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ABSTRACT

Youth-Fricndly Scrvices (YFS) have been identified as onc of the tnost sensitivie and cffective
ways of dclivenng reproductive health sevices 1o young people. Despate the establishment of
Youth-Friendly Centres {YFC) in some stratcgic places in Nigena including Oyo State: nsky

scxual bchaviours with their attendart consequences such as H!V infection, unwanted

pregnoncics ohd unsafc abortion arc still prevalent.  Anccdow! reports revealed that most

students of the University of 1badaa (U) arc not aware of the YFC 11 Ul campus. Therefore, this

study was designed to assess Lhe knowledge, perception and utilisotion of the YFC among
undcrgraduates of the University of Ibadan, Nigena,

A dcsciiptive cross-scctiona] survey was conducted using a four-stoge rondom sasnpling

technique 10 sclect 608 consenting respondents fiom 10 undcsgroduate halls, blocks and rooms.

A validated, semi-structuccd, sclf-administered questionnaire was uscd (o obtain infornmation on
socio-demogsaplics, knowledge, petception and utilisation of services oftered at the Ul YFC. A
15-point scalc was categorised as <?, >7-10 and >10 for poor, fuir and good knowledge
respectively. Data were analysed using descriptive statistics, t-1est and Chi-squarce test at p=0.08,

Respondcenis’ age was 21.0£2.5 years, 3.3'.3‘13 wore males oand 99.2% were single. Majonty
(70.4%) had cver heard of U.l. YFC and their sources of information included fncnds (50.0%)
and oricntation programmc for fresh students (44.0%). Respondents’ knowledge scorc on the
YFC was 5.3+4.6. Somc 45.6% of the respondcnts had poor knowledge of the services offered at
the YFC. Somc of the respondents did not know thit the YFC provides frec condom (75.0%) and
HIV Counselling and Testing (HHCT) (45.6%). The perception of the respondents about the YFC
included views that the location is not noticeable (58.9%%) and not easily accessible (53.2%).
Among tho respondents that were aware of the Ul YFC, only 41.6% and 34.6% had cver visited
and uscd the cenice, respectively. Respondents’ repacicx) reasons for usc included recreational
activitics (59.2%), reading (55.1%) and hcolth wlk relating o HIV/AIDS (38.1%). Factors
perceived 10 be militating agninst the usc of the YFC wero lack of awarcness of the centre by

many students (85.6%), inadcquate knowledge of the scrvices provided (83,7°%4) and distance
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from the hostel (51.7%). The knowledge score for males and females was 5.544.8 and 5.144.5,
respectively. Significantly, more males (22.9%) than females (1 1.7%) had ever usad the YFC.

Despite the fact that most of the undergraduates of the University of [badan were aware of the
Youth-Friendly Centre, their level of knowledge of the services provided was poor and its

utilisation was low . Public enlighticnment on the services provided in the Youth-Friendly Centre

and health education intervention atc advocated to address the current challenges.,

Kceywords:  Youth-Friendly centre, 1{ealth service utilisation, AiDs education,

University of Ibadan wndergrduates.
Word count: 433
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Opcrational Definition of Ternis

Level of study: Student’s year ofstudy in the Univarsity

Adolescents ; Persons aged 10-19 years

Youths :

Pcrsons aged 15-24 ycats

Young Pcople : Persons aged 10-24 ycars

Youth Friendly Services:

Youth Fricndly Centre: A youth centre s a Ricndly,

The tecnins adolcscents, youths and young people will

be used interchangceably in this study,

Youth Friendly Services arc scrvices that
have and implement policics that arc attractive o
youths. They provide a comfortable sctting for
mecting the nceds of young people and cncouraging
them to repeat their visits

supportive and
non-threatening  environment where younp pcople
havc access to a varicty of services aimed at
promoting and protecting their health. A youth
Mendly centre brings young peopic in contact with
influentigl peers, piovidc a connection with an

Institution, and allow for mentoring.
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CIIAPTER ONLE

INTRODUCTION

1.1 Background to the study

Young people including adolescents are highly vulnemblc to reproduciive health problems
which can be ecffectively tackled through the promotion of their access to [actual
information. An over view of such challenges are worth recounting. It has béen reponecd
thot globally, an esumated 4.6 mtllion younyg people arc hivwag with HIV, with an esumated
2300 young people said to be newly infceted with the virus each day (IJNAIDS, 2013).
Furthermore, over half of the 340 million new Sexuslly Transmioed Infccuons (STIs) other
than HIV' which occur annually involve young persons aged 15-24 (UNAIDS, 2010). A
common feature of young people in Nigeria ts their poiential vulnerability to IV and other
S|ls, tccnage pregnoncy, unsafc abottion snd jts attendant conseqQuences and sexual
violence including rape (USAID 2010; Okercke 2010; Ossnyin 2011). Young péoplc are
vulnerable w0 these challenges because of iheir predisposition (0 poect pressure. anaicty o

experiment with sex. low risk jierception, unpiotected sex, alcohol and dnig abuse.

Nigaria has a population of over 167 million (NPC, 2013). One thinl of this populsuon is
said to consists of persons aged 10-24 years (UINFPA, 2010), More than 60% of new HIV
infections 1n Nigena occur among younp people sged 15-25 (Okudo and Ross, 201S). It
has beeo reponed that 10% - 40% of young unmamed girls have had unintended
preynancy, (NPC, 2009). Tccnage mothers are oiore likely to suffer from senous
complicatoas dunng declivery, resulting 1n higher morbidity and siostality (Advocates for
Youths, 2008 snd RP'C, 2013), About 760 thousand case¢s of abortion occur annually in
Nigena, and one therd of Nigenan women who obtain aboition cach year are young people.

Furthertnote 80% of paucnts in Nigenan hospitals with abortion-rclated complications are

According o the Federal Minstry of llealth (FMOH, 2011) fack of accunaie informatioa

and limited sceess W adolescent.fnendly health services are major contndbutory [actors to

the poor reproduc tive health status of young people in Nigena. Many young persons do not
have adequste knowledge relaung o the common nsks they face, It was ooted by the
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FMOH (2011) thatonly 57% of young people in 2005 knew all the transmission routes for
HIV. 1 addition, only 24% of young women and 34% of young men aged 15-24 years
“lisve comprebeosive knowledge about HIV (NPC, 2013). Premanial sex is not culturally
accepled 1n Nigena, yet the median ages o f sexual debul for women and men were 17 years
and 20 ycars respectively (NPC, 2009 and NP'C, 2013). Among women who had sexual
inicrcousse in the 12 months preceding the National Health Demogeaphic Survey of 2008,
the proportion who engaged 1in nisky sex (i.c unprotecied sex vaih mulliple panners) was
highest among adolescenis aged 15-19 years (NPC, 2009). The ecffects of nsky
reproducuve practiccs on young pessons could be devastaung and they make them

disproportionaicly affected by repioducuve morbidiics and mortalitses (Ajuwon, 2013).

Thic challenges that put young people a1 risk of reproductive health problems includes
judgemental nitinude of hecalth ssorkers, un(lriendly service delivery. stigmatization and non-
confidcnuinlity. (WHQ, 20]2). Some of the main factors which also influence sexual and
reproductive health in Nigeria include: inadequate or lack of pccess o sexvality
informalion, low risk pcrceplion, engagement in multsple concurrent sexual pastnership and
indulgence in informal transactiona) sex, (Amansiare Sexunl Righis Network, 2013). This
creates a necd for: prevenuon, ticatment end follow up interventions. The interventions
need 10 1oclude; sexual teproducuve health education, counsecling, sexually transmitted
infecuoas screcrung, HIV testuing and counscling, pregnancy testing, contracepuve services

and physical cxaminations (Senderowitz, 1999 ; WHO, 2002 and \WHO 2012). Many of
these services can be proviiled 1n o youth (nendly centre

Most existing heahh (acilitics or heahh services acc designed for adults; as a result young
persons are foced with some barricrs relating 1o how 10 acceas the needed services such as
judgemental or unpleasant ettitude of service providers, non-conlidentiality and
unaflordable fecs. Consequently, they get information lrom insppropnatec or uninfoemed
sources on ihcir reproductive health concems. (W10, 2002; Ajuwon, Owoaje. Falaye,
Osinowo, Aimakhu, Adewole, 2008 and \WIIO 2012). The barricrs 1o young people’s
access 10 1eproductive health scrvices can be broadly categorized into those relating to
avBilability and acceplobility, (Agampodi. UKD, 2008), as well as those that concern
acccssibility, confidentiallty snd cquity of health services (WHO, 2001; WHO, 2002,

2
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- WI[O. 2012; UNFPA, 2013 and Shikuku 2015). Youth [riendly scrvices sould be designed
toovercome lhese harriers (WHO, 2002 and WILO, 2012).

Viewing adolescents as o group with peculiar needs Is a relatively cecent proclice m the
developing world (Senderowitz, 1999, Scadcrowitz, 2003 and \WHQO, 2012). Globally,
young unmamed pcople in the past were not expecied 10 need iepioduciive health services
(Sendctowitz, 1999; WHO 2002 and WHO 2012). However, signilicani social changes,
which alfieet all socicties such as globalization and other phenomena including decrexsing
age of menorche, adolescent nsky behavior and decreasing age of sexual iniiation have

necessitated addressing the reproductive health of young people (Sendcrowitz. (999 and
WHO 2002), before things get too late.

In 1995, WHO, in collaborotion wilh the United Nations Childeen’s Fund (\/NICEF) and
the United Nations Population Fund (UNFPA), agrecd on a conunon agenda for action on
adolescent health and development They called for the implementation of a package of
interventions, which includes th provision of relevant information and skills for young
pcople, the creation of a safe and supportive environment and the provision of health and
counscling services to meet the peculiar needs of young pecople (WHO, 1997). In response
10 this, the Federal Ministey of Health, in her stralegic fmmework sceks to establish youth
friendly and gender sensitive services in public and private health carc institutions i1

Nigerin (FMOIJt 2007). Youth friendly centrcs could also be established to address the
reproductive health needs of young people in Nigeria.

A youlh fnendly eentre i3 o fiicndly, supportive and non-threateaing envuonment where
young pecople have access 1o a vancely of services aimed at promoting 8ad protecting their
health. Such eenires aiso bnng them in eontact with inlluential peers, provide a conncction
with an Institution, and allow for nientoring (Veaore, Magnani, Mumay, Sonderowi,
Speizer and Siewmt, 2002 ¢ WHO, 2002; Ajuwon et al, 2008 and WHO 2012) Onc of the

scveral services provuled by youth centere is 1epioductive health care, The centers typically

have recicalional, educauonal and sometimes vocational componcats as well as

reproductive healih information and counscling services (Traore, et al, 2002 ; WHO, 2002;
Ajuwon o al, 2008 and W10 2012)
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According 1o WHO, (2002), adolescents and youth (riendly services represcent an approach
which bnngs togcthicr the qualities thot young people demand, with the high standaids that
have to be achieved in the best public services. Youth Fnendly Scrvices ore scivices that
have x;nd implement policics and attributes that are attraclive to youths in icnns of fncndly.
respectful and non-judgemental service delivelry, convenicnt time, affordable fecs and
confidentiality. They provide o =uilable and accepiable sculing for mezting the needs of

Young peoplc and cncouraging thcm to repeat their visits (Ajuwoa ctol, 2008).

The United States Agency for Intemational Devclopmeni (USAID) lns identificd thuce
models of youth friendly services for the provision of young poople’s sexual and
reproductive health nceds. Thcy are Integiatcd Youth Fnendly Health Services (YFHS),
Stnﬁd Alont YFIiS and Compichensive Youth Fricndly Services (USAID, 2010). The
provision of repsoductive health scrvices delivered thiough the youth-fnendly services has
been identafaicd as onc of the most scnsitive and cffective ways ol delivenng rcproduciive

health services 1o young people (\WWHO, 2002 : Tylec, Haller, Giaham, Chwichill and Saece,
2007).

