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ABSTRACT
In Nigeria, students in institutions of higher lcaming are at great risk ol 11V infection:
Although HIV Counsclling and Testing (HC1) 1= an cffective approach to HIV
prevention not much has been documented about the pereeptions and utilisation of
IHCT services omong students in teitiaty institutions. In addition HIV related risk

praclices among studenis have not been [ully cxplored. This study was therclore

designed to determine the level of knowledge, risk behaviows and use of ([ICT
scrvices among Kogi State Polytechnic students, Lokoja. K

A three-stage random sampling technique was used to select 660 s |om the

iwo campuses of Kogl State Polytechnic located al Lokoj & sam. A sell-
B

administcred questionnaire which included a 17-point AIDS c scale as wcll

os a 16-poent HCT Knowledge Scale was used for data coltgction. Eight Focus Gioup
Discussions (FGDs) were used to collecr qualuative d %qucsnonnmrc and FGD
guide were also used 10 collccr dowa on risk & Yﬂd pattern of usc of HCT
services. Descriptive, Chi-square and ( ucs were used (o analyze the
quantitativc data ot 5% level of sngmlt®\\hllc content analysis was donc in

respect of the qualitative data.

‘The respondents’ mean age ! 22. g 3.3 yeais and 62.0% swere males. The correctly
ud

listed symptoms of AID d persistent cough (52.6%), frequent fevess (46.8%),

ond unusual skin ras 0%) The mean knowledge score on AIDS was 1].1 £ 3.2

their mean

out of a mmum: of 17. Slightly above half (52.8%) had heard about HCT and
The m g s for males and females were 4.2 £+ 4.5 ond 3.4 £ 4.3 respectnely,

ge score on 1ICT was 3.9 £ 4.5 out of 8 maximum scorc of 16

il nilicont difTercnce. The studenis in the Iligher National Diplona
p@nmc had o signilicaruly higher HCT mcan knowledge score (5.7 £ 5.2) than
those in the Ordina1y Natlonal Diplomna programme (3.6 + 4.3). The 11 V-related risk
praclices among (he students included concurrent multiple sexual parinership
(16-2%), unprotected sex (126%) and sharing of skin-picrcing equipment (5 8%).
Majonty (66.2%) of the respondents (270 males, 167 females) had ever had scxusl
intescourse and of this, 64.5% had sex within the three months preceding the study

Among the students who were sexually active 68.4% used condom in their last scxual
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expcricnce and the teasons given for non-use of condom by 1espondents during their
last sexual intcrcousse included mutual fidelity (29.9%) and being ncgative in their
previous HIV test (12.0%). Of thc 5.8% respondents who had cver injected
psychoactive drugs, 43.2% hod evcr shared needles with somconc thus creating
opportunity for HIV infection. Fcw studcnts comprising 59 (8.9%) males and 37
(5.6%) females had ever received HCT services and many respondents (47.7%) were
willing to reccive the services il given the opportunity. Most of Lthc FGD discussants

discloscd 1hat a large number of students indulge in sexual intcrcourse on cgepus and

yet many of them dislike the usec of condom. Many discussants also
some Iemale students of the inslitution exchange sex for moncy, a

them at higher nisk of HIV infection. \

There are HIV.related risk practices, gaps in knowledge chl of utilization of
HIV Counselling and Tesling among the rcsponde er-education nnd public
enlightenment are nceded to address these conccn-Q

Key-\Words: AIDS-related knowledge, @' practices, 11V Counselling and
Testing, Polytechnic Students \

Word Counl; 542 OQ
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experience and the reasons given for non-use of condom by respondents during their
Jast sexual intercousse included mutwal fidelity (29.9%0) and being negative in their
previous HIV test (12.0%). Of the 5.8% rtespondents who had cver injectcd
psychoaclive drugs, 43.2% had cver shored needles with someone thus creating
opportunity for HIV infection. Few students comprising 39 (8.9%) males and 37
(5.6%) females had ever received IICT services ond many respondents (47.7%) were
willing to receive the services if given thc opportunity. Most of the FGD discmms

disclosed that o large number of students indulge in sexual intercousse on

yet mony of them dislike the use of condom. Many discussants also

some [cmale students of the instilution exchange sex for money,

them athigher risk of HIV infection. \

There are HIV-relaled risk practices, gaps in knowledge Mvel of ulilization of
HIV Counsclling and Testing omong the responde er-cducation ond public

enlighienment are needed 0 address these conce

Key-\Words: AlDS-rclalcd knowlcdgc.\@fE practices, 1i1lV Counsclling ond

Testing, PPolytechnic Students

Waord Count: 542 OQ
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Opcrational delivition of terms

Risk Behaviour

Utilization
Youth
iV Counselling and Testing

A particular way of acting or conducting onesclf
which can causc injuty, damage, loss of

predispose one to a problem.

Peactical or elfective, habitual use of soinething.

Persons in @ time period from ages 1512

HIV Counselling and Testing is 1 €SS
whercby an individual or couQ}dctgocs
counselling 1o enable himA @' to make an
informed choice about &L}scstcd for HIV.

This decision must irely the choice of the
individualfs an they must be assuted thut
the process g conlidential.
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CHAPTER ONE

INTRODUCTION

Study Background
Onc ofthe greatest health problems threatening the huiman race today i1s the Acquired

Immune Deficiency Syndrome (AIDS) pandemic. In 2007, an cstimated 2.7 ntillion
pcople were newly infected (Joint United Nauons Programenc on 1lV a DS
(UNAIDS). 2008). After pcaking in the late 1990s, the global rate of ngw ions
hos slowed and the number of ncw infections has declined. Howev %i:fcclions
continue 10 occur in young people. it has been revealed that on@%\'cw seven

infected persons is someone under the age of [5 years, an 4.’&0[‘ ncw infections

occur in young people oged 15-24 (UNAIDS, 200$0ung pecople therelore
constitulc a group that requires special ollention in?n of 11V prevention and

control.

Nost of the new infections occur in sub-S@ Africa (UNAIDS, WHO, 2008). The
high rates of 11V infection among tKg youth mokes 1t crucial o institute prevention
programmcs aimed a1 mitigaling i@cts on this agc group. One of the strolcgics for
the prevention of [V i dl%mtury Counsclling and Testing (VCT), There 1s
therefore increasing inléﬁn eatending lhe services 1o young people in various

communitics inclugdj sc in school sellings.

Counsclling @sling for HIV (HCT) allows individuals to know their H1V slatus
and it 1 0\ cs os the gaicway for both HIV prevention and for carly access (o
trca > earc and support (Kamenga, 2000; Peltzer, Matsckel, Mzolo and Majaja,
20}5Mnny approaches to HIV prevention and care require people to know their
1V status (UNAIDS, 2001), Knowing ones status cnables someone who ts HIV
ncgalive, to avoid risky practices with a view (o remaining ncgative; and those who
are positive, o seek access 10 treatment, care and support. and (o reduce the risk of

HiV transmission (o others including their partners (United Nation’s Population Fund

(UNFPA), 2002).

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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The HCT is the process by which an individual undergoes counselling to enable him
or her make an informed decision or choice about being tested for HIV (Fedeial
Ministry ol Health (FMol1), 2003, Ekanem and Gbadegesin, 2004). This decision
must entirely be the choice of the individual and s’he must be assured that the process
will be confidential. The service has been casried out in many places with excellent

results; il is cost eflicclive and constitutes the gateway to.most NIV related senvices

including provision of antirctroviral drugs (Jerene, Endalc and Lindijom, 2!07}-
lHowever, a major challenge in most sub.Saharan countrics 1s thal many (N
including young persons, do not know their HIV status even when co ng and

testing scrvices are available. Q~

The most eflective intcrvention 0 reduce transniission \n& on individuals'

awareness of their [{IV status. Awareness of one's sta tum depends upon the
availability of information on Voluntaiy and Couni\ehigg scrvices (Ekanem and
Gbadegesin, 2004). A knowledge of one's posi@t tus enables one to be more
molivaied to adopt healthier lifestyles that yaprigvc ones health status and slows the
progression from 111V infection 10 full |ON%DS. For example, knowmg ones HIV
posilive stalus enables one to avoi er nsks of infection with other viral strains
and Sexually T'ransmitted Infcclio [s). seck for early treatinent for opportunistic
and HIV infections, cat }gj food, avoid tobacco and reduce siress (UNFPA,

2002). Knowing one %

creates an opportunity to plon for the future from an

sitive not only provides an opporiunity 10 protect ones

sexual panncr(s) %
informed posi ates, Grinstead, Gregorich, Sweot, Kamcenga, Sangiwn, Balmer,
and Furl ouo).

Cq@ and Testing for [11V is acknowledged in the inlemational community as
an cifctive and pivotal strategy for both IV and AIDS prevention and care (Family

ticalih Intcrmational (FHI), 2004). This has boosted interest and support for HCI as a
valuable component of a comprehensive IHIV and AIDS progromminc among
intcmational organeizations including the National AIDS Programmes of many
countries and donors (Flil, 2004)
The following constitutc the rationale for HHCT according to I:HI:

It 15 a vital point of eniry 10 other 11V ad AIDS services including

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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prevention of mother-to-child transmission (PAICT), prevention

and clintcal management of HiV related illnesses,’ mberculoss

control, psychosocial and legal suppors.

Many people now want 1o kaow their HIV sero-status.

HCT provides benefits for those who test positive as well as

those who test negotive. The HCT services alleviate anxicty,

increases client 's perception of thesr vuluerability to HIV, promote

desirable behavioural change, faciliiate early referral for carc and 4
support incliding access o ann-retroviral therapy and contribute ?g~
0 the reduction of social stigma in the comntumty.

7he HCT services aoffer a holistic approach that addnssc@

in the broadercoruext of peoples’ lives. (FHI, 2001), \/

There is very little information on young peoples’ urs relating 10 IICT in
terms of whether they aie able to change and sustai nges in their sexual behaviour

%hiopin (FGAE), 200!). in many
devcloping countries HCT has not b n\ y madc available 1o young pcople

following tICT (Family Guidance Associalj

(Erulkas, 2000). In a study conduc Uganda and Kenya, il was noled that young

pecople do actively seck and regei CT cven though the scrvices have not been

designed specifically (or &1 omes. Fcrrcira, Silva and Silva, 2000). In Nigeria,
\

young peoplc’s levels %Q

investigatcd. | low ludy conducted among young persons in Ibadan rescalcd

cdgc and practices relating to HCT have not been fully

that young p ove limited knowledge of LICT and under-utilise this service

(Ajuwon, ¢, Oshiname and Oyewolc, 201072011).

0%’% policy objectives of the Kogi State government is 10 reduce the incidence
and p

cvalence of HIV and AIDS in the state, provide prevention, care, treatment and
support lor women, children and other vulncruble groups. A major strotegy for
achicving this would be 10 establish 1[CT centres across the state (Kogi State Ministry.
of Buiget & Planning, 2004). This study cxplored Kogi State polytechnic students’
knowledge, risk behaviours and use of EICT scrvices with a view: {0 thiowing somc
light on 1ssues that should be taken into consideration in the design of HCI services
for in-school young people
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donors, Injecting Diug Users (IDUs), sex workers and young people in insttutions of
higher leaming arc relatively ignored. One o fthc major institutions o f higher learning
in Kog! state ts the Kogi Statc Polytechnic Lokoja. It has a large population of young
people who could be vulnerable 0 HIV infection. There is however dearth of
information about the students of the institution in terms of thcir:

). Knowledge and perception of HLV and AIDS and LICT,

2. Risk practices which increasc vulnerability to HIV infcction; !
3. Attitudes to HIV and HCT; Q_
4. [Patiem of utilisation of HCT services.

This study was therefore designed to address these concemns. Q~E

Justification
Before HIV-rclated scrvices targeted nl students in instityy \o/highcr lenming csn

be established. there 15 8 need to determine what ther

arc with regards 1o their
perceptions, attitudes and willingness to use suc@v ces if made avatlable. The
study is thercfore justificd based on the "act t?h“as potcntial for yielding baselinc
information for designing and instit lio&g youth-fricndly HIV ond AIDS

prevention programmes including | rvices.

Research questions
The following questions wl&om\ulnlcd to guide the study:
I. What is th

of knowledge of Kogi State Polytechnic students about

risk behaviours are the students involved in?
3 \ knowledge and perception of 1ICT do the studenis have?
%/hnt are the students’ attitudes to ICT?

Q. What isthe paticrn of utilisation of HCT® centres among the students?

6. What are thc factors which may influence the studenis' acceptance and

utilisation of HCT services?

Broad objcetive

‘the main objective of this study was to deteeminc the IV and ALDS-related
perceplions, risk behaviours and patiem of utilisation of 111V Counsclling & Testing
(11C1) services ainong Kot State Polytechnic students
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donors, Injecling Drug Users (IDUs), sex workers and young people in institutions of
higher lesming are relatively ignored. One of the major institutions o f higher lcarming
in Kogi stale ts thc Kogi State Polytechnic 1.0koja. Ii has a lasge population of young
pcople who could be vulncrable to HIV infection. There is however dearth of
information about the students of the institution in terms of theif:

). Knowledge and perception of HLV and AIDS and IICT;

2. Risk practices which increasc vuinerability to HIV infecuon; !
3. Atitudes to HIV and JICT; Q~
4. Poautern of utilisation of 1 ICT scrvices.

This study was therefore designed to address these concems. EQ~E

Justilication
Before HIV-related scrvices targeted at studenis in instityio \o/highcr carning can
be established, there 15 a nced (10 detennine what therr

perceptions. attitudes and willingness to use suc@v
study is therefore justilicd based on the foct lQhas polential for yiclding hasclinc

> arc with regards to their

ices il made available. The

information {or designing and inslilulio\ ng youth-friecndly HIV and AIDS

prevention programmes including I{érviccs

Research qucsilons
The following questions w&ormulntcd to guide the study:
i, What is lh?\of knowledge of Kogi State Polytechnic students about

risk behaviours are the siudents involved in?

| \ knowledge and perception of 1ICT do the students have?
%\‘hnt arc the students’ attitudes 1o 11C17?
Q. What i1sthe pattemn of utilisation of HC1" cenues among the students?

6. What are the factors which may influcnee the students’ acceptance and

utifisation of HCT scrviees?

Brond objective

The main objective of this study was © dciermine the HIV and AIDS-related
pereeplions, risk behaviours and pattcm of utilisation of IV Counsclling & Testing
(HICT) services among Kogi State Potytechnic students,
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Specific objectives

The specific objectives of the study were lo:

1.

Assess the students’ level of knowiledge oIV and AIDS.

. Identify’ the students® 111V risk behaviours.

2
3. Assess their knowledge and perception of HCT.
4.
5
6

Determine the attitudes of the students 1o HUT.

. Determine pattern of use of | ICT service among Lhe students. *M
. Determine the factors that may influence the students’ ac“in

utilisation of HCT services.

Study variables E

The independent variables for the study include age. mligio@ilal status, ethnic

group, gender ond level of study. The dependent vagg that werc examined
included know ledge, perceptions, nsk behaviours anf s?&n of utilisation of HCT.
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CHAPTER TWO
LITERATURE REVIEW

The Origin and Epidemiology of H1V snd AIDS
The Global Persgectives

Since its discovery over two decodes ago. AIDS has become o pandemic on u global
scale (Kormawsa, 2005). lis origin and spread are somehow controversial.
The history of HIV and AIDS in the USA began in about (969 when HIAns

claimed to have entered the country through a single infectcd \mmigrant a|

(Amitabh, 2007). Qg N

This led 10 widespicad unscicntific claims that Haitians wcrc\ nsible for the
AIDS cpidemic in the USA. However, ot the 14® ConferqueNA Retroviruses ond
Oppoitunistic I[nfections (CROI) in Los Angeles i %h 2007, a group of
tnicmational scicnlists presenicd data based on co ?c:clic analy'sis of 122 carly’
sainples of 1{IV-1, group M, subtype BB (most_c n strain in the USA eand laiti)
showing that the strmin had probably bee ht to Hasti from Africa by a single
person around 1966; a time when magy Hailians would have been retuming from
working in Congo (Caiter, 2008). ic analysis then showed that subtype 13 spread
slowly from pcrson to p;r{.k\ the tsland before being trnsferred o the USA
probably by a single ind\i al, at some point between 1969 and 1972. Worobey

(2008) and collcag
originated in llagn Dor€ passing it to the USA (Chong, 2004).

n o paper gave a 99.7% ccrtainty that HIV sublype B

‘Ihe HIV A n was [irst officially detected among homosexual men in the USA in
1981 ian [nstitute of Medical Research (NIMR), 2005). This population is most
scv affecicd by HIV ond are the only risk group in which new II1V infeciions

have been inetcasing steadily since the carly 1990s (Centres for Disease control and
Prevention (CDC), 2010). Doctors found, what they thought was. a rare form of
cancer, called Kaposi's sarcoma, in many males This cancer was usually associated
with clderly men of the Meditcrranean ethnicity. This observativon resulted in un catly
hypothesis (and misconception) that AIDS resulied from behaviour specilic (o gay
men (NIMR, 2005). This hy pothesis was largely dismissed swhen the syndrome was

latcr observed in other demographic groups in Europe, America and Central Africa
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ica 1y
E)—ne aspect of HIV and AIDS epidemiology’ that is common worldwide especially in
sub.Sahatan Africa, is the tendency for socially disadvaniaged groups to be at greatcr
risk of infection. in Africa, long-distance truck dnvers and sex workeis were the
carliest groups infected (Williams, Gouws, Luric and Crush, 2002; Burayo, 199,
Marcus, 2001). AIDS has manifesicd as a primarily hcteroscxual disease, accounting

for 93 percent of adult infections in sub-Saharan Africa (Webb, 1997).

ga g
In sub-Saharan Alrica, the cpidemic has been devastating business Qming
industrics. It is threatenmg cvery cconomic seclor in many nations, t ing workcrs
in both bluc and whitc<ollar pasitions, including health w govermnent
employces, farmers, students and tcachers (Kermode, Holmc@gkhnm, Thomas
and GifTord. 2005; UNAIDS, 2004a;: UNAIDS, 2003s). Wi

sector, high levels of lliness-related absentecism and lo

the private and public

Killed workers have led

1o lower prolits, greater difTiculty delivering pu§~ services and higher costs of
I

production, training nnd insurance (Scmokul% yo and Lukubo, 2004),
Nigeriah perspecyives N
In Nigeria, the [lirst case of AIDS orted in 1986 (NACA, 2003; 2009). Since

then the infection has spread to!bcc ¢ an cpidemic aflectmg dilfercni populations
ond spaning no gcogroph arch in the country. (I1V and AIDS has ncgatively

impacted cvery seclo ¢ cconomy, and conlinues 1o threaten the national

devclopinent gam past decades. The cflect of 111V and AIDS remains greal as
i conlinues t 'gslate individuals, families and houscholds: it aflects individuals’
their ph:\ch. ial, psy chological, and economic well-being. 11IV and AIDS

consti cading developmental challenge of the nation as weil as her capacity to
ach he Millennium Development Goals (MDGs) (NACA, 2009).

Despitc mounting concented interventions, the challenge of tifV and AIDS has
continucd to incrcase in Nigeria, paiticularly in tenns of the number of people
tnfected and aflccted. Estimates from the Joint United Naulons Programme on HIV
and AIDS (UNAIDS), for example. show a risc of 400,000 in the nuinber of peoplc
living with AIDS in Nigeria between 2001 and 2008, The NACA has stated that
accosding to the United Natlons gencral Assembly Special Scssion (UNGASS) repon,
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2,980,000 people were living with HIV in Nigena as a1 2009 (NACA. 2010)- Th
National AIDS Spending Assessment (NASA) for the Period: 2007-2008 showed that
Nigeria has the second hargest HIV and AIDS cpidemic in the world after India and
South Africa and the largest in the West Aftican sub-icgion (NACA, 2010). These
1ealilies necessitate urgent review of the nationsl response and strategies with o view
to achicving a more cifective control of the epidemic. The national policy constitutes

the comerstone and veritable instrument for renewed and sustaiited national ctfo:s lo
combat the challenges posed by 11V and AIDS. Q~

The key epidemiological implication of the country's scm»prcva!cn% is that the
infection has become gencralized in the countty. In other \sords. IDS have

extended beyond the commonly classified high-risk groups now conunon in

the gencral population (FivoH, 2006). Although there nrv%lions in the mean sero-

prevalence rates obtained in dilfcrent parts of thc cou ¢ results of the nationul

survey have shown that no parnt of Nigeria is rorn the scourge of {1IV and
AIDS. All the states of Nigeria have avern valence of over 1% among women
receiving ante natal core. ‘The 2005 nati m&prcsntcnu ratc showed that the [{IV
scro-prevalence rates amorig the s nged from 1.6% in EKiti 10 10.0% in Benue

statc (FMoH. 2006). There w! rkcd dilference in HIV prevalcnce betwceen

urban and rural arcas x
The result of the peri national HIV scro-prevalence survey. which s obtained
antenalol care aticndees. showed on increase (fom {9

through sentinel Q‘
percent in I 8 percent in 2001. The HIV picvalence then declined to 5.0
percent i and went further down to 4.4%6 in 2005. This decline unfoitunately

was f(% by a risc 1o 4.6% in 2008. llowcver, from 2005 to 2010 the prevalence
Nigecria has stabilized within the range of 4.4% in 2005 and 4.1% in 2010

(FMOH 2010).
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Trend of HIV Prevalence in Nigeria |
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Based on the latest result of the 2010 sentinel survey, overall national prevalence of
[41V is 4.1% and an estimated 3.1 million pcople in Nigeria are living with HI\' and
AIDS. Though the sentinel suney has been conducted among antenatal clinic
atiendees since 1991, in general, the most-at-risk groups include sex workers and their
clients: Intravenous Drug Usets (IDUs); Men who have Scx with Men (MSM); and
mobile populations such os long-distance drivers and uniformed services personnel

including the police, army, navy and air force. Young people, prisoneis and peoplg in
other custodial settings also constitute highly vulnerable groups. The result m%c
of HIV uansmission analysis in Nigeria, carried out by thc Notional Ag %lhc
Control of AIDS (NACA) in 2008, showed that about 62% of new ns OoCur
among persons perceived to be involved in “low risk sex" in th ra] population
including marvied scxual partners. The rest of the ncw i}@rions (38%) were
oliributable to IDUs, Female Sex \Vorkers (FS\Vs), M %-d their pariners who

constitute about 3.5% ofthe adult population. Q

The lcading route of HIV transmission i ria 1s through hcteroscxunl sea,
accounting for over 80% of infcctions. khh‘ o-child transmission and transfusion
of infected blood and blood produc next as common 1outes of infcction, each
accounting for almost ien per of infections. towever, other inodes of
transmission, particularly | %ous Drug Use (1DU) and same-scx intercourse, are
slowly growing in im h\ce. ‘The factors which promote 111V epidemic in Nigeria
include: low risk %on. possession of multiple econcurrent partners, informal
transactional a% r-genemtional scX. lack of cflective services for Seaually
Transmitl clions (STls). and poor quality of health services. Gender inequality.
povcn? INV/AIDS-rclated stigmo ond discrimination wlso contribute (o the
S

comjn prcad of 1he infection (NACA, 2089).

The epidecmlology of 111V with special reference to level of infection and ttend varies
ocross the geopolitical zones in Nigeria. The 2008 notional survey, for example,
shows the 111V sero-prevalence level as ranging from 1.0% in Ekiti State (South-\Vest
geo-political 2one) w0 10.6% in Benue State (Nonh-Central geo-political zone)
Seventeen states and the IFederal Capital Tenitory (FC1) recorded seio-prevalence of
al Jeasl 5%. Scroprevalence level was 7% or higher in seven states: Uenue {Noith,
Central zone) 10.6%; Nasamwa (North-Central zone) 10 0%; Kaduna (North \West
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zonc) 7.0%; Akwa Ibom (South-South zonc) 9.7%; Bayelsa (South-South zone) 7.2%:
Cross River (South-South zonec) 8.0%; and Rivcrs (South-South zone) 7.4%: The
median scro-prevalence rute for the geo-political zones varies considcrably® North-
Central, 5 4%; North-East, 4.0%; North-West, 2.4%. South-East, 3.7%: South-Souih,
70% and South-West, 2.0%. The FCT'. with a sci0-prevalence of 9.9% is onc of the
worst aflected geographical arcas in the country. Whereas urban population recorded

higher prevalence than the rural in most states, the reversc is the case in nine sigics

and the FCT. The geographic dissimilarities in the dy namics of the epidemicySyggast

that the influence and conltributions of various high-risk behaviours may their
relative importance in the vanous communtities and geographical se ithin the
Country (NACA, 2009). \

Nationnl response to HIV and AEDS
Nigeria's national response (o HIV and AIDS commc shonly after the official

declaration of the first AIDS casc in 1986 with the |shmcnl of a Notional [ xpert
Advisoty Commitiee on AIDS (NEACA) m

Minister of Health. The cslublushmc&o National AIDS and STl ontrol

andated to report directly (o the

Programme (NASCP) in the Federa
of a more coordinaied rcsmnscg it hou.cvcr essentially a health sector response.

iry of Heaith in 1988 niarkcd the beginning

The cra of multi-sectoral r& gan In 1999 with the National Action Comniitice
on HIV and AIDS csl%?i(d o coordinate the multi-sectoral response and to repost
10 the established

later metamos

(NACA). by on Act of the National Assembly to further strengthen its
coordt? ole and the overall national response. The State Action Committee on
A) and the Local Government Area Action Commistiece on AIDS (LACA)

arc thc coordinating bodics at the sub-national und locol icvels. Like NACA. several

ial Commitice on AIDS. The Notional Aclion Commitiee

into a full agency, the National Agency for the Control of AIDS

SAC As have become sell-accounting govemment agencies across the country,

The countsy had previously developed two nationol policies on 111V and AIDS (one in
1997 and another in 2003) as part of the clforts lo sirengtlicn the national response In
order (o further strengthen the response, the HIV and AIDS Emergency Action Plan
(HEAP) was devcloped (0 guide the natlonal response beiween 2001 and 2003. The
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HEAP was not fully implemented for various 1cascns. One of the major challenges
was the funding conslraint (Mafeni and Fajemisin, 2003). 1t was replaced by the
National Strategic Framework (NSF) in 2005. 'The NSF 1 was in operation since 2005
till the end of 2009 as a skelctal structuie on which HIV plans and activitics were
hinged on. T13ic 2005 _ 2009 NSF has been reviewed and a ncw NSF 112010 —2015 1S
in place (VACA, 2070). The NSF | had most of the resources available to the National
Response expended on Bchaviour Change prograrnmcs. The NSF Il stresses that
prevention remains the most important strategy and the mosl fcasible appro
reversing the HIV epidemic since there ase no vaceines and no medical cu A,
2010). Consequently 2 objectives of th prevention thematic focus incl-?~

e At least 80% ofadults accessing HCT services in an cquilq@ sustainable

way by 2015. \/
e Al least 80% of most at-risk-populations ucces:%ilv counselling and
testingby 2015.
A critical look ot thesc objectives reveals that yo sons aged 18 = 24 ycars who

are in institutions of higher Icamingare Icﬂ@l rgcted

As in most African counirics, mb'Qng of the FHV epidemic in Nigeria was

primarily through sentinel sutvejlia argeling pregnant women aticnding nntenatal
carc scrvices in line with ¢ g'&bnl guidclines from the World Health Organjzation

(WHO). From 1999, v ?\hc country cmbraccd a multi-sectoral responsc approach,
it becamc quile OQQ‘ at the H1V scntinel surveillance was grossly inadcquale to
monitor the gQidendic and relsicd responses. Agoinst this background, Nigeria
identifie ﬁ&mcd for o more robusi, stendordized and unificd monitoring and
evalydy miework in 2002. The initiative resulted in the Nigeria National
=

tnonitoring ond cvaluntion of interventions implemcnted under the HEAP. The
NNRIMS fmmcwork was officially faunched in April 2004 (NACA, 2007). These

developticnts had cnabled the country's national response 1o opcrate under the

s* Information Management System (NNRIMS) framcwork thal was Lo guide

framework of the “Thrce Ones™ principle - Onc coordinating agency (NACA), one
sirolegic framework plan (NSF), and onc monitoring and civaluauon framcwork
(NNRIMS) (NACA, 2007).

The “Three Ones™ key principles oficrate on the following framicw ork:
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* Kcy Principle 1 - One agreed HIV and AIDS Actioa Framewnork that
forms the basis for coordinating the work of all paniners
An agieed. common 1V and AIDS Action Framework is a bastc element for
coordination actoss partneiships and funding mcchanisms, aind for the
elfective functioning of a National AIDS Coordinating Authority- Such a
framework calls for clcar priorities for resource allocation and accountability),
making it possiblc 10 link priorities, tesoutce flows and oulcome_dresulLA

o Key Priociplc 15 - One National AIDS Coonlinaling Aulhori@h a

broad based multi-scctor mandate.
A Nntional AIDS Coordinating Authority requires legal s amd a formal

mandate that will definc the degree of autonomy; spu&mm reporting
lines (infonnation and policy instruction) to G vNcm nuthorities at
ininisterial and administrative levels; and spclliu:qreas' of accountability in

tecrns  of  policy implcmcnmiong
progremmc/dcvclopment ovicomes.

