcalth lleollh Post Centre 
G\vag,va lleallh Dutscn Baupn10 
c�ntre Clinic 
G\vagv;a rnpe Pn1nary llealth 

l!!U Health Clln1c Centre 

Kub,va General Gwanmpa General I loso1tal Ilosp1tal
Kuch1buy1 Health !du-Kanno Chntc Health Post . --

" Modem Health 
Ji,va llealth Post
Kabusa lfcalth 

I Iosp1tal 
Mpapc J-lealth , _

I Yaba,Cf!C , PoSl Chn1c � �

74 

I 

Ang,.vandodo PrunaI) PRC Health 

DagmPHC 
G/Lada Township Clinic 
G,vag,valada Specialist Hospital 
G\\'llko Health Clinic 
Ib,va Pada l-Iealth Clinic

-Kuturu.'"1.1 2 Pnmary llcalth Centre 
S t  l\lary's Cnthohc l-losp1tal
T,1ngan MaJe Iiealth Chruc 

• 

Y1m1 I Iealth Post 
Zubo Hcnlth Chn1c 

Centre Dafara Primary Health Centre Gudunkary a PnmaI) ' Health Centre G\vag,\ ada Pnmarv • flealth I Centre 
1 

Kuchtyako Pnmary . l-lealth I Centre
KuJc General llosp1tal 
KuJe Pnn1ary I-IcalU1CentreK"·akuPnn1aryI lea IthCentre
Ruboch1 General I losp1tal 
Rubochi Pnn1ary IlealU1 Centre 
-CllC Gaubc 

Bako Health Post 
I DafaHealth Cltn1c. 

IJah Sarkt Health Po;.t Kilank.,v a 1 1-lealth 
I Post I K ,va1ta 11odel Pnn1ar, HealU1 Centre 

K,,-ah Bo.sic T-lenlU1Clinic
K,vali General l loso1tal
Pin I lea Ith Chn1c Rhcn1a 

II 

i 

Foundall on l-loso1tol
� 

Shedn l-lealU1 Clinic 
Ubashar oPHC 

' 

Old Kutunku \Vako PlIC Kabin Primary llealth HealthMnngoro • Centre _fhn1c 
� 'l'angoji PIIC K1y1 lb,va Pl IC' r i\JJHI) ' 

I ' 
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• 

• 

I 

. 

Suppon Pro!!ram-

I 
me 

_ _,v:::-:::i::"----j1r------+------ --+-------�---�C�l�1ru�c�� 14 Kpache )'ebu 
licalth Kag1n1 Health Shere Health Clinic Dukpa PHC PHC 

Health 

15 

' 
' 

Post p t Ka.sada 
•. OS I (IHVN-ClA) 

�amag1 Karshi General Ushafa Health I \VumiPHC PHC 
I PHC Hosoll.al Clime (lH\'N-ClA) l )'anga 

' 

Chruc 
l Dam ak-u.,aPHC 

l1
6 l\,{andereg1 Karshi Health Kurumin Daudu Tsu.an1 PHC Asba.ra 

PHC. Post PHC (IBVN-CIA) PHC Pegyi PHC
Ka1da Tsobo ' 

I 
17 

Lo,vcost Karo fiealth Zh1gak-ucbi PHC PHC(UN.'T- \·e\\'Utl
PHC Chn1c CIA) ,PHC 

, 18 Nanda Dak\vaPHC
Paiko PHC I B uJ...-pe

PllC Kob1 Health Post (IHVN-CIA) PHC 
' 9 Lugbe Health .. Kundu 

\ �ota1 

ZhikoPHC Gurdi PHC Post PHC Cbiumu PHC 
16 

-

S/N Aha.ii Al\tlAC B,vari G/lada K,vali 

20 Maitarna Comprehensive 
Mawogi General Health Centre Dapa Health 

PHC Hospital Dei Dei PHC Dobi Post 

21 National Kubwa Muslim 
Gigbe Hospital Community K\vaitaHausa,v 

Pl-lC (Abuja) Hosoital PHC Gurfarta aPHC 
. 