The. USAID (2010) has identified some programming gaps iclatcd to services targeted at
young persons. One of them is thai the sexual and repioductivie health needs of students in
lertidry institutions which con be addressed through youth (riendly services are largely
unmct Scvern! factors could be responsiblc for the unmet needs. One of such factors is that
university bascd young pecople oflen lack knowledge on where 0 access reproductive
heahh services to mect thecir necds as identificed by LINESCO (2009). They could also be
limitcd by bamers such as low risks perceptions and services devoid of confidentnlity and
affordability (WHO, 2002, Ejulkar, Onoka and Phin, 2005, Osayin 201%). The
establishment of the Youth Fnendly Centre at the University of 1bpdan in Ociober 2007, is
thus a commendable initistive. lHowcver, the scrvices provided at the centre as well as
undarpadusics knowledge and pattemn of utilization of the centic have oot been fully
investigated through research. 1n eddition, the specific (uctors which influence utilizason of
youth fnendly healih services lisve not been well cxplored among young people in

Nigenan lerumry tastiiutions. These constitute the stimulus for the design and execution of
ths swudy.
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1.2 Statcment of the Problem

Young pecople continue to face scxual and reproductive health challenges (FHI, 2010;
UNAIDS 2010) duc to their vulnembility to peer pressurcs, cxpenimcnlation with sex,
possession of multiple sex partners, low risk perception, unprotected <cx, alcohol and other
risky lifestyles, Furthermorc, young people encounter diflicultics in accessing reproductive
health services due o unfriendly, unaffordable, inconvenicnt liszing, judgemental and non-
conlidentinl scrvices which results in poor Scxual Reproductive licalth (SREI) service use

among young people (WHO, 2002 : Scndcrowitzz, 2003 and Tylece. laller, Ginham,
Churchill, Sanci. 2007).

Across a varicty of global conteats, #t has been demnonstrated that Youth Friendly Service
(Y¥S) can address the nceds of young people by wnproving the availabiluy of scrviees
(WHO, 2002 ; Scndcrowitzz, 2003 ; Tylec, Haller. Graham. Churchill, Sanei. 2007 ;
Ajuwon et al, 2008 : Pathfinder Interustional, 2012 and Akiniyi. 2012) acceprability |
nccessibility and equity of hcahh scrvices for young people (WHO 2002; Tylce. Huoller,
Graham, Churchill, Sanei, 2007 : WH O 2012 : Pathiinder Intemational, 2012 : NMotuna,
2012 and Akiniyr. 2012). The YFS approach addresscs the complex drivers of adolcescents'

poor SRII oulcomes hy targeting the barricrs to health care aceessat Lhe individual. social.

and structura! levels (Pathfinder Intemational, 2012 and WHO 2012).

There ore a few Youth Fnendly Centers i Nigena, with six 1n Ibadan menopolis, The
YFC of the University of ibadan was established ecight years ago to address some health,
social educational and recrcotional needs of students. The health related nceds includes
those relating to uniniended pregnancy. abortioa, scxual pssault, HIV and counscling.
Funthermore, the cente also provides services and interventions directed at preventing the
abuso of alcoho! and other diugs. There 1s a nced 10 Invesuigate the extent to which the
services piovided at the centic are addressing the needs and concerns of the students. In
addition there was the nced to determine the knowledge, perception and pattern of
utilizanion of the centre. Tins study was, therefore, designed 10 investigate the knowledge,

perception and patiern of utilization of youtb fncndly heahh services offcied at the YFC of
the Universny of 1badan

5
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1.3 Justifieation

There s a growing recogniuon among rcproductive health care providers throughout the
world that youth fniendly health services arc needed 1o cnable young people 1o be
ndequately provided with sppropnite repioductive health care serviees (Sendcrowiz 1999
and WHO 2012). This rcalization has made some countries of the world including Nigena
to cmbrace this lofty idea. Though this is yet 1o be fully cxploied 1n Nigena considenng
tbat a greatchunk of the populauon are young people (Ajuwon. 201 3).

The results of the study have potential for throwing light on the knowledge. pesception and
pattern of uldizaton of the University of lbadan YFC It also holds preal promisein
conlributing to the undersionding of antccedent factors which influcnce tbe use of the YFC
of the Universiry of lbadan. The results will be usclu! for the formulation o { policics and

wnulistion of programmatic actions aimed at maximizing the utlization of the Centre

1.4 lResearch Questions
The rescarch quesuons framed to guide the study were as foliow;

1. What is the level of knowledge of undergraduates relauing to the scrviees provided ot the
YFC?

2. Whot are the perceplions of undesgraduates of the university relating to the YTFC?
3. What s the patiern of uulization of the YFC among the undergraduaies?

4. What pre the faclors wiuch focilunte the utilizawon of the YFC omong the
undergrmduales?

S, Whnt ore tlic facltors which militate against the utilization of the YFC omong (be
undergtaduntes?

1.5 Objrelives
1.5.1: Broad objeciive

The broad objccuve of this study was to investigote the knowledge, perception andl

utifizauon of YFC smong unciergmduates of the Universsty of lbadan,
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1.3 Justificatlon

Tberc i3 a growing recognition among reproductive health carc  providers throughout the
world that youth friendly health services arc needed to enable young pcople to be
adequalely provided with appropnate rcptoductive health care seevices (Sendcrowiz 1999

and \WWHO 2012), This rcalization bas made some countnies of the world includiog Nigena

o cbrace thys lofty idea. Though this is yet to be fully explored in Nigena considenng
that a great chunk of the populstion are young people (Ajuwon, 20i 3).

The resulis of the study have potcatial for throwing light on the knowledge, perception and
pottern of uulization of the Uaiversity of lbadan YFC. it also holds greal promisein
contributing to the understanding of antccedent factors which influence the usc of the YFC

of the University of Ibadon. The results will be useful {or the formulauon of policies and

inthiation of progrummatic actions aimed at maximizing the utilization of the Centre.

1.4 Rescarch Questions
The reseasch questions framed to guide the sidy were as follow:

1. Whbat is the level of knowledge of undeigroduates relating w0 the services provided at the
YFC?

2 Whatare the percepuons of undergraduates of the university relating to the YFC?
3. What is the pattern of utilization of the Y¥C among thc undergraduates?

4. What ate the factors which facilifate the utilization of the YFC among the
undergraduatcs?

S. What are the factors which militate against the uulizaton of the YFC among the
undergraduates?

1.5 Objectives
1.5.1: Broad objeciive

The broad objcclive of this study was to investigate the knowledge, perception amd

utilizoton of YFC among undergruduaies of the University of Ibadan
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1.5.2 Specific Objectlves

The speceific oljeclives were to &

Assess the undergniduates’ knowledge relaung o the services provided at the YFC.

2. Detcnninc the undergraduates’ percepuions tclating 6 the YFC,
3.
4
5

Detennine the pattem of utilization of YFC among undcrgraduaics.

. Idenit(y the (acters which (oeslitate the utilization of the YFC by the uadergraduates.

Identify” the (actots wiuch militate ogoainst the utilization of the YFC by the
undcegraduates.

1.6 Study voriables

Dcpendcent Variables

The key dependent vanablces measurcel included the (ollowing: owarcness, knowledge.

pcrecptions, pattern of utilization, (acilitating (oclors and nulitating (octors
Indepcndent Varlablcs

The assessed independent vanobles included the (ollowing : age, sex, level of study, hall of
residence, faculucs of study

7
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CUHAPTER TWO

LITERATURE REVIEW

2.1 Canceplual issues relatlng to the Youth Fricndly Cenires and Ser ices

The concept of “*youth™ 15 key to the concept of “Youth Fiiendly Centre™. The term *“youth™
vanes (som culture to culture, There could be o variation in the boundanes which define
the teuasition [rom childhood 10 youth and from youth to adultheod (Ministy of Youth
MYD, (2009). The changes or mejor milesiones that young people must pass through no
longer occur as predictably as in the past, therefore, delining youth globally aecoiding fo
some ¢xact age mnge can be a very difficult task (MY D, 2009). According to the World
Healthy Ongamization -\W11Q, (2012), the youthful stage 1s often characterized by a penod
Wwheo health problems thar have scnous immediate consequences con and do oceur; it 13
also a penod when problem behaviors which could have senous adverse cffects on health
in the future are nntioted (WHO. 2002). The coocept of youth i1s best understood as a
peniod of traasition from the dependence of childhood to adulihood’s independence and

awareness of our interdcpeadence as membeis o f the community (WHO 2002 and W110,
2012).

Youth 1s a fluwd age rclated category thnn o fixed age-group (United Notions, Educstional,
Seientilic and Cultuml Organization, UNESCO, 2013). The age range 15-24 is oflen used
by the United Nations, \WHO and others to mean the youthful stage for statistical purposes,
but in many cases tlus disitnction s too narrow for countrnies like Nigena (MYD, 2009),
According to the Nigenan Natioral Youth Poliey (NYD), the term youth is used to include
all young pcrsons cged 18 10 35 yean who are eitizens of the Federnl Republie of Nigeria
(MYD, 2009). This 1s also problematic because it does not scem to be based on a justifiable
realm or faclor. A challenge 1n the conceptuntization of the youth this way s that the agc
range 1s toc wide and it compnses of persons with different lcvels of development and
maturation- The concept of young persons 18 however used by the World Hcealth
Orgonizaiion to refer 10 people aged 10-24 years (WHO, 1989; United Nations, 1981)
According 1o the NYI' young people are chatactenzed by energy, enthusiasm, ambition,
creattvity, and promise; they are often faced with high levels of soclo-economic

uncertainty. This situation makes them highly vulnerahle 1o scveral inorbidities ond
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mottality (MYD, 2009). The morbidities and morislities include health problems related (o
reproductive health (Sendcrowitzz, 2003).

As ndolescents transit from childhood to adulthood, they enter o pivotal devclopmental
period when their decisions ond the decisions mode for them by others subsunually
influcace their well-being and fucure life course (WHO, 2002 ; Scndcrowitzz, 2003 ; Tylee,
Mallery, Graham, Churchill, Sancy, 2007; Pathfinder Intcmational, 2012 and WHO 2012).
Addressing the scxital and reproductive health needs of young people represents one of the
most imporiant commiiments Nigena can make to its future ccononiic nod social wellbeing
(FMOH. 2009). The realizauon of the imporaoce of young has brought about cllotts (o
dcvelop and cmpower the youth 10 becomc healthy ond productive Nigenans, that are able
(o contrtbute to nation building (FMOH. 2009). The concem about the health and
dcvelopment of young people hos been addressed n vatious inicmationnl insiruments,
scvern) of which Nigens is a signatoiy. These documents include declorations of the
Coavention of the Elimination of o]l forms of Discnmination against \WWomcn (CEDAW) of
1979 (Emakhu, 2013 and Dada, 2014); United Nations Convention on the Righis of the
child. (UNCRC) of 1992, (Fedcral Republic of Nigerin, 2006; FAOLL. 2007 and United
Notons 2015) ; Intcmational Conference on Population and Dcvclopment (ICPD), Catroof
1994, (FMOH, 2009) and Fourth ‘World Conference of Women and the Untted Nations
World Programnie of Actlion for Youth (United Natoss, 2015). Ttis has brought the
nceded paradigm shifl for the promouon of scxusl and rcproductive health of young
people. These 1astruments provide the overarching [ramework © deliver on promiscs made
regarding Nations' commniiment to meet the fundamcnial nghis of oll adolescents and

young people, including their nghts to health end education (FMOH, 2009).

Nigena launched her lirst National Adolescent Heolth Policy in 1995. The framework was
to provide the ptogrammatic thrusts thot will reduce morbidity and improve the quality of
lifc ond well being of all young people 1n Nigeria (FMOH, 2009). Howcver, accoiding to
the 1999 Notional Suategic Framework on ASRI{, efforts must be mode (o establish youth-
friendly-and gender-sensitive scrvices in public/pavate bealth institutions including Youth
Centres (FMOH, 2009), This is also cormoborated by the Nationa! Responsc to Young
People Scxual and Reproductive Health which recommends that all fcdera) health ogencies
and faciliies must regacd the provision of YFHS as a prionty. In Nigeria, o study was

conducicd ond geared towards lcaming about the stale of nstional response to young
9
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mottality (MYD, 2009). The moibidities and montalities include healih problems related to
reproductive health (Scoderowilzz, 2003).