* Key Principle 11l - One agrccd\@ fraznework for ovcrall national

r inclusion and

inonlloring and cvalualion g

While multiple systems ex a sci of indicators linked to the UNGASS
Dcclarution on com cnt on AIDS arc available with buy in from key
agencies, no Minc{iomy] “best practice™ modci for Monitoring and Evaluauon
{M&E) lor c @ vde responses has yet to be accepted. The absence of an
operalio QMhon M&E framework in most countrics has hampercd cflorts

0 inc apacity for quality assurance, national oversight and adequate use

@% for policy adapiation (UNAIDS, 2009).

Nipegi@ has cxpericnced n number of other positive results in her HIV and AIDS
national response since 1999. These pasitive results include an increase in the level of
avwarencss of HIV and AIDS and a reduction in the level of stignma between 2003 and
2007. A compatison of thc 2003 and 2007 Nationsl EMV/AIDS and Reproductise
[icalth Survey (NARIIS) results also show that the proportion of pcople who took
HEIV tesy increased from 6.6% (0 14.4% for females, and from 7 7% 10 19 Ty for
males. The Nigcria National Response to 111V and AIDS Update published by NACA

in 2009 indicates that 675,555 pregnant women received 111V counselling and testing
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in the context of Prevention of Mother-To-Child Transmission of HIV (PNITCT) by
December 2008. The number of people living with FHIIV accessing anliretrovirs|
thcrapy was about 13,500 in 2004 (FAfo#, 2005); ths Sustainabilily Analysis of {1V
and AIDS Scrvices in Nigeria (HAPSAT) of 2009 showed that the figure has
increased 10 269,000 by March 2009 (NACA, 2009)

However, considerable challenges still remain in the HIV responsc. Thesc challepges
include the following: unimpressive propottion of persons accessing 1CT; in le
and incquilable access 10 Antirctroviral Therapy (ART); and increasc in II?~ rof

AlDS-reloted Orphans and Vulnerable Children (OVC). Seversl ion-based
survcys, including Nigeria Demographic ond Health Survey (N Qtl’t‘. 2003;
NPC, 2008), NARHS (FMoH, 2003; FNloH, 2005, FMOII.@. and HIV/AIDS
Bchavioural Surveillonce Survey (FMoH, 2005), ha rtcd a gap beiween

awareness and comprehensive knowlcdge of 1V c?h’on on the onc hand, and
between knowledge and behaviour on the oth @’“\C linal rcpoit of the 2008

ess of IV was almost universal
(88% of woinen aged LS ta 49 ycars a 9N f nien aged |5 to 59 ycars), only half

NDHS, for example, indicales that while

of women and almost thrce-quarte en oge | 549 (53% and 72%, respeclivcly)
know that consisicnt use of i.lo is a means of prcventing the spread of HIV
(Nationol Population Comp(issioh (NPC), 2009).

Sixty-cight percent 2@1\n and 83% of men know that limiting sexual intercoursc

to one HIV-negat

rincr can reduce the chances of contracting 141V [t was noted m

the NDHS a1 cducational level was associsted with higher level of 1NV

knowle \!l h-risk sexual behaviour such as sexual inicrcourse with 8 person who

. 'urthermiore, only a third ol wornen aged 1S to 49 years and holf of men aged
15 10 59 yeors (33% ond 53% respectively) who had sexual intercourse with a non-
spousal or non-cohabiting partner between 2007 and 2008 used condom during the

last of such sexusl encounter.

The result of the Integrated Biologicat and Bchavioural Surveillance Suney. (IBBS)
conducted in 2007 also showed & (sirly high level of risk behaviour among setecled
groups of muost-at-risk populstions (MARPs) for IIIV and AIDS  The MARDPs
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included vranspoit workers, IDUs and members of the police force. Additionally, a
high level ol stigma is still anached 1o certain risk-behaviour groups like FSWs. drug
users, and MSM; this tendenc) adversely allects volume and quality of outreach w
such groups in the countty. Fuithermore, theie is inadcquate [unding as well as

technical capacity for HIV and AIDS programme management particularly at sub-

nolional levels.

The physical, mecatal, social and economic burden of H1V and AIDS 4
The 1¢21 burden Q
Onc important cflect of HIV and A{DS cpidemic on the health of ripns 1s the

reduction in life cxpectancy. As reported by the Federal Minis r@ calth in the
report of the 2008 National HIV Scro-prevalence Survey, Nigerighhad witnessed a

ncgative trend in life expeciancy latcly. Acecording 1o (2009), the l{uman
Development Report produced periodically by th Nations Developincnt
Qm)- in the country increased

Programme, has revealed that whereas the life gx
from 45 years in 1963 10 S | years in 1991, st Ebsct;ucntly decreased1046.5 ycurs
by 2005. The 111V and AIDS cpidem; N cly to have been one of the major

contributors to this reduction in life

Another major oulcome of Ll,l&inl’ection is thc rcduction of the body's iminune
sysiem’s ability to fight { ions. As a result, certain bacterls, viruses, {ungi. and
other organisms \\hic@ t uswally causc infections in healthy people, can cause
infcctions in Q\'ﬂh a wcakened immune system. Tlicse infections are called
*Oppostunisti tions” (Ols ) (Kovacs and Masur, 2000). These Opportunlstic
infectio \ ther discase conditions which ore associatcd with IV and AIDS

clerial (tuberculosis, respiratory infections. cnteric infections); fungal
vdiasis, histoplasmosis, pneumonia); viral (herpes simplex virus discase, human

papilloma virus infection); and porasitic (loxoplasmosis, Icishmaniasis).

Mental Heulth Consequences

Studies have consisiently reporied a higher prevalence of mental health problems
among [{IV-infected people compared 1o the gencral population or hospiial samples
(Coumos & Forstcin, 2000, Green & Smiith, 2001 laitzell, Janke, & Weintrob,
2008)
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The psychological challenges a person with HIV and AIDS faces var)' Gom individual
lo individual. Each HIV and AIDS situation is as unigue as the people involved: There
are individuals who might face catastrophic changes not only in their personal and Job
relationships. but in their physical bodies and in their self-images and self<csicem
(Bezuidenhoudt, LClago, Kalenga, Klazen, Nghipondoka. and Ashion, 2006) As a
result of these changes in both working and personal relationships, the behaviour of

those infecled may change. They may beconie withdrawn, aggressive, and r{o
i

colleagues and friends. This may’ be because the infected person may' feel (org )

being victimizcd. Infected, and in some cases, affected. people can ¢

decrease in self-cstcem as they are no longer confident in themselve
achieve. This s likely coused by the stigma within society % infected and
alfecied people. They arc scen as lesser persons and are of i devalued. This n
isell is of course dcirimental to Lthe person’s well-being. g with being infected
involves confronting fear and denial while main %
normally in fear because they have to adjust to n@cst)lc. 1t is not casy to accept

that onc is infected and thus shock and dus® ading to Jenial. is a frequent initial
response (Bezuidenhoudt ct ol., 2006)

pe. Infected persons ore

According to Watsicin and Ch ndQ!WS) there are emotional responses thal are
sympioms of the psycho- i:‘\ﬂccls that pecople have when infected or aiTccted
with E1EV and AIDS. ﬁ‘d persons may be confronted with having to re-examine
their scxual idcnl% c behavioural choices they have made in support of that
identity. Wh lates IV and AIDS with what sociely has uaditionally
conside oral, the infecied person then has to work through histher feelings in

orde é‘ cr scxual Identity Lo be realTinned in @ way that will allow for teellng
g&buuloucscl[

Persans with 111V and AIDS may be caused 10 sec thcmiscives as undesirable by
others who view them as “contagious". This in itsclf 1s an entottonal siluation thal can
causc infected peoplc to withdraw, not disclose their [eclings, and become socially
isolated. Inevitobly this inay lead to an emotional breakdown because these feelings
continue to be suppressed. The most destrctive stiessor is that of fecling isolated

{Bezuidenhoult et ol, 2006). This isolation can have many couses, including the loss
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of support by lovers, family, and friecnds. Additional feelings of isolation may result
from the need to change their sexual practices and take more precautions to protect
themselves and others. Another destnuctive stressor is that of feeling dependent. The
dependency occurs when the infected person must rcly heavily on family and friends
for ecmotional and (inancial suppoit, particularly when they have 10 apply for social

scevices assislance,

There are complex psychological and social issues that impact a family’s abil§ty to

copc with HIV and AIDS infection. Individuals who paricipatcd g Jligh-risk

behaviour that lead to HIV infection may cxpericnce intense guilt, s r&md anger.
These emotions may be intensified for women who transmit H Qﬁion to their
children. Furthermore, the stigma related to HIV infcctior$ lead 10 social
isolation. Oflen, individuals do not disclosc their HIV gatdy’to family members,
including the infected child, and their community for@l they and their children

will be misueatcd. This isolation prevcnts famg m obtaining valuable social

support during dilTicult times (Tomaszeski, OWN

Sociaf Consequences \
Mbony people infected with HIV S must contend with the social repercussions
of stigma. Stigma and discrignin pgainst Persons Living with HIV and AIOS
(PLWHASs) and other pgGonsaflected by the condition worsens the spread and the
impact of the cpidegmic.NQue to fear of discrimination, PL\VHAS are less inclined 10
live freely, dec %d ackaow!edging their HIV stotus. This lcads 1o continucd
undcr-repo oMthe cpidemic, a resistance t the use of Voluntary Conlidential
Counsc{ting\and Testing (VCCT) services, a petsistence of deninl tendency by the
ge \ulalion and o prolongation of the “/idden state” cpidemic in spitc of its
rchsing spread and negative impact in the country (NACA, 2003). Counselling and
testing is on important steatcgy against the spread of 1411V and AIDS and z key entry
point for nccded medical, psychologicnl, socinl, and lcgal inicrventions for HIV
positive Nigerians and their lamilies. Among the intcrventions which play a prvutol

role both in trcatment and in preveation, HIV testing and counsclling stands out as the

most impo)tant.
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Increase in poverty, especially in households affected by HIV and AIDS s a great
socia] effect of the pandemic. In Nigeria, poverty is a major factor driving the
cpidemic; it is both 3 cause and an efTect of HIV and AIDS. Reduction in amount of
individual and family discietionary funding for essential nceds including nutrition,
cducation, health and living conditions further drives the disease. Costs associated
with the AIDS epidemic arc related (o lives Jost. suffcring of families, extreme social,

cconomic, and cmotional burdens on csicgivers and orphans lefl behind, loss of
productivity and food security, and the stoggering costs and overwhelming d%nds

on hcalth systems. Poverty incregses the chances of contracting H1V an * the

poor arc less knowledgeable ol [1IV and AIDS transmission modesy Xss aware of

mcthods to protect themselves and have limited access o h Q:

increase protection from conuracting IV such as clfe&
(NACA, 2003).

Loss of social supports which may lcad to isolation i her social burden bome by
those who are infected with V. Discriminatio or abandonment all combinc
to make HIV infeclion more of a burden mould be. This may in tum induce
depression and difficultics in dealin \\N mily issucs and tasks leading to faster

progression of (fic discase. Onc g most critical cfects is that it robs the family of

which could

atment for STis

their only “social sccurity' sysic oductive members arc taken our of the equation

when they become ill a May, 2003). Therc is afso disruption within familecs

and communitics as B\rc ond (o issucs associated with increascd incidence of HIV

and AIDS withipthe nilics and thec communilies.

lal effect on the socicty is the increasing number of orphans
the epidemic (NACA, 2003). Due partly to the Nigerian high totai

genc \
f:étc. the large poputation size, and the 15tV prevalence, Nigeria is estimated 10
\J

un cxceedingly large number of children who were ojphancd by AIDS, The

Another

social impact of this is cxpected to be great. There will be tremendous strain on tie
social systems 10 cope with such a large number of orphans, Many of these Nigerians
may go without adequate healthcare and schooling, increasing the burden on sociely
In future yecars. Childien allceted by AIDS will be at risk of suffering fron chitd
abuse, prostitution and othcr forins of other social crimes. and may themscives
become 1LV positive (NACA, 2003),,
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Economic Consequences

While HIV and AIDS cut across all socio-economic gioups. ils cconomic impacis are
greater on the poor, powetless and the marginalized (Grant and Palmiere, 2003)- From
the time of diagnosis, poor houscholds feel the economic impact of the disease. In
Chad for instance, the average cosis of AIDS for patienis and lheir lamilies aie very
high. On average, 3 household spends USD78.6 (NI1, 397.00) a month directly on
AIDS treatment and care (Wyss, Hution and Dickhor, 2004). Cross (2001) in her
study on rural households in South Africa Ruther nsserts that the de facto i

income may fall to as low as RS0 (¥ 1, 000.00) per month. The househgl fore
: fees. and

spend considerable amounts of moncy on consultation and tm%
transport. llouscholds experience greater spending on health carn@ tatcd costs

(O'Donnell, 2001; Wyss et al. 2004). \/

The chronically ill person is often unable 1o work %ﬁ to reduced income and
output in agricultural production. Chrontc tlincss v

vith the nced (o care (or the
ill, by other household members, takes valugb away from produclive activilics
leading to doudble loss of income thus g houscholds 10 risks such as food
insecuiity and exposure 1o HIV tran ion (O'Donnell, 2004). 1n addition, De Waal
and Whiteside (2003) have four@l diversion of fabour coupled with the care of
children oiphaned as a rc [ thc desth of their parents 1o AIDS-related discascs
funther impoverishes 1 schold. 111V and AIDS strikes persons at the prime of
their lives 1hus ¢ @a hcavy toll on the economic well-being of the houschold.
‘The death of live member comes with 2 1educed or loss of income (Cross,
2001, 0 £(2004): absence of savings and other assets to cushion the impact of
ilincs @ cath (Cohen, 1998). For houscholds that are solcly dependcnt on
% urce, the dcath of a8 member mcans that the contnbution lo agricuhusal
uction and income from that person is pcrmanently lost, However, this may also

be the case for pcople working in the industsy.

Grant and "afimicre (2003) found in their study in Bulowayo, Zimbabwe that HIV and
AIDS oflecicd households cxpericnce a 40% drop in houschold income, which is
bound to impacl the decisions and the psychological wellbeing of the household. The
lack of time is vicwed as the contnibulory factor 1o dip in houschold income Although

the houscholds aneinpt to divcrsity, they arc unahic lo add a lucrative cOme-
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generating project. Households may be foiced to change their livelihood sirategies lo
counter the impacts of the loss and reduced houschold income. Houscholds ate forced
lo cut back on their livelihoods 10 accommodatc a lover average monthly income. and
an increase in the number of people living within the houschold. Tlus eflectivels
means that houscholds sink deeper into poverty and likcly' chances to avert the
economic impact aic veiy low or non-existent for some very poor househoids. The
HIV and AIDS cpidemic undescuts the ability of the houscholds to cope with shocks
Assets are likely to be liquidated to pay for the costs of care. Sickness and or
the sick prevent people from migeating to find additional work (\Viggins, V ]

The 1V and AIDS cpidemic allecls the social and economy clopment by
deterring effoits toweards achicving sct goals. The epidemic 1}q scs lhe cost of
achicving set developmenial goals by decrcasing the siz N

%ifc (IS - 49 years).
Conversely, having a job is imporiant to PLWHA y arc oftcn impovcrished by

¢ workforce - as il

aflects mainly adults in their most productive S

the infection and subsequent diseasc (Lan As the discasc progresses (0
recurrent illness and death, their need fo cal and nursing carc increascs. Also
their health nceds will tend to vaty, c carly stage of the disease, PL\W HASs tends
o spend o lot of money trytng to cure for the different opportunistic infectious
diseasc which they have be diagnosis is oflen made. Once the diagnosis is made
they' require antmlrovn\ rapy. trcatment of other infections and nursing care.
These all cost mo in tesource constiained senings the costs are actually bome
by the lamily ers (Wiggins, 2005). Mloncy for other essentials is divericd 1o
purchasi %tion 1o the end that fceding and other important needs are

compr \d. In these resource-constralned scitings swhere many faenilics live below

tly line, o diagnosis of HIV lcads to chous ond disrupts the operational
cc of the formily structure. Povecity oversticiches alscady weak coping capacities

and pushes vulnerable individuals and fomilics into disorganization and crises

Policles relating to 111V, AIDS and 111V Counsclling and Testing

The overall goal of the Nigerian National Policy on 111V and AIDS is (o conual the
sprcad of 1[IV and AIDS in Nigeria. As part of the strategics for achicvmg this, the
policy identilics the rmposiance of upholding and protecting the rights of all Nigenans
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including people living with or affecied by HIV and AIDS. [t addresses the
vulnerabdility of certain social groups. including women and childien, to HIV and
A1DS and contains appropriatc mcasuses for ensuring that the disease condition s
addressed (NACA, 2009).

The first National Policy aimed at addressing the HIV and AIDS cpidemic was
developed in 1997 by the Federal Ministsy of Health. 11 was designed to limet the
spread of HEV and AIDS in the countsy ot a time the epidemic was evolving any the
information and knowledge of the epidemic was limited (NACA, 2009). B

country {omuleted a new National Policy on HIV and AIDS w |ch the
adoption of a multisectoral approach to her response in orde, Qr:?m the full
invoivement of all scctors of the cconomy relevant to lhc\Q | of the HIV
cpidetnic. In addition, all sectors were cncousaged (0 plans and process
framcworks 10 mitigate the impact of the cpidemic ( %009). The policy rcview
on HIV and AIDS was a product of cxtensive a& hensive participation of all
stakcholdcrs ond o wide representation crs of socicly in the spint of a
muhiscctoral ond multidisciplinary npm@to prevention and control of HIV

(NACA, 2009).

The current policy that was m!lcwc; in 2009 places individuals (peoplc) o the centre
inf

of the responsc. 111V i |s tion that can affect any individual man, woman, or

child, rich or poo cl'onc there is nccd 10 cmpower individuals, familics,
communitics wi nowledge and ability to prolect themselves rom infection and
provide su r thosc individuals and [@milics living with or aticcted by LIV 1o

lcad h d productive lives (NACA, 2009).

s éss (o onti-retroviral treatment is scaled up, there is a critéical opportuniy. tu
sitnultancously expuand access 10 HIV prevention, winch continugs to be the inainstay
of the response to the MV cpidemic (UNAIDS/WIIO, 2000). The UNAIDgWMIO
(2000) has o policy statement on JICT. It is described as clicot-initiated testing to
lcam about Ins/her HIV status, The iest remains critical 10 the cffectiveness of HEV
prevention. Pre-esting counselling may be provided eithero nan individual basis or In

group scitings with individual follow-up. The policy promotes the promotion of
knowlcdge of 11IV status among any population that may have been exposed to HIV
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including pecople living wilh or affecied by HIV and AIDS. [t addresses the
vulnerability of certain social groups, including women and children, 10 HIV and
AIDS and contains appropriatc measures for ensuring that the disease condition ss
addressed (NACA, 2009),

The frst National Policy simed at addressing the HIV and AIDS epidemic was
developed in 1997 by the Fedcral Ministry of Health, It was designed to limit the
spread of HIV and AIDS in the countsy at a time the epidcmic was cvolving any the
information and knowledge of the epidemic was limited (NACA, 2009). BQHJ. the
country fonnuleted a new National Policy on HIV and AIDS whij %lltd the
adoption of a multisecioral approach to her response in orde nsuic the full

%ol of the NIV

epidemic. in addition, all scctors werc encousaged to ?vc plans and process

involvement of all sectors of the economy rclevant (o lhc\Q
framcworks 10 mitigatc the impact of the cpidemic ( 2009). The policy rcvicw

on FI[V and AIDS was a product of extensive a rehensive participation of all

stakcholders and a wide rcpresentation fro icrs of society in the spirit of a
v@lo prevenlion and control of HIV

muhisectoral and muitidisciptinary ap

(NACA. 2009). Q

The current policy that was re icchin 2009 places individuals (peoplc) at the centre
of the response. 111V ] infection that con affecl any individuasl man, woman, or
child, rich or pco clore, therc is need to cmpower individuals, families,
communitics wi \nowledge and ability to protect themselves [rom infection and

provide su ¢ thosc individuals and [amilics living with or oftectcd by IV 10

lead h; <| productive lives (NACA, 2009).

s ss (0 onli-relrovinal treatment is scaled wup, there is a critical opportundy 1u
simultancously expand access to HIV picvention. which continues to be (e smainstay
of the responsc 1o the HIV epidemic (UNAIDSAWVIO, 2000). The UNAIDS/WA IO
(2000) has a policy stalement on HCT. It is described as clicnl-inittated tesimg 10
lcarn atoul histher 11V status. The tesl remains critical to the cllectiveness of 11V
prevention. Pre-1esling counseliing may be provided either on an mdividual basis or in
group scltings with individual follow-up. ‘[he policy promotes the promotion of

knowledge of 111V stalus among ony populotion that may have been exposcd to IV
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through any mode of ansmission. The stalement also encourages the use of rapid
lests so Ut results are provided in a fimely fashion. It also promotes immecdiate
lollow-up immcdiately with a first post-test counselling session for both HIV-negative

and HIV-positive individuals.

The UNAIDS/WHO policy on HCT largely provided a template for the formulatron
of the Nigerian policy. Recognizing the usefulness of HCT services, Nigeria comniils
herselll o the establishment and suppoit of a nctwork ol ICT services thad will
provide the citizenry with aifordable and accessible quatity HCT uwio@l\,
2003). The provisions of the policy include the following:

¢ The govemment shall promote the adoption of socially nc&ﬁﬂhd cthically

approprinic programmes thet facililnte the carly diagnosis V and AIDS in

all public and private health institutions. \/
¢ HCT shall bc univesselly available and accessibl > s
e Appropriate counsclling and the mainlcnan identiality shall be assured

during the provision of voluntary HIV s@#
¢ All screening facilities shall npply\@rcscribcd national protocol for HIV

testing provided by the Pcdcrnl isity of ealth,

e Voluntary counsclling she roulincly offcrcd to all couples applying for
marriage licenses n,n@cn attending ante-natal clinics; in neither case will it
be mandatory.

e HCT and post -1cst counsclling shall be an integinl port of Primery
lealth PHC) strvices. Counselling shall include oppropriate information

on % Aual practiccs. family phmning counselling ond teferrals to family
§ng services when necessary.

c pari of counsclling of HIV positive individuals, counsellors shall cncouragc
HIV positive individuals to live positively with their condition.

e All centres providing HCT services shnll be ceriitied by the Govermment using
guidelines as detailed in the protocols of the FMoll

o All new screcning reagents for use in the countty shall be certifici and licensed
by National Agency for Food & Drug Administration Contrel (NAFDAC) in
collabosation with the F'Mol | and NACA.

2
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e Subscquenmt lots/batches of these 1cagents shall undergo periodic quality
assurance tests befose they are marketed.

* Post voluntary counselling in the event ol a posilive HIV test should include the
information on the risk of HIV tansmission (o future children, nutritional
counselling, counselling on Anti-Retroviral, counselling on safer scxual

practices, family plenning counselling and sefcrrals to family planning services
when necessary (NACA, 2003).

HIV Counsclling and Testing (HCT) is a fonn of EHV testing simcd ot a 4uho
wishes (0 know: hisher {1[V status and initiates the process (FMol. 2001t is the
process by which an individual undergoes counselling which cnab %ﬁcr 1o make
an informed choice about being tested (Ekonem and Gbndcg\\ 2004), or take
: lMchemlion (IPPF),

dgision must be entirely the

appropriate HiV-rclatcd action (Intcnational Planned Pa
United Nations Population Fund (UNFPA), 2004). Th¢
choice of the individual and s'he must be assured @ process will be conlidential.

The HCT is one of the few cilective and AJowdoblc methods for reducing the
transmission of HIV {(Alemu, Abscno. B@ondmikin, and Amsalu, 2004). The
scrvice provides opportunity for cliﬁo obtain referval (o additional mcdical casc.
prcventive and psychological ser (Mariano, 2005). It is a gateway (o prevention

and tremtment (Obcemcycr sborn, 2007).

Studies have shown \nowlcdgc of one’s HIV status is associated with positive
behaviour chan alola, 2007). It should be noted that HCT services were
designed w %a ment for AIDS was not evailable in most of the world (McCauley,
2004), rc, the original design of HCT services siressed the mnaking of a
pe lan with @ provider as a way of motivating people who were HIV-positive
Bbv ncgative 1o change their behaviour in ways thet would prevent their passing
the virus to someone clse or becoming infected. Now that treatment is becoming more
widely available, more health planncrs sec 11CT as a way of identifying those who
need care (MVicCauley, 2004).

‘The clientcentred nature of counselling promotes trust between the counsctlor and
the client so that there is an upportunity for in-dcpth discussion of 1V and AIDS,

meluding how to prevent {1. Counselling helps people identify the Inplications of a
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negative or posilive result (WHO, 2003) ond helgs them think through pracical
strategies for coping with the test result (UNAIDS. 2002). Post-test counselling
supports people in undeistanding theie test result and its implications, whether the
resull s positive or negative. Counselling also helps clients explore swhom they might
share the test result with, and how to approach sharing their test result. Follow-up
counsclling suppoits clients in coping with issues raised as a result of leaming HIV

stotus, and is relevant for both clients that test positive or negative (IPPF & UNFPA,
2004). 4

Publicly funded HIV antibody counselling and testing were inttinted in U\ Q;wvh
1985 10 provide on ahemative to determining HIV status duren 16n of blood
only. At that imc, littlc was kitown about the prevalenec and nﬁ%histmy of HIV
infection. Counselling was considered as an cssential gM NIV testing. The

counselling addressed the accuracy and consequence and was designed (o help

persons interprel the meaning of positive and neQ ults. HIV counselling was
based on the recognition that lcaming about % IV status moy be dilticult for

certain clicnts (Dejene, 2001). ®
Accowding o Dejene (2001), withﬁwd understanding about the scopc ond
severity of the HIV epidemic ibe predictive value of positive fest, HIV

counselling ond tesling v cxpanded. Persons seeking care for STls, family
planning, childbinth, orubsiancc abuse were counselled and tesied in an attempl Lo
reduce thoir risk @ transmission. He noied that the primary public hcalth
purposes of ¢ QM\g ond testing are 0 help uninlccted individuals initinte and
susloin bch& changes that reduce their eisk of becotning infected and to assist

inrc@q

widuals in avoiding infecling otlicts.

ﬁbstory of H1V testing shows tiiatthe Issuc has slways stirred much convroversy.
[n the mid-1980s, when 1ests become available, public health measures that were
commonly acccpicd for other diseases (such as compulsory Icsting, contacl tractng,
and quarantine) were ¢alled into question (Obermcyer ond Osbomn, 2007) Fears of the
social and political conscquences of mandatory reporiing of 111V -positive status, and
concems that such mecasures conld lead 1o discriminntion ond “drive the epidemi

underground,” prevaled over traditional  public health opproaches, ond only
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conf .dential and anonymous lesting was consideieq seceptablc (Bayer. 1991). With
the availability of rcatment. howcver, such exceptionalism came (0 be less defensible,
and scaled-up testing is incicasingly advocated both as a gateway' (o treatment and
prevention and as a way 10 “normalize” and de-stigmatize HIV (Koo, Begier. Henn,

Scpkowiiz and Kellesman, 2006).

Bencfits of HCT

The HCT has 1he potential fos providing clients with much inose than an H{V tes¢ and
its results (Fischer, Reynolds, Yacobson, Bammett and Schueller, 2008). It %an
opportunity to offer henlih services and education and an imporiant begin
encouraging clients to make informed dccisions abou! their health; ICT is an
clfective strategy for facilitaling bchaviour change for both clio\ t tcst negative

IV to plan for the future and prevent HIV iransmission

and positive. It enables uniniected pcopleto remain so and gnabcg those infccted with
%ﬂ!‘» (Nqojane, 2009)

Different studies have shown the effects of HCT ing a dccrease in unprotected

sexual intercourse, 8 rcduction in multiple grkr? an tncrease in condom use, and

more clients choosing abstinence. Altho is 8 rclatively costly service, it is
secn to be o cost—<llective intcrvcn% for behavioural change (IPPF & UNFPA.
2004).

In addition, HCT play& ta} role in the public health responsc to the 111V
epidemic and is a vila of entry to HIV and AIDS services including primary

prevention, {’rev l‘ Mother-10-Child Transmission (PMTCT), antircisoviral

thcrapy, man nt of HIV-relatcd illnesses. tuberculosis control and psychosocial

support (Shege NdOpman, Kakowa, Dube, Chawira, Nyamukapa, Oberzauchcr, Cremin
and @on. 2007). From a human rights perspective. HCT can play a role in
% ing stigina and discrimination. Making HCT mose accessible enables people to
knOW thcic siatus thereby helping to break the cycle of silence, myths and
misconccptions that fuel the epidemic and may assist in the nosmalizotion of having
an 1{1V test (Sherr et al., 2007).