22 Dogon NJPRD Gaba Primary 
Ruwa Medical I--Icaltl1 Centre 

Clinic PHC lk\VU Leda PHC 
PI-IC 

c. Nyanya 
23 Gudupc Primary 

Gasakpa General Health Centre )'anbabu PHC' 
Pf-IC 1-iospitnl -

24 Orozo Health Tungan Bijim1
Pnmary l Icaltb Kigbe Pnmar) 

Gawu Post I lcalth Centre 
PI-IC Centre 

25 
Plwoyi 

Piko l-lcalth Post 
St. Peters Primary Danl!ara Pl-IC 
Abaji 1

' Ilcalth Centre 
Panunukc llcalth - Pyakasa

26 I Gumbo Pl.J.C 
Health Post Post 
Rainbow Yaupe 1-Ieallh 

27 Clinic and 

I 
. 

Post Koroko PllC 
· Matem1tv

I Sisters of Lo\vCr Usn1an 11 
I' 

28 

I Nativity Dan1 PHC Peltt PHC 

I 1 Hosoital

I • 

-

' i 1\tledical Sumpe Health ChikukuTsoho 
29 rv11ss1on of Post PIIC 

i\1ary Lug_bs_ ' -- Kilank\Va Tl 
ToRulo Primary 

- -';Ii l . Our Lad} 
-

30 
-

. 

L.,.. -----L--- -
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• 

• 

Support 
p,-,,!!Taill :;: 

l 
me 

- \ Kpache I
I 1 Chn1c i

14 I ' 1·eou i PRC Health Kag1n1 Health \ Shere Health Clinic Duk1Ja PHC Health 
Kasada Post Post (IH\'N-CIA) Ch.n1c 

� 
. -

15 

k 

h 

16 

17 

MamagiPHC Manderegi 
P.HC 

LO\VCOst 

! -tPHC
18 Nanda 
�9

PI-IC 

I Gurdi PRC 
Total 

S/N Abaii 

20 
Mawogi 

t 21 
PHC 

G1gbe 
PHC 

-
22 Degon 

Ruwa 
PHC 

23 
Gasakpa 
PI-IC 

24 
Ga\-VU 

I 
PI-1(' 

--
25 

Karshi GeneralHosoital 
Karsru Health Post 

' Karu HealthCltnic 
' 

Kob1 Health PostLugbe Health Post 
Al\iIAC 

Maitarna 
General 
Hosoital 
National 
1-lospital
(Abuja)
NIPRD
Medical
Clinic
Nyanya
General
I Iospital 

Orozo 1Iealth 
Post
--
Piwoyi 

St. Peters Pri1nary 
J-Icalth CentreAbaii 

G6 Pyakasa 
Healtl1 Post 

- Rainbo\v 
27 Clinic and 

J Matcmitv 
Sisters of • 28

I
Nativity 
Hospital 

r 29
Medical 
M1ss1on of 

' 
M!O'. Lµ_sbe

t-30
Our Lady 

-
7 

....,,_ r" -

I 

Ushafa Health ! \Vunu PHC I PHC ' Damah-us 

Clinic (IHVN-CIA) YanQa 1 aPHC 
Kurumin Daudu Tsuao1 PHC I PHC Peg)'l A.sham

PHC (IHVN-OA) PHC 
• 

Kwda Tsobo 

Zlllgakucru PHC · PHC (IHVN- Ye\�'Ull 
CIA) PHC 
Paiko PHC Bul1JC DakwaPHC (IHVN-CIA) Pl-IC 

1 Kundu ZhikoPHC PHC Chitimu lPHC 
, 16 

B,vari G/lada 
1 

K,Yali 

Comprehensive 
Health Centre Dapa Health 

Dei Dei PHC Dobi Post 
-

Kubwa Muslim 
Community K\, aitaHausa,v 

1-losoital PI-IC Gurfarta aPHC 

Gaba Primary 
Health Centre PHC lk\va Leda PHC 

Gudupe Pnmary 
Health Centre Yanbabu PHC 

Tungan BiJ1m1 
Pnmary J-Icalth Kigbc Pnn1ary 

Centre Jrcalth Centre 

" 