As adolescents transit fiom childhood to adulthood, they enter a pivotal developmental
pcnod when their decisions aad the decisions made for them by others substanttally
in(luence their well-being and future life course (WHO, 2002 ; Senderowitzz, 2003 ; Tyles,
t{aller, Graoham, Churctull, Saneci, 2007; Patifindcs lnternational, 2012 and WHO 2012).
Addressing the sexual and reproductive health nceds of young people represents onc o the
mos1 unpotiant coraminnents Nigenia can make 10 its future economic and soctal wellbeing
(FMOH. 2009). The realizotion of the importance of young has brought about cffons to
develop and empower the youth to become healthy and produciive Nigerians, that asc able
o contnbute to nation building (FMOH. 2009). The concerm obout the health and
devclopment of young pcople has been addressed in various intermauional instrnments,
scverel of which Nigena s a signatory. These documents include dcclarations of the
Convention of the Elimination of all forms of Discrimunouon egainsi Women (CEDA W) of
1979 (Emakhu, 2013 and Dada, 2014); United Nations Convcation on the Righis of the
child, (UNCRC) of 1992, (Federal Republic of Nigeria, 2006; FMOH. 2007 and United
Nations 2015) ; Intcmational Conlerence on Population and Development (ICPD), Casro of
1994, (FMOI1, 2009) and Fourth \Vorld Conferenee of Women and the United Nations
World Programme of Action for Youth (United Nauons, 2015). This has brought the
needed puadigm shift for the promotion of sexual and reproductive health of young
people. These instiuments provide 1he overasching (remework to deliver on promises made

regarding Nations' commilment 10 meel the fliadomental nghts of all adolescents and
young people, including their rights to health and cducation (FMOH, 2009).

Nigena launched her furst National Adolescent Heolth Policy in 1995. The (mework was
to provide the pmpgmmmatic thrusis thot will reduce tnorbidity and improve the quality ol
life and well being of all young people in Nigena (FMOH, 2009). However, nccording to
the 1999 National Swategc Framcwork on ASRH, cforts must be made to csiablish youth-
(riendly and gender-sensitive services 10 public/private health institutions including Youth
Centres (FMOH, 2009). This s also corrobomied by the National Response o Young
Peaple Sexual and Reproductive Health which recommends that al] feders! heatth agencies
and faciliues must regard the provision of YFHS as a pnority. In Nigena, o study was

conducted and geared [owaonls leasming about the siate of national responsc lo young
S
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pecople’s scxual and icproducuye health services. Some inadequacies in the youth friendly

health services were revealed, Activities which promote young people's sexual and
reproducuve health were found to be nunimal (FMOH 2009).

All clicnts of scxual and reproductive health services such as the YFC should have the nght
to nfonnation about the benefits and availnbility of scrvices and (o access these services,
rcgardless of their racc, gender, sexual oncotation, mantal siatus, age, rcligious or political
beliels, ethnicity or disability (IPPF, 2007). In addition, they have a mght lo piotect
themselves from unwantcd pregaancy, discase and violencc and to decide freely whether
and how (o control their fertlity and other aspects of their sexusl health (IPPF, 2007).

Youth-ftiendly services can be provided in 8 vanely of scltings, ronging from a clinic
rescrved exclusively for young people, 10 ndding ‘adolesccnts-only’ hours at exisling
facilinies, providing emeigency hotline, or offcnag services in places wheare young people

congn:hnlc. such as schools, youth ccnlres, spoiting cvcals or work sites (Ajuwaon, 2007
and IPPF, 2007).

Acconling to \WWHO (2002), a WHO consuliauon in Afnca in Octlober 2000 agreed that
“*adolcscents have a ngbt 10 access health seraces that can protect them from HIV/AIDS
aod (rom other threats 10 thetr hedlth nod well-being, and that these services should be

made adolcscent fnendly™. The coasultatioo recognised that health and development needs
cannol be mclt by hcalth servicesalooc.

Addiuona] csscnual climcal scrviees whicb must be priontized werc outlined and these
included the following : general health services for tuberculosis, maloria, endemic diseases,
igjurics, accidents and .dcntal care; repioducuve health including coatraccpiives, STI
treatmeni, pregnancy care and post sbortion management; counselling and testing for HIV,
which should be voluntary and confideatial, The other listed scrvices were : mansgement
ol sexual violence; mcntal health services, including services to address the use of tobacco,
alcobo! and diugs; informalion ond counsclling on development dunng adolesccocce,

including repioducuvc health, nutnuon, hygiene, scxuality and subsianccuse

However. on eppropriate ronge of cssential services 1nust be decided by cach counuy,

bascd on oulcomc of local needs assessments. The Global Consuliation on Adolescent

10
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I'riendly Health Services held by'\\‘HO in Geneva in Murch 2001, concluded that a core
pac kn'gc_could not bc a ‘fixed menu’, Insicad, the Global Consulintion suggested that each
| counlty must develop its own package, negotiating its way (hrough economic,

cpideiniological and socinl constraints, including culturdl sensitivities (WHO, 2002).

2.2 Churacterlstics ol adolescent/ youth fricadly health servieces

The chamcteristics of adolescent fmendly health services which also constitute the basic
cbaiactenstics of YFC can bc organized into 11 elements (WO, 2002). These arc the
clements relating o the followang: adolescent [tiendly policies, adolescents (riendly
procedures, adolescent (ricndly health care providers, adolescent (ncndly suppon staff,
adolescent -ﬁicndly facilites and adolescent involvement. The others nre: community
involvement and dialogue, communitly based, ouweach and peer o peer services,
appropnatc and comprehensive services, clfective hcalth services for adolescents and

cllicient services. The provision of these clements will be presented in greater detail
stanting with availability of adolescent friendly policies.

Adolescent friendly policics are policies that fullill the 1ights of adolescents as outlined 1n
the UN Convention on the Rights of the Child and other instiuments and declesations
(WHO, 2002). They ke into occount the special neceds of different sectors of the
populauon, iocluding vulnerable and under.served groups and do not resinct the provision
of health services on grounds of gender, disability, ethnic origin, religion or (unless suictly
appropnate) age. The policics pay special attenuon to gender lactors, guaranice privecy and
conlidentnlity and promote autonoiny so that adolcscents can coasent to thewxr owm
treatinent and care and ensure that services are cither frce or allordable by adolescents
(WHO, 2002)

Adolescent fricndly procedures facilitates casy and confidential registzation of patients, and

rcinieval and storage of reconls, short waiting umes and (where necessasy) swilk 1efemal,
consultauion with or without an appoiniment.

Adolescent fricndly health care providers nre technically competent in adolcscent specilic
arcas, and offer health promotion, prevention, treatment and care relevant o cach client's
maturation and social circumsiances. They have interpersonal and communication skills,
molivaled, supported and are non-judgnicntal, considerate, casy lo relate to and isusiworthy
pcrsonnels. Thiey devote adcguate time lo clients or patieots and act in the best interests of

11
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theit clients. They also treat all cliemis with oqual care and respect as well as provide
information and support 10 cnable each adolescent to make the right free choices for tus or
her unique needs,

Adolcscent friendly support staff are undersianding and considcrale, ireaung cach
adolescent clical with equal care and respeet. They nre competent, motivated and well

supporled.

Adolescent fricndly health facilities provides a sale environment st n convcaicnt location
wilb an appealing ambicnce. Thicy opemte conventent working hours, offer privacy and
avoid sugme. They also provide information and education maierial,
Also it includes Adolescent invelvement, so that they are well informed about services and
their nghts, encournged (o respect the nghts of others and involved 1n service assessment
and provision.

Community involvement and dialogue to promote the value of besith services, and
encourage parental and commuanity suppoil. As well as Conimunlty based, ouwtrcach and
peer-ta-pecr seyviees to increase covernge and. accessibility.

Appropriute and comprehensive scrvices that address each adolescent’s physical, social and
psychological health and development needs. it provides a comprebensive package of
health care and referral 10 other relevant services and do not cany outl unnccessary
procedures,

Effective hcaith senvices for adolescents arc health services that ase guided by evidence-
based protocols and guidelines, having equipment, supplies and basic services necessary to
deliver the essenual care package. Including baving a process of quality improvement to
create and maintain a cultureof stua(T support.

Efficient services are those which have a managcment information system including

wformation oo the cost of resources and a sysiem to make use of this informaltion.

2.3 Appraisal of clfccilveucss of VFC and services

Evidence on‘the effcclivencss of various ASRIT programs elsewberc has grown for the past
threc decades. A oumbgr of research and results have been wntien (o synthesize what s
known about what types of intervenuons work and wiwt types do not {Senderow-itz, 2000,
Kirby, Obasi and t.aris, 2006, Dell, Moore, 2008). llowcver, not all the evidences comes
from scicnlific rescarch. Some best practices anse from cxicnded program expenences.

Many'lessons can be leamt from the reviews and syntheses that can inform current ASRH
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prograuns (Ball and Moorc, 2008), These lessons or experiences include: Youlh fnendly
services as one of such interventions. Young people are not a monolithic group (Ball and
Moore, 2008 and UNFPA, 2014). They have varying necds for information and services,
and one type of intesvention will not address all needs. Nor can one type of interventioo
address the unique nceds of any single young person, For example, sonle programs are
beller at reaching one scx than the other (Bal) and Moore, 2008). As with any type of
intervention, 1a order to sustain bealthy behaviors, prevent nsky ones, or promole use of

services, 11 is necessary 1o deliver multiple messages through multiple modaliues, these is
no “"magic bullet” approach (Butler, Bond, Drew Krelle, Seal, 2006).

According o USAID (2010), evidence based on Lhe effectivencss of youth frncndly services
ts minunol. 1t was rovcaled tbat many organizations do not do comprchensive, cxtemal
bascline surveys before initistuig their work. Many organizstions do not keep records aboul
youth pasucipotung in their programs. This shows that coverage data and cvidence of

impact could be scarce (USAID 2010 ; Division of reproductve Health, Minisuy of Health,
2013; Chandra-Mouli, Lane and \Wong, 2015).

A study unt Togo has, however, revealed that Youth Friendly Centres (YFC) have hiile
impact on the reproductive bealth knowledge and practices of benelficiancs (Traore,
Magnom, Musvay, Senderowitz, Speizer and Stewart, 2002). Aecording 10 repons by the
Population Council in Ghana, Kenya, and Zimbnbwe, Youth Friendly Centres are generally
used by males for recreation. The council noted that males and femsales using the
rcproductive health services tend 10 be older thaa the targeted age (James-Traore, et al,
2002). A review of the cffeclivenese of intcrventions (o improve 1be use of bealth scrvices
by young pecople conducted by W1{O (2006) however revealed that actions to make tealth

services user friendly and appealing bad led (0 substantial increases in the use of hecalth
services by young people.

In Nigeria, a. facility assessment of 88 youth friendly hcaltb facilitics in 33 statcs of the
country, showed that 8 091% facilities reported thot they attended to clients nceding STI
testing or trcatment, an indication that STls reniain a prevalent reproductive health concem
among young people (Osanyin, 201 1). llowcver, this study reported generally low level of

utilization of these facilities and services. What cuts across the appmisal studies so far
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progiams (Ball and Moorc, 2008). These lessons or cxpericnces include: Youth friendly

sctvices as one of such inlerventions. Young people arc not a monolithic group (Ball and
Moore, 2008 anil UNFPA, 2014). They have varying needs for information and services,
and one type of intcrvention will not address all needs. Nor can one type of intcrvention
address the unigque needs of any single young person. For example, some programs arc
better at reaching one sex than the other (Ball and Moore, 2008). As with any type of
intervention, in order Lo sustain healthy behaviors, prevent risky ones, or promoie usc of
services, it 1s necessary to deliver multiple messages through multiple modalitics, there is
no *‘magtc bullet” approach (Buller, Bond, Drew' Krclle, Seal. 2006).