According to Fischer ¢t ol (2005) comprchensive HCT services and appropriate
{ollow-up refcrrals have the potential 10:

e Increcase general awarcness of H1V and AIDS;
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o Increase clients’ understanding of their vulnesability;

o Reduce anxiety for those who test negative;

» Casc acceptance of H1V-positive status;

* Encourage both HIV-positive HIV-negative clients (o adopt saler behaviours,
such as abslinence, faithfulness, and condom use as appropriatce:

* Encourage HIV-positive client to seek proper care and, when nccessory and
available, appropriate \reaiment,

e QOffer compassionate support to ieduce the stigma which HIV-postt ‘Aﬂts
may facc; Q~

¢ Reduce the likelihood of uniniended pregnancy by discussi ionts’ desire
for children and providing information about contmcc@nd refermals as

needed; V
¢ Hclp prevent transmission ol HIV and other S’fls%
o Help reduce the transmission of HIV from %o their chiidren;
s \Vhere appropriate, help couples discus @nrcction status in situations thal
could lend to greater faithfulncs@ d maorital conflict, and less partner
d

violence pertoining to testing Q is®losuie,

Table 2.| summarises the benef t T 10 clients that tcst negative, those that test

positive, and to the socicty.

2
&
S
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Table 2.1:  Expected beaefits of [ICT for clieots and society

S —

Beaclits 1o HIV negotive | Beaefits 1o LUV positive clieats
clients
e Can be a strong ¢ Promotes e3rly uplakc of care
motivaling faclor to and support services;
remain ncgathc. and * Promoles changes in
supports and enables | behaviour o prevent
changes in scaual infecting others with IV
behaviour 10 avoid and prevent beconiing re-
infection; infected with HIV or other
e Enables infonncd STis;
decisions aboul scxual e Supports women/couples to
relationships. informing prevent mother to child
pariners of 3LV status, transmission;
contracepiive methods, o £nablcs informc ions
safcr sex, pregnancy and aboul sex nships
Breastfceding, inform ;\crs of 11V
* Improves uptake of Sexual | Qllaccpm c
Reproductive and Health | n:l@. safer sex.

services through referral & prcgnancy and breastfeeding;

* Provides opporiunilie e [inproves planning for the

of the bcncﬁlA
lested; \ retroviral therapy (wherc

o sl%%mcn of available).

co to prevent mother

| future;

» Supports adherence (o anti-

to child transmissson.

—_— e = e —

= E——

Sonurce. IPPF & UNFPA (2004)
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Beaefits to soclety

¢ Pronioles awnrencss
and knowledge of HIV
and AIDS, potcntially

leading to redyced
lransmissi %c
wider %ly:

o es lo a more

rlivc environment
or safer scxual
behaviour;

» Encourages opcnness
and reduces fearand
stigma surrounding
HIV;

e Stimulalcs
COMINUNILY rESPONSE iN
support of people with
HIV, including the
development of care
and support for people
living with HIV AND
AlDS;

* Supports human rights




Guiding principles for HCT

Acconling to W0 (2007), guiding principks for expanded lcsting and counselling
include:

I LIV testing must be yoluniary

The crucial clements in obteining informed consent are:
» providing pre-test information on the puipose of the testing and on posg-test
scrvices and suppon; Q~
+ cnsuring understanding; ?\
= respecling the rights of clients o decide whether (o be 1ested. Q~

Il.  Posi-test support and services are crucial
The resufts of IV testing should always be olleicd t 1sons who are tested,
along with approprialc posi-test information, coun%g, and refervol for carc,

\Q)?*

lo be breached, nctions must be guided by

support and Ircatment.

il Confidentiality must be prot r%
In the rore cvent thal confidenti

cthical and rational consudc&rm&
‘5
This invc@ﬁng the best use of resources and moniloring and evaluating HIV

lcsli@mo nsclling services for quality assurance.

y objective of testing within the context of JICT is the client's requcst for

IV. Accour

diognosis. Mandatory 11V 1esting is neither eflective for Public l{calth purposes nor
cthical (WIIO, 2003). The presence of antibodics against 11V in the blood. saliva or
urinc confirms a diagnosis ol 1iiV. i’esitive test resulls are conlirmed using additional
tests- A system for HIV testing on-site or through referval must be developed The
clicnt agrees 0 111V testing through giving their infornned consent. The process of

obtaining informed consent varies; nevertheless all those offered the test should be
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helped to reach an adequate understanding of whot is involved (IFHO, 2003). The
physical environmenl must ailow privale discussions between clicnt and counscllor.

The service provider must keep clients’ personal details private. Clienls must have
access lo preventiont, care and support services as svailable. Refemal sefvices should

be made with respect for the client’s conlidentiality (Fischer et al., 2005).

HIV counsellors arc trained people who provide pre and post-test counsclling lo
clients who presenl for 1V testing, and this involves giving accurale infosmition
about HIV/AIDS which will enable the clients 10 make informed decig n*ut
testing (Adekeye, 2010). Counsellors must be non-judgmental, cmmlhcu tlul,
ond supportive Staff with counselling duties must be trained » % ounsclling

techniques.

The counselling component ol HCT is in three stages an am

Pre-test cowtselling — Pre-lest counselling is confi w&unsclling thot will enable

on individual 1o make an informed choice abo tested for HIV (United Nations

Children's Fund (UNICEF), 2009). Acco:d@ HO (2003), this decision must be
be

let entirely to the individual ond myst ¢ of cocrcion. To make an infoimed

choice about testing, un individu Lo consider the potential benefits and risks

associaled with testing (Adckcie. ).

The main objective of ﬁ\lc counsclling is 1o prepare a client for taking an IV icst
The counscellor %

what an IIV sest is ond also corrects any myths or
misinfonnati L HIIV. The counsellor then discusscs the implications of knowing

one’s ch and ways (0 cope with either a posilive or negative diognosis

(qu% 9).

mdmdual one-lo-one counselling ollers the best standard of support to clients,
pliemative models of providing pre-HIV lest informstion arc also available, Pre-HIV
test counsclling may' be offered 10 couples. In some situntions where there ate many
clienls or where the IV test is offercd as past of Provider-Initlatctl Testing and
Counselling (PITC) and opporiunities for one-on-one counselling arc {imited (because
of ume or humon resource constraints), group pretest information may. be oflered

(WHO. 2007). Information can be given in a greup. but the informed consent
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component must always take place in a one-on-one selting (o ensure thai the patient’s
choice is autonomous and not coerced. The detailed content of a pre-test counselling

session is summarized in Appendix il

Post-test cowruelling — Posi-test counselling is done primarily to ensure that
individuals understand the meaning and implications of their test results (UNICEF.
2009). The foundation of good post-test counselling is established during a client's
pre-lest counselling session. L pre-test counselling is done weli, then good 1apporn has
already developed between the counsellor and the client. Ifthe client tests we for
HIV anlibodies, post-test counselling must make it easier for him or dapt to

life with IV and ST) infection. Suicide prescnts a signi% challenge (o

counsellors. There are two periods when people with FHIV are I'N ikcly to attempt

suicide (UNICEF, 2009). s

When someone is first diagnoscd, suicide may oc an impulsive response to the

emotional turmoil that follows. The second { high risk occurs latc in the
coutse of the disease when complications crvous sysiem resulting from AIDS
develop, capacity to cam income declj c&}!d people fcel they are a burden to family
members and carers (Chader, Hi and Moore, 2006). Consequently, after the
diagnosis counsclloss are required 10 conduct suicide risk assessments and o manage
sujcidal thoughls throug@ the course of illness. Posi-HIV 1cst counselling is

typically provided counsellor who conducicd the pre-test counselling

However, a co may have to provide counsclling to an individual who was

¢ t of o post-test counseiling scssion is found in Appendix Ill.

or her knowlcdge and consenl. Counsellors providing posi.lcst
der the latter circumsiances may repont having to manage clicnt anger.

flen projected onto the counscllor. A detailed checklist outlining the

Follow-up counselling — Many clicnis inay retumm with additional questions, fears amd
concemns. This applies to both 1[IV posilive individuals and HIV negative indisiduals
and those who are involved in caring for or living with HIV-infected people (Ross and

Deverell, 2004).
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For many, becoming infected with HIV reactivates previously' unresolved issues such
a$ acceptance of sexual orienmtion. specific laumanc cvents such as sexual assaull,
or unresoived tclstionship problems (Trotla, Ammassan, Aum. Monforte, and
Anlinoti, 2007). Infected and affected individuals may also need praclical assistance
such as refcrral 10 welfare services. lioison with caregivers, the preparation of wills,
and the organizatios of substirute caic for childien. Counscllors must wotk with
multiple clicnts who present a range of groblems that vary ocross the disgase
continuum. The counsellor should listen to the client, help the client prion 'le
conc€ms. and cnable the client to take up relevant referrals 10 accega i most
apptopriate care and suppoit services available for their needs, if th ds cannot
be met by the scrvice piovider directly, Counselling and testi % s should be
moniloted and evaluated, both quantitatively and qualitntivcb?&}nsum the services

arc of high quality (WHO, 2003). %

Guielines for HCT in Nigera v

in 2003, the Federal Mmisity of Health (M) ascd the National Guidelines for
H1V and AIDS Voluntary Counsclling ano@rg The aim of the national guidelines
is to casurc stanclardization and pfou ol high quality services. 11 is also intended
lo easc monitoring and cvaluatio The notionol guidelines cover various
areas such as cslnblishn@ HCT services, opcrational procedures for HCT
services; laboratory lcsui&qy f1V: HCT recotd keeping, dota management as well as
monitoring mild ev . An overview of theae areas IS woith piesenting staiting

with establish HCT services.

{e s may be cstablished. at the State/NGO or site levels. Establishing [1C]
serwced involves 3 steps which are as lollow:

*  Asscssment I'hase - this involves a detniled silvational analysis which will
cncourage the development of supportive policies and ensure that {ICT
scrvices aic Wiloied lo the unique epidemiologico), culturnl, behavioural and
cconomic context of cach state of sile. This phase is crucial as it inforins key
design decisions. it is done using repid panicipatory mcthods and key
informant intervicws with all stakcholders including potential clients and
scrvice providers.
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* Design phzse — activities duting this phase include the following:

O A sepsitisanon/stralegic plaming meeling 10 cresic awareness, discuss
restlis of situational analysis, map out stialegies and address policy
1SS1ILS,

o Establishing policy, procedural guidelines and minimum standands for
HCT services ¢.g. detenmination of the most cffccunve, aflordable.
accepiable and feasible HIV test method; development of miniguum
Standard Operational Procedues {SOP) for scrvice delivery,; dc%émt

of naticaal monitoting and evalustion plan and dal eclion
instruments; as well as design and development of suQXZ&cm for
counsellors.

o Holding a national design workshop among @oldcrs including
implementers and (undears 10 ensvie ¢co reached on the design
and scrvice delivety models to be i%w: tdenufy sustamnability

needs and opporlunitics: detennine W ithin the goveminent structure
HCT services should be mat@ reach a consensus on shostlisted

potentiol HICT sics. \
* Implementation phase ase mvolves recruitment of national project

stafl' if HCT sctvi{“ being instituted os a notional programme;
identification of IWOV ment focal person for IECT who will be the contact
person especi \Qc therc is a need to resolve policy rcloted issucs; conduel

of tcam ssions ond participatoty nceds asscssinents at each site for
stale vel implemeniation; developing operating ogreemenis thal
desweg] e roles and responsibilitles of each pariner; conduct of swte level

ng for all site swull such as counsellors, supervisors, sile managers,
anbornlory stofl; and procurement of LIV test kits. During this phase,

promotional strtegics should be developed and implementcd.

According to Mol {2003), minimum rcquireincnts (or the HCT service include the

following:
»  StafT — made up of the HCT coonlinotor who will be a tranined ¢ounsellor w.ith
some experience in managenient, receptionist. counsellors, medical lahoitory

sclentist and communily coordinator whose responsibility it is to link the
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* Design plase ~ activities during this phase iclude the follow'ing:

© A sensitisstion/sualegic planning mecting 10 create awareness, discuss
results of situatioa) mualysis, map out stralegies and address policy
issues;

o Eswblishing policy, prosedural guidelmes and minimum standatds for
HCT services c.g. delermination of the most cffective, oflordable,
acceplable and feasible HIV iest method; development of minigum
Standard Opcroational Procedures (SOP) for senvice delivery; dcgékm

of national monitoting and ecvaluation plan and dat cclion
unstruments; as well as design and development of S“Qg:‘““ for
counsellors

o Holding a national design workshop among \\}!oldcu including

implementers and funders to enswe consen neachcd on the design

and service delivery models to be miple d identify sustainability
nceds and oppor lunitics; dctcnmnc ithin the government structure

HCT serviees should be mm% rcach o consensus on shortlisted

potential HCT sites, \
¢ Implemcntation phinse ' involves recruilment of national project
stall if HCT  seevic being instiluted as a notional programmic;

identification ot'l ovéwment focal person for fICT who will be the contnct

person cspecl lhcrc is a nced to resolve policy related issues; conduct
of team 'n essions and participatoty neceds assesstnents at cach site for
sial vel implementation; developing operating agrecments thet
dseg ¢ roles and responsibilities of cach pariner; conduct of state level

ng for all sitc sialf such as counscilors, supervisors, silc managers,
Olabomtory staff; and procusement of HIV test kits, During this phase,

promotional strategics should be developed and implemented.

According 10 FMol! (2003), minimum sequirements for the HC |* service inciude the

following,
»  S1afT - madc up of the HCT coordinator who will be a truined counsellor with

some cxpericnce in management, receptionist, counscllors, medical laboratory.

scientist and community coordinator whosc responsibility it is to link the
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se1vices with the community pot only for demand creation but also for suppoit
and care of HCT clicts.

Space — issues of confideniiality and privacy” are a concern (0 those who wish
0 know their stalus. Efforts must be made to ensure that theze is adequate
space where HCT services can be provided in o private and confidennal
marner, Two counselling rooms, a labosatory, one of two waiting arcas and

one palieni screening (reception) room arc the minimum recommended s

cabinets, siorage space for Information, Education and Co 1w ion{ICC)

matenals; basic equiptnent for the reception/screcning to\ de cash box,
desk and chair, stecl filing cabinet, oftice supplies (p&@ les, staplers etc);

the waiting arca should have a television and wg layer, 2 benches and
enough chairs to sit 20 pcople a1 any given 'r%n display of educational
materials; and the loboratoty will tequir a@ing counicr, relrigerator, desk
and chair, running water, sink, soap wels, medical consumablcs (such us
gloves, needles, syringes/lancets, ss& spirit), lockable stornge for test Kits,

adequalc light soutce and isposal facifitics.

Operational Procedures fbrﬂ&&nm&x
The national guidclincsx{i@l. 2003) also spcll out the SOP of the various aclivities

making up HCT servicesyThese activities include the following:

— patients should always be referred 10 the HCT

desk whenever they request HCT, The receptionist should be

m§i5$
ed 10 explain procedures 1o the clients and ow long they may wait.
0 ‘ i all JICT siles should endeavour to provide samc=<lay or

same-hour results o clients. llowever, they should not be pressured into
recciving samc-Jay resultsif they are rejuciant to do so.

Infoancd decisipg-making — clicnts should be helped 10 understand the
importance of 11V-Icsting and allowcd 1o make an informed decision abeul

toking the test.
Informed _consent ~ oll HC§ sites should endecavour 1o document that all

persons being tested have voluntarily and (teely consented to being tested.
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e Conlidentialiry and anconvmity — suict control must be maintained over access
o clienis’ names and iest tesults.

e Minimuwn age-anyone 18 yems of age and above 1equestng HCT should be
eonsidered able o give full, informed cansenl. Young pcople under 18 who

arc marvied, pergRADt, paren(s, engaged in behaviour that puts them at nisk or
are child sex workers should be considesed ‘mature minors’' who can give

coasent for HCT,

o Testi childreyy - when childien are bzought t0 a HCT site for ¢ , the

counscllor should meet with the parenis or guardians to detennine asons
for testing. Q~
Laboratory tesiing of HIV \

According o0 the nationa! guidelines (FMoli, 2003) only
FDA and National AIDS/STDs Control Progianime (N )NAFDAC may be used
for HCT in the countty. Most of these are ELIZA @ imple (ERS) tests. HIV test

kit used for screening must have very hi%?ﬁvity and musl be specific. The
degiee of ntcuracy should be about 99)\

followed by a conlirmatosy test.

/ tést Kits approved by

positive screening 1est should be

HCT Recori Keeptng, Dala .\fﬂQO. AMonitoring and Evaluation
Handling of HCT secords/@Qnd dsta will require conlidentiality nnd efficiency. The

natlonal guidelines in@%c provisions:

. ~ @ national system for Uic collection and analysis of
HCQI has been devecloped and is ovessecn by the Federal Ministry ol
} \h (FMotl). It is to be adhered 10 by oll HICT providers.

national $ICT record form and data collection
form should be used at ol HCT siles, including govemmenl and mission
hospilals. Clients should always be informed that no nomes ore reconled on
the form to reassure them of conlidentiality of the informoljon.

e Daa pecording — the counscllor should compicte the HICT revord fonn with

evety client before s/lic leaves the counsclling room.
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e Coding System - 3 qandandiscd system wf assigning codes o iclerence
numbess to clients for identification purposes should be developed and used
within cach iomaion.

. Keeping - a [iling system fx HCT records should be developed,
records should be stoved in a sccure room with lockable cabinets and must be

kept coolidential.

e Data Engy ond Transfer - at each HCT site, a senior memberof slafl'smd
be identified with the respaasibility for collating dats from HCT rec m
The data should be forwarded 1o the sistc or locsl government ation

officcon amonthly basis.

* Data Annlysis and Repogting — it is intended that HCT h&n be wsed for

understanding {ICT demand and vulisation, sunveill c\nd for improving the
management of HCT services. S

. 1lon valuation — the HCT dat ould be uscd 1o nionitor and

evaluate L ICT services in cach site, local mcent, state and national level.

Willingness to adopt and pattern of Im HCT scrvices aniong young pcoplc
Young pecople actively scek and regengCT even where 1ICT sesvices have not been
designed specifically for lhqn y llcalth Intemational (¥II1), 2002). Various

rescacches have lcvcalcgﬂ any young peoplc in countries with high {1V
prevalence want o \h ir 111V siatus (FHY, 2003). Uptake of HCT by young
people (aged 13- %us repaited to be increasing in Brezil. Forty percent of those
sniending lh Tcslmg and Counsclling (A'TC) sitc in Bangkok. Thailand.
dcscnbc% Ives as "'students.” In the Uniled States, 900,000 secords of people
who crgone HIV testing weie reviewed. [t was noted that 13% of them were

s ngcd 13-19-years-old {(Boswell and Baggalcy, 2002).

A study carricd out In East Afiica revealed that 77,0% of young people interviewed in
Noirobi said they would like to take advantage of HICT scrvices (The lopulation
Council, 2001), In the samc rescarch, 90.0% of young people in Uganda said the saine
thing. In a study conducted among University students in Jimma, Southwest Ethiopig,
over 86% of ihe 500 student participants had a favourable auitudc towanls 11CT
(Tefera, Challi and Yoscph, 2002). Inanolher study conducted among Ugandan urban
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youth, it was reponed that T7% o the respoadents mdicated their willingness to adopt
HCT with a view o knowing their HIV sero=status (Alex. Bahemuka, Anono and
Denis. 2002). In Zasobis an increasing number of young adulls are reporied lo e
sccking HCT, opecially in the context of presnanital testing at the Kara Clinic
(UNALDS. 2002). In a stwdy among young persons in 1badan, 82.6% of i¢spondents
expressed willingness 1o take HCT il it is peovided fice of charge and there is a
guarantee of confidentiality of resulis (Ajuwon et al, 2010/2011) 4

In 3 swdy conducted among Aboriginal Canadian youth, the most cotn oQE’ons
provided for not getting tested were a sell-perception o being ot low ggRyfof 111V and
the sell-perception of not having had sex with an infecied pe
Catherine, Chris, Tom, Ted, Tracey and Susan, 2008). In e st
Ajuwon ct al (20107201 1), fear of stigmalization. perceiy

y conducted by
iorbitant cost of testing,
belicf that [CT s mcant
only for sexually active persons are somce masons@nling ogainst the usc of HCT

SCIvices @

According 0 McCauley (2002) studiésscloting 1o the adoption of HCT among the
youth in the United States provide@:ncc that some young oduits adopl safcr sexual

behaviours afler testing. ics among odults in dcvcloping countries report
behavioural change allegredgiving IICT on o range of indicalors, including condom

lack ofknowledge of swhere IICT services arce availab)

use. reduction in nu% [ pacnas, and rcduction in STIs incidence (McCauiey,

2002), A muh {CT eMcacy trial in Kenya, Tanzania, ond Trinidad found a
duc to LICT (Voluntary IV Counsiling and Tesling Efficacy

number of ¢
Group, b@;nlcsc changes include decline in the propontion of individuals who hud
un ﬁl sex with non-primary parinces, among the group thal received HCT as
cﬁxd with the group that received a health cducation intcrvention only. Young
people who had taken an HIV test in Kenyn and Ugandn decided to adopt sofer sexual
behaviours afer the test (The Population Council, 2001). This combined cvidence

suggests that HICT may help youth in Nigeriato adopt safe behaviours.

Although IICT is becoming Increasingly avaitable in the devcloping and middle-
income countries there is siill great reluctance on the part of many people 1o be tested.

There are several possible contributoty fectors that iniust be addressed if HICT is 1o
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have an Important role i HIV prevention and care. o 1his regard studies showed that
HIV lesting might have far reaching implications and consequences (or the person
being (ested. Although there are important beuefits © knowing onc’s HIV status, HIV
infection 1n many communitics 5 a sligimatising coadition and this do lead ©o negalive
outcomes for peaple who tested positive (Kobusingve. 2008). People with 111V may

expenience social icjection and discrimination. As a result sugma may actively

prevent people {rom accessing care, gaining support and preventing onward

tansnission, In a study eonducted among IDUs in Yunnar, China, res %

pointed out that stigma and disctimination was the major tcason for n
HCT services (Kobusingye, 2004). Utban Ugandan youth who particy
on koowledge and sccepuability of HCT also mentioned Stigma a\ ( the reasons
why they would pot want lo access the services (Alex ctal, OONV

demts

The HORIZONS project has revealed that young peo sually seck an IV test
whilc they' are healthy (The Population Counci @

. Having IV symptoms and

fecling ill are seldom ceasons that tested ¥ ve for linding our their scrostatus
While the most commonly cited rcason,by of Ugmndan youth was just 1o know
their status other reasons include distd§! of partner, being worried and exposure to

HIV risk. However, focus gmua di ions with youth in Kenya revealed thet young

people scek lesis only wt&[ The Population Council, 2001). Some studies have
revealed several faclo h\ln ecl the uptake of LICT, One of such faclors is fear. The

perception of fear tive [11V test result was the most coinrnon reason given [or
not being les ng respondents in a high risk area in China (Ling, Jungico.
Lijuan, )i aoscn, 2009). [n the study conducted among Ugandon youlh, 4:{%a

of th@dcnls said they had not gone for HCT because they fenr a positive result
(’@’ pulation Council, 2001). A sludy among young adults in o Nigerian

University also ciled fear of a positive result as a nigjor reason why 1nosl young

people were nol accessing IICT (Iolaranmi, Kuli, Omole. Olarcnwaju and latus,
2008)-

Severai studies have shown that people have a self-pcrccption that they cannol be
infected with HIV and therefore do not access | ICT services. Despite unprolecied sex

with multiple paitners and blood 1ransfusion with unscreencd blood, 10Us surveyed in
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Chinz did a0t conswdey hemslves to be at risk of HIV infection (Kobusingye. 2004).
This was also tue for the youth in Kenya, Uganda and Ethiopia (The Population
Council, 2001; Tefera et al. 2002). Ovbey Eaclots that affect uptake of HCT, as
revealed in previous studies, include long lime of waiting lfor results, unfriendly health

staff and lack of pesceived benefits (UNFPA & IPPF, 2004; Tefera ct al. 2002, The
Population Council, 2001).

Testing for HIV is the gateway lo ycauncnt, care, and prevention. To scanlgkp
\ccatment and prevention, rapid increases in both the volume of testing and lIQUHi!y
© counsel those who are tested are needed The adoption of testing, hgwg ¥, Is very
low globally (Obcnineyer and Osbom, 2007). @g‘

Recent estimales based on surveys in 12 high-buiden counteigs iINSub-Saharan Africa
indicate thal a median of just 12% of men and | é

populstion have been lested for HIV and received ohs (WHQ, 2007). Cven in
more developed countrics, about 20% to 30% o sitive tndividuals are unaware
that they are IV positive (Centie for Di onrol and Provention. 2004). The

implication of this is that most peopl€ Jiving with HIV get tesicd only when they

women in the general

already have advanced clinical dis Cock, Bunnell and Meanin, 2006).

A considcrablc proposti ﬁhc information on the levels and demographiv

delcrminants of tcslin%u:s fromn studies of specific groups at risk {Obertncycr and
Osbom, 2007). % [IV-prevnlence countries of the Northem heinisphere,
attentlon ha recled primarily on tnen who have sex with men, as well as

ravenous drug users. In Africa, most studies come [rom prograins for
men and high-risk groups such as minc workers, lruck drivers, and scx
Tlie lnst 2008 Nigeria Demogeaphic and licalth Survey -NDHS (NPC. 2009)
revealed that overall, 49% ol women and 65% of men Know o place where they can
get an HIV test. Younger fcmale (40%) and male (52%) respondents (age 15-19) ate
somewhat less likely to know a place where they can go to be tested for IV
Unmarried women (45%) and unmarried men (55%) who have nel yei inniated sexual
activity nrc also lcss likely o know o place to oblain on 11V test. This hnplies 1hai

covetnge of Lthe services in Nigeria is stil 1ow.
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Albougd it ts clear that practical constraints, delsy' in test results, and lack of
knowledge hinder 1be utilisation of HIV tequng, the major bamer 15 mdinviduals’
reluctance o acknow ledge thmt they arc al risk even when in fact they are; this has

been docunented in stdies in Canads (Wornhinglon and Myers. 2003), rueal
Tamzania (Killewo, Kwesigabo, Caowaro ct al. 1998), Ethiopia (Sahlu, Kasss,
Agonafer et al. 1999). northem Tlailand (Jiraphongsa, Osnmocnsswal and
Greenland.,  2002), pregnant women in the United Kingdom (Jha, Gee and

Coomarasamy, 2003), poor Brazilian women whase pariners are HIV positi\'e(%tos
and llacker, 2006)

Research indicates that cverywhere, gende significantly’ sha des toward
testing (Obermeyer and Osbom, 2007). Men tend to underest %ﬂr nsk for HIV
infecion more than do women, despile reporting m sL behaviours, and
women have more fcars about lesting than do men (S@ « 1999)

New approaches to the delivery of tcsting @ have had positive cfliects on

utilisation. Using rapid tests and pro wdmg@ n locations and tn conditions that arc
convenienl (0 clients—such as at wor l% Ith (ncilitics, and mobile clinics and
at night—hove been shown (o | utilisatlon (Obermeyer and Osbom, 2007)

llone.based voluntay Coun§l nd testing facilitates reacling family members,

and the routine ofler of g&lngNin clinical sedtings appcars lo overcome many: of the

barviess that hindere %}Q er efTons (Serafim, I'crraz and Chequcr, 2006; KRotheram-
Borus, Leiboand‘ el, 2006 ).
Conccpl al g(work for the study

cptual frameworks adopted (o focilitate the design of this study will be

1c tw
briefly. These are the llealth Deliel Model (1{BM) and the Transthcorclical

gvi
tages of Changc’) Model.

Mealth Belief Afodel
The HBM is a psychological model thot attempts to caplain and predict health

behoviors, This is carried out by focusing on the attitudes and belicfs of individuals
(Ngojanc, 20]0). it was lirst developed in the 1950s by the social psychologists
llochbaum. Woscnsiock and Kegels working in the United Statc (*ublic lleahh
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Services, ‘They omintain that heahbrreiated behsviows with reference to 8 given
teatth probien: are deterrnined by whether individuals:

— peIccive thamselves 1 be susceptibie (o the bealth peoblem;

= regard Whe health problem as snous;

= are convinced that uratment or prevention aclivities are cllective yet not

overly costly in iciins of money, cflort or pain;
— are exposed (0 a cuc (o ake a health aclion.

The model was developed in respanse to the failure of a free Tubercul alth
screcning progsmome (Campbell, Foulis, Maimane, and Sibiye, 2 %CM’P,
2004). The programme peovided adults with free Tuberculosis sc %-m)s fromn
mobile units conveniently located in various neighbourhoods, \ ew adulls camc
oul for the free services, programme organwzers began iny ‘Ng why more adulis
did not come out. llochbaum, however, began (o siu %moti\mcd the few who
did come out. lle quickly lcamed that therr d?s: of discase and perccived

benefits ofaction were crucial (actors in their %wn

According to Weston (2006) and (2\08} the HBM is characteriscd by several
construcls of concepis. These rceived susceplibility, perceived severlty,
perceived benefils, and perccjved Daitiers. These concepts account for people’s
readeness (o act. The cw&‘{s oY sclf<(licacy and “Cues to action" were added by

Rosenstock tn (988 %\ the 1IBM belter fit the challenges of ehanging habytual
uch as living a scdentary llle, sinoking, or obcsily, The

unhealihy bchav@
concepl ow aciion”™ actinates rcadiness (o change and stimulaies actvat overt-
behavio \ concept of “sclf-eflicacy™ or *'sclf-esteem™ is needed for individuals

suc perform an action. It rclates o an individual's self-confidence in
pc?:>

ing an act.