Piko Health Post 
Danrrara PHC 

� 

Panunuke I lcalth
Gumbo PHC Post 

Yaupe llcalth • 

Post Koroko PI-IC 

Lo\ver Usman ,I 

Darn PHC Petti PHC 

Sumpc Health ChikukuTsoho 
Post , , PIIC

• - -
- ,, Kilank \VU Ir 

r okulo Primary C -
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• 

-------r----;--1U::-i:t-:r;=-::--.-------,-------Queen of I Health Centre i PHC ' 

31 
+-�--��Nt1:J.· g�e�ri

::;
a ::Giar�b�d-;----·--- -�-----�- ---__:St. Cornelia 

I 

I 

32 _L 
33 

• 
34

� 

35 
I -
I 

36

I I 
�� 

• 38

SN-

39

40

41
42

43

44
45
46
47
48
49
50

51
52 -
53 
54 

I 
55 
56 

157 

1-
58 

r· �l1n1c Gidan Foebe Health 1 Man2:oro PHC 
! CllillC 

! Shadalafiya = 

I 
Galu\vyi PHC , .  Pai PHC 

I 
1 
State House 1 Kute PHC . Clinic 

I Ike Health Post 
Wuse General � 
Hosoital Saban Gari PHC 

Deidei Health Kogo PHC Clinic 
ECWA 

' 

TunQan Sarki 

· Gomani PHC

Medical DurumiPHC Cruda Primary
Centre Health Centre
Jikwoyi I Medical PHC Barangoni Mat K\vari 

Centre PHC 
LugbePHC PHC Kawu Faruk.-u PH C 

Al\1AC Kwali 

Lugbe Mate111ity and Hospital • Dabi Bako Pnmwy Health Centre
Mabushi Primary Health Centre Ijah Sarki PHC (IH\'N-CIA)
Kurudu Primary Health Centre LcileiJ! PHC (IHVN-ClA)
Gugugu Health Post Rimba PHC (IH\'N-CIA)

--

Agnes Maternity Choice !"latem1ty
Nakowa Maternity Mabush1 l-lc1t1 Hospital - -

Pl IC Kpaduma 
PHC Bassa Jiwa 

-

Police J -Iospital Garki 
PHC fkwa 
PHC Shercti - -i 

PHC Iddo Pada 
-

-

PHC Igwu 
-

FSI1 Jabi 

FSI I Gwarinpa 
Jik\voyi_ Primary Heallh Centre

PHC Tungan Madaki - - - - --

PHC Apo • 
-

Pl-IC Ketti 
-

Bepo Clu1ic -
l. -
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Appendix III 

l.ist of health facilities selected for the re-search
- ---

1 
llcalth Facilities --

--.--:::---,-....----------------1 Total attendance at the Calculated sample 

I 

2 

3 

-

cneral Hospi"tal Asokoro G 

I \.-1aitama G 
-..-, 

1eneral Hosp1tal 

eral Hospital Wus�G�� 
t----.+-E www :I ,_,, I 

5 

• 

1 
Garki Hos pita} 
K\vali Gen 

, Hospital 

eral 

6 CBN Hos pita! 
--lt-------4<��-7 l(ub\va General Hospital 

,....,,. -.--8 Nyanya General Hospital 
9 

10 

----1.---,� ---National Hospital AbuJa

-

- -- -

University of Abuja I losp1tal

I clinic in J anua11, 2005 for each center

l 
J 

I 
240 . 240 2125 x 1125 =127 

I 230 I 230 2125 x 1125-122 
I 
' 250 • 250,2125 X 1125�132 
' I 

150 I 150'2125 '\ 1125�79 

130 13012125 x 1125 69 

1200 200/2125 , 1 125 106 

11 so 150 2125, 1125 79

I 245 I 14- ?J?- 1 I">- 110 - :, . . .) '\ _:, 
- --
250 250. 2125 x 1125 133

-- -1--280 280/21"5 xi 1?5 148 
- -- - -- --

2125 I 12 'i 
-Tota�-=--..... ------------'----------'-

• 

• I 
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