According to USAID (2010), evidence based on the cffectivencss of youth fiiendly services
1is mimal. It was rcvealed that many organuzations do not do comprchensive, extcmal
baseline surveys before initiaing their work. Mony organizations do not keep records about
youth panicipsting in their programs. This sbows that coverage data and evidence of

impact could be scarce (USAID 2010 ; Divisioo of reproductive licalth, Ministry of lcalth,
2013; Chandra-Mouls, Lane and \Wong, 2015).

A study in Togo has, however, revealed lhot Youth Friendly Centres (YFC) have little
impact on the reproductive bealth knowledge and practices of bencficiarics (Traore,
Magnani, Murray, Sendcrowitz, Speizer and Stewart, 2002). According (o reponis by the
Population Council in Ghana, Kenya, and Ziinbabwe, Youth Fnendly Centres arc generully
used by males for rccreation. The council noted thot males nnd (emales using the
reproductive heolth services. tend to be older than the targeted age (James-Tmore, et al.
2002). A revicw of the efiecliveness of miervenlions 10 improve thic use of healith services
by young people conducted by WIIO (2006) however revealed that actions to make health

services user fnendly and oppealing had led to substanual inereases 1a the use of health
scrvices by young people,

In Nigena, a-facility assessment of 88 youth friendly bealth faciliues in 33 states of the
country, showed that 80.91% facilitics rcported that they oattended to clients needing STI
testing or trcatment, an indication that STIs remain a prevalent reproductivie health concem
among young people (Osanyin, 2011). llowever, this study ceporied generally low level of

ultlizavion of thesc faciliies and services. What culs across the appraisal studies so far
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conducted relaung to the knowledge and patiern of ulilization of youth targeted services 1n
vanous scitings or counuies is the dearth of information on youths perceplions, opinions or

belicfs relating 0 services. Ycl inforrnation eonceraing their perspectives of the services 18
cructal for addressing their needs.

There 1s evidence thal many types of ioterventions can be cffective, but effecivencss is
usually condinonal on certain social cootexts. Addressing soctal and gender norms 1n
progtoin design and messagiog facilitmes changes in nisky bchaviors (Ball and Mloore,
2006). Severs] programs have been suceessful at one stie or n one cvaluation, but not
another, indicoting that cumculum and programming arc not the sole clements of a
successful interveotion. Implemeniation methods, staffing and tailoring programs 1o meet

the nceds of the population being served are all-important considerations (Ball and Moore,
2006)

A review of studies of pnmary carc services identilicd six categories of youth (nendly
scr\'iclcs. but found liule evidcnee of their eflectiveness boecause of inadequate asscssment
(Tyler, Haller, Groham, Churchill, Sanci, 2007). The authors conclude that although
scrvices designed 10 meet the needs of young people arc imporiant fiuther studies arc
nceded 0o demonsirate clHectiveness. One study on comprehensive youth centers that
provide RH found that effect of recreational activities on health outcomes was not elcar-
cut. Such services were also likely (0 serve a laige poruion of the adolescent population,
cspecially 10 rurnl arcas. 1. suggestied that whtle these ccntevs did reach boys, their
paruicipation was pnmanly.recreatinnal (Erulkar, Beksinska and Cebckhulu, (2001) ;

Erulkar, Mckbib, Simie.and Gulema (2006) ; \WHO, (2009) and Zuwmond, Geary and
Ross, 2012).

2.4 Knowledge relating 1o services provided at the YFC of U.I

According to-WHO (2002), most young people do not know much about hcalth services
inade available 0 help them. They also have some challenges accessing such scrvices.
Elissa, Siula, Jeonifer, David, Jayline and Natalie (2013) in ** Be kind 10 young people so
they fcel at home” : a qualitative study of adolescents’ and service providers® perceptions

ol youth-Kiendly sexual and rcproductive hcolth services in Vanuatu, rcvealed that
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adolescents descnbed 3 lack of awareness about SRH as a reason why they did not access
services (Elissa ctal, 2013).

In o focus group discussion conducted by Agampods, Agampodi and UKD, (2008), among
32 adolescents aged 17-19 years in Sn Lanka, revealed that knowledge on available
scivices was very poor. Only girls were awarc of the availability of services at their
doorstep- Not a single boy knew that they could seek help from the youth service clinics (or
their RH problems and werc totlly unaware of the availability of the youth comer in the
ncaiby general hospital. Some boys complained that they were disctiminated against by the
health care providers and policy makers (Agampodi, Agampodi and UKD, 2008). In
Nigén'n. the FMOH (2009), has noted that the major forms of sexunl and reproductive

nghts violation affecung young people include denial of access 10 relevant information and
scrvices.

Akinjyi (2012), conducted & study on the decicrmuinants of utilizetion of Youth [nendly
Reproductive Health Services (YFRHS) among school and college youths in Thika \West
District of Kiambu County, Kenya and noted that utilization of seproductive heolth services
was low latgely due o lack of awarcness of reproductive hcalth scrvices among thc youths.
Another study 1n Zombia on vulncrability and sexual and rcproductive health among
Zombian secondacy school students concluded that boys and guls lacked adequate
information about mman rcpioduction and STIs including HIV (\Warenius, Faxelid,
Chishimba, Musandu, Ongany and Nissen, 2006), A study done by Motuma (2012) on
youth-frnicndly services (YFS) utilization and factors that affect Youth Fniendly Services
ainong youths in | {aras; Ethiop1a concluded 1hat most youths had positive attitude towards
YFS but had poor knowlcige on the services. The same study also rcported that only one
facility provided YF$ in |jarar thus pointing to the limitations in offering YFRHS in that
region. Godia (2010), concluded in his study thet utilization of youth (nicadly sexual and

reproductive services in Kenya still face multiple challenges from the youth who have little

or lack information on youth friendly repsoductive health senvices,

2.5 Perccpilons relating o YFC/scrvices.

Young peoplc’s perceplions are nol uniform and show vanation betwecn boys and girls as

well as for the type of scrvice delivery. Perceptions ol services can cither be posiivo or

negative (Godia, Olcnja, | jofman and Broek, 2014). Motuma 2012, in his study noted that
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adolescents described a lack of awarcncss about SRH as a reason why they did not access
services (Elissa et al, 2013).

ln a focus group discussion conducted by Agampodi, Agampodi and UKD, (2008), among
32 adolcscents oged 17-19 yeoars in Sn Lanko, revealed that knowledge on availablo
services wns vesy poof. Only girls were aware of the availability of services at their
doorstep. Not a single boy kncw that 1hey could seek help from the youth service clinics for
their RH problems and were totally unaware of the avnilability of the youth comer in the
nca}by gencral hospital. Some boys complained that they were disctiminated against by the
heolth care providers and policy makers (Agampodi, Agampodi and UKD, 2008). [n
Nigérin. the FMOH (2009), has noted 1hat the major forms of scxual and reproductiva

rights violation affecting young people include deninl of access to relcvant infonnation and
scrvices,

Akiniyi (2012), conducted a study on the dctesminonts of utilization of Youth [riendly
Reproductive Health Services (YFRHS) among school and college youths in Thika \West
Distact of Kiambu County, Kenyn and noted that utilization of reproductive health sesvices
was low largely due to lack of awnrcness of reproductive health services among the youths
Another siudy in Zambia on vulncrability and sexual and reproductive hcalth among
Zambian sccondasy school students concluded thar boys and pgirls lacked adequate
mnfonnation about human repioduction and STls including HIV (Warenius, Faxclid.
Chishimba, Musandu, Ong'any agd Nissen, 2006). A study done by Motuma (2012) on
youth-fiicndly services (YFS) utilization and factors 1hat affect Youth Fiiendly Services
among youths in Harar, Ethiopia concluded 1hat most youths had positive aftitude towasds
YFS but had poor knowledge on the services. The same study also teposted that only one
facility provided YFS in-Hamr thus pointing to the limitations in offering YFRHS in that
region. Godia (2010), concluded in his study that utilization of youth friendly sexual and

rcproductive services in Kenya still face muluple challcnges from the youth who have little
or lack information on youth fniendly reproductive health services.

2,5 Perceptions relating to YFCiservices.

Young. people’s perceptions aic not unifonn and show variation betwcen boys and gitls as

well as for the type of service delivery. Perceptions of services can cither be positive or

negative (Godia, Olcnjn, Hofman and Brock, 2014). Motuma 2012, in his study noted thot
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ncarly 88.6% of the respondenis wcrc of the perception that YES were nocessaty for proper

care for youag people. The respondents were of the pescepuion that STUYI{1V/AIDS-reloted

services (57.8%) nad psychological aad rcproductive health counseling (44.79%) wcre the
most impoitant YI'S (Motuma 2012).

In a qualitative  study conducted by FElissa et nl 2013, on adolescents’ and service
providers’ perceptions of youlli-friendly scxual and rcproductive healllt scrvices in
Vanuolu, it was found out that there was o pesception that SR services were only for
morricd people or mothers and not availoble to odolescents (Elissa ct al, 2013). The
ndolescents also laocked the knowlcdge obout what they would be asked or whot would
hoppen o1 the clinic ond not imowing bow 10 talk with nurses weic also reasons for not

occessing services and lack of experience atteading a health service conuibuted to nnxicty,

as did misinfonnation or discouragement from Gicnds (Elissa ct al, 2013).

In one study conducted by Rebecco, Enily, Lynda ond Shaae, (2015) on cvaluating youth-
friendly health services: young people’s perspectives {rom n simulated client study in urbon
South Afnca. Rcbecco ci ol, (2015), found out thot more male thon female simuloted clicnts
rcported that the healthecare wotker they consulted knew how to talk to young people ond
trcated them respectfully. This may reftect different expcricnces by males and fcmales,

different cxpeclations or both, More simulated clients reported thot the healthcare worker

was fricndly, knew how 1o talk to young pcople, treated them with respect, and appenied 10
volue them scckang informatton (Rebeccen ct al, 2015).

Acconling o Godian ct al, (2014), who conducted o study on young peoplc’s pecception of
scxual ond rcproductive-health services in Kenyo among hcalth cose facilitics and youth
ccntres ocross sclecled urbon and rural scutings noted that at youth centres, young people
valuc the non-beaith benefits nod perceived that youth Giendly eenues providecl
opponunities which included availability of recreational {acilitics, prevention of tdlencss,
building of confidence, ptovision of infonnotion, improving intcipersonal commuaicatson
skills, vocational tnuning and facilitation of carcer progression. Boys and girls outlined
both bealth and non-healtb benefits of youth centres although the majonty seported that the
bencfits of using a youth centre were moinly non-bealth reloted. Youth centres wese

described as pood, liicndly, open, uscful, helphil, with health service providess who were

young, fricndly, understonding and casicr 1o tolk to (Godia ct ol, 2014).
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According to the study conducted by Godia ¢t af, {2014), it was noted in their study that
young people perceivesd youth centres to provide o good cavironment wbere pn'vocy was
tespected and there was fricndliness among staff. Also with health service pros'iders who
gave advice 1o young people on how to plan for their future lives and prevent unwanted

pregnancy, carly martioge and offered good counselling services (Godia ci ol, 2014).

In the same study the conseasus opinion among the study tcspondents was that young
people who camc to the youth centre W ploy gomes or be involved in other activities
cventually would end up using the cenue's SRH scrvices if neceded (Godia ct af, 2014).
Activities at the youth centres were linked to buitding young people’s confidence in terms
of improving sclf-estcem, communication skills and genernl ntetpersonal interaction with
peers and members of socicty as wcll as allowing them 10 cvaluate their moral values, Girls

and boys apprecioted the oppostunity o receive compuler imimng, lcam bow o ascess the
intcrmet and wnile curriculum vitae (Godia et al, 2014).