The HBM was used in this siudy to guide the asscssment of the following {actors
which could be associated with liketihood of accepling or 1ot aceepting HCT: socio-
demogruphic  variobles {(modifyiug foctors), perceived threal, perecived

barrieis/constraints, perceived benclits, and cues to action.

- Perceved threwi 1s a combination of “perceived seriousness” and

"perceived susceptibilhy.” I’ erceived serivusiness was assessed by how
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serions the studenrs thunk HIV and AIDS threasened the health of theis
schoo| cammounity . Perceiy od sisceplibility was asscased by the students®
perccived chances of coniracting the discase and their possibility of
aroteeting thamselves.

- Barners are the potential negalive aspects of a particular heaith action
Tdcse me militating factors. [n this case they represent thosc factors that
mey prevent Lhe students from aceepling HCT for HIV and AIDS

stigma associated with having HIV and AIDS, i of scrvice

venue, confidentiality not guaranioed at service vc\

resuits 10 spouse or relatives.

- The students knowledge of benelils of u)@CT services could be
facilitating factors promoling their usg % IV positive persons are

assured of carly trcatment, care an scr\ iccs orc madc available,
whilc H!V negative persons can itcr precauttons against infection.

disclosurc of

ns that could activaic the students’

rcadiness (o sccept | :xamples of such siluations include other

students visiting | cs, Kknowing an infected petson that dicd ond
exfxerienced by an infectcd person.

- Cues 10 oction arc thosc%ss

witnessing ng
The Inherent key s in the model were used to facilitate the design of the
instiunients fogtad collection (sce tigure 2.2 for the adaption of the model selnting lo

nm.i\,n\x{%

The oretical Model
Th nstheorctical Model Is also called the "stages of change model™ {’rochaska.

Butierworth, Redding, Burden, Pestin. Leo, Flaheity-Robb nnd Prochaska. 2008). k
ts arguably the dominant model of hecalth behaviour changes, having reccived
unprecedenied esearch aticntion (Annitage, 2008). Jaincs O. Prochaska of the
University of Rhode lsland and collcagues developed the Transtheorctical model
beginning in 1977 (Prochaska and DiClemenic, 2005). It is bascd on an analysis of
dilTerent theories of psychothcrapy hence the name "transtheorctical ” {Prochaska and
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Narguas, 2010). The model couststs of four “core canstructs™: “stages of change.*
"processes Of change © “decisional balance “and “self-elficscy.”

In ihe Trangbeorcua) Model, change is a *process involving progression through a
senics of stages (Prochaska, and Velicer, 1997). The smgess arc as follow:
FPrecomtemplation - At this stage "prople arc not intending 10 take acuon in the
forcseeabic future, and are most likely 1o be unaware that their behsviour s

problcmalic®.
« Contemplation — "prople are beginning to rccogniac that their be 'Ag is
problcmatic, and start to look at the pros and cons of 1heir contin Ql?ns L
v Preparation — “people are intending to lake action in the i .&Tc fulure,

and may begin taking smail stcps towards change”
» Action — "peoplc have made specific overt modificalidq&i}lhcir life stylc. and

pasitive change has eccwred® %

« Aamienance —"people are working 10 p«vcnt% ," a stage which can lasi
indelinitely®

o Terminasion - “individuals have Wmtion and 100% self-ellicacy,
they arc sure they will not %ﬂ\%ﬂr olld unhcalthy habit as a way of

Ry
2

Q.

&

S
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Norcross, 2010). The model coasists of four "core constructs™. “stages of change,”
“processes of change * "decisiona) balance."and “self-elficacy.”

In the Tranhrarewxa) Model, change is a “pocEss involving progression through a
scrics of stages (Prochaska, and Velicer, 1997). The stages are as follow:
Pre-comemplation ~ Al this sage “peopk arc nol intending (o lake achon in the
forscrable future, and are most likely to be waware that their behaviour ts

problematic”.

Corvemplation — “people are beginning (o recognize that their be ﬂu\( IS
problematic, and start (0 look at the pros and cons of their contin Qi?ns .
Preparation - “people ere intenwing 10 1ake aclion in the i N%

and may begin taking small steps towards change” @

Action — “people have made specific overt modiﬁutid@hcir life style. and
positive change has occuned®

Maintenarxe — "people are working (0 pwvcnl%e.‘ a stagc which can last
indelinitely”

Terminotion ~ “individuals have inplation and {00%% self-eiflicacy
they arc surc they will not r%m%ur old unhcallthy habit as a way of

3
&
S
&

S
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Table22:  Transtheorctical Model

Traastheorctical Modet Applied to accepisbility of HCT for HIV sad AIDS
prevestioa
Pre-contemplation ~ due o lack of b)o:'ledgc or information, students are nol
cven aware of HCT and its benefits are not being cansidaicd. Consequenily they
don’l use HCT services. The survey tool used in this study contsined questions
which explored some of the risky behaviours respondents engaged in that cowhl\
picdispose them to HIV infection,

-Corwemplanou - students are now oware of HCT and its benelits via |Eigns.-

sensitisation workshops or the media. They' start 1o consider usin sen'ices
but not yct acting on bis intenlion. Rspandents were nskcd® know!edge
of HCT and its benelits. Such knowledge could mn@cclsion taking on

| Action - students actively go on@«k the available IICT services. They

|undcrgo pre-test counsclling, (na
- undergo post-lest counscyg cstions on previous sisits 1o thie HCT cenuc

" Mainienarce - st% al test positive for 111V use the recomimended drugs &

whether o go for the test or noL
Preparawion - students enquire where HCT serv n be found and what it

would require on their part. The uspondcr% asscssed on their knowledge

ofwhere HICT centres were localed,

informed decision 1o toke the test and

revealed the action the cnts ook based on the information they had.

adopl khavio& will prevent further spread of the infection. Those Ihat 1est
ncgalive -Q vious (abstinence, (aith(ulness to uninfected panner, icgulur

cond@ that will ensure they are not in danger of geiting the infection. The
t

Ingtru did not asscss changes in behaviour of the respondents who had

previously accessed Uhe service.
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CHAPTER THREE

METHODOLOGY

This chapier desaribes the research methodology' used to fecilitate the conduct of this
study.

Study design nnd scope

The study was a descriptive cioss-sectiond| survey aimed a1 detennining pc ~I)Oas.
risk behaviours and pattern of utilisstion of HIV Voluntmy Counsells ‘esling
(HCT) services among Kogi state polytechnic students using bot trve and

quantilative methods. ®
\%

Deseriptioo of study seiting
Lokoja is the capital of Kogi state in the noith<central I Nigeria. The town has

becen an important community in Nigera sm@ colonial erm. The Bnush
government ¢stablished & consulate in the to %65 Lokoja was eventually made
the firnt copital of Nigera by the Bnhsh\@al authonties, The capital was later

tansferred (0 Jebbo in January 1900 Ndowever, the inauguration of Lonl Lugard as
Governor of the then Noithem le took place in Lokoja on Jenuaiy |, 1900

(Swanzy, 1943). &4

Lokoja was made & s \ntnl when Kogi state was created out of the old Benuc and

Kwara states O bcr 11® 1991, The state is the most ecntrolly located ol all
suates in N QA\I is specifically tocated in the North Ccnuai geopolitical zone. I

lies bet ng:tudcs %18 East and 7°54' East of the Greenwich, and Latiudes
6°3 nnd 8°42°'North of the cquator (ActionAdtd internationat Nigeria (AAIN),
20 Lokoja is popularly called “the confluence cin’’, o slogan derived From its
gcographical location being the point where the 1wo major rivers flowing through

Nigeria — Rivers Niger and Benue — meet. Lokoja is within two hours drive from the

Federa! Capital Territoty (FCT).

Lokoja Is a heterogeneous community. [t consists of people with different ethnie
backgrounds, The main ethnic groups in the community inelude [ {ausa, Yoruba, Igala,
Ebhia, Nupe ond Tapa. The major language spoken in Lokgla Is Nupc/Basse 1t is
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belicved that Lokoss was derived fom a Yorube term “Hukojo™ which means “a
collection of senloments™ The community is blcssed with severs! histomcal sites or

manuments which also serve as (ourist attractions. They include

. A cenatsph which was crected in mamany of Nigerian and British soldicrs
who died in World War [ and World Waor I This monument {eaturcs three

heavy anillery guns.
- The Euwopean Cemetery where the coloninlists who dicd in ngcm

buricd.
- One of Lowd Lugand's then senior saff quarsters which n§\v§:lhc

National Commission for Muscums and Monumenis, Lok
- The Iron of Libetty monument depicting the spot sshcrc s were ficed in

1360
- Relics of warchouses of the defiinct Royal Nig pany

- The ficst prison yard in northern Nigeria »@l now a laundiy room io Kog!

lotels. %?“

- Tombs of the deposed cmirs of K Gumel ond Zario.
- Onc of the carfiest primaly Is in Nigeria = The Holy Trinity Prinmary
School founded in 1 86$ b@lcgcndmy Bishop Ajayi Crowther,

One major social nctivl&ut takes ploce in Lokoja is the popular Sallah parnde
which tokes placc o er every Muslim festival. During this festival young boys
and girls mix nd interact. The Fulani cottle rcarers also hove o festivol in
which they @nto the town fiom the bushes and indulge in sexual escopaidcs with
ote % r any other willing person, These festivals and social csents hove

¢ favouring the transmission of [11V.

Thc Kogi state polytechnic which constitute the setting for the study was csiablished.
in January 1993 by the administration of the then govemor. Prince Audu Abubakar. I
took ofV with 840 students ond 70 members of stall. Today the polytechnic has two
compuscs. The Lokojo moin campus ond Osare satellite compus. ‘The Osara campus is

about twenty-five (25) minutes drive owoy from (he main campus along the Lokoja-

Okenc road At the time of this sludy, the school had a student population of 2,461
(Sec Appendix 1 for details of the facultics ond depariments of the polytechnie),
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The polytechnic has one health cenise with one resident doclor, two nurses end one
laboratory technician. The prevailing healih problems on the campus included shin
infections, stomach upsets and malaria. The health centre does not provide HCT

services.

Study population
The study population consisicd of students of Kogi State Polytechnic l.okvja resident

on both man and sateltite campuscs. The population was made up of sludJQ m
differem depariments and at different levels of study. Ovenll there 461

students in (he institution at the 1ime of the study. Q~Q

Sample Size and Sampliog I'rocedure \
A sample of the popuistion had lo be obtained for the s Nﬁls was donc usiny
cluster, proportionate and simpte random sampling lc%&ucs. The sampling process

involved thic following steps: Q

Step 1_— Sample sizc dctermination to get ( ber of students to be involval in the

study was calculolcd using the pm%& of young people willing 1o use HC

services. A previous study undcn@ ong unmarricd male undcrgradualc siudents
in the University of Ibadn%dc Ic and Lowoyin, 2004) reveafed thot $1% of
respondents cxpressed wilngneds to use 1{CT seevices. This pioportion was used to

calculate the study ize using the following fermula:

N=(Z Qz ¥ pg
0\‘:5 = sainplc size

Z= the standard normal deviance at 95% confidence jcvel = 1.96
¢ (margin of crror) = 5%%

p (cxpected prevalence of willingness to use VCI) = 5194
q=l-p=.49

u (level of signilicance) = 0.5
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B (\ype 2 crror) = 20%

power = 80%
Na78x.51x.49 =780

(0.05)

Actual sample size was seven hundred (700).

Step 2 —~ A record review was conducted in the institution (0 dctcrminQ;t&al
student population. The review showed that there were 2,461 ?\

Step 3 — The students were statilied into four based on their l@) studies. The
number of students in cach level is shown in table 3.1. \/

Tablc 3.1: Number of stadents in cach Icvel (IOOGfOV&mion)

Level Number of students

OND | 1174

"OND 2 917
HND | 223 QQ

HND 2 147
Toinl \61

Sonrce Ko@%a!ﬂcdmfc Records affice (2007)

rlion of students to be studied at cach level was calculated using

rt%
0 opottion of level X = Total number of students in level X = sample size
Total number of students 1n Polytechnic

C 2. Proportion o OND | studcents —~_| [74 x 700 = 334
2461
The total somple selected fiom cach level based on the fonnula above is shuown in

table 3.2.
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B (type 2 crror) = 20%
power = 80%

N=28x.51 x.49 =780

(0.05)°

Aciual somple sizc was seven hundred (700).

Step 2 - A record review was conducied tn the institution to dctcnninQil&ul

student population. The review showcd that there were 2,461 .

Step 3 — The students were suatilied into four based on thetr l@: studics. The
number of students in cach Ievel is shown in tadle 3.1. \/

Table 3.1: Number of studcnts tn each level (IGOGfOVSessioa)

Level Nunther of students
OND | 1174
‘OND2 | 917

HND | OQ

223
HND 2 147
Tolul 61 '

Source: Ko@%a!yudmfc Records office (2007)

Sicp 4 -TQ rtion of studcnts to be studied at cach Icvel was calculated using

Oow:

the fog
0 opoition of level X = Total number of students in level X x sample size

Total number of students in Polytechnic

E.g. Proportion of OND | students — 1174 x 700 = 334
2461

The total sample sclecicd from cach icvel based on the foanula above is shown in

table 3.2.
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Tsble 3.2:  Sample of studeats selected from each levcl
Level Total Samplec
Number | sclecied I'
OND 1 1174 334
OND 2 917 [261
HIND 1 223 63
ND 2 147 42 4
Total 2,461 | 700 ?g~

Step 5 — The proportion of students in a particular levcl to be % d froin each

W

respondcnts

department was calculated using the foltowing formula:

Number of OND 1 studcnts in dept. x Sample o
Total number of OND lstudcn@ hool

E.2. the sample of OND | studc%sccicd from depattment of Als &
tndustrial Dcsign was as follow \

%334’- 3
A

' ' tznent based on
A (oble showing the 0“) of students sclected from cach departn

above calculation (o in table 3.3.

X
N\
S
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Table3.3:  Number of students sclecics! from each de nt and level
SN | Faculty Dept. Sample of - 1 of | Senuple of Sample | Total
students N nts | studeatsin |of
io OND 1 \JAOND2 HND t students
é in HND
I 2
l An Design and | Ans & Ind. Desig E 7 K TNo 14
Printing istudcnts
2 Management 69 | 21 ¥, 176 |
Studies 1770 12 7 167 |
78 18 7 234 |
T 2 [ 35
3 [ Applied Scicré‘ Computer 9 8 0 0 17
6 | Statistics 9 9 | 3 ': 3 24
Science Lab. Tech. | 11 5 0 |9 16
4 @Qing | Mineral Res, Eng. |3 2 '| 3 |3 12
Mectallurgical Eng. | 3 2 |0 |0 5
0 | 334 261 '163 RE 700
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Tuble3.3: Numbcr ol studeots sclected from cach de nt and level
SN | Faculty Dept. Sample of of | Samplcof |Sample | Total
students }q nts | studeotsio |of
InOND 1\ OND2 |HND | students
é io HND
. | 5
1 At Design and | Anis & Ind. Design ?’ 17 4 No 14
Printing students
2 Management 69 21 ) 176
Studies 170 12 7 167
78 | )8 I 7 233
. Studi 1l 2 'ii4 35
3 Applied Scicné Computer 9 8 0 i! 0 | 17
6 Statistics 19 T9 | 3 |3 24
Q~ Science Lab. Tech. | 11 5 o 0 16
4 Enki ng : Mincrol Res. Eng._-= 3 2 3 .4 12
Mecullurgical Eng. | 3 BE |0 0 3
0 334 261 6 42 700

AFRICAN DIGITAL HEALTH REPOSITORY PROJEC§1




Step 6 - The students who were eventually involved in the study were selecied using
simple random sampling (ballot method). A leciute titne involving all the students

(both males and females) in a pasticular level was used for sclection.

Inclusion and cxclusiop crileria

Only registcred students of the polylechnic who were willing to participaie in the
sludy weie included in the survey, Would-be students who came searching for
admission and those who were noi willing 10 participale or sick al the @lhc

study were excluded front the survey.

Methods ond Insiruments for data collection Q '

A combination of quanittalive and qualitative mecthods of\g collcclion was

cmployed. s

Qualitutive method

The qualitative method used was the Focus Gro ssion (FGD). An unsinuciured
1) item I'GD guide (Appendix V) wus ?onducl IFGDs. The rationale for
conducling FGDs was to document o | or clanfy perceplions related 10 HEV,
AIDS and 1{CT. Arcas coveied i iscussion included problem students face on
campus, AIDS and the perc m [ its seriousness, probable exposurc to IV
infection on the campus& cdge of HCI and places where the services arc

rendered in Kogi s Vh FGD also explored the students® opinion on the

establisthnentof Q; ices on the campus.

Quantieatye %

Semi.st d incrview was the quantitative method used. A validalcd scmi.-
Q questionnairc (See Appendix V) prepared in Cnglish language was used 1o

clici

responscs ffom respondents of the study. The questionnaire was developed after
@ revicw of the litersture, The results of the conducted FGDs were also used (o finc
tune ormodify the questionnoire, 11 consisted of seven seclions labetled as A, B, C, D,
E. I' and G. Seclion A focused on demographic informotion swhilc section B dwelt on
Knowledge about HIV and AIDS: section C focused on Knowledge about 1ICV apd
section D dealt with pereeptions of 1ICT. Autitude to HCT, HIV-reloied risk proctices

and paticen of utilisation and willingness 1o use HCT services were explored in
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sections E. F and G respeciively. The questionnaire included two knowledge scales ~
a |7-point scale for assessing knowledge about AIDS and a 16-point scale for
asscssing knowledge about HCT making a (otal of 33 knowledge score.

Rcllability and validiry
Validity
In order to ensure the validity of the instruments, the semi-structured questionnaire

was [irst given an in-house pre-lest among collcagues, doctoral studcnts Ith
cducation specialists and lecturers al the department of Healih Pmm@nnnd
Education. Inputs from these resource persons were used to fm@w the

instrument ®

Reliability v/
In order to ensure the reliability of the semi-structure @nnnirc. a pre-test was

conducted on a sample size of 70 students (10% ct population). The pre-lest

population consisted of siudents of the Fedesal of Lducation, Okene, The pic-

lest cnabled the investigator to ®

o Declermine the lengthofl ti %amd to administer o questionnasre.
o Check logical xqucncjomions and made necessaty modifications where

required,

e Determine \ the questions were clear and simple cnough for
responde dersiand.

Funhcrman sis of the pre-test was donc using Cronbach’s alpha coc(licien!
techn \mc Statistical Package for Social Sciences (SPSS). Alpha (Cronbach’s)
is @ mdJ¥ of iniemal consistcncy. The analysis was donc (o asceitain how consisient
the results would be for different sems of the instrument (tlliarn, 2006). A resuh
showing correlation of coefficient greater than 0.05 is said 1o be scliable. The analysis

of daio collected during the pre-test showed a resuh of 0.8 which showed that the

instrument was very reliable

Recruitment and Training of Interviewers
Scven Rescarch Asslstants (2 lor the FGD; S for the semi-structuied interview) were
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sections E, F and G respectively. The questionnaire included two knowledge scales —
a [7-point scale for ossessing knowledge about AIDS and a 16-point scale for
asscssing knowledge about HCT making a total of 33 knowledge score.

Religbility aad validity

Validuy

In order 0 ensurc the validity of the instruments, the semi-strecturcd questionnaire
was first given an in-house pre-test among colleagues, doctorul sludcrlu..hklth
cducation specialists and Iectuiers at the departinent of Health Pro

Cducotion. inputs from these resource persous were used (o fur@lop the

instrumentL.

Reliability

In order 1o ensure the reliability of the semi-structure, onnairc, a pre-lest \was
population). The pre-test

conduclted on a sample size of 70 students (10%
population consisled of students of the [‘cderal of l:ducation, Okene. The prc-

test enabled the investigator to: ®

o Determinc the length of ti ned (o administer o Questionnaire.
o Check logical scqucnc!o 'Quons and madc necessary modilications where

required.
o Dctemmine the qucstions were clear and simple enough for
responde dersiand.

FurlhcnnoQ sis of the pre-test was done using Cronbach’s alpha coelficient
techni \1hc Statistical Mackage for Social Sciences (SPSS). Alpha (Cronbach’s)
is IRl of intermal consisicncy. the analysis was done (0 asceitain how consisient
the rcsults would be for different items of the instiument (William, 2006), A result
showing correloation of coelliciens greater than 0.05 is said to be scliable, ‘The analysis

of data collectcd during the pre-tcst showed a resuh of 0.8 which showed that the

fnstruinent was very jeliable

KRecruitment and Training of hiterviewers
Seven Rescarch Assistants (2 for the FGD; S for the semi-structused interview) were
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recruiled (o facilitate data collection; they were trained for onc day. One ofthe criteria
for sclecting the Research Assistants (RAs) was knowledge of lopic under study, The
training eovered gencral data collection procedures and lechniques, background
information on HCT services, how 1o facilitate consent, review of questionnarres o
ensure complcicness, and issucs relating to privacy, interpersonal relations and cthics

in social rescarch.

Data Colleclioa P’roccss 4
Conduct of the FGDs Q‘

A lotal of eight (8) FGDs were eonducted. In cach of the 4 facullies epantment
was sclected mndomly for the FGD. For cach [evel of study th onc FGD for

males and one for females. \>

Beflore the conduct of the FGDs, lecture time tables « r%incd from the |1cads of
.Euvc almost all the students of

department to detennine which lecture time is lik

a particular Icvel of study in atiendance. The with the consent of the head of

department and lecturer in charge, the rq@u visited cach leciure class with her
u

tcam. The study was introduced 10 Ih@ dents and were made to undersiand 1hat the

data collection process would in stages — GD and filling of questionnaires.

Students who expressed willipiness to be pant of the study were andomly sclecied to
make up 4 groups (m d femalc) of 10 discussants cach in OND | ond 2

respectively. Slmnla: m:rc 4 grovps (malc and femalc) sclected fromi 1 IND |

and HIND 2 lev 7 and 6 discussants respeclively.

The sel iscussants were given an opportunily 1o select the titne and venue for
thc | ns. In some cascs the F{eads of departmcenis volunteered theie offices

w ch vere acceptablc to the students; in some other cascs, tlicy chose times when

classes were cmply. They also suggested a day convenient for them

Before discussions siarted, the researcher set the tone by cnquiring about the studies
of thc students and how they were faring. When they were relatively relased, the
students were once again introduced to the siwdy and what the discussions would
enlarl. They were assuied of anonymity and encouraged 10 speak up iflthey found any

aspect of the process too uncomfortable, Use of namics was not allowed in the course
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of discussions. Their permission was sought for the use of a tapc recorder. The
researcher moderated cach FGD while the 2 RAs took care of recording and note
taking. At the end of cach discussion, the discussants were provided with light

refteshment.

Semi-siructured Intenview
Quantitative data were collected within two (2) weeks. The rescascher together with S

RAs collected data from sclecticd respondents Lectuze imes were the moslsaxebrc
for gelting respondents and the lecturers were of greal assistance | tQ'I!gnrd.
Following the numbcr 1o be sclected as shown earlicr in Table 5. rw?nls were
sclccted using balloting system e.g. where 3 respondents werc r out of a totai

of 15, “Yes” was wriiten on 3 pieces of papers while *No™ 'ns\ tten on 12 pieces
of papers. Students who picked the “Yes™ were enrolled @c study.

Once the needed number of students was availab wcre (aken (o an empty class

to limiu distactions, The sclecied respondents introduced (o the research team

and they were informed of what wn@d of them with emphasis on their

willingness and honesty. Etfforts put ch to ensure honesty included anonymity of

respondents and sclf-odministrati estionnaires This encouraged their openness

ond frec expression of Opiuigk However, the rescarcher in collaboratron with the

RAs assisted the respong€n where necessaty.

Ilata mnnsgcm ysis and prescntutlon
Among the : t cthical issues obscrved while in the ficld was conlidentiality

information collected from respondents.

concermi
|\

The %’m:ivc data obtaincd from the FGDs werc gathered using tape recorders and
notes. Thec audio cassetles were labeclled by numbers and the date of the
tntceviens/discussion conducted. Poople who had complele aceess to these recorded
audio casscttes were only the rescarcher whlile the assistants had limilcd access. Aport
from being mentioned in consent fonns assurance of keepmg the infonmation
confidentiol was repeatedly stated dunng the inlroduction 10 cvery parlicipant

Moreovcr, they were told that the mfortnation wovided was for rsearch purpase ond
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not for any other use. The rescarcher was responsible for keeping recorded tapes and

the transcripts. The data were transcribed and analysed using thematic approach.

The quantitative data collectied were collated, cdited and coded by the researcher
using @ coding guide. The dala in each questionnaire were cntered into a computer for
analysis. The knowledge section comprised a total of 33 items. Each comrect responsc
was assigned 1 point while 0 was assigncd lo evely wrong knowledge-related answer.
The SPSS was used lo facilitate the ajtalysis of the dato. Datn were analysed=udsing

descriptive statislics, Chi-squarc, T-test and F-test. The results are present les,
graphs and charts in chapier 4. Q~
Ethical considerations ®

Ethical opproval was sought from the Ethical Rcvicw o}b(mcc of Oyo State
Minisity of Hcalth, 1badan (Appendix VII). The purpo éas was o ensure that this
study conformed (o genemlly accepled scicntilic %cs and intcmational cthical
guidelines required in rescarch involving huma cts.

Paiticipanis® informied conscnt was ob@ using an informed consent foim
(Appendix VIII). This was ullnchc« the questionnaire. Conlidentiality of the
infortnation disclosed by cach pant was assured during and aficr the doia

collection. Permission 1w iso sought from the school authoritics before
commcnccment of the st 6&

Limitation of the Q@

The results {ro study cunnot be geneeslized to all the studenits in institutions of

higher Jcarpi ogi stotc in particuler and Nigeria in gencral.

N
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CHAPTER FOUR
RESULTS

The findings from the quontilative and qualitative surveys arc presented in this
chapter with the FGD findings blended with quantitative results, The lindings orc

4

» Socio~dcmographic characteristics; Q~
* Knowledge about HIV and AIDS;

HEV-related risk practices; Q~E
Knowledge about HIV Counselling and Testing (11CT); \@

Perceptions about HIV Counsciling and Testing (11
Allitude 10 HIV Counselling and Testing (HCIV
Pattemm of utilisation and willingness lo@ IV Counsclling and Testing

(IKCT) services.
&

Socio-demographic Informntion %

The socio-demographic chnmctcr@
respondents’ ages ranged from !l()l 0 ycars. The propoition of adolescents aged 16-

organized into the following sections:

respondcnis arc prescnted in table 4.1. The

19 ycars was 27.8% whidg youhg persons oged 24 ycars and below accounted for
$3.5%. Most of th ndents (98.2%) weic from the mpain campus of the
polytechnic basc oja while the remaining proportion (1.8%) was lfom the

Osora camp hyority (62.0%) of the respondents were males, christians were
69.1% @!.9% were undergoing the Oudinory National Diploine {OND)
pro . Most (93.2%) respondents were singles whiic only 4.5% were mareied.
Thecthnic olfiliations of the respondents included Igala (30.6%). Ebira (22.3%) end
Okun (29.5%). Decloils of other cthnic groups can be found in the table under
ieference. About onc thil (33.0%) were from the dcportment of Public
Administration; 25.3% from the dcpariment of Accountancy and 22.7% (rom the
depaciment of DBusiness Administration. The other departments represented in the

study arc highlighted in ligure «.1.
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Table 4.1:  Respondents’ Socio-demograpbic Characicristics

N=660
Characicristics No. | %
Sex: Mate 409 62.0
'emale 251 38.0
Age® 16-20 184 27.8
21-25 353 53.5
26-10 110 16.7 4
31-35 {0 1.5 Q‘
3640 3 0.5 Qy
Marital staigs; ~ Single 615 93.7\%
Co-habiting |9 I,ﬂ\/

e ——

Marvied 30
Separated 4 0.6
Divorced Q 0.2
Widow@% 0.2
Religion: Is \ 202 30.6
Qqﬁanity 156 69.1
radilional |2 0.3
Ethnic groND: Ebin 147 22.3
% Igola 202 306
Q‘ Okun 195 29.5
AQ/ Others** | 116 17.6
\ Level of study; OND 554 839
0% 1IND 106 16.)

*Mean opc = 22.843.3; Medion age = 22.0
Ogon (0.2%), Kokanda (0.9%). Nupe (0.3%), Bawa

¢ *Others include [gbo (4.4%).
1.2%), Tiv (0.2%), Hausa (1.5%),

Nge (0.9%), Edo (0.6%), ljagba (0.6%). Yoruba (
Tapa (0.5%), [doma (0.5%), Basss Komo (0.2%), Oworo (0.2%) ond thos¢ who did

not feveal their ethalc B10UP (5.6%).
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Fipure {.1: Rcspondents’ courses of study

REPOSITO%?PROJECT

e ———




Figure 4.1:

Responadents® courses of study

N=660




Awareness and knowlcdge of HIV and ALDS

Almost all the participants (97.4%), had cver hcard of AIDS while opproximately the
same proportion (97.0%) hod ever heard of HIV (table 4.2). Friends (53.5%) topped
the list of sources of information about AIDS. This was fotlowed by tclevision
(48.3%). The other sources included redio (47.3%). ncwspapers (38.0%), school
(35.9%). mogazines (32.5%). health worker (32.0%) and family members (24.2%).
The other details can be found in figure 4.2, Table 4.3 shows respondents’ knowledge
of the symploms of AIDS. Over holf (52.6%) of the respondents mentioned ﬁed
deep dry coughing as o symplom. This was lollowed by frequent fcv
recurring or unusuol skin rashes (42.096), rapid loss of weight by 10
long-lasting cpisodes of diarthoco (27.9%) and cancer of the ski 0).

(40.8%),

ents' knowledge about

A 17-point &nowledge scole was used to assess the ¢
11V ond AIDS. The mean score was 11.1 + 3.2, 1 wsiribution of respondents’
knowledge scores are prescnied in toble 4 4 oportion of respondents who
scorcd 50% ond above was 84.8% while \ scorcd <50% constituted 15.295.
Toble 4.5 shows the compaiison of Ihc c}\ owlcedge scorcs of the respondents by
scx. The mean score for the maoles I.I = 3.0 poinis while that of the fernales was
11.0 £ 3.5 with o difTerence loyn ¢ statistically insignilicant (p>0.05). Table 4.6

imcm knowledge scores of the respondents by {evel

olso highlights the compn}&)
of study, The mean s%\Qr ND tespondents was 10.9 & 3.2 while that of the HND

respondents wos Q‘ l. ‘The diffcrence was found to be statistically significant
(P<0.05). Q/

Discus \n oll the FGDs were unanimous in their perccpiion of HiV and AIDS as

caNyduith problem. Like their survcy counteiparts, discussants had fair knowledge
and AIDS. There were however some misconceptions anong the discussants;
for instance majorily of the groups eroncously belicved thal unprotected sex. shapyng
shorp instruments and blood vonsfusion with unscrecned blood were 1he causes of
AIDS instead of rcgarding them as practices which moy facilitate the tronsmyssion of
HIV. Typical views which ieflect the discussenls' limited kpowledge aid

misconceptions of 111V and AIDS include the foflowing:
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*  “ALDS is caused by a virus that cannos be seen by the naked eye [ don't know,
the name of the virus.™ (OND 2 male)

¢ "One of the mafor causes of AIDS is the way people “sleep™ with each other
without using condom.” (OND | male)

* “!laughed when you asked that question because sormeone asked me the some
question last week. [ think it ts caused by a microorgonisim * (HND | male)

®* “/can't really say what causes 1t bui | know the discase is real ** (OND 2

fcmale)
“When people "sleep” with enimats they can get AIDS. 1 of an

incidence that happencd last weck i this lown where o I’; JSorced to

“sleep' with an animal. [ belfeve the disease can be g t a Jurman and

animal.” (OND | female) N/
One discussant in the OND | male group had o lair kn u@ of the discase, [ [¢ said,
o "/ know AIDS is caused by HIV but/ camgkmber the fill meaning. "

Most discussonts were however able to st ctly the vartious ways by which the
virus gets transmitted from pesson 1o ngo}s 1cir views on the mode of transmission

of the virus/discase included ihe fc

o "One mam way lh{&ﬂscme can be passed fram une persoiut 1o anather s

] kc other without ony protection (unprotected sex). { mean

“(OND 2 [emalc)

o "J thr% are a razor blade vith someone that already has the discase you
c it%eo. ” (1IND | malc)

. @m taking blood from someone you are not sure of (i.c. unscreeited blood)
!

1 also make you lrave the virus. " (OND § malc)
“The mgpor way 1 am aware of is through having sex with someone who has

the disease. " (1IND 2 female)

Majority of the male and femalc discussants across OND and 1IND fevels vere not

sure if on infected mother could pass it to her unbom child- 1'ypical comments were as

follow:
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o “/don’t know if @ mother can pass it to her child or not. | have been told that
the mother’s blood and thas of the baby do not mix so how 1s it possible for
the mother to infect Ier child?” (OND | femalc)

e "}doun't know much about a woman passing the disease to her baby. " (OND |

male)

Onc student was able to express the possibility of an infected mother infecting her
unbom child. The belicf relating 1o mother to child transmission was cxprcssi S:

o “ffell, since the baby s in the mother s womb, definstcly he wé &h’ *(OND

2 male} @

The discussants had various views on the treatment of A@hcsc included the

J

following:
o "/ do not think it can be ireated 1 n-m4§ lcvc research is stifl on.going."

(OND | male) Q
e "AIDS can be treated with pre r}hg given by a doctor. ' (OND | female)
o “A1DS can be treated by d absence of stigmatization. * (OND 2 male}

o "/t is a pity that ufier 3"” 1/lest years and the amount of nosse made about this

disease. there is ndtreaiment. The government showid try o encourage

it

research.* (C% femalc)

o ‘ldont @. can be treated in any way. Once you hawe #, you have it”
¢

(HN
L you

)
iest your blood and you turn out positive, you will be given

tment,” (1IND | [cmale)
“/ heard somebody mentioning ARV (I think) drugs used in treating AIDS. Ihut

I cavmot sery if it is effective.”” (HND 2 malc)
ul believe it can be prevemed usmg condons and by abstaining from sex

Prevention is better than cure. li is belier vot to even get it than 1o siare

Inoking for how to trear it. Penple should use comxbom vr stay eway from sex. ™

{HIND 2 fcmalc)
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Only the OND 2 male discussanis believed there was a cure for AIDS while cvery

other group said there was no cure. Comments of discussants relating to the

incurability of AIDS included:

® “l do not believe there & any cure for this discase. Just Itke my friemd sutd

about treatment carlier on, research is still on-going. Maybe there will soon

be a cure.” (OND | male)

"As Jur as [ krow, there is still no cure. The drugs given by a doctor cﬂ&lb’

moke you feel berter for a little while.” (OND | female )

* “ldon't think there is u cure yei. They are still rescarching. "' y}cmnlc)
“/ cure for AIDS? No. None yet,” (IND | male)

* “Ihere is no cure for the disease. All the noise ﬂm\>nadc about sonie

people finding a cure was all folse. " (1 IND 2 ma
o "I how there is no cure because | sull Iay mu yesterday ' (1IND 1

female)
“"AIDS has no cure.” (IIND 2 fcmn\%

A

Majority of the groups were of the thal AIDS is a problem on the polytechnic

campus. Typical responscs m this were as follows:

o “lt is not only o ém on this cumpus but in Nigeria as a whole, But I will

agree since 1l athering ofyoung people (i.e. the institution), it could be

more of m here " (OND | molc)
Y Qw d that some students have the disease by 1 dv not think they: ure

iany. " (OND | male)
% lust tfme some people came o this campus to do « test on studemts, we
Ixard thot some peope tested posttive Since it i3 1ot written on amy: budy 's
forchead you can 't say who hos itor not. 1 will say the disease is defirutely a

problem on this compus.' (OND 2 alc)
“Some girls on this campus lune tested positive to HIV. If those girls sleep

with guys withont usng pratection yow olread)' know' whar will happert Ami
that (s how, it will continue 1o spread”™ (OND 2 female)
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“This campus is a breeding ground for AIDS. Students are very carciess You
need (o see the way they share razor blades withoul caution It has been sanf

repeatedly that you can't know who has it by looking at o person’s face.

Another tlung is that students also have sex without «sing “umbrelia”
(condom). Thut one na suicide o! Me ! love myself My “umbrella is ahvays

with me 24/7(24 hours each of the seven Jays in the week).” (IIND 1 male)

Three groups had differing views. Theis responses included: 4

“The reason why we don't want to say anything is because it ?’un 1s51i€

studenis go around broadcasting. ! for one cannot say if Al a problen: on

)

“AIDS s not a problem. Aecording to the last ¢ Wwa.s dome on this
cumpus, we heard that only 1% of those les é
stilents that came ot were so few.” (JIN l@%
“I cannvi say. [ know only myself” ( Q‘&malc)

A\
&
2
NS

this campus or not.” (OND | female)

re HIV posiine. But the

N
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No tesponse

Yes

No

No response

Ever heard sbout HIV:

{b?*

12

i t'.t-

1.2

Qe
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Figure 42: Respoadents’ sonrces of iaformation adout AIDS

N=660

Sources of Information

66

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




T

lile =, m _ __T.z ‘.li_
Periods of prolonged dry coughing | 347 [526 |313
s _

. B © —T _---I-—=—!|-r'—|_J-.._:.: S ) ===

e —— rjw_ — :I s
1

:IF requent fc‘vcts -

_ftecuning or unusual skin rashcs ' | 277 | 20

: ' Rapid loss of 10 pounds of ;-ciét;t not duc to | 269

| dicting |
u |
=l.cmg-laming episodes of diaithoca 184 279 |476 (720 |
| Cancer of the skin 188 [536 812
J

' S
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F *Maximum score = 17 poinis Q
Mean scorce = 11.1+3.2 ( >
o

Mg above {ic. 50% and tbove) = 84.8%
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Scxual rciationship and HIV-relaled risk practices

A total of 472 (71.5%) respondents said thcy had at least a boy/girl fiicnd (sce table
4.7). This ligurc shows that more than hall of the total male sssnple (70.7%+) and more
than half of the total female sample (72.9%) had at least a boy/girl friend (table 4.8)
This difference was not statistically significant (p>0.05), The table shows the number
of boy/girl fricnds the respondents had. A tolal of 336 (71.2%) had only onc boy/gir
friend while 136 (28.8%) constituted the proportion of respondents that had tgvo or

more [riends of thc opposite sex. Q~

A majority of the respondents (66.2%) had cver had sex; of this 42.7298h¥ had sex in
tho three months preceding the study, Comparison based on x@% that 71.9%
and 57.0% of males and females icspectively had ever \d}( (table 4.9). This
comparison was found to be statistically significant (pg0.83). A total of 193 (47.3%
males; 37.8% femalcs) respondents out of those tha ad sex in the three months
@xunl cpisode. A comparison of
condom usc by scx (table 4.10) showed &ally significant ditTerence (p<0.05)
Respondents who did not use cond&.&) cilcd various reasons for not using.
n

prcceding the study used condom during their

These included mutual trust them and their pariners (37.1%), lack of
enjoyment of sex with condgm m‘r'o); and sexunl parincr was spouse (12.4%) (Sce
tzble 4.7 for dctails). &4
Other risk behayi khibited by the respondents are also highlighted in table 4.7.
Some of the ents (13.9% - 41 males; 20 females) stated that they had givenor
rcccivcd.;@ and/or gifs in cxchange for sex. Comparison of 1his sexual behay four
by sex . level of study and knowledge of IICT are highlighted in table 4.1 1. these
isons were nol statistically significant (p>0.05). Semc of the respomdcnis
(5.8% . 36 males; 6 fcmales) uscd needies 10 inject themseives with drugs. while
42.1% shared necdles swith others. Table 4.12 shows comparison of mean know ledze

scofe of IV and AIDS by sexual behaviow; (givingfreceipt of gt mone) in

cxchange for sex). The dilference Was found not 1o be stalistically significant

(p>90.05).
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Sexual relatlonsliip and HIV-relaled risk practices

A total of 472 (71.5%) respondents said they had at lecast a boy/girl fricnd (scc table
4.7), This ligurc shows that more than hall of Ihc total male sainple (70.7%s) and more
than ha!f of the total femalc somple (72.9%) had at Icast a boy/girl friend (table 4 8)
This difference was not statistically signilicant (p>0.05), The tahle shows the nurnber
of boy/girl fricnds the respondents had. A totof of 336 (71.2%) had only one boy/girl
friend shile 136 (28.8%) constitutcd the propertion of respondents thot had (fvo or

more [riends of the opposile sex. Q_

A majority of the respondents (66.2%) had ever had sex; of this 42. had sex in
tho threc months preceding the study. Comparison based on s§g~ thot 71.9%
and 57.0% of inoles and females sespectively had ever % 1able 4.9), This
coinparison was found o be statistically signilicant (pg08J). A totol of 193 (47 3%
males, 37.8% fcmales) respondents oul of those tha ad sex in the three months
prcceding the study used condom dunng their @xua! cpisode. A comparison ol
condom usc by sex (lable 4.10) showod |cnlly signilicant dilference (p<0.05)
Respondents who did not use con ) cited various reasons for nol using.
These included mutual trust Qn them and their pariners (37.1%); lack of
enjoyment of sex with co m%] and scxual partner was spouse (12.4%) (See

n
table 4.7 (or deuils). 4

Other risk behays bxh:bucd by the respondents are also highlighted in 1able 4.7.
Sorne of the dents (13.9% - 41 males; 20 females) stated that they had given or

rcccwc% andfor gifts in exchange for sex. Companson of this sexual behavigur

by @t feyel of study and knowledge of HICT are highlighted in tablc 4.1 1. these
|

n sons were nol statisticaily signilicant (p>0.05). Some of the respuondents

(5.8% - 36 males; 6 females) used acedles (0 inject themselves with diogs. while

42.1 % shared necdles with othcrs Table 4.12 sh
score of 111V and AIDS by sexual behaviour (Biving/receipt of gifts‘moncy in

c was found not to be statistically yignificant

ows comparison of mean know fedge

exchange for sex). The dillierenc

(p>0.05).
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‘The FGDs also revealed that HIV-related risk practices arc prevalent among the

sespondenls. 111V-celated sisk practices among the respondents included the following
revelations by the discussants:
o “Students keep multipte sexwal purtners. A lot of gip's slcep with iwo or more
differcm girls." {OND 1 male)
o  “Sniderts distike using condoms. So iy still indulge in tunprotected sex”
(OND { malc)
o "On this campus it is survival of the fitiesi. Our girls exchange mon@a

and also indulge in ‘Aristo’ {dating older men), (OND 1 male)

o/ know that sharing of razor blades isnol encouruged lhe:; 1 the muth

is we are So used lo # event riglt from our homes that w do not see o1y

harm in . (OND 1 femalc) s \/

o "Though it I3 1ot an excise but many .tmda%:smciaﬂy the females. are

frowm poor hromes where ioney for the b of life is scarcely available

iWe have to pay tuition fees. feed I: s Y buy handows and u lor of other

needs have to be met. 1t is not3t g thot the Jemales give sex i/t exchange

for money ond other mom ings."(OND 1 female)

e “Apart from havingg™ e sex partuers, W¢ know that the girls on ths

campus can dodnyhag for money (#'hat § mean s that we have heard that

some of th M with animals just for roney. »(OND 2 male)
% this campus &% especiolly exposed 10 the infection tnh our

“Tle :{%‘
b %o alon. We lave only one OU campus and there are days when the

\ . in the salon can be very overwhelming for the barber. On such days, e

Oi does not cven h¢nve time fo sterilize his dfpptr bCfon ustng M on the mxt

person More ofien than nat we have 110 choice as going lo lown can bc more

exprsive for us {1IND | male)
girls sleep with men for muncy bul ! barm o

o« “f camot sty of any
lot of unprogecled sex amdt Yhonng of ™EOr blodes is Nappening on this

campus *(1IND 1 fcmale)

Moaqy of the discys sants Were not sure if any student hud the discase On the Canipus o

g fvllows:

case W Iere

not. Some fesponses Wete a

AF
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o “/can'tsay whether HIV exists on campus.” (IHND | malc)
e "['ve not seen any student with it so § cannot say If it is here (e the
institution) or not. " (OND 1 femalc)

o "I not sure if amyone has it here (i.e. the nstitution), ” (OND 1 male)

i ys as
Somc of the discussanis were very surc that the discase was on lhe ¢amp

revealed in the following statements:

“Yes they are here o! Students do ol sorts of

You carr't blante some of them. Exchme [ dey hustie." (OND 2 mnlc)Q~
' ' d
o "l won't be smprised i/ they arc among is. You can i hna@m of

things studerts do." (OND 2 female) &
cs on in !hfs% " definitely some

things but mon must .surm%-.
L

«\irh the rate of unprotected sex that 89

students have #t.” ({IND 2 [cmple) %
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o "I can’tsay whether HiV exisis on campus.* (HND 1 mole)
o “I've not seen any student with it so I cannot say if it is here (e the
ustitution) or not.” (OND 1 femalc)

o "I'm not sure if anyope has it here i.e. the institution). * (OND 1 malc)

Some of the discussonts were very sure thot the discase was on the campus as

revended in the following statements:
MUVIVE, \AJ
“Yes they arc herc o! Stridenis do all soris of things but man mustair 4

Yui can’t blame some of them. Even me | dey husile’” (OND 2 male) Q~
‘g & . - !
s “1 woir't be surprised if they are amolg Us. You con'l :ma@ﬁmr af

things smdets do." (OND 2 female) . &dcf X
oes ot it l‘hfs% initely some

w\With the rate of unprotected sex thal

students have 1. (IIND 2 [emale) %
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No response

Table 4.7:  Respondents' 111V.related risk practices
Risk No. |%
Have Loy/girl (riend (N«660):
Yes 472 71.5
No 148 | 224
Not applicable 28 |42
12

"Number of boy/girl fricnds having (N=d472):

One boy/gicl [iiend
More than one boy/girlfiiend

Fver had sex (N=660):
Yes

i N2

No response
Had sex in the 3 months precedi (N=437):

- X

No response

Usc of condoin WU
Yes Qé
No

198 | 300
28 38
282 |64.4
136 31.)
20 r 4.9
g last sesual cocounter (N=282):

193 (684
89 316
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Tablc 4.7:  Respoadents® 111V.rclated risk practices

Risk No. |%

“Save boy/girl fricnd (N=GG0):

Yes 472 | 715
No 148 |22.4
Not applicable 28 4.2

1.8

No response 12

"Nuniber of boy/gir! fricnds havipg (N=472):

One boy/gifl friend
aore thao one boy/girlfriend

tver lad sex (N=660):
I\‘{vcr | % Anl o
Bl v 198 | 300
y O
25 3.8
No response
onthis precedt (N=437):
Had scx o the I m P S
Vi OQ 136 | 31.1
No
20 4.5
l |
| Notesponsc é : !
cac 1cv (h==282):
Usc ofcumlomw  fast sexupi CECOUB 193 | 684
il b 89 |36

W
S
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Table 4.7b

Reasons for not using condom during Iast sexusl

encounler (IN=389).

| nced achild

We trust cach other

My seaual partner is my spousc
You con't enjoy il

1L is not | 00% safc to prevent NIV

| used withdrawal mcthod

No

2
BY)
b
IS5
3

O
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) don't like at ¢

)t allects the womb .lz.‘
We have done HYV test % 1 ! 2

' 2 ;

No placc to get it (i.c. condom) ?‘ 3
Religion docs not permit usc of condom :) 2 :

Ever given/rcceived moncy nnd& In exchange

for sex (N=438): Q ) .
o : 337 | 769
No 4

31 7.1

Not applicable é : v

No respo % < e -
Ever afsc nccdics to inject self with drugs { " |38 |58 |
L 595 | 902 |

2 0.3
| applicablc , 26 18
o response ___—————raoae

Slm_rc_f;eﬂicd!cs with somcane clsc (N=38) 16 |42.1

LS 19 | 500

No 1 |19
Noresponse ____———



| e
= _.I 'RQ .(]ﬂy.:) -!—I]nI )

Female (N= 251) | 183 (72.9%)

T8 27.1%)

QO

v

S\/
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e —
_____

'_ I- 1 [
i ' T

1294 Iﬁt.

| Female -Mi (57.0%) 108 (13.0%) ?*
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Male (N=294) ||
g |

X! T

i Femple (N = l-“_.”
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Table 4.11:  Distribution of respontents who indalged in HIV risk praciices by

sclccied temographic characteristics

Indulgence ln eisky

scxunl practices®
Pemographle Variables | p-value

Yes (%) No (%) !
0.4 Q~
. ARe (Ycars)
II lo_zs “.S 885
26 - 35 86.9 1.1 @
535 1.6 98.4 y\
0.
Scx
Male 672 BMQV

67.
Female 3238

?‘ 0.06
Level of Study

OND
90.2
HND —
e T ' hange {or
; iving or @ceiving gifls or Moncy 1n €X¢
*|'he risky sexual P"\AQ intludc §IVING
sex

%o,
. \g&
S5
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Knowledge about HIV Counsclling and Testing (11CT)

A lotal Of 3“9 rcspondcn(s ﬂccounling rOI' 52 8% werc aware of "C’[" The I’Cmﬂining

47.2% who were 1ot aware of NCT were exempted from answering any other
questions on HCT.

3 Television (60.5%) topped the list of the sources of information about HCT. Other

. sources included 1adio (33.9%), newspapers (47.3%), school (42.7%), and health
workers (41.0%). Details of other souices are presented in ligure 4.3, Many o-le
respondents (49.0%) first heard of HCT while in sccondary school (sce Iig@ﬂ).
Some others lirst heard about it while at the state polytcchnic LOROQL o) and
church (12.9%) (scc ligure 44 for other details). ®

Most of the discussants had also heard abost HCT a§§£ their sources of

information bs television, tadiv, awnreness camp?Y{ n campus, church and
en

newspapers. The radio was however morc {req lioned. All discussants in

the [IND | male group, three discussan i% OND 2 female grovp and two
discussants in the OND 2 malc grovp haN heard pbout HCT. Below are some of

their responses: Q
o don't know what (1IND | male)
o "Ihave mever} rd%w, Cas you fell us more?* (JIND 1 malc)
“J cannut \'M: "+ 5. (OND 2 female)
» "Bot quem 10 be the only
Qgﬂ » (OND 2 male)

ins and
1 knowledge score was 3.9 45. A ‘ol of 13.2% sc?md g poiNis
ve. The distribution of the knowledge scotes arc prescnted 10 table 4.13. The

[ the tcspondents by sex 1S

, ones vho do not know what it s Please

comparison of the HCT mean knowledge Scotes O
presented in table 4.14. The mean knowlcdge score (or the Males was 4.2 £ 4.6 while

that of the females was 34 # 43 with a signilcon' difference (p<0.05). Table 413
n know lodge ScOICS of the respoexients by level

hiehli compafison of the mca
ighlights the compa (or OND respundents was 16 2 4.3 whilke

of study in the PO! technic, The mean score . .
i l'yll:n ll:l: rycspo ;dents \vas 7+54 with 8 statlstically significant dilTerence
N“ 0 o 1

(p<0.05),
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A few (32.1%) of the respondents were aware of the places where HCT services were

provided in Kogi state. Table 4.16 shows (he places lisied by respondents’ where
ICT services were offered in the stale. The Fedcsal Mecdical Centre, Lokoja. was
mentioned by 44.6% of the respondents, Geneial Hospital. Obangcde was mentioncd
by 25.0% of the respondents. Other places mentioned by the respondents included
General Hospital, Kabba, ($.9%), school medical centre (8.9%) and Crowther
Mcmorial Anglican Church, Lokoja (1.8%). Other details arc presented in the iﬂt

under reference. 2

Among the discussants. just @ few of them mentioned the followin@s as sites

where LICT services are provided within Lokoja:
o “"Federal Medical Centre, Lokoja * (OND 2 male) V\
o “Agmedics laborasortes.” (1IND 1 femalc)

o St Johm's hospital, Kabba " (1IND | fc@
e “Generul hospital, Okene.” (OND2

o "Scligol of nursing, Obangede -"@ femalc)

The respondents dssessed the on the extent of theis knowledge about ! ICT.

Figurc 4.5 shows that morc!lhnn alf, (57.0%), felt that they did not hove sulficicnt

knowledge about Il{&hc issues fclating 10 (ICT which respendents wanled o

know included h event SV induced stigmatization (0-5%), issues relaling to

the HIV 1c§Qﬁ206%), where 1o get drugs lo treat the infection (12.1%4), how to

2. Living with 11V (PLWINV) (4.0%), location of HCT services
CT cenlics (5.5%), more inflormation abour HIV

rclate to ¥

(7.0 \modc of opaalion of H

O\D%). how 1o provide {11V.ze|dted counselling people in need (5.0%), how to know

I 1 i ; AlD 3.5%
¥ficn onc's partner has the infection (0.3%), when symptoms of AlDS stan (3.5%)

| and how HIV is sansmined (4.0%)
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Figure43  Respoadeats’ sources of information aboat HCT

N=349

d Sources of |afonnation

83

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Figare 4.4:  Placc of firsi awareness of HCT

Ne=349

*Others incl@ct (2.0%), HIV campaign (4.3%). home (0.9%). NYSC camp
pon

(2.3%) sc (9.T%)

3

4
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Tabic 4.16: Respondcats’ awarcness and location of places where IICT

scrvices arc offercd in Kogi Stale

Crowther Mcmorial A@@n Church

*Placeg w %C’l’ services arc actually offcred

AFRICAN DIGITAL HEALTH Ru)SITORY PROJECT

N=349
"Knowletge of where HICT services arc olfered Nemhers | %
Awarencss Of places where HCT i olfered o Kogl stale !
(N=349):
o 112 3
; Q~§ 590
o
8.9
No 1esponse & =]
ucation of 1ICT services (N=]12): V 50 34.6
*Fedcral Mcdical Cenlre, Lokoja i 28 25.0
*Gencral | lospital, Obangede QE 10 8 9
*Genceral Hospital, Kabba ?“ 10 3.9
School medical cenire ® ; 4.5
State spccialist hospital Q 3 36
Schiool o Nursing Obangede O 3 2.7
*Okenc General Hospital 7 18 |




igure 4.5: Respoudents’ scif-assessmeat of their sufficiency of knowledge
relatiag to HCT

N=349

9
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Percepiions about 111V Counselting and Testing (HCT)

‘Fhis section includes respondents’ perceqtions relating to HCT and AIDS gencrally.

The discussants perceived A1DS 1@ be a very serious disease condition. Typical views

that highlight this perception were:

“If AIDS were not Seriois I don't fhiuk everybody will be talking about it

(OND 1 male) 4

'|
]
o “Anything that can tead 1o deuth i3 very serious.” (HND 2 [emale)
o "'Of course it is serious. Any disease thot has no cire {3 very “20 IND

2 male)
*Na disease can be taken lightly. All diseuses. mctud‘n\gﬁ ore serious.”

(OND t feinale)
« "It is something fo be taken seriously especiul

malc) Q
Only one discussant peiceived the ga@iuon not 1o be scrious, According 10

the discussant: :
be managed even if vi has

o don't believe jseally seriouy. I'm snre i €@
no cure, Jlypsgienston Joes not have a cire but those who hove it are still

it has o cure. (IND |

', living their Topmal lives.” (OND 2 malc)

| The nerc %usden of AIDS on B0 individual was cxpresscd by the discussants
he individuo! arc inherent in Statemen's such

The en or cflcets of the discase on!
\"’)s

mysd[ in that person 's shoes

will probably die.” (OND! female)

er the amourt of notse made
one Nin mex

Depression is azt ks siqemens {
o L'y putting
that being infected does ot memt the

1 * (OND 2 fcmale)
herself » hen she heand she hant the

"No mou
1§ cun make
wat Iried 1o kil
he felt. " JIND | male)

end of your life.

v hreard of one PErson il

discase. 1 cannot Imaglre how 3
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“That thing is like a death warrans. Ha! | cant imagine if I was told teday 1hot
] have HIV. There will be no need to live again. God forbid?' (OND 2 malc)

“Nobody can concentrcie on his studles afier hear g suck news " IND 2
malc)

The effects of the discase on the family ore inherent ia the following statements.

o "] think the family will feel ushamed and not trust the individual a%"

(HND | malc)
' o At least 60% of the families miglt see it as the endd of life Jor thgt n ond

become sad even before he dies.” (OND 2 female)

o "Somc familics can become divided over the sMuaMo@!ﬂ support the
person while others will not.* (HIND 2 female) é

Thc clfects on the sociely ore summarized in lhc@; quoles:

vt veill tell yon the teutl The we Zue tluis disease in this coumry 935%
. | | ) D2
of people will nor want 10 Q%lhmg to do with such a person.” (1IN

male) O

“Iis family will sponsoririg s education. They will think it 15 a wasle

. anir

: he | 4 ‘ die. He could end up becoming a drop ous and o problem
since ire is vwg)

| (

fcmnlc)

10 lhc 3 ND 2 |

/ ‘% ces m!gm ftﬂm: {0 f.‘mpfoy such a person I#hat do you expece qﬁer
e AQS

s

uUrvey rcsmndcnls were

f /she conlel resort to stealing « (YND | female)

requestod to salc lhe faciors Fesponsible for why man)

fe
e b g o x "mll'mml:rl:,c oofpilW positive individuals (69.3¢,)
[ sligmati£dtio
HIV status (71.6%) and fear O

would get to know about onc’s

(See 1able 4.17).