There were however conilicting views about the importance of games. \While the conscasus
was that games prevented idleness, it was also {clt that gamces (such as pool) could um a
youih centie nto a mecting basc for parlicular groups of boys. Both girls and boys noted
that grunes such as pool only oltracted boys and made girls shy away from coming to a
youth centre (Godia c al, 2014). Also youth playing games at the same place where health

scrvices are provided can be a detersent (o some young persons (Erulkar, Mckbib, Simic
and Gulema (2006) and Godia ct al, 2014),

2.6 f"ollern of utilization of  Youth Fricndly tlcalth —related services by voung people
A study done by Motuma (2012) on youth-friendly scivices (YFS) utilization and factors
that affcct Youth Fricndly Setvices among youths in Hartar, Ethiopia found out that many

of the respondents (63.8%) had used YFS at least once in the last five years. Amoag these,

(96.1%) had visited 1he scevices for reproductive health services while the remoining
(3.9%) had.visited for library aod vecicotional scrvices (Motuma 20t2).

Godia, ct.al, 2014, ia their study on thc experiences and perceptions of young people 1n
Kenya aged 10 to 24 years with regaird to their SRH nceds indicates that although young
people describe youth centres as having both health ond non-bealth benefits, they

particularly valuc the non-healih beacfits 1acluding general lifc skills and skills lcading to
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improved chance of employment received through participation in youth-related activities
The presence of games at health facilitics such as a pool table elicits maxed reactions
Games ot youth cenires seem to fovour boys, and may mwake girls feel unwclcomed
Evidence supporting the association between non-hcaltb related activities (such as games,
| other 1ecreational activitics) and an increase in uptakc of hcalilh services s weak
(Zuurmond, Geaty and Ross, 2012). Systematic revicws sbow that although a youth
ccntred-approach is popular in some developing countries, eifectivencss with rcgards to
increasing young people’s use of SRH still remains tow (Speizer, Magnary  0od Colvin,
2003). Young pcople using recreational acuvitics and youth centres are oficn older
(Esulkar, Mekbib, Simic and Gulcma (2006) ; \WHO, (2009) ; Zuurmond, Geary and Ross,
(2012) and Godia et al, 2014). God:a et al, (2014), aolso noted that cvidcnce linking the
presence of rccreational services at youth centres and general health facilitigs 10 incrensed

access and utifization of ASRH sesvices 1s insuffictent except with regatd to non-health

related benefits or 10 act as o “stepping stone™ w0 futusc career progression.

2.7 Factors thnt facilitatc the utilizatlon of the YFC / services

There are a number of tactors that iafluence the unilization of Y§C positively or negauvely.
The foctors (bat tbat influence the vulization of YFC positively are known as [acilitaung
factors and they include; awareness, confidentiality, respectful ond non-judgcmcntal
tceatment, well troinned senvice providers, integrated/comprehensive cate, casy access to
care, free or low cost of services, sbort waiting time and shon distancc to scrvice cenlers
(WHO, 2002 ; Senderowitz, Homsworth and Solter, 2003; Youth Advocates 2008;
Agompodi, Agampodi and UKD, 2008; Akiniyi 2012; Motuma 2012 ; \VHO 2012; Elissa
ct al, 2013 and Kiran ct'al, 2015). Barner or militating factots are factors that influence the
utilization of YFC negatively and 1his will be discussed subsequently,

The term “youth fnendly” may include how/whether a clinic provides: nonrestictive
services bascd on age (and potcntially gender, disability, religion); casily negotiated access,
suppont staff oriented toward adolescents; appealing facilitics wilth convenient hours;

ndolcscent involvemcat; and compreheasive services (WO, 2002).

Adolcsccnts-. providers and policymaokers described a 'friendly’ provider as somcone who

was - non-judgmcnial nod kind, who understood adolescents and thecir nghis, who kept
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con(identiality, who gave adolescents adequate time, and who was treincd i SRH ond
counscling (Elisso ctal, 2013).

In a siidy conducted by Agunpodi, Agampodi and UKD, (2008), on Adolescents’
pcn:‘cplion of reproductive bealth care services in St Lankn, unt revealed that awareness and
knowledge on cxisting services was very poor. The adolescents were of the view thal
improving awarcness on RH among their age group would bo a main stistegy in increasing
scrvice utilization by them. Previous rescarches such ns: Erullaar ct al, (2005); Motuma,

(2012) and Elissa ct al, (2013), in their studics also noted that many young people in need
of RH scrvices did not know where to obinin such scrvices.

Kiran, Foriha, Rajends, Sophin, Asiful, Rajshrec and Ismat, {2015), conducied a study on
the Peiccived Scxun) and Reproductive llcalth needs and scrvice uulization antong higher
secondary schoo) students aged 15 10 19 ycars in utban Nepal found out in their study that

awareness about adolescent friendly services ans) Adolescent Sexual and Reproductive
F Heal@ASRH) kmowledge were found 10 facilitate service utilization.

Acconding 10 the study conducted by Elissa et al, 2013, adolescents were of the view that
there 18 need for more awarcness o be provided in communities and schools 10 incrcase
knowledge sboun SRH and available scivices. Mony reported that it was casier for
adolescents who were well informed o make the decision 0 seck care (Elissa 2013). They
suggested that peer cducstors aad nurses visiing schools and communitics, tcachers, and a
range of media (including comics, pamphlels, posters and radio) could be usced to increase

awarencss (Elissa 2013). Scrvice providers and policymakers agreed that adolescents
nceded to be better infoimed about SRH and seivices (Elissa 2013),

Confidentiality mcans that the provider keeps an adolescent’s sensitive health care issucs in
stinct confidence bétween the adolescent/young person and the provider It is important (o
guard the adolescent's conlidcntiality and this extends, as well, 10 cvery member of the

clinic's sto(f..including receptionsts ond tcchnicians (Youth Advocates, 2008).

Accordiﬁg to Kiran ct al, 2015, whose study was to determine the nceds acd utilization of
available adolescent scxual and reproductive health services by adolescents aged 15.19

ycars found out that the overwhelming majority of adolescents were not utilizing SRII
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scrvices, cven after initiation of an adolescent-fiiendly health service progrom in thetr
dis!rﬁct (Kiran ct al, 2015). A mejonty of the pasticipants (71%) repored that lack of
confidential services was a signilicant barrier to utilizetion of SRI1 services- Sim;lnrly,
30% belicved avoilable services were inadeguate to mect their SRH needs (Kimn et al,
2015. Among the 9.2% of the participants who had utilized scrvices. the perceived barticr
could relote on uasatisfectory quality ia their expenicnce of ASRH services and this 1s a

concemn for scrvice continuity nnd cxpansion of cerc to more adolcscents (Kiran et al,
2015).

Swdics shows that teens have geacrafly been unsure that their confidentiality will be
guarded, cven when 1t is gumanteed by law {(Youth Advocates, 2008). A study conducied
by Ford, Thomsen and Compton, (2001), among 53 adolcscents to improve physicians'
discussions of conlidentiality policies with adolesccnt paticnts found that adolescents knew
far less about the protections than the limils of confidcntiality. ln fact, clinicrans'

cxplanations of the excepwons under which they would break confidentinlity made
ndolescents wary of their assurances of confidentinlity.

Adolescents usunlly trusted thewr doctor 1o maintain their confidentiality. However, many
youths feed woinied that receptionists, teehnicians, and nusse assistants might be carcless
with their medical reconds and, ‘thus, their confidenttality (Michels 2000 and Lane,
Mch:ighl. Garrett, Millsicin, Bolan and Ellen, 1999). In a study conducted on the featurcs
of scxually tronsmiited diseascs services important to Africen Ameiican Adolescents in San
Francisco revealed study, 88 percent of 1cens thought it was exttemely important that clinic
staff %cpt therr business piivate Grom the teens’ acquaintances. Far fewer, but still a
majority, (60 percent) . thought it was extrcmcly important that clinic stalf kept theic
busmess privote from parents and family. In fact some adolescents, especially young men,

worticd that [aculty, swff, and other students might lcarm about it if they sought STT testing
and treautnent ol & school-based health center (Lanc, ct al, 1999).

According 10 the study conducted by Elissa ct al, (2013), the most important feawure of a
youth-fiicndly hecalth service delined by adolescents was a (nendly service provider.
Prcgnont and parenting iccns have many (cars aad womes. They are ofien scared about:
bewng cxamincd; thic pain of delivety; having a secure place o live with the baby; being a

good parent; and finishmng school, among other things. They need reassurance ond

20

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



cmotional suppont from clinicians and sta{l (Youth Advocates, 2008 and Ekcfre, 2014),
Gay, lesbian, and bisexual youths can be upsct by heterosexist assumpuons on the pan of

the clinicians or stalf (Ginsburg, Wtan, Rudy, Crawfoni, Zhao and Schwarz, (2002) +
Godia ct al, (20i4) and Tanncr, Plulbin, Duval, Ellcn, Xspogiannis, Foricnbeny, (2014).

HiV-positive youth struggle with all tbc developmental issues of adolescence nnd may be
overwhelmed, when first diagnosed, with f{cars aboutl the (uture, dying, mnintuinfng
rclationships, establishing intimacy, being abandoncd by family and fnends, and being
sligmnhzui {Maninez, Bell, Dodds, Shaw, Siciliaao, Walker and Southem, (2003) and
Taancr, DPlilbin, Duval, Ellen, Kapogionnis, Foricnberry, (2014), Taking a lot of
medicauons is ofien diflicult for youths who arc balancing the normal developmental tasks
of adolescence with social life and peer rclationships. So being patient, positive, and non-

Jjudgmental is panicularly important to assuring HIV-positive youths continue with the
health care they need {(Martincz ct ol. 2003 and Tanncr cl al, 2014).

Ethnic minonty youth are justly sensitive to discouncsy. Some siudtcs bave found out thot
providers inay (intentionally or unintentionally) oct diffcrently according to the client's
cthnicity. Thesc providers may basc their sctions on stercotyped belicfs about youth's
fuodamcatal valucs, competence, and descrvedness. Clinicians must question their own
assummptions regatding youth of an cthnicity diffcrent to their own becausc there is
substantial cvidence thsl providers™ belicfs, expectations, dingnoses, and treatmcent ate
influcnced by the mee/cthricity of clients (Michelle and Stcven (2003) and Jorgea and
Sawitri, (2014)). Youth wbo nic survivors of scxual or physical assault arc particularly
vulnerable lo any distespect because of the trmumatic event(s) thcy have cndured.

Respectful trcauncnl ts imperative ot thistime in the life of the adolesceat or young adult
survivor (Youth Advocotes, 2008),

Providers and policymakers agrecd that providets need training lo work with adolescents
(Elissa et al, 2013). Most noted the lack of adolescent SRH cducntion included in pre-
scrvice (ruining cuiticula and limited opportunities (o altend in-service training. Specific
training. needs included updating SRH knowledge, con(identiality, sexual and reproductive
nights o adolescents, and communication and counsclling skills {Elissa ct al, 2013). Many

key informants belicved that these competencies should be included 1a basic pre-scrvice
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iminung of all providers. Positive impacis were 1epoited by those who had autended tmin;ng
(Elissa et al, 2013),

Working to creale *youth fricadly® clinics thiough changes in physical covironment such
as; space, cotcrininment, and cducational matcrials and also 10 social which iacludes; stall
ttainung relaled to development, gender, scxunl oricntauon may help ieduce HIV-infected

adolcscents® unique bammicrs to care engagement, thus, helpful in meeting the specialized
needs of [{IV-infecial youths (Tanner et al, 2014),

Ginsburg, Winn. Rudy, Crawfonl, Zhao and Schwarz, (2002), also recommends that
clinicions and service providers avoid assuming that oll youths arc hectcroscxuals,
Clisicinns and service providers need 10 be trainned reganding scxual orientation so that
lhcy'know to avoid: sayng that an adolescent who has acknowledged being gay, lesbian, or
bisexua! 1s just gomg through a phase, confusing sexual onentsuon wilh scxual behaviors.
Adolescent’s scxual oncntation shiould not be associated with 1isk or salcty regaiding STls
or pregnancy, domestic violenee, or any otherissue that youths may face (Ginsburg, Winn,

Rudy, Crawfonl, Zhao and Schwarz. (2002) ; Godis et al, (2014) and Tanner, Plulbin,
Duval, Elten, Kapogiannis, Fortenberry, (2014).