Ul wha o f ’!copk “wld ‘h“\k i M\'
[nblc ‘ 18 h. h.ights ﬁSponanlS' Opil\'w h l lhc f
$ 'g

. i - k
(45.5%) 5aid their ricnds O !
decidled to go for 111V testing, Mony FeSiCadents

will suppoet it whike
1d suppoit 1t 41.9% s2id their other fricmds
Opeosilc sex \Wwou ds 3
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o "That thing is like a dcath warrant, ol I cun't imagine {f f was told today thar
1 have HIV. There will be no 1eed to live again. God forbidf" (OND 2 malc)

e “Nobody can concenirate ot his studies affcr hearing such news " (YIND 2

inale)
The effects of the discasc on the family are inhesent in the following statements:

o I tlink the family will feel ushomed and not trust the individual again.*

(IIND 1 male) 4

o "t least 60% of the fowilies might see it as the end of life for that an-md
become sad even before he dies. " (OND 2 femalc) Q‘
“Some families con become divided over the stiuation. S% i! support the

person while others will uot.” (1IND 2 femalc) \/

The ¢fTects on the society are suminarized in the follgwgal, quotes:
' 95%
e I will tell youthe truth. The way' ue 6 vhutt disease i this caumryN 2
' ' on.” (HND
of people will not wani fo hav ing fo do % Ith such a person
tnale)

' il think i aste
“His fomily will sto s@m‘ng lis cducation. They will think it 15 0¥
. is

| roblem
since he is going fa de. He could end p beconiing 0 drop out andap

1o the sociesp, NOND 2 female)

S [ e

Q Tor3he condd resort 10 stcaling. " (1IND | femalc)

y n L

‘ [ 1 r m ins

9 g 14 gt to Kknow dbout unc’s
that one has the virus (73.6%), fear ihay other people HO8 ilsi\c individuals (69.3%)
LIV st (71.6%) and fear of sligmatization of L1V pos

S ﬂil.ls LH%o

(Sce table 4.17).

think il the
+ opinjon of What other peopie ““fld | g ;
ndents (45-5%) wid Wheir fiicods ©
other fiicnds will suppoet i, while

Table 4.18 highlights sespondents

: 1espo
decided 10 go for 151V testing Many

g%, sald thelr
opposile scx would suppott i, 41
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69.3% sdid their {ianc&/fiancée would support such an action. The details about what

would be the reactions of respondents” significant others are shown in the 1able

Other pcrccptions of e respondents with regards to HCT aie presented in table 4.19.
A tota} 33.7% rcspondents strongly agreed that anyone suspected of having HIV but
refissed 10 go for HCT should be forced to do so; 44.4% sirongly agreed that every
sludent should be tested for 111V before admission in to the polylechnie. Mony of the

Jiscussants were of the opinion thist cycrybody should go for ICT scrvice irespeclive

of their hcalth status as shown in the following quotes:

e “f think everybody should go but 1 won't lie o. AMe | con Q‘N&) 2

female) &
o “You don't have to woit till wheu you are itl before xm/ esi for HIV. The

main issue Is summontng np the coirage 10 g0 " (IIND Flemale)
o “li is good 1o check so you can be assured !!u? are free.” (OND 2 male)
e “IVe have heard that it does 1ot shos ace of an infected person 50 no

one can reully be sure. 11is goo« or the iest sa you can be sure.” (HND

| male) QQ

On when a person should{go HCT 67.0% said a person could go for 1cstng
anylime so as 10 know@r H1V statys and 23 2% s3id il should be done beloie

: . [ view
marriage (see 1abl for details). Severg of the 1c5pondcms (28.9%) were O

that f1iV w% lcm on their caMpus (sce igure 4.7). The reasons for regarding

HIV 10 bAa¥gsbblein orc prescnted in lablc 4.20, Tlic reason that topped the lis was

-¢ was followed by th
‘h@wleﬂcd sex (410,5%) was vely rampant ON campus. This was ollowed by the
@ surc that some Students hgd tested positive 10 Hly (40.6%).

ing 1 . 55.0% respondents said
When asked about their chances of being infected bY HIY. 55

' chance of their being
they could never be infected and 10.9% said there Was some ki
adduccd for thetr perceived vulnerabili}
3

discussants belicved that te

) I o e ted by Hiv are ven high. Views
chances of students on the camphs ing

relating to the vulncrability of the swdent
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o} said very high because studems have sex a lor and they do nor use
condom. " (OND | malc)

o “My opinion is that it {s very high, It Is not just sex but ulso shoring of razor

blades which (s very commion in this school.” (HND 2 female)

o I will sy there is a 20% chance. Students arc very smart o! They know how
to look afier themselves.” (OND 2 femalc)
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Tablc 4.17:  Perceived reosons/factors accounting for people’s non-willingness
{o (cst for HIV

=349
57 le do Number®
Factors/rensons responsible for swhy maay people T NG
not want (0 test for HIV? ) | (%) Know | Response

(%) i_._
23 &
18.9

Fear that other people will get to know about one’s b
71.6 :
H1V status -
ive indivi v 9
Fear of stigmatization of HIV positive individuals 69.3 \é

' [ | 6 |3
Fear of knowing that onc 15 having the virus 73.6 |34

I |57 |28
People do not know where 0 §0 Ly, & %7 2 |66 24.6
Lack of ircatment for IV positive individuals ?\.7 B e 22,9

‘e nei h
Locating HCT centre 100 close lo one’s neighbour g |358 143 2 1

Locating HCT centre in a hiospital | & 25 |40 (138 |203
HCT centre 100 for uway from one snc“&f’o 24.1 |499 |34 206

! ing LIV
Onc can be detained ifonc t$ found pring ! 235 1413 | 129 22
Unfriendly atitude of HC'T provigers 17 |50 |95 226
Cost of VICT & 140 | 564 |77 21.8
Painful cflects of nee 6 126 | 536 | %255 20.6

° ) _._-———'_'_'_-
Long timc of wa d———

or ICSUIIi_____________._-—

¢ c§\$mullipic fesponses
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Tablc 4.18: Respandents’ perceptions of oflier people’ : :
to ro for LICT scrvices PEUIE STeqeflan intheydecide

"Catevorics of ocoplc and whal thei

R r .

Soy/girl fricnd (Ne275): reactlons mightbe (No. 1%
Would Support 1t
Would Condemn it l$§5 ‘:g;
Would be Sceptical/Suspicious 7|25
Don’t know 24 8.'}
Other fricnds (N=258): T
Would Support it 108 419
Would Condcmn it 78 30.2
Would be Sceptical/Suspicious 46 17. *lk

| Don't know 26 [@

| Flancéc (N=261): ?
Would Support it lSIQj 3
Would Condcmn it 23
\Would be Sceptical/Suspicious @ 1)

'Don’t know 13
Mother (N=202):
Would Support it 182 | 09S

Would Condcinn it ?‘ 33 126
Would be Sceptical/Suspicious Q 16
Don’t know 27 103
Father (N=201): \ 6 1713

Would Support 1t 29 111

\Would Condemn i @Q (9 13

Wou‘ld be Sceptical/Suspic 27 10.3
Don’t know

Relatlons (N=2619: 140 536
Would Suppor 44 16.9
Would Con a3 16.5
Would Qm’coll&lspiciom 34 13.0
_Doﬂ'l Wy o e _!f—f——”f" "
P ntam (N=259): 190 | 734
upport it 3 12.0
ld Condemin it 15 58
ould de Sccptical/SUSpiciOUS 23 88
‘Don't know ___,,_———”/_-_*_F—ﬁ
Peers/School mates (N=256): £9 34.8
Would Support it 735|283
Would Condemn it _ $9 23.0
Would be Sceptical/Suspicious o= 3s (N7
Don'tknow B
Neighhour (N=262): 1 3-6
Would Support il 53 ; i
would Condemn it 70 26.
131.6
Would be Sceptical/Susplclots o |s6 125

e

| Don'tknow
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Tobic 4.19: Respondents’ vicws oo HCT

Respondents’ Views No | %
Anyonc who is suspected of having 1TV but refluscs
to go for HCT should be forced to do so (N=3063):
Strongly Agree 102 |33.7
Agrec 64 21.1
Undecided 18~\5.9
Disagree 29.7
Strongly Disagree 3 9.6
Tvery studentshould e tested for 3TV @
hefore admission in to this polytechnic (N=302): \
Strongly Agrce é\/ E 0
83 27.5
Y R
Undecided ?9 35 L
Disagree @ N -
Strongly Disagree \ S | e | et
“Time when people iﬂofg‘?a[ﬂ (N=285) | s
Anytime so as 1o kn % e 87
When one falls siék.cvely now ond then 20|
Bcfore mnm : 11

\thl 2@“3 to travel nhroad

AFRICAN DIGITAL HEALTH REPOSITO“PROJECT



Figure 4.6:  Respondeats’ view on whether HEV is a problem on campas

or not

N=349

97
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Table 4.20:  Respondents’ reasons for Percciving 112V 1o be a problem on

campus
Ne=101
Reasous for perceiving HIV 10 be a problem on (No. | %
cnmpus
Unprotecled scx is very rmmpant 47 46.5
Some students tested positive ot the medical centic | 4! ‘Q~

HIV and AIDS is cverywhere 9 QB;

i : 2.0
Students don't choosc right pariners 0

i 1 i 1.0
There is discriminalionso those that hay eit ||

Awarcncss of HIV is still rclnl':vc
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ablc 4.21:
Tablc Respondcats’ responses vegarding their perceived pattern of
vulncrability o M1V

Perceived chance of being infecied and ressons adduced =
| can never be iafected with MIV (N=]194)

Indulgence in HIV-related precautionary Mmeasures 119 1613
I am cxuaordinarily created/uniquc in nature/filled with the blood of Jesus 10
Abstaining from sex SI° |26.3
Avoidance unsterilized equipment 22 | 113

There is sume chance that [ can be infected with HIV (V=3
It comes in dificrent ways \ 10 |26.3

| do not 1ake precautions/use condom E \/ 6 |42

There is a high cliance of me beiag fafecter) w (N=23)

I have a person living with the vilus 3 130
7 304

My husband ask for sex whiic he has ¢ tl%! 1 aflairs
%.s I3 |56.5

| share blade and nccdlcs/unslclilizx
1 do not know Iny chances ong infected by HIV (N=94)

| 1 don't think nboul it (13 138

| 42 |347
| uscd to have unpro x long ago but [ hac stopped :
| am a virgin bu ?ﬁ{ razor blades 3 32 |
16 (170 |

20 213

u%((‘\‘?‘ J
é\ l
N
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Attitude to ILIV Counsdling and Testing (13CT)

‘The respondents’ atttiude lo TICT was measured using their responses 10

statcments about HC T, Table 4.22 highlights thesc autitudinal s tatements.

Overall, mojority of the rcspondents had positive altitudinal disposition 1o the

| use ond desirabilily of HCT. For cxample, 8 majority (67.0%) disagrecd with the
!

beliel that MCT is for sexually nctive persons glone (42.4% - disagrec; 24.6%
strongly disagrce). Other positive disposilions e:nong the respondents mc

inhcrent in their rejection of the beliefs thal those who patronize HCT arc

IV positive persons (55.1% - disagree; 34.5% - strongly disagroQig people
i . disagrec,
who suspect thot they arc 11V posiive shoud go for 1CT :hsng cc)
y - ags
24.3% - stongly disagrec). A majority (47.7% - agree. strongly a8

were of the view thal going for HCT is a good P13 lic}@tvﬂyom.

. ° o [} l . r

HCT. Such views inclded: ?\
E&' go fo the health Jecillty and be grven @

“A¢ all, ar alll You p . have heard of Such things

‘ "
paositive mun@ s not yours.
happenin YO fernalc)

[ Shodd just 8¢l wP ond go fo the

2

health centre (o FEquest for
S 9 Y a u e

fz@ Impossible! (HND | male) e P

rson will just B¢
oesn 't sound normal thot @ P¢ Ay =l

ts my oP
&cmm and ask to b¢ tested for 111 v, That ts m}

S

Other vicws of the FGD

male) .
s (o their 0ttitudes Included:

paﬂicipanls with regard
' It

if an HCT cenre &8 seq wp on this campus

« (1§ND 1 femalc)

Studeras Wil be lov

wr vk i will bencfit ¥S
o “J think it adoﬂmrhy'cdwu

mighs VT amy ICT c¢nire here

s “No, they shoyld ot bring

B malc
afiaid 1o se il (OND 2 Malc)
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Attitude to 111V Counsclling and Testing (LIC1)
‘fhe respondents’ altitude to HCT was measured using their responses 10

statements about HCT. Table 4.22 highlights these attiludinal statcmcnts.

Overall, majority of the respondents had positive atitudinal disposition to the
use and desirability of HCT. For cxamplc, 8 majority (67.0%) disogrecd with the
beliel that HCT is for sexually aclive peisons alone (42.4% - disagree; 24.6%
strongly disagicc). Other positive dispositions anong the respondcnis arc
inherent in their rejection of the belicfs that those who patronize § ICT % arc

IV positive persons (51.1% - disagree; 34.5% - strongly disagre people
who suspcct that they are IV positive should go for |ICT - disegree;
agree, Y sirongly agrec)

24.3% - strongly disagree). A majority (47.7% -
were of the view that going for HICT is a good P linclyonc.

i i | to adoption of
Many discussants expresscd VICWs that 6 galive attitude 10 o

HCT. Such vicws included: ?\
e “Arali, at alll You igmcu go to the health focility and be gmr.n a
' Q; not yours. e have head of such things

pasitive resull @
happenin fcmale)

] shiould just 8¢t Hp and go (o the

» Impossibles (HND [ malc)
| that a person wdl jusr B¢
(s my opinion sha. " (HIND 1

Jiealth cetre {0 requesit for
® (4]
!

% oesn | sound nornia

A Centre oud ask 10 be tested for tity. Thal

{ up, go to the heaith

malc)

Other views of the FGD

if an HCT centre Is 561 3P on (his campus. 1t

(1IN0 1 femalc)
Students will be w0

“t think it will benefit 4
od SV inffection

JCT ceriire Ixre

®
might help stop spre :
o "N, they should 10! bring 21

ofrald v e 1. (OND 2 msle)
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o “You don’t know the way things hoppen on this campus, If one or two
students go there and tested positive and the news leuks ou, I can bet

you that no ane will go there agofn, " (HND 2 femalc)

o “Students will not go therc because everyone will think they have AIDS *
(OND | molc)
e “Let us not deceive ourselves. No studdent will go neor the ploce imiess
f they are really sick. " (OND 2 femalc)
« “Nobody will use it unless it is mode compulsory Aund cm&u, !
cannot gitarantee anyone will go near the place.” (OND | fc@.

Discussants ofTcred their suggestions on how an HCT centre be designed

and opetated in the campus. These are summariscd s foNQWS)

e “The centre should be at the Studesnt e where the high rale of

activities will serve as a cover ﬁg&k going for the fesl. " (OND 2

male) v
o “Almost all students @ octures in the morning till about 4pm. {

suggest that o testmr be apen from 6pm 10 12 midnight. " (OND 2

female)

o [ think 4 uld be in the health cenire 30 that when Someone Boes
¢ they have Eone for. “{HND

eople will not really fnow wha

!he;ﬁ&

)

& 1aff st be peaple Wwha do 7! tulk much. Peaple who talk 1o
‘The staff /i

\A much can leakany secrel » 1IND 2 femole)

re muast 1ot belare “Somehow " ardl thnk that

(T S 3 fu'

s o “Any nurse working ! i
0 weiyone Hhat comes Jor the lest s 0 waysrard person ( gm;;: |
g lacared amnhere Jor frum the Stukerds

w1l see @Done 8O ing there. = (1 IND ! femaic)

ot 1o ask Studends 10 poy for a

o | think the resting place cot be

hostels sathat nobody

“ITie Services should be free.

o] rever
resy which could chanse their 1{fe fo
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Talle 4.22:  Respondents’ attitude 10 HCT

“Atlludingl Statements Attituiinal Disnosition® :
— SA(%) |A(%) [U(%) ID(%) |SD(CA)
HCT is for scxually active individuals | 42 38 13 119 069
alone i (N=281) (14.9) 103.5) |(4.6) |(A24) |(24.6)
Those who visit HCT ccatres are HIV | 13 21 4 142 9%
positive persons (N=278) | (4.7) (83) [(1.4) | (501) |(34.5)
V[CT is not nccessaty because it causes | 32 64 9 109 60
unnccessary dnxicty or fear (11.6) (3.9 |3.3) (0398 |19
(N=274) - ; .
1ICT centres arc not ncccssmy.in our | 27
school because people will think wc | (9.8) (16.6) |(3.2) . (28.2)
have AIDS on campus ; (N-Q'Iﬂr s o GQ% =
' isable for all students 1o go lor
:t[ grudvusn e (N=277) | (480) (;2,[ {51;3 {‘:’-:}
21
On! oplc who suspect that thcy arc 54 (243)
H‘I‘\;p‘:silli,vc should go for HCT (7.7) (&:8) 1) |65
(N=272) i : = 5 e
: . 1 for HCT _
L is good for eveyon©lo 81 70 | orgm\N(s.6) [@8) 162 LC2
occasionally 37 23 121
HCT is not nccessary becausc the siress
that follows the lest is worsc than ( (102) | 88) 45.8) | (25.0)
IV itself (N=264) — 2‘3 = 5 119 81
Only people who have bcchV'“P, (10.9) qo.s) |G (44.7) | (30.5)
wayward lives should go for :
66) 14 3
cc for | 127 108 | 9 1.0)
Going for HCT is a practicc for .7 |(406) | 0.4 (5.3) {4.
everyone (N=266). 92 114 | 40 13 5
l \Vi" Use @ I] icc \\'thth It 1S 5 (4]_3} {]5_3] {“9]‘ “ l
frccor notA%(‘?’,ﬁﬂz@ . {?;2.0} 3¢ 7 ‘:52?” 3;4)
I cannot T because Peopic W 13.4) |(63) |45 261)
thin | %ctcd by HIV (N=269 _@.'-%—ﬂ—(-—gﬁ 27 I ‘3301 |
Q 10 ask my sexual partner o 3.

(46.2) (364) 1(10.2) 162) |

4: D - Dissgice: $p - Strongly Disagree

TO!‘I B
XCI' 1_N=26_1]____ -

o Undccidc

eJA — Strongly Agrec; A - Agiee; U
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Pattcrn of utllisation of and williagness tp yse HCT services

Over half of the respondents (56 4%) had never gone for HICT. Only 27.5% had
cver done so (sce table 4.23). Of the 27.5% that tad cver done so, 0 majorily

(55.2%) used the HCT scrvices because they wanted to know their status. Some
respondents (20.8%) weit to .n HCT ceittze with a feicnd and they setzed the

opportunity to usc the HCT service teo.

I'he 56.4% respondents who had never used an HCI centre were eq ed o

adduce reasons for their action. Lack of interest (44.7%) topped the the

rcasons brovided (for details sec 1able 4.23), Wlkn asked ifrc% 1s would

be wllling to go for 1ICT if the opportunity is provided, Oan.. % replied in
10

the affiemative. (Sce figure 4.7). The reasons for wiljl@ utilise 1ICT

services if there was the oppotiunily arc provided M\la 4.24. Three (1.0%)
IV affec oppositc sex; one (2.3%)

stem'd through wsteriized

now their status.

respondents svanted 10 know how I
respondent said 10 know how 1111
equipment.” A 101al of 90.7% just wa

Perceived bencfits of HC I'Qn' cntioned by the focus group disamams

were as follows: Q
o "Even if the tesulris negalhe: {m very sure thal whoeves goes for te
1esy wi, @nge the way he behaves, Me 1 ncver gl liver to ga (1 howe

nof @ ned up the cowage fo goJor the rest.).* (OND ! roak)
hot 1 lave heard about testing for HCT U that they tadk

¥ advonioge !
“(ONRD |
le’coﬂe who lest positive 30 that they will not be depreged ” ¢

0%\4 fcmalc) s
: “ (OND2

“You will gel free condoms

“t believe HCT wil| reduce TEED
have better. (HND 2 mak)

. “Peaple willbe

illing |
Of the 121 respondents that Weic not willing 10

donc HIV test before. | ] 6% had the

were wortled aboul i'fof?lC"m“m'
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The opinion of the focus group discussants was cxplored in respect of what the
rcaction of students would be if 1ICT was mpde compulsory, the rcsctions src

capturcd in the following responses;

“Habal Ve are adults and i1 {s vur health Nobody should force us 1o o

witat we don 't want fo do." (OND 2 lemalc)

“I/ their reason of moking HHCT compulsory Is to help the ones who turn
out hositive, then I agree it should be made compulsary. However if ihey
want 10 cxpel the 1V positive ones then my answer is no.” LJRND 2
1mnle) Q~
“Alaking testing compulsory will helpy the schwol autlgridd 1o know the
stato of health of the students aul help vut whe sary” (OND 2

fcmale) \

"I do not believe it should be made con@:y. It 1s our healih and we
have a choice. " (OND 2male)

“that will making (¢ comprlsgl eve? Then ihey should make sure
no Studens Is pregnant % oming into this instiutéon = (HND -

X

fcmaole)
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Figure 4.7:  Respondeats® Willingaess (o go for JICT

never utilised HCT serviees

respondents Who have

*These consisied only ol
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Table 4.23:

I CT Secrvices

Respondeats! Pattern of Utllisatfon aad Willingaess lo use

\5%\

Pnttern of Ulitisntlon No. | %
Ever utllised [ICT services (N=349)

Yes | 96 27.5
No 197 | 564
No Responsc 56 16.0

IRemsons for atilising HICT services (N=Y06)
Just wanted to know status

Went witha friend and tested too

Was vaiy ill

Wanicd to know more about 111V and AIDS

No response

|

5 SR
leégs
\ﬁ, |

1.5

Lcason(s) for nol ulilising LICT s
Not interesicd ?\
No opportunity (0 go ®

Afroid of the outcom

1 don’t md@mprommj eX

Don’t know Iocut CT cenires

7 7.3
{N=197)

88 4.7

)] 16:2

37 18.8

22 "2

i8 9.1

@
Q/@
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Table 4.24:

provided the upportunity

Reasony why respundents would Rv or nul gofor lICY i

Rensons

Why woultl you be willing lo go for IECT? (N=d43)

‘Fo know how H1V affccts the opposlte sex
‘To know how HIV is trans/crred thirough ons:crilized eguipment

Just 1o know miy slatus

Wiy woull you not want (u go for HCT? (N=121) \/s:
Have donc the test before ?g

Fear of what people will think/say if f positive

No. | Y%
——
] 1.0
| 23
90.7
% |793
25 | 20.7
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CUAPTER KivE
DISCUSSIONS, CONCLUSIONS AND RECOMMENDATIONS

Young persons are o highly vulnerable Populatiotrin Nigerta with respectio 111V
infection. The lalkest scro-prevalence study shows that the prevelence of IV
infection in young persons aged <24 ycars is 2.4%, Tertiary school siudents are
particularly vulnerable to 111V end AIDS due 1o their wasafe sexual behaviour ond

experimentation with alcohol and drugs as well as their fallure 1o odrceive

themsclves 03 being at risk of infecion (Ojikutu, Adeleke, Yusuf, jijola,
2010). The prevalence of HIV among young persans in ceniral
010). This i

geopolilical zonc where the siudy was conducted is 7.5%

clearly above the national average of 4.1% (I'Moll, N 7“This implics thal

students of the polytcc hnic are vulnerable 10 (e @/

Socio-dcmographic informatlon orpl@?

The averoge agc of the respondents 8 years, implying that they wese
moslly young pcople. More th@ the respondents were maics, 8 Lend
whic h has also been observ ilar sludics involving young people in recent

years in instilutions of wmng (Ojikutu c! al, 2010; Folsranm: ct al,
2008; Tcfera c:,{;:boz; The Population Council, 2001). Majority' of the

respondents WO\l he OND progzamme a1 the lime of this stwdy. This m 0
%I s were Offeredat the OND level than at the Higher Natkxsa)

because T 13C
QAFXSS WOT

D) level ot 1he Kogi State Polytechnic. Several HIND
me of (he sud)

Diplo
y

E nowlcdpe about 111V and AIDS and HCT

The respondents possessed & reasonablc level of known'edge of HIV wd AIDS
i1ar studies conducted smong Ngown

This is consistent With the findings of Simi o
4 Universily studextts in Scuthwest Etisopia

ccrediled and so were not been run 8t the U

youth in Lagos (Durojaiyc. 2009) 8
(Tcfera et al., 2002).

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



O

The level of awarencss of 111V and AIDS was very high (97.4%) omong the

respondents; Just n small percentage, 2.6% of the respondents had never heard of
HIV

nnd AIDS, This is consistent with flindings fiom previous studies on HIV and
AIDS (Ogundipe, 2007; Alemu et ol., 2004; Telern et ol., 2002). The resuh of
study conducted in River siote, Nigeria ‘which revealed that 93% of the
odolescents had heard of 111V and AIDS aiso confiims this finding. though this
tevel of aworcness was not found (o correlate with their HIV S
knowlcdge level (Wodi, 2005). This may be related to thea ! paigns
on 111V and AIDS thot hove occurred over the years. RespondQniie wledge of
ADS was however low in some areas. A typical exa @n respect of skin

cancer as onc of the likely symptoms of AIDS. Onlyw pondents mentioned

cancer of the skin as one of the symploms of This might be connected
t 6f the world. This suggests the

focus on the signs and sympRoms

with the fact that this symptom is rare in

nced for public cnlightenment progre

ol AIDS. \@

[t has been rcponcd th ch cascs

nature of HIV amj_A\[ij =5uld be low despite their

ﬂgq : Isi juwon, 2004).
the disease corfitign (Wodi, 2005: Isibor and A_.1 g e
\h this study. Though FGD disausS2Nls Were

ot itlerents he anese of e
and Qﬁmy of Ihcm could not dilleventialc between "oy
: % n Contiibutions mede V) scvere| O

il{% and its modes of transmission. e

people’s overll knowlcdge abo the
high level of swaroncss of
such a sifus)o0

(4
i

ission wi
@wcd that they cquatcd modes of liansm - )

| s of “Modes Of LraRST
This pattern o f use of the CO:Zp;cn observed in othey sudics (Mphaya 2008,
y

the infection intcrchangeobl

Hiruy, 2008).

lar
Fricnds were lisicd as the most popu
resses the findings from

infarmation e

AIDS, This butl
people’s primary Sources of
jssues (Ling ct al 2009; 1he !

)b
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Population Council (2001), lindings from the IIORIZONS project revealed that

a majorily of youths obtained inforination aboy 11V and AIDS from peers. The
findings [roin this study suggest shat pegr cducation epproach holds greal
potential for the successful dissemiatlon of 111V and AIDS-related information
smong students ol the institutions. Aost other studies on 111V in Nigeris have
revealed that the moss mcdia is e primary source of Infonnalion {Derojaiye,
2009).

it is notcworthy that hcalth workers were not lisied as a major c of
information about 111V and AIDS by the respondents. A plausible %ould

be that the youths constitute 8 relatively healihy segment of the

so their contact with health cere providers for exchange of
restricicd. Furtherinore, most people in Nigerio g the in-school

population studicd indulge In self-medication in primd¢yhealth care; as 8 1Tsvil,
t%. Lastly “few health| care

young people scldom interoct with health_w

providers in Nigerin indulge in commu&d FIV and AIDS intervenlion

projects; so limited opportunities exi em 10 share HIV and ALDS-rclated

information with the youths in 1@1:« including schools.

Morc thon helf of the @%cms weie aware of HCT and the mass med @

constituted their %noncsl sources of information about the sevvice. The
R

cleclronic me v&a o and Television) topyed the list of the sowres of
information \HC’I‘. This reinforces the imporant sole of the s media m

health anicalion in Nigeria. In ® similar study camed oul EDUOY
P%@fc students in Southeast Nigeria (Ikechebel Udiqwe,.lw amd
\ 2006) and another Study On Use of HCT sctvices in 8 ll.:gb ik arca of
Fan, Tian and Zhov, 2009) thc mass medis and charchos

1
hina (Zhou, Guo,
on HCT

werc the most common ouices of infonnation

high. The mcm
detailed knowiedge abot IHCT wes not hig

Sevils iIC1 wms VY 088
J rathey Jom -
of a moximumof 16 pointa, This indicetes )

: FGD covd) Bautitg »as
HCT. The major benefit of HCT that dix ::!ll ones NIV ahs This
that IICT" reduccs the anxiel) associsied wRITOS

On the other hand,

110
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i
=4 tran
0%01 owarencss of the condition docs not

low knowledge of HCT among the sespondents might not be unconnecied with

the fact that information relating 1o IICT is mostly availablo in hospitals and
antcnatal clinics that arc not accessible to young peapicin school seltings.