Intcgrated / Comprehensive care allows youth to obtain diffcrent services in a single
locauon. Oficn known as ‘one-stop shopping’, integrated care ts impottant to young mecg
and women (Youth Advocates;-2008), 1deally. integrated scrvices offer a multidisciplinary,

holistic approach, including pnmay carc, reproductive and sexual health care, STUHIV

tcsung and ueaumenl, suhstance abuse treatment, mental health care, and cducation and
counseling (Youth Advocates, 2008)

According to somc tescarches, youths have ofien felt anxious 10 reccive seivices 1o a
selling that would not stigmatize them. Integrated service sentings, such as school-based
health centers, college and comniunily health centers, and adolescent clinics, was a good
place for these youth because just coming in did not cxpose what services they were
secling This was a particular concem 10 young men and (o youths in need of mentall health
(Davics, McCrae, Fiank, Dochnahl, Pickening, 2002; Kodjo and Auwnger, 2004 and
Juszczak, Melinkovich, Kaplan, 2003). Adolescenis in the studies conducied by Agampodt

et al, (2008) and Kiran et al, (2015) also documented similar concems ol adolescents
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sceking to access reproductive heallth services without being stigmauzed by (nends,
relatives and service providers.

Many utban minoniy youth utilized school-based health centers for medical and mental
health care (Jemnings, Peasson and Harris 2002). In fact, research showed that school-

based health centers sec the laigesi proportion of adolcsccnt males, far more than anyother
adolescent specific site (Iuszezak e ai, 2001).

A study conducted by Rogers, Horb, Lappin and Colben (2000). revcaled that young men

have often gone without needed healih care. lo fact, male college students have ftequently

presented (0 siudent healih services for cvaluation of acute conditions with alarming and

long-neglected precursors, The grealest bamers to male collcge siudents® secking care have

been their need 0 be independent and a need to conceal

thetr vulnerability (Davies et al,
2000). Inteprated services allow

young men to seck care for sensitivc issues snthout their
poers’ becoming aware of the specilic service they sought (Youlh Advocatcs, 2008).

Integrated care is important also to sexual dseauli survivors because they need immedinte

propbylaxis for STIs. \Vomen of reproductive age need immediate prophylaxis to prevent
pregnancy, Centre (ot discase conirol

recommends a variety of antibiotics for preventive
therapy against gonoirhea, chlamydia,

iIncbomoniasis, and bacienal vAgnosts. Centze for

discase contiol also recommends cMmetganey coolracepuon for sexual asssult serv\vors at

nsk of pregnancy. Youth need clcar, gentle explanations of why the medicsuons are
imporant And they need 10 be treated gently and repecifully duting the examinatice

(Rovi aod Shimoni, 2002 and Bell, Maruncz, Bowwinick, Shaw', Walker, Dodds. fohnsoa,
Friedman, Southeran and Siciliano, 2003).

For yars, sexually &cuve adolescent aod young adult females aged {5 thiough 24 years
have had (be highest rates of chlamydia and gonosthea of any: 98¢ group 1n the Unitedd
States. Yet, deta have shown that only about 22 percent of fcmale health plan memben
ages 16 10 20 received annual wvecning for chiamydia. Data also showed U only five

percent of all U.S. women under age 25 and only four percent of all {§ 0 19 year oid
women bave been 6creepad for STIs (Huppert aad Hillay, 2003)

Studics (rom Advocstes for Youths, (2008); AEAmpod; (2008) aod Elissa et al, (2013)

revealed 1hat adoleseants feh that their service Provider/clinician did not care about them
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when he/she rusbed through appoiniments, giving them no himc to ask questions and gel
answers. Adolescent girls (n patticular descnbed the peed to have e provider of the same
scx, and some boys also had @ prefercnce for secing a male purse. Providers and
policymakers identificd that stafl shoriages, pasticularly n rural areas, made ths
challenging. Having a reliablc commodity supply was the sccond most impottant feature

identsGied by adolescents, and the most impostant feature identificd by rura) groups (Elissa
et al, 2013). '

Some adolesccnis reporied that having a separate youth clinic would improve access to
services by overcoming concerns about privacy al mainstrcam health facilitics (Elissa et al
2013). However, many reporied that other features were more umportant and that a lack of
pnvacy could be ovcrcome by providing scpasale entrances and waiing areas for
adolcscanis (where youth-oriented activities and resources could be provided) or having
separsic youth-only clinic hours (Elissa et al 2013). Many providers and policymakers
belicv ed that standalone youth clinics were the ideal, but noted that a lack of inancal and
human resources meant that this was not feasible in all communities (Elissa et al 2013).

Some agreed that thetc was scope to make. cxisting services more accessible (Erulkar et al,
2005 and Elissa et al, 2013)

Easy sccess 10 bealth scrviees 1s important to youtlis. Accems jasues may (nclode: lack of
traasportation, difficultics making appointmenis; not knowing where 10 go, houwrs and days
whm services are available, and requirements (0 retum for follow-up (Youth Advocsies,
2008 and Kiran et a), 2015). Access usues can also be rclated o cultwe and language

Alibough sccess 1ssues can.be imporuant o adulis as well, they pose especially significant

bamemns to youth's ability 1o get the health care services they need (Youth Advocaies,
2008)

Elisaa' &1 al, (2013) 19 their study revealed that the costa of services, cammaditses sud
vaasport weve bamen for many edolescents due W high unemployroent and little access o
bousehold, resowces. Some reportas] (hat they would be 100 cmbasmussal W ask heir
parents formoney W aiend SRH savices- Almast all poups said that having © pe) for
SRH services and commodities would prevent them fiom sceking care. although same
adolescents repotied that if 3t was unportant they would find the money (Elissa &1 al, 2013)
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Acconling to Me Canb and {.ubman, (2012), waspite of the emergence of mental health
problems dunng adolescence and carly adulthood, many young people encounler
dilficultics accessing appropnatc scrvices. Mc Cann and Lubman found out in therr sudy
that young pcople have contrasting cxpericaces acccasing the service. Sehool counsellors

have an influcntial role in facititaung nccess, ond its close proximity to public transpon
cnhances access Me Coann and Lubman, 2012).

According 10 Kiran et o), (201 5), half of the students said they prefeired ASRH seivices on
Frideys or Saturdays (off hours), in a sciling with other bealth services. Ability (0 access
scivices also hcavily influenced uttlizauon (Kirman et al, 2018). Kuan et ol, 2015, also
tevealed in their study that the closer services arce 1o where adolescents lived, tho greater
tbo utilization of such services, The service necds (o become miore prominent in young

people's consciousness, while the appointment sysiem would beoclit from providing more
limcly appointments with therapists (Me Cann and T.ubmen, 2012).

According to a study condueted by Elissa et al, (2013), free services and commodities was
the most unposiant feature ranked by adolescent gisls, and tho foutth most impottant (or
hays, Almost all groups agreed that services and commoditics (including condoms and
contraccpuves) should be free for adoleseents since they were imporant for health and
wellbeing and many would oot be able to afford the fees (Elisss et al, (2013).1{owever,
some adolcscents explained 1hat some (inancial contridbution was impornant, patticularly (or

comniodilics, eithier because 41 would eocourage them (o value the service or in recognition
of the limited resoutces o felunies (Elisso etal, 2013).

Youth Advocates, (2008) advises that to the extent possible, ensute conlinuily of carc by
making every effoat to have adolescents see the same counselor and/or clinicians al every
appointment. Morcalso. that the breadth of the faciliy/clinic’s services should be widely
advertised. Youang pcople should be aware 1hat the clinic offers pnmary care and general
and recreational-services 0s well as care for more scasitive issues like reproducusve and
scxual healih, ST1s, subslance abuse, and/or mental hcalth. they can come in for care
relatcd-10 a sensilive issuc withoul woitying thet others will know why they are in the
clinie.(Youth Advocales, 2008). Adolescents oficn have difficully negotiating complex
medical systems, service providers should make rcferral appoiniments for them and ensure

that they know exactly where and when 1o go, Voung people should be gnen clear
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dircctions, assurances of continuing confidentiality, and information sbout fecs. if any-

Knowledge can help lessen their anxiety so they will be more likely to keep the refcrmal
appointment (Youth Advocates, 2008)

2.8 Mllitating / Barricr (actors of utllizatlon of the YFC

Olobally, existing barricrs 0 access and utilization include poor access: availability and
accepinbility of the services (WHO, 2004). Lack of clear duections. lack of knowledge of
scrvices offcred, crowding, lack of pnvacy, lack of skilled service providers, sppointment
umes that do not accommodale young people’s work and school schedules, hittle or no
accommodauon for walk-in paucots, and limiled services and contraceptive supplics and
options calling for refcrral are also wmpediments (WHQ, 2004 ; Akuuyi 2012 ; Motuma
2012 , Elisse ct al, 2013 and Kusan cf ol, 2015). Scnderowiiz et al (2003) in s study on mpid

assessment of Reproducuive Health Services reponied Uint signilicant batricrs posied by thc
current stoate of most RH services are perceived unwelcoming 10 the youth.

1n 8 study conducted by Motuma (2012), on.tho youth fnicndly heslth services utilization
and (eciors that alfect YFS in tHamr omong €45 youths of oges 1S (0 24 years, 1t was
indicatcd that bariers 1o usmg YFS umong youths were; lock of knowlcdge of where 10

go for YFS (43.0%), long distance to facility (18.7%), cusvenily fecling healthy (15.1%),
poor quality of scrvices (7.9%)

inconvenicnt location (3.3%) and unaffordability of
services (0.29%).

A study n Cambodia showcd. that the barriers to youth access to reproductive healh
scrviees included lack of confidcotiality, shyness, poor relations with health swlfT, illitcracy
ond low priontization by parcnts for reproductive health services (Adra, 2007), Pathlinder
(2001) 1 a study to evaluate youth fnendly services (YFS) in Siungiwi found that although
there was goad infrasuucture, equipment, staff ond good environment at the enty, distnct,
and school ‘level, fcw youlhs used YFS due to insufticient publicily, insuftictent full ime

and skilled protessional health service providers, poor services and a weak refermal system

Most Altican countnies as a follow up 1o ICPD (1994) have put up youth [(hendly health
senvices. with the combined partnerslup between The United Nauons Population Fund
(UNFPA), Pathfinder Internauonal thiough The Afiticon Youth Alliance (AY A) program n
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Botswama, Uganda, Tanzania and Ghana (Scnderowtz, 2003) but despite these cfforts,
most countrics n sub-Soliaran Africa, youth still cneounter significant obstacles to
r&&ving sexual and repioducuve health services 0 obtaining cffective, modemn
‘conlmiccption and condoms to protect agaiast scxually transmilted infections (STis),

llncluding HIV. In South Afica activities geased towards the youth are being tmpilemented
but are sull limited (Erulker, ct al 2001).

A study conducted 1n Zimbabwe on factors aflecting Alncans feproductive bealth found
that 12% of the youth did not visit RH because the distance was too great, 11% were (oo
busy while 11% were shy (Anable, Cabarl and Alfard , 2005). Godia (2010) concluded
that utilization of youth f[tiendly sexual and reproductive services in Kcnya sull [ace
multiple challenges which includes; community ncgalive perception youth sexuality and
reproductive health services to the youth and health facility pesspective where there is no

owncrship of the services, limited management support and poor funding as well as poor
sta[f atutude.

In Nigena, a study conducted by One World UK to assess (acilities providing Youth-
Fiieadly Services(YFS) found out that gaps- cxisted in provision of YFS and that fcw
foctlities qualilied 10 be called youth friendly as they did not meet universally neeegptable
standanis for youth friendly scrvices. and such were run by Non Govemmental
Orgamzations (NGOs) and the Universuties. There was inadequstic stalTing, lack of clear

policics and guidclines on YES provision and inadequsic Informotion Education
Commtunicatioo (IEC) matcnals (Osanyin, 201 1),

Accotding 10 USAID, (2010), onc of the principal bainiers to providing adequate,
compnchcnsivc scxual and.repioductive hcalth scrvices to younp persons is the lack of
tmined and skilled personnel- There 1s no recognized carcer path or credentialing 1in ASRH
for hcalth professionals: An assessnicnt by USAILD, also revealed that most Community
Based Osganizations (CBQO's) atc not unlizing or are unaware of a recognized hcalth
cducation cutriculum. Opportunitics for 1n service Waining for service providers are fow
and, costly and the teemm “‘best proctices”™ was not widely recognized by the intervicwec's
(USAID, 2010).

Severl studies found that poor communicalion with providers kept adolescents [rom

sccking or continuing the care they necded. Many clinicians® discomfort with and lack of
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Botswanp, Uganda, Tanzania and Gbaoa (Sendesrowitz, 2003) but despite thesc efforts,

most countries in sub-Saharan Africa, youth still encounter sigmficant obstacles to

recé'w'mg sexual and reproductive health services to obtammng elfecuve, modem
contracepuon and econdoms 10 protect against sexually umosmilied infecions (STis),

1acluding HIV. la South Africa cetivilies geared towards the youth are being implemented
but arc still lumited (Erulker, et al 2001),

A study conduetcd in Zimbabwe on [actors affecting Afneans seproducuve healih found
that 12% of the youth did not visit RH because the distance was 100 great, 1i% were 100
busy while 11% were shy (Anable, Cabasl and Alfard , 2005). Goxlia (2010) concluded
that unlizauon of youth fnendly sexual and icpioductive senvices 10 Kenya stll face
muluple challcnges which wncludes: community ocgative perception youth sexuality and
reproductive health scrvices (o the youth and health [acility perspecuve where there is no

owncrslup of the services, limited management suppont and poor funding as well as poos
stafl atitude.

Is Nigcna, a study conducted by One World UK to asscss facilities providing Youlh-
Fnendly Services(YFS) found out that gaps cxisted in provision of YFS and that few
faciliues qualificd (0 be called youth friendly as they did not meet univearsally acceptable
sandards for youth fnendly semvices and such were tun by Non Govemmeoial
Organizations (NGOs) and 1he. Universitics. Theie was inadequate statfing, lack of clenr

policics and guidelines on~YES provision and wndequste Informauon Educanon
Comrgunication (1EC) matetials (Ossayin, 2011).

According 0o USAID,(2010), one of the pnmcipal bamiers 10 providing adequale,
comprehcnsive sexunl and reproductive bealth services (o young persons is the lack of

truined and skilled personnel. There 18 no recognized earees path or credenusling o ASRH

for bealih professionals, An assessment by USAID, also revealed that most Community
Bascd Organizations (CBO's) arc not utlinog or are unaware of a recogoized health

education eurmiculum_ Oppostusitics for in senice waining for serviee provilers are few

and eostly and the term “best practices™ was not wvadely recognized by the interviewee's
(USAID, 2010)

Scvéral studies found that poor communication wuh providers kept adolescents from

sccking or conlinuing the carc they nceded: Many' clinicuans’ discomfort with and lack of
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L]

unining to address sexual bealth nnd othier sensitive issues tesulted in lost opportunities to
discuss these issucs openly and honestly with adolescents and, thus, in lost apponunities
for testing and wcauncnl as well, as indicated by Dodds, Blakley, Lizzotte, Friedman,

Shaw, (2003) ; Merzel, Vondevasnter, Middlestadt, Bleakley, Ledsky and Messen, (2004) ;
Becker, Koenig, Kim, Cardona and Sonenstein, (2007) nnd Elissa et o, (2013).

A study on the attitudinal and contextual factors associated with discussion of sexual health
issues dunng adolescent health visits found that if the piovider did no1 bring up a sensitive
health topic, the adolescent would not bring it up cither. Only three percent of adoleseents

taised the topics of sexual behavior, STls, and/or contiaception on their own (Merzel et al,
2004).

According o Youth Advocates, (2008) and Akiniyi (2012), fcar aboul cosis is o major
barier 10 health core for youths. Poor and uninsuted adolescents wornty o lot about whether
thcy can afford the care they nced. Youth who have health insurance often worty about
con.ﬁdcmialily. for example, about informntion forms going (o their parents. So, whether
youth have insurance or not, cost can be a major (actor in whether they even attempt o get
medical care. Pathfinder Internatioaal, (2012) also revealed thal stigma. service costs, and

provider bias pose forimdable barriers (o Ethiopian young people’s ability to access sexual
and reproductive health (SRH) services.

Accoiding to Godia ct ol, 2014, younp pcople’s expressed two main concemns with regard
to youth centres; lack of full-timc clinical staff ond they also qucstioned the added value of

having games at youth ‘ecnties. Young people were concerned that lack of a full-ime
clinician resulicd in missed oppostunities (Godia et al, 2014y,

A swudy done by Rebecca et al, {2015) on the cvaluating yputh-friendly health services:
young people’s perspectives from a sunuloted clicnt study in wban South Africa revealed
that judgmental attitudes were ollen linked 0 healthecare workers not providing cettain
information.. However, judgmentol autitudes were more commonly cxhibited towards
female than male simulated clients. Other bamiers included: inlormauon was nol given,
pnvacy was lacking ond simulated clients experienced unnecessary bamers or negative
opinionsabout secking information (Agampods, 2008 and Rebecca etal, 2015).
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Accg;rding to Elissn ct al, (2013) who conducied a study on ndolescents’ and setvice
plovidcrs' perceplions of youth-fricndly sexual and 1eproductive health services in Vanuatu
found out that many adolcscents and providers desenbed adolescents® fear of others finding
out they had attended SRH services. In particular they were nfraid of their parcnts. of being
tcascd or talked nbout by friends, and being the victim of community 'gossip’. Some wete
also concemed that their partner would think that they had an ST1 or had been unfaithful if
they kmew they had attended SRH services. The lack of privacy at hospitals and

govemment clinics was emphasised, resutting in fcar of being sccn by (1iends, relatives or
communily members (Elissa et al, 2013).

A study conducied by Reddy, Fleming and Swain (2002) in \Viscoosin, on the Effect of
Mandatory Parental Notification on Adolescent Girls' Use of Sexual Health Care Services
found that 86 percent of adolescent female famuily planning clients would be willing to use
all the confidential sexual health services offered at locat clinics. At the same ime, 83
percent would stop using some or oll sexual health services il their parents were (o be
nolilied. Some 57 percent would stop using prescription contraceplives end begia using
condoms instead. Twenly-ninc percenl would have unprotecied sex. About six percenl

would dclay testing or treatment for HIV and other STls. Only one percent would stop
having sex (Reddy, Fleming and Swain, 2002).

A nationally icpresentative study of foregone hcalth care in adolescents found that 14
percent of youth did not get the care they needed out of concerus about confidentiality.
These youth were ot increased. tisk for real health problems because those wbo failed to get
needed health care oflen nlso pasticipated in heaith tisking bchaviors (Fotd, Bearman,
Moady, 1999 and Wilson, Kicin, 2002). Studices clsewhere also found that teens who had
no opportunity to1alk alone with thcir provider without their parents present were unlikely

to bring up sensitive concerns or 0 admit 10 tisk-taking behaviors (Martinez et al, 2003).

Accornding “to..Agampodi, Agampodi and UKD, (2008) who conducied s study on
Adolescents perception of reproductive health care scivices m Sri Lacka, they found out
that both. boys and girls recognized lack of sclf<onfidence and shyness as baniers in
sccking help. Some of the adolescents expliuned (hat it was the main baitier for them to
scek the services. Among girls, lack of confidence was accentuated due 10 the inadequate

privaoy and confidentiality given by heatth care providers. teachers nod parcais for these
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smsucs: Bolh boys and gils mentiousd that they nowded special clinics Lo Eveningd of
weckeruls: Most of them refused 0 come for services daytimo (even for a scparsic sessien)
when malema) and child cluucs were conducied. The boys explaned that they aecded
scparnte sastona without guls and they liked o bave services on a different day
(Agampodi, Agampod: and UKD, 2008 and Kiran ¢t al. 2015). | lowever, amoag bo)s, the
impresaion of parcnis and leachers was not a problem but the mzjor concern was aboul
marginalization from Iheir pecr groups (Agampodi, Agampodi and UKD, 2008).

Somclimes, wcll-meaning adulls (cel a8 oecd 0 express dusapgroval of edolescents’
behaviors, cven though such expression is enurely wappropnate in 8 bealth care sclling
(Elissa, 2013 and Natiopal Socicty for the Prevention of Cruelly to Children, 2013), Any
youth who has come in for bealth care descrves copectiul teaimenl. As one adelEmeni
said about rude comments (Michels, 2000). A ‘qualitalive study among prepant and
porcnting teens found that they hacd a koen anarencss of when they were baag Eertad,
listened 1o, omd taken scriously. Some of thesc teens 10id about times when they ware

tccated rudely by clinicians who dismissed their concoms, said highly inaxppropriate iiogs.
andfor fniled to answer their quesuons (Michels, 2002),

Some studies reported “being afruid-of what tbc doctor would say”™ as a bantier o ae for
adolesccnta, Al Icast some of this fear was of being scolded, putl down, or demyesaed. o

fact, studies showed that fear of being embamressed was & major detaventto adolescents®

secking impornant health care, including (csting for STIs (Huppest and  Hillard, 2003 -
Centers for Disease Control nnd.Prevention (2007) and Ansti and Pallast, 2015)

Providers liave oficn felt uncomforntablc discussiog scxual health with adeleseents (Huppen
and Hillard, 2003), Yetestudies have shown that youth want to discuss sexual health, STI

prevention aad Acsting, and/or birth control wath their cliictan. (Huppert and  Hillaed,

2003; Klcin and Wilson, 2002). However in one study, only three percent of tcens erought
up o scasilivesubject on their own if the provider did not do so (hMerzel et al, 2004),

Onc study found that stafl*s judgmental attitudes about HIV-infected young women's oot

ndhering closely to their treatment regimen creatcd a significant bamer 10 the teeas®
continuing treatmeat (Dodds, ¢t nl, 2003), Whereas jouth in theyr cardy tecas ofien

preferred 1o have their parents prescat duning o physical cxanunation, high school youth
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were much more likely to prefcr their parents’ absence. fn panticular, teens with high suess
or who used alcohol, 1obacco, or other drugs usually preferred being cxamined alone.
Young women who had been physically or sexually abused, were sexually active, or were
scnously depressed werec most likely to prefer being cxamined without a8 patent present

(Kapphehn, \Wilson and Klein, 1999 and Centrea for Discase Conuol and Prevention,
2014).

In a study conducted by Fiddes, Scott. Fletcher and Glasier, (2003), on atintudes owids
pelvic exnmination and chaperoncs: o questionnaire survey.of patients and providers, 43
percent of women aged 25 ond under said that they would be by the presence of a
chapeione during n pelvie examination. Most did not want @ chaperone presept dunng
cxaminalion by a femnle doctor. However, most did “‘want a chaperone present duning
cxamination by a male docior (Fiddes, Scott, Fletcher and Glasier. 2003). For gay, lesblaz,
and biscxual youth, barricrs to care included the fearthat disclosing their sexual oncomsoo

would ptrovoke judgment and discrimination fiomn providers and swff (Scberzcr, 2000 ;
Ginsburg et nl, 2002 and Centres for Disease Confrol and Prevention, 2014).