Of the 349 respondents that had ever heard of 1ICT, 59.9% were nol sware of
places Where HICT services could be obtained in Kogi state. The implicatjon of
this is that bwfonnation dissemination about {ICF should include disclosure
aboul the centres where the services are provided, It is to be noted that 1he IIC)

ccntre not 100 for from ihc study setting is the i-ederal Medical Cenire, Lakojs

The General Hospital Obangede and Okene Generol Hospital men by
soinc respondents orc otlier sites where the seivices ar provided ¢ i stale.
of Mother

Most of these centres mnainly provide services relating to Pr

lo Child Tronsinlssion (PMTCT), They arc neither y@ndly nor youth

sensitive. The General Hospital Obangedc is the MTW tion HCT centre

which has been championing the social makeli he benefit of HCT in the

prevention of IV infection in Kogi Smth

' ' 1]
when asked (0 assess lhcmsclvm@u knowledge of ICT, mosc lh:; t:d
(57.0%) of the rcspondents foht IM 2d insufficient know ledge lbOUI. "
aboul 1he service. This unmet educational nced
knowledge of HCT

cxpressed a desire to kn b
should be addresseg §rough approprae stralegies. Indepll

LYy L . * L] ls.
has potential f italing its adoption by studen

j HC
HIV ri Q%ou rs. Tisk Perception and attitade L0 HCT

1% it findings from this study scom 0 indsce

onificanily high leve! of nisky
m es. There was o significant -
casus o cnowledge abownt HIV gad Al

the respondents cven thoug . or 111" bigh
ound 10 "0'* E||ﬂ|ul
‘I'ie college cnvironinent has been [ . o "
N Sk iowrs include unsafe ] vk

: : ha
risk behoviours: such high g nd Lud et Dwreld 2009). Acedramg

s |
defuye, Abions, B‘m:n e pendcmic of 11V’ remams on e

partner ships (A

to Durojoiye (2009}, this explomg

Mo cbee
increase among YOung peopic
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aspects of the disease was quite high i the study gioup, their tow risk-

perception hindeitd their commitment to positive behaviour change. Inan carlier
study by Okunbor and Agwubike (2007) on assessing sirategies for reducing
111V and AIDS scourge among students of live leriiary institutions in Edo State,
Nigeria, it was obscrved thal some respandents perceived themselves os not
vulnerable 10 AIDS. This is consistent wilh fitidings from this study where high
level of risky sexual behaviour was observed against the backdrop of low risk

perceplion as displayed by some of the respondents. This finding is also sigtilar
chad

oye.

to that o lsoinc other studies which revealed that a majority of young

a low risk perception of HIV and AIDS in Nigeria (Odu., Aschu

Bamidele, Egbewale, Amusan and Olowu, 2008; Harding. Gray and

Champeau, 1999). Howeser, discussants in the l’GDs@
majority of the groups the perception of susccplibililyw infection was high

olhcrwise. In

and the 1cason adduced for this was the high risky sexual behaviours

among students of the institution which ZiMatc the tansmission of HIV.

‘The risk practices incnlioncd by the s wese unpiotected sex and high

volume of sexual aclivity. \

‘e attitudes of the rc gls 10 [IIV and AIDS as well as HCT sould be

precioble number of the respondents

gicaned [rom theif Yesponscs. An ap
of them were ul

believed that RN for scxually active individuals alone Few
ccessary because it QUSES uNNECCssal

the vicw isnol D oy
[car. responscs nrc mdicalive of a ncgatve attitudc to :

y anxicly and

should be forced 10 do
principle of ICT and peoples'

( the respondents also believe that
polytechnic.

onc suspected of having
i [ the tespondents Was that anyonc _
%{Ammon of sonic O p (i NG
1

V but refuses to go for HCT
negates Ihe voluntary

Some ©
v befozc admisston in 10 the
e potential for lcading 10 discrimination
y respondents that on

allitude because i

fundamental human rights Bencid Ny.

every studeni should be tested for Hl

These attitudinal predisposilions hav -
belielf aMONE

90 as (o KiIOw histher 11V

against HIV infected people. The

individual should make us¢ of HCY
ive ottty

dingl predisposition. The design ©of

status however rcflccts @ Pos!
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cducational progiammes geared towands the prevention HIV and the promoiion

of HCT should take the negotive attitudinol predisposition mio consideration

Pattern of ulilisation of HCT services and factors influcncing the adoption
oftheservices

Utilisation of HCT services among survey respondents is quile low in spite of
the high level of knowledge of HIV and AIDS. Of the 349 respondents that had
heard about HCT, only 27.5% had ever utilissd HCT services. Respondects in
this colegory were mainly malc HND students, The 1casons given for u;i&lhc
services included desire to know their 111V stotus, influcnce of pccQowok
the test. ill-health ond desirc 10 know more obout HIV VD!» These

responses indicate thai il programmes ore largeted a1 cducprip@ioung peopleon

1ICT, therc couid be an increose In the ulitisnlio:o»h{ scrvices, Delailed

knowlcdge about HCT was quite low (only about 38.1°¥ pot high scores en the

knowlcdge scalc); this may have hindered or uted to the lack of utilisation

of HCT services by thc respondents. ow risk perception among the

respondents constilules nnmhcr@? barticr lo the adoplion of 1ICT.
b

Previous studics conducted j tm 1ed Stotes ond Conada (Worthington and
Q 1998), Ethiopia (Sahlu ¢l al.,

Myers, 2003), 1wral T (Killewo ¢t al.. .
1999). northeen Th In‘ngifnphongsa el al., 2002), United Kingdom 8mong

Jhatet al., 2003), and among SOmM
o, 2006) otlested 10 these

o ¢ Brozilion women whose
picgnant ‘\woOn

partners W \lv positive (Dostos ond Hack

influc nclors.
: : - ' he
. : . sjudics “ch adversel y aflects
; ‘b ts 1ecuirent W mony slu '
% inding, which 2008; Hiruy, 2008; Zhou ¢t ol

ﬁoplion of HCT is lear (Mpi £ o s:kg',- one has the virus; fear that
‘ : car of knowinB ‘
2009). The forms of fear include fear + o stigmatization

» f J 8ﬂd fca
other people will getto know about OnC'S v s.suit:s. L SR -
. P g.
-« tndividutls This is not Surpn ;
of HIV posilive ndivtdu i or of the followimg social consequences a1

ic-smith, Thomas: Mohanan. oM

(hreatening. 11 has been nol

 eicclion by
particularly of greal concenk rejcclion O

: th
disc rimination; and violence ("“'Chmson’ (4
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del Rio, 2004). Because of worries about the attendont socigl consequences

individuals often do not execu(e their plans (o ake HIV lesis

In six Alrican couowics, a study has shown that «vo thirds or more of
respondenls stated they would like to get tested, but the propertion of those who
reported being tested was mudh lower, around 5% i some settings (Glick,
2005). The maio barrier was anxicty selated 10 the resulL Another studydonc in
Guraghc zonc, Lthiopia also cited anxicty about tlie result as the main reaon for

not being tested (Wondimagegn, 2004). The FGDs discussants in this stud$ also

alluded to this. Q

Attitude of hcalth workers or providers such as unfriendli rds young

pcople in panicular was also given gs a reason by I\@ ssants for not

accessing the services cven afler they had decided\lo so. The negative
don of HCT services hiave

6: Obemmcyer and Osborn,

attitudes of hcalth workers as a barricr o the
also been repoited in other studies {Mptx

2007). ‘
Iniplications of findings for & c:&uatlon

‘The lindings of this stu reiterated the fact that 151V and AIDS-refated

| Young Peoplc dre inadequate. Information and

scrvices directed primgari .
11CY¥ are majorly availsble in hospitals and antenaial clinies

scrvices relatin
that are not ible 10 Young pcople. Considering that young people arc @

sourcc infections, there is urgent need to intensify HIV nrfd AIDS
e planping  development, inplcmehttion, monitoring and

cduc
cvliar nceds of youny

udtion of HICT scrvices tailorcd 10 address the pe d |
tion s ©
%Oplc in school scttings 1S pasticulorly advocaicd. Health cduca

- facilitae voluntary adoptation
inat o CXpCricnces dcsugncd 10
combination of Icariling €XP Keenter. Decds and Patridge 1980). It

- ] Gicen,
o[ behaviour conducive 10 health (Gicen attitudes and behaviour

; kno“-lcdgc.
. ; . ine 6nd Chﬂng'ng ) :
e e ation of factual information, With the aim

well-being. Health cducation can
alion and risk-fice

of people through cfTective communic

of helping them o cnsurc an oplimum g
therefore be used lo bridge the &9 between

health practices Within the contc of HIV an
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Low tisk-perception is also a major challenge in the fight to reduce the
prevalence of the disease and the prevention of new infections. Despite being
aware that unprotecied sex and shariag of shasp picreing instiuments involves
some degree of risk, many of the respondents maintaincd that they could ol be
infecied with HIV. This feeling of invulnerability could hinder commitment 10
behaviour change. Human ]mmunodeficiency’ Virus and AIDS programmes
should not only focus on abstinence, avoiding multiple sexual partners,
consistent use of condoms but also on changing risk perception. Well designed

public enlightenment progeammcs and pees education could be used 1
the problem of low risk perception. ?“

Studies have shown that an appropriatc perccption of r@ insulJicicnl 10
guarantce the adoption of potective behaviour (Ade i, 2005, Blum,

McNecly and Noancmaker 2002). The success vention or control of the

spread of the cpidemic among young people.in

Kogi State polytcchnic depends on thggX
1ol and socioeconomic circumslances

interventions addiess peculiar e )5 .
\ risky sexual behaviours. The implication

compelling young peoplc 10 ALAE |
n of HIV among in-school Young people, like

statc, cspecially students of

1o which programme any policy

is that the control and P

most population, ? cs a holisticor ccological apptoach

'The finding \s study have tcvealed the behaviours (practices). bdmwoufa:‘
' il

behavioural antecedents which should be N.?dn:sﬁd \T!
scs in institutions of highcr leaming.

HIV and AIDS education sualcg
upon for the

g instilutions of h

intentto

oppr dcsign of [caming Cx[xrienccs o

: be rclicd :
uon, they could ) ighcr learning health
makin

ducational inteiventions for |
people. Inten entions

such as training, Pece

promoling cnyitonn €nts for young health Promotion and

cy advocac) are usefud

education, counsclling 8nd polt

: , S
cducation stratcgics thatcould bc used

{indings Trom this study i the prevalence of several
indi |
ly among thosc that had stayed loager in

AlDS epidentic o Kogi state

A major concem relsting to

H1V-related risky behaviouts cspecld

. ntrolling the
the institution, I'reventing and €O
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polytcchni.c requires an intensive programme of behaviour change, One of the
prioritics s to disecl altcntion ot tite students that come in newly into the
institution to facililate the carly adoption of preventive meastres that can be
sustoincd for a long period. Well designcd behaviour change cemmunication
programmes asc likcly to be the most effective, 0s messages can be tailor-made
to tncet their specific heeds ond the challenges pescd by their social envirenment
ond relntionships, Also, il is possibfe to use pariicipaiory appioaches which
involve the students themselves dircctly in finding solutions to their own
probicins and therefore ochieve more Jundamental behaviour changes Q:(

‘The findings (fom this study sugges that young people are m ?ﬂw scek
out their friends or peers in obisining health-related | % The Pecr
Education Plus (PEP) model has proven lo be an (! li&in cnsuring thal
groups oblain nccuratc and correct infonnation %}{m This tool has

beenused in 13 communilics acfoss Nigcrliau?s arious groups considered (0
be most-ot-risk for HIV infection su h cxual Seivice Providers (SSPs)

Most-at-Risk-Males (MARMSs - o1 customers of SSPs, long distance
) & st-of-School-Youth (Society for Family

drivers, uniformed scrvice
Intemational Nigena (AAIN), 2006). An

Health (SFII) and Ac 3
cvaluation of the pr\o%x:mmc afler 18 months 10 determine lhe Immﬁ;

' et
inlervention fcC J the following: Peer education was the most cliective

m@ y lo usc condoms 3t last €% with non-marial paners

W ”
d SSPs who were expascd o peet aclivipes :ﬂ
their last five scx &8 compared 0 those

\ nol membess; 2N
kely to usec condoms consistently in
0 ' wed (hat young Wumo” who received e

who were not, Thee yaluation also ShO

cducation were four limes 88 likely

- l
non-marital pattnes compared with

. : |
s inlcrvention Was primart)

Thiough thi T o

condom use,
of the Kogi stale polytechn
16
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O

findings of this study could be used as a lraining needs assemment for the design

and development ofa training curriculum for selected peers in the inslitution

Cvidence from this study has shown that HCT services designed specifically for
young Pe€ople are not in cxistence in the institution. This could be a msjor barricr
to students not accessing HCT. However, (here is evidence that by involving the
target population in intervention programmes fargeled at them, there is o higher
likclihood of achicving success. When provided with necessary mcons.’S;ills

and training, young pcoplc can be impoitant advocaies for intesvention al

addressing their reproductive healih needs including HIV and Al vention

and conttol. Given the opportunity 1o speak up, young pcnﬁg
more youth sensitive perspectives to policy-making pro\@ r example, In

2005, a UNFPA-supported pilot project tecuited yomv ple in Boiswana 0
contribute 1o the National AIDS Coordinating A hrough a midtenn revicw

of the National Strategic Framework for £ . In Thailand, young people
‘elopment frameworks that guided

NFPA, 2007).

introdhice

were recruited 10 contribule 10 the nati

all UN programming in tlose CO\

The management and s thc i ctitution hove crucial roles 10 play in the
QV infection and AIDS, A sirlegic principle hal

prevention and conir!I O hite f primarily On
; . - ~volvement. Whilc focus 15
] isthe principlc of inve
should be emp t the management and

the studcnls@ i stote polytechnic,

involyed in planning, olif
rvenlions in the institution. The

stafl o titution arc In
and ]lcr-lclﬂth inlc
relat 26 Hlv, AIDS i e e =

it is anportan tha
implementation and cvaluation

level
hensive HIV aod AIDS preve

x has greater chances O _ Rt
E\Loglcnl approach o the acadernic com munity and to taciltiatc

Il participation ot the highest ion nd control
the formulation of a compi®

policy in the institution.

g Kogi stale polytechnic
ledge of the study

Conclusion

The level of awarcness of 1l c
o several Breas ™ het

v ond AIDS is high amon
the know

students. There are howeve
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participants nced 1o be up@aded. In addition, their perceptions relating to their
vulncrability to the disease condition nced to be addressed

Nepgative and positive perceptions about HTV and AIDS towards PLWHA exist
among participanis in the institution. The negative perceptions and attitudes have
potential for promoting stigmatisation and discrimination in the institution which

can scrve as barricts to prevention and control of HIV and AIDS.

Despite respondents’ high level of awareness, health-secking behaviours &l&ng
10 accessing FICT services is still low among the respondents, Ho =ihey
1

have cxpressed thc desire to ulilise [ICT services tf made ¢ on therr

campus. Findings from this study can be used to design

scrvices that are youth-friendly and provide high quali c& lling and testing.

These services must also address the pcculia@s of young people with
rclation to their sexuality and emotional nccds.v

This study has also shown thot risk fon influence behaviours of young

peopic. It has also shown that !
ou\ld scrve os obstacles to the light against the

jated stigma ond discrimination exist

among the students and |

discase condition. ]

Re ign i
Btcornu@ :ujings (rom this study, the following rccommendations asc
nscv.@ c

o@:

As it is being donc in secondary schoots, 111

i cusriculum of the instituyon.
s should b¢ used to influence key

to cnsure that young in-school

v and ALDS cducatiun

should be included .
2. Advocacy ond sensitisotion S(cgi<s

d decision makers in the school

. 1ceS.
ropr iat¢ HC sesvi .
populations have BECCSS m:pzlanniﬂs Jevelopment and implementation
the -

towards the ncesls of Rogi stele polytechnic
\
i the Na[ional Guidelines [of 111V and

policy an

3. Therc is urgent need for

of HICT services tai ored

siudents. This €an be done USIAE
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AlDS Voluntary Counseiling and Testing as & framework and relying on
the findings of this study.

HIV and AIDS prevention and control programmes should be
institutionalized in the institution wilh a view to upgrading the students’

knowledge and tackling their low.risk perception of the condition.
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API'ENDIX I

Cliccklist for HIV Pre-test Couaselling

Counsclling goals

To help the client make an informed choice aboul whether to take the HIV

lest based on full and accurate information on the alvantages and

disadveniagcs of knowing her/his 111V status.
To explore the client’s knowledge on HIV/AIDS and provide m&l

information.

To assess the client’s potentiat exposure o HIV. v

To cncouragc the client 10 take appropriale action to&cir nsk ol
contracting IV or trensmiiting it to others. \>

To explain the process of lesling.
To help clients prepate themselves for 15
arisc aftcr leaming their HIV slalusv\

v

sult and the issucs Yt may

¥

HIV pre-test counselling s%t\t

s an
incfuding o discussion aboul condoms

\Wclcomc the elient; Q
Discuss reason forgtt ; I
Trgvlcdgc sbout M1V and modes of transmission (sextal.

Explore clic 4 fill in any gaps b

MTCT, @bod) correct any misconcetions, an

ent to 255CSS Pcrsonalrlskof HIV infection R ™
Q the client make a plan {0 reduce their Tisk ©

4 bow 10 UST them. Provide

cl o and BivC infoimation abow the
ind out what the client knows about the test

‘in

HIV lest. the lest wit) show whethe OF nd

: and that
Explain that the lest 1S o blood fcst

therc are HIV antibodics 1N
firn Uie Fesulls

positive. olhey b

are done to con
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3

Explain what is meant by HIV positive, HIV ncgative, and indcicrminalc test
1esults, and the implications of cach.

Explain what is meant by the window period.

Explain that the blood sample wilf be 1aken today if sthe decides 10 lake the

test.
Explain when the results will be rendy.

Explain that the resulls arc given during a post-test counsclling sci‘m&hcn

the 1esults will be discussed with the counscllor,
Explain that the proccdure is enlirely voluntary. Q

n that results are confdential and how cli nlidentiality is

Explai

protected
Inforrnn the clicnt of the cost of the test.

cligible to have the cost reduced or waive

Atlow time for client to think h
,&E

iennine whether they are

issucs, osk questions ond gel

clarification.
tive or ncgative test result. Discuss how

Hclp clicnts to prepaic
(pertner, fomily, community) might ceacl, and

they might react, b

how they hnchd difficult times in the pasl.
:

Explore riskQ( depression. suicide, violence, €IC.

flclpc

me to her/his own decision about faking the fest. restating that

xZis cntircly voluniary.
identiality of both Counsclling and rcsting

t
4} { cdssumnce of cont
\ btain informed consent irclient decides 1o take the test.

If the clicnt decides not t0 toke the test, help them summarise their risk

reduction plart, and icll theclient that sthe can come back (o discuss anything

further.
Provide information about refeinal scrvices appropriale {or the clicnt’s nceds

identilicd during the session (c.g. famil) planning,
violence, suppor: for drug uscrs/families of drug uscrs,

STV treatment, domestic

suppor: for victims of

rape. clc.).
Provide condoms and cnsute client knows how 10 use condoms,
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+  Discuss foliow up amangements for posi-test counselling.

Source: IPPF and UNFPA (2004)
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APPENDIX M
Chccklist for HIV Post-(est Counselling

Counselling poals

To help clients understand the meaiting ofand come to tenns with their HIV

test result

| . Tohelpclients expicss their feelings about the 2esult

. To help clients make aplano faction for the immediale and short icrm future

To help clients decide what to Jdo about disclosing their test resuh to pxmcrs

and others
- To help clients reduce their risk of HIV and take action o pr jnfection

to others
. To help clients access the medical and social care nn@t they nced

. Welcome the clicnt. Yg
i @ hey had the blood drawn (or the

. Ask clicnt how she has hcen feel

| B
LV test
ns or she wants 10 talk over anylhing

| « Ask client if sthe has apy (

before you give the
/give the lcst result clearly and

. thnlthIicnlgf
e pidceeding.

 understands (hie meaning ofthe resuil.

FI1V post-test counselling

wait for the clicnt to

¢ clien

o client to eXpress hersclfhimeelf, giving Lime to do so.

@:-

Q&! ncgative clicnts
ncluding repeating the test if

%\ Discuss meaning of the result with the client |
0 client has possibly been cxposcd to HIV in the 3 months before testing (In

the window Period).
Discuss Personal risk reduction plan (discussed in the pre-test session} and

re infections. Vhis should include a discussion

using condoms asd in negotiating

to prevent futu
nt's skills in

informelion
about condoms, the clie

condom use¢.

. Discuss pariner's FILV status,
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Discuss benefits of sharing lest results with pastacr and encoulaging paitner
(o (cst.
Check for refeiral needs, options and resources for support.

Discuss follow up plass and refeirals.

Provide condoms.

For HIV positive clients

o

Discuss mecaning of the result with the client.
Deal with immediate emotional reactions. 4

[f the client docs not have AIDS. remind ihem of the dil
HIV and AIDS and that people with HIV can remain @ r a long

period of time. Y-y
Discuss Personal, family and sacial implication S.gd( the clieni identify

i :an disclosuse of test
the main concems at this stage {c.p. onxie sion,
imp

ferc ween

result ta partnet and/or fomily and .
o from partner or fomily, clc.).

discrimination, potential violence QF

Lxplore how the client.can od cse concems. |
ther diffcult siuations I the past

y members, fricnds,

r sources of suppun

t:xplore how the clicnt deaft W™ '
tources of support — fomil

licip the clicnt id
p ' ond infonin the clicat of othe

partner, loith SQuPS,
locally. « k

Revic \dmlc plans, intentions and actions,
%ﬁl li;cy will do when lllcy leave the sesston.

R
g. .11 iny ofimimediate SUPPOEL. :
availability e "

ADiscus, plans to share the result with the pastacran

need o dothat.

Discuss the risk O
HIV or other sexuably transmiticd discascs.

r tmnsmiting 11V to others, the tisk of se-infection With

Source: 1PPF and UNFPA (2004)
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APPENDIX IV

Focus Group Discussion (FGD) Guide

Introduction

Greelings to you all. | am Abiose Haruna, 8 Master of Public Ifealth student of
Heagues/rescarch assistonls are -—

10 HIV and AIDS with
as [ Ve

the University o[ Ibadan. My co

and —-—-———— We arc conducting o study reloting

paiticulor refereace 10 [NV Counselling and Tesling (also known

me and shore your viesws. opinions of pem‘iQ'ﬁlh us

bccouse you are mature studcnls.
» \Ve would like to inform you thot in Wiis discussi not concerncd

with what is right or wwrong. So fecl free to sw vcr is on your mind

relating 10 the issues We will raise for di%ﬂ-
% omeone clsc has said.

You are [tec toageec or disagrec Wi
trom you in this discussion will

on (not even the school authority). Al

have invited you 10 €O

» We assure you that whotever

not be disclosed 10 any 2

what you tell us wi%&c onlidential.
o Wescckyouw P n (0 Usc a (apc recorder sothat we will not lorget

c wilh us. "lease your names otc nol

things you Will shar
this discussion therefore Jo not disclose your lames orother

culation numbcr or any form of idcntification While

c%’ ames, Matri
@xusion ison so that the tape recorder will not pick themup.
designing progranmmes

%hnlcvcr yo
S

aijned ot preventing AIDS among polytechnic students i

Qs o Lostly, we would like lo inform you thot par.icipation in this discusston
is voluntary ond anyonc is fee to withdmw without any pecnalty

whatsoever. Thank you most sincerely for sparing your time 10 coimnc end

participate in this discussion.

the impog,

tequi

u share with us will be useful for
n Nigerio.

we slatt now?

Any questions? if there is none can
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APPENDIX IV

Focus Group Discussion (FGD) Guide

Introduction
Grectings to you all. | am Abiose Haruna, 2 Master of Public Heallh student of
lleagues/research assistants @re ~—=—=""—""""

the University o f Ibadan. My co .
with

. We are conducting o study relating (0 HIV and AIDS

particular icfereacc 10 14V Counselling and Testing (also known as |

i ini ith us
have invited you 1o comc and share your views. opinions or pem§$ i

becouse you d1c mature students. | % d
« e would like to inform you that in this discus.sn\.c not conccn'acd
s right or wrong. S0 fcel fice to sty \vhiever is on yourmin

= We

wilth what i
reloting fothe issues we will rise for di n.

i ' clsc has said.
e Youare licc lo0gecC ordisagree W omeone

\We assure you thot whatever from you in this discussion will
L] (o

not be disclosed to any Q

i keoh Confidential.
what you tell us wul% | |
c will not forget
a tape recorder s0 13101 we WI
o We scck yourP n {o use

‘ c .

.on number or any form of identification while

on (not even thic school authority). All

this discusston

Nnames, matriculat | .
recorder Will not pick them up.

@'scussion ison so that the tape -
%h lever you share with us will be useful for designing programimes
alcver nined
\A aimed 8t preventing AIDS among polytechnic students in Nigena.

s Lastly. we would like to inform you tha participation in this discussion
0 . i voyllumm y and anyone is fice to withdimw Without any penalty
is

r sparing your lime o Comc and

whatsocver. Thank you most sincercly fo

participatc in this discussion.

Any qucstions? If there is none can We start Now?
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Follow-up question

Main Question
[. What arc the major problems which
Peobe into

students face on this compus?
o Academicproblems
« Fceding problems

o Fcalith problems— that can be
transferred from one peison (0 anolher

2. AIDS is the taik of the towd .
nowadays. ‘hal, in your OWR Probe inlo
o Reality of the discasc

opinion, is the discase is all about?
e Whatcausesit?
'l&'rom persen

e How the infection is
to person
e \VYays of trcali

e Tliccurc fo
e \Whethe oblcm on compus

! 3. How serious do you think AIDS is? _
Probginl
on the individual having the

asc
Effccton the family
EfTecton the socicty
o Effect on cducation

4, How exposed orc studenls \ .
ia 1011V and AAS? Probe into
polytechalc . Praclices thot canmake students gcl the
O infection (c.g. multiple sex p3riners, not
| using condom during scxual

4 | encounters, scx for money, sharing skin
é picrcing cquipment eic.)
% e \Vhether thesc aresome siudents who
have the disease or the genn that causcs
the disease i

e —————

S g&fndi;‘ydo‘yﬁmﬁ{swdcms in|| Probe into N
¢ school will get the germ that »  Whether chances of etting tt is:
- high (probe into why)

| \cnuscs AIDS? _
| =low (probe into why)
_ no chance of getting it at all (probe inlo

|
why)

Ts it for someone (0

a health facility totest
¢ has thc Benn/Vitus

Probe inlo
« How common is it for siudentsof this

that causes AIDS even il hefshe is lytechnic to goon theirown to 2

healthy? health establishment or medical
laboratory os cenue lo test their blood

for the ectm that causes AlDS? |

T 6_ -HOW des_ub_lé
willingly B0 10
whether he/sh
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7. Wha.l is HIV Counsclling and
Testing (popularly called HCT)?

Probe into

Cver heard of HCT

Source of information

Benelitsolf HCT

Pcople who should go for a IICT

service

8. Where are HCT services rendered?

Probe into

Centres wilhin Lokojo
Cenlres i n other patts ofKogi
Centres clsewhere
What is doncina H
Hosv common th
among oIVt

cen
C[ scrvice 1S

9. What are the problems associaled
with thcusc ofHCT centres?

10, Whot is your opinion lbnut$

Ung lor

up a centre for
nic for

HIV/AIDS in Uis

students’ use? !

Wwn
qualitics of an 11)Y%

Testing (HCT)

| Q‘.o’: —opinion whal should

good

1.

t
A nsclling and
\ cntre?

Thanks a lot for

cived fear of stigma  and
discrimination
Afordability of charges
o Other problems =

140

Probe into

your Aclive narticlpation,

Probe into

Will students use in?

if 0o, \why do you s8Y so?
Should the test be made compulsory for

students (why?)
[{ow should the lesting be arranged (o

suil the nceds of students?

(within o hospital '|

Nature of service
c of operation

scrling or on ils OWn. tim

clc.)
StafY-paticnt relationship

Location

Distance

Conlidentialily issucs

Charegcs/lces =
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APPENDIX V
Questiononire

RISK BEHAYIOURS AND USE OF Y
AMONG KOG

NIGERIA

KNOWLEDGE,
COUNSELLING AND TESTING SERVICES

STATE POLYTECHNIC STUDENTS, LOKOJA,

Greelings, my namc is Abiosc Haruna, from the Dcpatunent of tHeolth
Promotion and Education, College of Medicine, University of Ibadan. [ thank

you for agreeing ‘o participate in this imporiant study.
| want lo Bsk you some qucstions telating 10 HEV/AIDS Qﬂﬂmlmy

Counselling & Tesling (VCI). Whatever you tell me willQ& discloscd to
rp

anyonc but will be ysed for rescarch and planning of pr romoling the
Whatever dou lell 8¢ \Y kept secrel. This

health of young people like you.
ave said or what you have

implics that no one clse will be told obout wha
10 anyone. [n addition, your

written down. Your idenlity will not be Ji§¢
ther form for this sludy. 5o noonc

name will 1o1 be written on this form
can link your responses of ans“c\ u.

n vely peisonda
in,. Thanks for your cooperation.

Some of the Questions | | issues. Please bear wilh me and

provide honesl nnS\lcrs

I?or%Qﬂf only (Do oot write anything in lhis Lox)

S
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Scction A: Socio-demographic information

{nstruction: tn this seclion, you arc cxpected (o tick (¥) the response that applics

own your responses in the spaces

lo you. Some questions requirc wriling d
provided. \Vc have 010 doubts that all your responscs will be honestly made.

1. Sex: 1. MalcO 2. Female O

2. tlow oldarc you in years? ceiiiseiinsennoniny ycars.
3, Marital Status: §. Single ..ooiee 2 Co-habiting (i.c. living with person

of opposite sex like husband of wife but not fermally marricd)
5 ﬂ'JQroed

). Married «-eeve- . 4. Scporated ocoeoe :

6. Widowed -+« +.-.

4. Religion: {Iskupp weeenes 3 Chrisliuni!\%. 3. Traditional

g,  Lthnicgroup: 1. Ebirg - one. 1% 3, Okun ..eoveee
4. Other (spcca?
1f

6. Level ol study 1.OND .- RIS .

7. Wha coursc asc you slu@i,,.w ...... RO RIPPIORSRL TP 5 e
QIIIWAIDS

: - K ted : .
m |':;01‘|:i:sf§®)'cu ase fequired (o tick (V) Lhc responsc that applies
|_(; you, Some ions require wriling down Your responscs in the spaccs

provided- |
\cyou cver heard about AIDS? |. Ycs 0O 22NeD
{, YesO 2 No O

8. <E:)
) Have you ©¥¢f heasd about HIV?
f information about AIDS?

Q, \Who or What are YOUr current Sources O
\ ‘Tiek (V) ALL (hat pitly (0 yOu from the lollowiag:

0 (. Family membef 0 2. Health Worker (specify) O

onO S.RadicOD 6. School O 7. Newspapers B

9, Other (specify) O
s may’ be used foe reCURNZINR SAMEOTE

). FriendsO

4. Televisi
g. Magozines O
Which of the following symptom
with AIDS? Tick (v) ALL that you couslder to be correcl

I, Frequent FOVCES waaenns ]

2. Periois of continued, JSeeP. Ury COughlng seeecees
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|:n
Ilv

|I

| S/N Stuteinent

3. Long-lasting cpisodes of Diarthea .........

4. Rapid loss of 10 pounds of weight not due to dicting . ........

5. Recurring or unusual skin rashes .........

6. Cancer of the skin ........ .

tl. Thetable below contains stalements relating 1o 11V and AIDS For each
of the statements, please tick (V) whether it is True, False, or Don’t

Koow

| Tick (v)

l. True

_1 HIV is NOT dilferent from AIDS.

| AIDS can be cured rowadays.

- —

' 3. Don't
Know

' One can get 1HIV by touching an infected person.

(.

One cannot gel HIV by having sex with someone who
has IV bul who is very healthy.

¢

K.

I"A person who has_g ¥exually transmitted infection is
| morc likcly 1o {%Y i
An ”W—E{% her can transmit the infection to

MV g evenied by using condom always and
| pro Q /

One con gel IV by caling from the same di
| wilh someone who is infecicd with IV,

A person can become infected with I she is

| bittcn by on insect such as mosquilo,
" One may pct HIV by sharing u skin piercing

insliumcenls or inailcriais

"HIIV can be passed from er o het unbomn child
duning dclivery

her baby Whreastfecding.

s ction C; IH1V-related Risk I'raclices
T

he questions in this scclion arc sensilive and can make some people

uncomfortable. We appeal to you however 10 bec honest in douwr answevs

Remember that there 1s no way of knowing \wwho you are because Yows nesaes are

not required on 1h)s questionnaire

{Pleasc lick (v) or complete the spaces provides)

12. Do you have a boy/girl Iicnd? 1. Yes O 2 Ne O

) Not appltesivic O
14)
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3. Long-lasting cpisodcs of Dinrthes .........
4. Ropid loss of 10 pounds of weighl not dueto dicting ..........
5. Recurring or unusual skin rashes .........

6. Cuncerof the sk ........ .

(1. The table befow contains statements sclatingto 114V end AIDS. For&cP
of 1hc sintctnenls, pleasc tick (¥) whether it is True, False, or Don't

IKnow

Tick(V)
' S/N t—Sm:—cmcn_lt_ ) 1. True
| |

-
!

‘w. | TIIVis NOT differcnt from AIDS.
. AIDS can be curcd nowalays,

c. | Onccan get 1V by touchmg en infected person.
One cannot gel HIV by having sex with somconc who \%

d.
has [H1V but wha is very healthy. E \L _ |

: One can get IV by caling ftom the same dish
with someone who is infected with HIV. '
| f. A petson can become infeccted twlh HIV cis
| bitten by an inscct such as mosquilo. ~ 4]
’g "Onc may gel HIV by sliaring I.IIIS\ in piesrcing
| instrumenis or mntc;:igls. |
n. |11V can be passed from ch to her unbom child

| during delivery. - . __
T |A pcigson who ha an.kiﬁall)' lransmitted infection is |
: 2

| | morc likety 10

I

"An IV inf other can lransmit the infection (0
, Y
ding.
' her bab breastfecding '
k. _'J_Hclr_ prevented by using condom always and
[ ] I 5

sk Practices
are Sensitive and can make some peopic

howeser to be honcst in YOUr aRSWenL
who you a1¢ because YOur RN &It

The questions 0 this section

oé&mion c: HIV-rclated

we appeal to yOU

uncom{oriable. |
o oy of knowing

Remember (ot there isn
not required ON this questiannaire

cic the spaces P
{Pleasc lick (v} or comp |
c;.; Do you havea bo) f}',ll" lriend?

3 Not apphicable O

rovided)
1. VesO 2000
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13. How many boy/girl fricnds do you hove now? .........c.ccteeereunnen.
[4. Be honesl; have you everhad sex? | Yes O 2.No[
15. If yes to question {14) above, hove you had sex with your boy/girl

{riend (s) in the tast three months? (IProvide honest respouses, plense)

{.YesO 2.NoDO 3. Notapplicable O

16. If you had scxual intercouisc within the losi three months did you usé

condom thc last time you had sex?

17. If Notoque

I.YesO 2NoO
stioy { 16) above, why did you nol usc o condom? 24

'.0‘......."!... LXK

anes
§o Be9v e @ esd0scbsibobioonoe eeoT080 2000 PR TERRXT XL o ®
o 10000
..t.,0..,0.-.¢|¢asl#l‘ioch.o.oo.l . .o.,u.o..vo~,.;l.004|‘.00000100a40 & PP N 4 -
L3 O bpocbettbéoecdie
I EL XX A -cooccl‘-60.0‘01'¢¢'-.oo-scv.0000'Cio-bioonlovvaaooo ‘.‘2
[

chonge for sex?

1. lluve youcver given/seccived moncy and/oregifls W ex

|.YsO 2.NeO 3 Nol applicabl
r with drugs? 1. Yes O

(9. Mave you cver used ncedics 1o inje
2.No O

920, If yes to question (19) above, @n or
with someonc ¢lse? v
{.Yes O 2. NoO ®

have you ever shmed ncodles

(21) abovc is No. you can STO¥ the interview

nere. Do nos answer (uesions 22 - 65. Thank you for purticipwing But i

\A your answer is Yes. please answer the remaining questions 1.c. QRSWCr

[f your ONSWET to question

OE questions 22— 63.

if Yes to Quicstion L
\Whal ofc your SOUrCES of info

22
%I rCSIing(llcn? Tick (V) 28 maay (hat apply' lo You.

rmotlon abowt HIV Coussclling and

|
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I. Family member O 2. 1ealih Worker (specify) ..................O
3. Fetends O 4, Television [ S. Radio O 6 SchoolO 7.

Newspapers O 8. Magazines O

9. Other (SPECily) <1vveeneeeerseranens S e | 3 .
23. Where did you first hear about IV Counsclling and Testing (HC1)? 1. In

this polytechnic @ 2. Whilc in the secondary school O

3. [n the church O 4. In the mosque O
S Other (specify)

"
0000 a00 00000 vteR00/ . 1v000009,i0b80,.0r010a0009900080avasp !

The table below contalus statemcuis albout IV Counscilisp lesting

(HCT). For each of the statcmcats, please fick (V) whethee Y& "No or Don't

Kknow

‘F_ _

' 4.

|

|
|

F +T'lnch of the following, rumbcred a - 1, ¢

3. Don't Know

| Statcment ,&

| putt of HIV Counselling and Testing (11C

"0, pre- les| | Counsclling
b, testing for HIV ?.

}c post-test Counsclling
| d. follow-up Counselling f&\ positive

' individuals

!c. regular mectings ple living with |

gling. e
$ Testing for | nVis cornpuls_o_r)_ fn_ng_c_m

[_HIWA!DS.
| F. testing for @«_
Onec con dﬂ not to lest lor HIV afer

 Counsel{(ges
6n s in on 111V Counselling ord

N (HCT) centre. it 15 compulsory for
r to allow hisher blood 10 be drawn for

| I1IV Counselling ond Tesieng ( HCI) offcrs
‘one the opporunity 1o leam abowl

oppoitunistic  infectrons  associsted  with
L HIVIAIDS |
29. | Privacy ond sccrecy are compulsory in HIV ]
Counselling ond Testing (11IC1).
30, | Testing for HIV Is voluntary' in Nigeria.
(31, | HIV Counsclling and ‘!Estmg (1ICT), test ¥ |
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resuils are disclosed only lo clients. | ||

32. | HIV Counselling and Testing (HCI) enables
onc (0 know about [omily planning methols, —

*Fj'j_.' | Through HIV Counselting and Testing (1ICT) ]—’/

persons with 111V are nformed aboul wherc

1o gct drugs for Lreating AIDS.

34, | HIV Counsclling and Testng {1IC1) involves

pceforming surgical operations on people (o

remove the parl ofthe body which has 111V,

sellin *ng
35. Do you know of any ploce where i1V Voluntaty Coun g% e

(HCT) secvices arc provided in Kogi Statc? 1. Yes O 2. N

go to ¢uction 37) ,
36. Il yes to question (35) above, where arc they locate

factlity ond the community using the table bclow)\

Health ilityAvhere it can be done ~——l|

the healih

| o | Communty ]
[. —
: —
_3' B I —
4. N :

¢ knowledge about HIV Volunuary

think ve Suflicien
| 37. Do you

Coun::-:”ing\h ‘MA@U want to know morc abou 11V Counselling and Testing
38. Ifno,»

g uf LIV nsclii

at best describes your opiplos (o the folluw iBE

Please tick (¥) 1he optlon th

uestions:
‘319 (1). Whichof the following factors of rcasois |

are Fesponsible for Why many people do not want {

a the 1able below do you Viok
o test foe INIV?
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Tick (V)

Reasons/Faclors (1. Yes [2.No 73, Not Sure

Mon't Knuw

Long lime of waiting lor results.

Unfriendly  altilude of  HIV
Counsclling and Testing (11ICT)
providers.

[ Tock of treaiment for HIV positive

I'var ol stigmatization of HIV positive
individuals,

individuals.

Fear thal other peopic witl Bet 10
know about one's IV stolus.

Poainfu} ctleets of needles.

111V Counselling and Testing (IIC'I")
centee too far oway from onc's

ncighbourhood.

‘-QI

Locating HIV Counsclling d
Testing (HCT) cenire in a hospita

"Cost of HIV Couasclling a '
Ule )] E
Locating  HIV nscing and

Testing (HCT} close 10 one’s

neighbourhoqd.

S

9 {il).
Counsclfing

eperb?

40.
you

People d ~aalwhere to go for the test.
Fear @)wing tha) onc is having

bedcwined tfonc ts found 10

having 1V,

what arc the other reasons why

segd
00 o o®)Oe° ]

In your opinion. ¥ hat would other people

i you decide to o for 111V 1e81ing?

147

and Testing (VCT) cenres for HIV lesting?

some people do not visit Voluntasy

listed betow likely think aboul
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3

v

I. Swongly Agree O 2. Agrec O

5. Strongly disagrec O
42, Every studenl should be |

polytechnic. @

Tick (V) the opliQm  reflccts your view.

1. Strongly ABr

11V before odm

' h
Counschling ond Testing (I iCT) should be I'orcc@ 0. Tick (V) the

option that Isln linc with your view. \/

cd 0 4. Dissgiec O

ission in (0 this

Agree O 3. Undecided O 4 Disagree O

5, Stronglx isagrcc O | |
&ul a gerson go for HIV Votuntary Counselling & Tesung

43 Wh .i
@rick (¥) theoption tlint best reflceis your vicw.
10 know ones LITV siatus O

"Xnylimc 50 85
@2. \When one [alls sick every RO
\A 4. When he/she wanls lo travel abloacf O
% 44s. DoYou think FHV is aproblem on this compus?
0 I.YeaD 2 No O (1f no go 1o Yuestion 43)
44b.  Ifitisa problemon this campus,

diaepe i
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«hat makes you think (his way?

wand then O 3. Before Momsge Q

Pussible Reactlons (Tick V)
' i
S/N | Categories of people J. 2 J. »
Support it | Condemp Skeptical/ | Don't Anow
ft Suspiclous
n. Boy/Gidl friend
b. Your other fricnds
¢ lFiancée N
d. | Yourmother a
c. Your (ather
f. | Yourrlations
g | YourPostor/imam _
h. | Your peersischool males |
. ‘Your neighbour : T _
31 Anyoie who is suspecied to be having HIV but refi go for



S

|
&2. When one fils sick cvery 10y

Counscling and Testing (HC1) should be forcc@

oftivn that isin llnc wilh your vicw. \/

isagree O
L. Strongly Agree O 2. Agrec O 3 od 3 4 Disagre

5, Strongly disagrec 0O N |
Every swdent should be ! fl1V before admission In (0 this
42.
polytechnic. %
Tick (V) the optiqa\abm reflccts Your vicw.

i Strongly AB® .Agrec O 3. Undecided O 4 Disapree O

s, Suongly asagrcc O | |
wheff Noulid 3 person B0 for HIV Voluntary Counsclling & Tesling
ick (¥) theoptlon that best reflecisyo

IV status O
vandthen O 3. Before mamage O

i ur view.

nylime 50 85 0 know ones |

4. When he/she wants to travel abioad O

44a. Do you think L1V is a problem on this campus?

[ Yes3 2 NoUOl{ifnogo {0 (Juestion 45)

$ib. M it iso problem on this compus, what makes you think this way?

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Posslblc Reactions (Tick V) “
S/N | Calegories of people I 2 3. 4
Support it | Condenm | Sheptical/ | Don 't Know
ft Susplclous
a. Boy/Girl [riend
ls. Your othcer friends
¢ Iinncée i
d. | Your mother |
c. Your father
. Yourrclotions
& | YourPustor/Imam ]
h. _Your peers/school males 1
[ Your ncighbour . e
4 41. Anyosc who Is suspecled (o be havmg HIV but refi .Tl:kft;:b "



s |
| 1
|
|

46, | HIV “Counscli}

(HCT) s [ \lally active |

jin(livid _ _ RN S5 L
47. | Tho who visil v

45. Wha is your chonce of being infecicd by the germ/virus thal causes

A1DS?
(Choosc only Onc option from the table below oad please provide a

rcason for your chosen oplion)

Chanccof being Infected by 111V Itcasun for your answer

I can ncver get the germivirus thal causes
AlDS.

Stuterment 2 %T':( ——
. " J. 2 5
O Undecided | Disogrec Strongly

| | xcs arc ll[VfO_sili_\‘c [ ons- | B
| 48, v Coun;ci_iing ond Tcsting
(H1CT) is nol necessafy because

| it couscs unnceesSary anxicly of

| fcor. _ i ol
9. | HIV Counsclling

(11CT) ccnuies @
in our school because  people |

will think “¢ hav

There is some chance that 1 can be infected |
with the germ/virus thut causcs AIDS,

“There is o high chance of me gelling
infected with he germ/vizus thot couses 4

AlDS. i -
T do not know my chances of gelting

infecied with the germvvirus that causes Q~

AIDS

Yc;in o (H

N/ 5 in the table befow that best

Scetion F: Attilude to [V Counschin
Pleasc tick (V) the oplions PUMbACS
describes your &ttitude to HI “"

Strongly | Agree

Testing |

Mg ond Testing (HCT) |

“ond Testing
re NO1 NCCCssAasy

¢ AIDS on |

|i compus

14%
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50. | 1 is advisable lor all students lo
go for 111V Counsclling and
Testing (1ICT).
s1. |Only people who suspecl that
they ore 111V positive should go
for 111V Counsclling and Tesling '
(11ICT)-
52 | l1 is ood for evcryonc (0 BO for
IV Counsclling and Testing
(11C T} occasionally,
s3. | 1V Counsclling and Testing
(11CT) is nol nccessoly becouse Q~
the siress thol follows the lest is
worse than the HIV/AIDS insell, gl
54, | Only prople who have been @
living waywon} Jives should go \
for HIV V oluntayy Counsclhing \/
& Testing (HCT).
55, | Going for [11v Voluniary
Counsclling & Testing (HCE) is
a good practice for cveiyonc.
156, |1 will use ® Hiv Voluntary \
Counsellipg & Testing (HC
| service “Il_clh__c_r__il_ is [nec Or pad
57. | cannot go for HIV Volhgtay
| Counscliing & I{‘n\("cﬁ
| because People & think | om
- | infecicd by | \ e |
||r§8. 1 om W sk my sexvat

| partn or 1tV Volunlary

!C@ ; g&Tcsl_ian_(Hg}_._ll
fratterp of Utilisation of ®n

Seetlon G:
Counsclling & Testing (1C servko

Valuntary
5Y.
Counselling &

Testing (HCT) in this school?
¢0. ldave You ever gonc for 13V Voluniary
1. YesO 3. No O (If Yes answer

Do you Know of an

| YesO 2.0

youssel

1
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J Willingness to use {12y

y studenl that has gonc for 1LV Volunwuy'

Counselling & Tostlag (HCD)
Questiva 61 and slup)



6l. If Yes to question (60) above, give reasons why you weat for HIV

Voluntagsy |
Counsclling & Testing (HCT).

1eavtesbgeivogesrpcitstaioe Pire®eog.000009 0cded9000deligrrar jo%ep0 gatoer®ete aga eso sV

ebecsacerdrodarvine pe0bb0cd0 PP s 0000 0btorseer bl eesfacsoperbos.eodpoe seecastsserssrio it

vocoocn..’oobo (4 900‘!!.9.0'00!!04-0 PRI EXEERENNEN X ER ) ITEXEERIR XY RN 4) tvbtovloro'.--o-“o LR N 4

seswcbantel 1000

IfNQ 1o que.sffon (60) above please vrswer questions 62-65.
62. Give rcasans why you hove not genc for HIV Voluntary Counsclling &

Testing
dich. Q~

uoooncvo{rc'oooooaaaorvoo rée FEE R R A tedro oo

A X R K XK ...“C....

63. Would you be willing (o go for i
(HCT) if there is the opportuni

: ?z
4. If Yes to questiop (6 ve, why would you be willing to go for

lestsng? QQ

tory Counselling & Tesung
es0 2.NoO 3 Notsure

N o (o question (63) above, why would you not want to go?

\A ,
:‘ epqo 0000 LN N avpgssv@l®se (b v YL LA -lb.#ttdt~.ovcoloooo .
. v--toco-uo-A--o---o.alacooc--a.u-os.ovo.o
[ ]

ooPooo FEYEX XXX 94.00;..9:55..;-.. o~

Thank you for beingm PaFl of this study.
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APPENDIX VI

Pre-test Report
Report of Pre-test of Research Insirument for the study on Anowledge,
Percepiions, Risk Behaviours and Patierr of Udlisation of HIV Voluntary
Counselling & Testing (HCT) among Kogl State Polytechnic Students, Lokeja,
Nigerla
The research instru
in the eld of public hcalth). This was done 10 gel inputs and check errors in the

ment was pre-tesied in-house (among cxP<ats and colleagucs

stionnaire. Below are the syggestions from the in-house prec- tcst

que
"Date’

|. Create morc spaces for "Survey No.” ', “Campus” and
2. Researcher's namc should be removed from the #

research essistants will be used; change the wo@ I to “camnpus’;
remove the senteace thal stasts with “The i% on you give ..

add the word "please” 1o 1he sentence "@lc YOU 10 4uenenacccer
3. Item 3 'should be arranged in the (ollo der

(i). Single (i). Marricd (mz ld (w) Divotced (v), Widowed

(vi). Co-habiting
roe major 1ribes in Nogi state; ali others

4. ftem § shovld be |
shouideome un thrs and to specify*.

s. Level of sus )should be colldpscd (O

(). l"&t ). OND (iii). HIND
6 C No spacc for item 7.

v\What is HIV/AIDS?™.

lOl'l since

cction B with
[ ccitem 8, add "I YCS +-oee--. L

zincs; posters & leafiets

\A 9. Foritem 9 mergc newspapers & maga
10, ltems 10 — 19 seem 10 be 8 combinntion of modes of transmission and

means ol prevention; scparatc them. Add a column for*'Don’t know™
[ 1. Change ilem 1410 “An individual can gel HIV through injection with

vsed needfes”.

|2, Change ‘through”’ in item 17 10° '"during’™.

iiem 18 10 “There is now @ cure for HIV™ or *There 13 cwe for

i3. Change
the discase caused by Hive
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14. [tems 20— 22 are 100 brain tasking; providc options for them
15. Move item 2210 after item 8.
16. Items 23 = 25 are 100 sharp. Change to
(i). Do you have a boy/girl fricnd? Yesa Noa

(1i). Atwhatage did you havec first boy/girl friend? ...................

(iii). How many boy/girl hiiend (s) doyou have?

(iv). Have you cver had sex with your boy/girl {riend (s)?
17. Provide both right and wrong options for item 26.
18, The words “cvely time* and “frcquently” orc thc same i"*‘k =

o (Y 1 - (13 (1) = n.
change optionsto “All the time", *'somctimes and ‘‘once |n
ing sensation

19. Change 29 to “Have you cver cxpericnced ilching %
whencver you want to urinate?”; Add as item JOQ u go to a henlth

centic/hospital 1o el this buming sensatio item 3] “whatdid

20. Change *'sex paitner” in item 0"

71. Change “'encounter”ta ‘interco

32. The respondents cannol 94X gied to lick foritems 2933,
23, [tems 38 and 39 orc im rike out 38 and leave 39,

24, Change the wo " in the list perceived risk level of ilemn 39 1o “me”

25. Reword ilc include *1 am not surc of my likelihood of being
m!’ccl;qnv.
r

m 40 to section B 9K nowledge of HIV/AIDS.
“No" respondent should stop interview becouse

Q.

ver to item 4l is

hcr qucsuons will no longer be relevant 10 hivher.
A Collupsc itcms 42 and 43 inlo onc.

\)%

29. Add the word * 'please™ before *'go” in the instruction of ilems 44 — 52:

moke @ scparatecolumn for the numbers.

30. For ilem 45 change "0 test o not 10 (es1" to 1o test or sejectibic test

3. In skipping instruction under item 53,
32. Leave ilem $4 as open ended.,

13, Tronsferitem $5to after tem 41.

74. Leave tiem 38 as open ended.

change “qucstion™ to “item”
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Seetioa A - Soclo-dcmogrophle Informatiun

!
35. Add instruction *i1f No go lo ilem 72" under item 70
36. Remoit'c ilem 77. Free services will be prefeired.

|
Gencral Conlnlmcnls
e The questions are 100 many considering the study population.
e Some of (he questions are too brain tasking; respondents might

4

Report of pre-test carried ont in Federal College of Education, UQ?'
ral College of

Fony (40) questionnaires were distributed fo the studenis %
Education Okene but five (5) were returmed and muke% pieted (NC) or

N\

"not be willing 1o undergo such exertion on the spot,

o | For cach section write VC)' in full.

no response (NR).

The table below shows a summaty of the S

§~

?%ogmphic information of (he

respondents
| S/No. | ltem [Prequcacy
L. | Sex
Male 23
— |Female :§( 12
2. Age == —— =
f 14-19 2

r [20-25
stafus [ I
34
l
Divorced .
| Widowed . |
, | Co-habiting -
| | Owher . I
4. ! Religlon |
| Istam |7
Cheistimnily 28 |
Traditional - ]
Other w | £ e _IW_ 0|
s, Ethnicgronp =8 |[ B 1
Jesla | 16 |
Ebira . [3 l
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Okugs 10
Owmo
Nupe
Basso
Hausg
Igbo | i
Yoruba —
6. Level of study
Pre-NCE
NCE | 10
NCE 2 1)
NCE 3 14 4_
INCEd %_
7, Cour3c of study
Arriclilture I
English/SOS !
PHE 16

Comgputer Science | §

Businéss Studics

CRS/SOS
Stalstics

Business Education 3

i 5

|

2

!

| P—

| Business Education & Acco

[ Accounting
| ISC/Blology
]

Islamic studlcs
Sectlon B3 - Knowlcdﬂ@%\ﬂ/\llls
Most of the siudentg w uite knowlcdgeable about HIV/AIDS. Only two (2)
of the respon ﬁuld diffcrentiate between 11V and AIDS. One of the
responden ﬁlicvcs that sharing a cup or otlicr cating ulensils with an HIV
infcel gis a mode of transmission of the verus.

-~ [{]V Risk Bchaviour

*Ansponsm bf the students to the questions in this section revealed that most
them do not engage in any form of 1II'V risk bechaviour. For respondents that

0 have one or more then one sex pariner, usc of condom was the major precaution

weken to prevent the trensmission of the discasc. tloweser one of the respondents

who has 8 regular scx partner does not belicve in the usc of condom. As be said

in his response "X can burst amy time *!
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Section D - Risk Perception of HIV

All of the rsespondents could not comprehend question 39 aven after
cxplanations by the reseascher. As a result many could not articuiale thew risk
perceplion of HIV. ANl respondents indicated that 111 V/AIDS was a problem on

their carnpus.

Scetion E - Kaowledge of Voluntaiy Counsclling & Testing
Apart {rom three (3) respondents who responded 1hat the best way of knowing

oncs HIV status is by going to the hospital. all the others stated physicql signs
such as coughing, malaria and loss of weight as a way of know es HIV

status.

The respondents eould not state why VCT is necessai lieve that once you

arc ina VCT centre, blood must be drawn for lcsthvhis impfies that the lesl

is no longer voluntary. 95% of the respondent ot know whete VCI cenires
ing considermg that the MIN

are located in Kogi sute, This is
Foundation VCI centie is located i ﬁdc about Skm from the campus.

Scction F - Attiludc Iowards@ary Counsclling & Testing
The response of most of € respondents showcd that they were accepling of

VCT. However one (I @ e respondents does nol believe il is necessaty 10 go
to a VCT bccausgk do¢s not believe in it while one (I) respondem! sliowed

indill’crcneé\&

S ‘attern of Utilisation of VCT svrvices aund willingness (o use

ccti
v@
ﬂ& respondents indicoled a willingness to use VCT scrvices il location is
own and if the service is made free. Many of the respondents apprecialed that

0 their knowledge of VCT was low and would like (o know all aboul it

The average time used 1o fill 1he Questionnaire was 40 minutes. The students

were initially reluctant 10 respond because they felt it was a wasie of their time,
Many of the question items were not hnmediately understood by the respondents

and they requitcd assistance in understanding them
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The validity and eliability of the instrument will be conftrmed by test — retest
analysis using the split half and alpha enalysis (Cronbach’s alpha coc(Ticient) of
the SPSS. Result showing cotielation of 0.05> ts said to be reliable. 'The result of

the analysis will be submitted when the statistical arelysis 1s complcted:
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APPENDIX VI

Ethical Approval

e -l'" er..,

' VIS TRY O HEALTHI Q_

(AYRINENTELER LAUL
fotnh R0 Skl hp weWCE OvLuls i il Mol im0 v

|
| . V
- P L " J.ﬂp :1“1-
i Haf " 14262107 ‘ }: .Ft.ur,,:-p“"

é-- 2 |
i
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ATPENDIX VIII
informed Coaseat Form

My name is Abiose llaruna. | am a Master of Public Health student of the
Department ol Health Promotion & Education, College of Medicinc,
Universily ol Ibadan. | am sceking information relating 1o Kuonledge, Risk
Bekaviours and use of [11V Counselling and Testlug (FICT) services. |

will need 1o ask questions that you might otherwise sce as too nal but

please noie that your answers will be kepl very conlidential Y ne will
not be writicn on this form so that no one can liak the i nyou give
to you. The informaiion you and other people provid &l in future
for designing educational programmes (or hclpin%g people like you.
You are frec to refusc (0 take past in this study. ave a night lo wilhdraw

%vill greatly apprcciale your

at any given tinie if you choose lo. 1o
kﬁm opportunity for you to help

C
parlicipation in this study because Q c
fiture generations of young pe ur writlen consent to paiticipate in

this study will be cksimblr\ n still participaic if you do not wanl to
sign your signalure l%ﬂca your conscn.

:
Conscnt:  Now @lhc study has been enplamed to me nnd 1 fully
understand sence of the study and the study process, | am willing to

wlling o sign and participaic
Tick (¥)

. I willing to patticipate but do not waint lo sign
Tick (V)

OE ¢. Il ycu do nol want (o sign to indicate your consent (0 participate in the

sludy \vhat arc y our reasons?

S & GumBd

1*hanks for agreeing (0 participnie in the stuldy whcther You sign or nul.
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