2.9 Conccptual Framcwork - Thc PRECEDE Model

The acronym “PRECEDE" stands for Predisposing, Reinforcing ond Enabling—causes v
Educaliona]l Diagnosis and Evaluation. The model was initially developed by Green and
Kreuter. 1t has served as o concepmal (ramewotk in Health education ptanning. The model
facalitales the diagnosis of thehealth problems of @ community, undcrstandiag the Eaciors
that influence people’s bebavior and developing interventioo o piomote healthy: bebavior
{Greca and Kreuter, 1999). The factors which influence people’s behavior can be

differentioted into three categorics namely predisposing, reinforcing and enabling factors.
Thesc factors are oftcn called behavioral antecedent factors

The predisposing fuctors arc the behavioral onteccdent factors thal make any healih related
behavior moro or (less) likely 10 occur. They are factors which must be present before a
behavioral deciston takes place (anleccdenmt). Predisposing fectors include knowledge,
attitudes, perceptions, beliels nnd values. (Sco Figwe 1| for dewils). For instance, lack o¢
tittle knowledge of YFC and the services the cenler provides, as well as belicfs and
plliludes ahout the neced for such services can influcce posiuvely or ocganvely the
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utilization of YFC. Respondcots may justify their non-usage of YFC based on their

perceptions or misconception of scrvices provided by the centre or based on perceived
negative atiitude of service providers.

‘The cnabiing factors that make any given health-rclated behavior more or (less) likely to
occur asc the factors which are related to resources. These factors wnclude time, availabtlsty,
accessibility and affordability of moncy or a 1angible mnovation. {n the YFC enabling
factors includes: avalability of HCT, counseling services, condoms, intcrnel services
games and rcading tooms (Sce figure 2.§ for details), With respect to availabality and
accessibtlity, the YFC s situated within the university campus and operates from 8.00am to

4.00p.m officially nnd ot imes ull 6.00p.m. The hours of opcration are fixed to create time
for students 1o use the ceatre even aller schoo! hours.

The rcinforeing faclors arc thosc related to the influcnce of signilicant orders such as peers.
For instance peers may cncourage or discourage their fnends from accessing the counseling

services ot the YFC. 1o addition, sexual paginer may not believe in HCT and copuaccpuve
use 50 may discowtage their partner from using such services

The PRECEDE QGamework was used to [sciliste the design of the scmi-structured
questionnsire uscd for daia collection. For inslance, questions 10,11,12.1-12.10, 13:1-13.1}

were framed 10 lake into consideration issues relating 10 Predisposing [actors relating o the

phcnomenon. For other questions.the PRECEDE fmmcwork was used to [rame sce Table
2.1
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Predisposing Faclors:

Knowledge, attitude,

belief, perception, of the
undergraduates  reloting

to the ulilization of Y¥C.
=
Enabling factors: Bchavioral Improved
Coavenicnt time, HCT, respousc: tHealth
N oulicomes
services and games the YFC.
Reinforcing Factors: School
Environament:
Influence of significant > /
orders ¢.g peers or friends University of /
- Ibadon HIV
| rcloung 10 the utilizotion |_Policy GES

Figure 2.1: Diagrammatic overvicw of the PRECEDE (ramcwork applicd to study of

the knowledge, pecrecption and pattern of utilizatlon of the YFC among
undergraduates of the University of Ibadan
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Prcdisposing Factors:

Knowlcedge. attitude,
belicf, perception, of tho
undcrgiaduates  relating
to the utilization of YFC.

Enabling factors:

Convcaicnt time, HICT,

Behavioral
responsc.

condoms, inlemel

services ond goroes

Rceinforcing Factors:

Influence of significant
oidcrs ¢.g peers or nends

reloting to the utlhzation

->

Use of services at
the YFC.

——{

A

|

Improved
Heaith

oufcornes

Scliool
LEavironment:

University of
Ibadan HIV
Policy, GES

Figurc 2.1: Diagrammatic overvicw of the PRECEDE framaovork applicd to study of
e knowtcedpe, perccption and pattero of utllzation of the YFC among

undcrgraduates of the University of lbadan
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Table 2.1:'Use of the PRECEDE frumework Is the design of the study imstrumcat
(Appcndix i)

Behavi
r:ct::;c"'“‘ Antecedent Qucstions framed guided by PRECEDE
' _ framework

Predisposing factors :

Knowledge and 10,11, 12.1-12.10,13.1-13.11
pcrceptions relating to the

YFC.

Enabling factors :

Convenient me,

6,184,185, 186, 18.9,18.10, 18.11, 18.12,

availability of HCT, 19

condoms, intemct services

and gamcs

Rc-in-forcing faclors : N

Influence of significant 9g, 18.9,20.5,20.6, 21

orders c.g peers or fricnds

|
Use of services at the YEC l 14a, 14b, 15.1-15.13, 17

Behavioral Responses:

Questionmaire {sec Appendix §) used for data collection
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Table 2.1: Use of the PRECEDE framework [s the design of the study instrumcnat

(Appendix i)

Behavioral Antccedent
lactors

Questions framed guided by PRECEDE
framcwork

Predisposing factors :

Knowledgc and

perceptions relating to the
YFC.

10,14, 12.1-12.10,13.1-13.11

Enabling [actors :
Convenicnt Lime,
availability of HCT,
condoms, 1ntcrnct services

and gamcs

6,184, 18.5, 18.6,18.9, 18.10, 18.11, 18.12,
| 19

R_einforcing factors :
InAuence of significant

orders e.g pecrs or {ricnds

Bcehavioral Responses:

Use of services at the YEC

9g, 18.9,20.5, 20.6, 21

|
| 14a, 14b, 15.1-15.13, 17
| == - i

—

Qucstionmaire (sec Appendix i) used for data coliection.
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Table 2.1: Usc of the PRECEDE [ratncework s the design of the study instrument

(Appeadix i)

Behaviora) Antecedent
factors

—

Quecstions framed guided by PRECEDE
framework

Predisposing factors -

Knowledgc and

perceptions relating to the
YFC.

10,11, 12.1-12.10,13.1-13.11

Enubling factors -

Convenient ting,

availability of HCT,

condoms, intcmcl services \

and games

6,18.4,18.5,18.6,18.9, 18.10, 18.11, 18.12,
19

Reinforcing factors :
Influence of significant

orders c.g pcers or [riends

9g, 18.9, 20.5, 20.6, 21

Behavioral Responses:

Usc of services at the YFC
i

14a, 14b, 15.1-15.13, 17

Questionmire {sce Appendix i) used for data cotlection.
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CHAPTER THREE

METHODOLOCY

*3.1 Study design aod scope

This was n cross-sectional study and it is limited in scope to the determination of the
knowledge, perception and patticm of utilization of the YFC among undergraduates of the

Universily of Ibadan, Nigcrnn. The {actors that served as dctegminants of the pattern of
ulilization were atso investigated.

3.2 Description of study sciting with special reference to the YFC of the University
This study was cairied out ot the University of Tbadan located in Ibadan North I.ocal
Government Arca. The University was initially established on 17th November 1948 as an
afliliate College of the University of London. {1 became a full-fledged University in 1962
(University of lhadaa, 2002).

The institution cusrently has thitteen Faculnes with a populntion of over 20,000 stdeats.
Theae are 12 halls of residence in the University with ten of the halls of residence reserved
for undcrgraduates. Six halls are cxclusively reserved for males while thiee ase reserved
solely for the fcaulcs. The Alcxonder Brown hall hased ot the Univessity College Ltospital
(UCH) campus of the Universitly occommodates male and (emaole undcigraduates. The
post-graduate students are accommodated ia Abdusalam Abubakor and Tefowa Balewa
Holls. (See 1able 3.) for details of the halls with undergradueic students).

The University opermtes the Facully system; currently there are thirteen faculties and 67
Depoaitments, The 13 Foculties are Asts, Education, Law, Basic Medical Sciences, Clinical

Scicnces, Phammacy, Public lcalib, Dentistiy, Velcnnary Medicine, Technology,
Agriculwural Sciences, Sciences and the Secial Sciences.

A variety-of sccial activilics takc place in the University campus and the (acilitics that
scrve as social rendezvous on the main campus ioclude the following: Student Uaion
Building, swimming pool n¢ar the Student Umion Building; thc University Confercoce
cenire, *U ond 1" eatery and the recreaton centre ond the Uaiversity guest houses, Most
weekends, 'some femplc halls constitte bechives of activities for visitors and male

students  Some visitors and male students come to intetact with the female students and
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take them owoy from the batls to aticed @ vasiety of social activilics (Ajuwon, 2013). Much

of the intcraction and social actvilics could be riskladen such as involvement 1n nsky
sexunl pmcliccs.

The Uaiversity of lbodan has rules and regulations that guide students' social and sexual
activities on cauopus. For instance, mole students are not atlowed to stay beyond 9pm 1n the
female hostel and vice-versa. Visitors are cxpected 10 be out of mate and fcmalo hostels by
10pm. (University of Ibadan, 2006). In spitc of these measutes, illicit sexual activities are

notl uncommon ond instances of rape have been docunicated (Oguawale, Oshiname and
Ajuwon, 2012),

The University of lbadan has a Youth Friendly Center (YFC) that offers reproductive
health, recreotionol, libraty and intcmel services to snidcots. The YFC is located behind the
zoologicol gorden, along Appleton road on the University campus. The centre has four sufl’
and a good number of regisicred volunteer workers. The centre provides services such as,
HIV Counsclling and Testing (HCT), distribuwtion of condoms, general and career
counscling and rccrcationsl activities (games). The ceutre is opcacd (o scrvices between
8a.m - 4.00p.m officially, however it often stoys open ill 6.00p.m when the need anses The

other health services provided on campus include those offered by the ; University Health

services aod Geader mainstrecaming progfamme
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Table 3.1- Categorics of residents in the undcrpraduate halls of residenec of the
“University of 1badan for 2012/2613 Acadcmic Scssion.

SN | Ralls of Residence No. of Rooms | Number of underpgraduates | Total
| Females Mules
. | Queen Elizabeth T1 hall | 282 934 0° 934
2. Queccn Idia hall 206 1256 0°* 1256
3. | Obafemi Awolowo hall | 405 1039 0° 1039
i, Alcxander Brown hall | 318 214 3147 561
S. | Kub hall 207 0** 513 513
6. | Sultan Bello Hall 172 0 487 487
7. | Mecllanby Hall 208 0°* | 509 509
8. | Tedder Hall 195 Qe 512 512
9 | Nnamdi Azikiwe Hall | 253 : gee T 948
10. | Independcnce Mall 967 1o 1935 935
| Total = 3443 4251 7994

Sowrces Obtained fram rocords kepy by hall Wardeas end Aall supervsors (20127201 3).
* Thease arccxclusively female halls.

** These are exclusively male halls

3.3 Study Population

The study population consistcd of malc and fcmale undergroduate students of ditfereat

socio demogiaphie characienstics. The study population spreads across the halls of

residence of the University of Ibadan that are duly regisicred and legally accommodated.

3.4 Inclusion and Exclusion criteria

The cnteria for a respondent to be cligible to participale in the study included that; the

respondent must be o full time registered undergraduale student presently residing in any ol

the undergiaduate halls of residence, This cnterion automatically excluded pre-degree

| diploma students, students of the disiant leaming programse, undergradustcs not residing

in the Universily hall of residence and postgraduate siudentsof the Uotversity of Ibadan,

3?
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3.5 Sample Size Delermination

sample size formula:
n=Zp{l-p)
. d)

The sample size (n) was detennined using the following Lwanga and Lemcshow (1991)

Where n=minimum sample size required

2= eonlidence level of survey at 95% (1 96)

P” the propornion of young people utlizing youth friendly health facilities which is 36%
(Osayn. 2011).

d"absolute deviation [rom uue value (degree of socuracy) = 4 %
Therclore. n™ 1967 x.0.36 x Q 64 =spproximately = 553
0.04?
A non-respanse or attntion rete of 10% calculated as [ollow was added to the sample size:
= 533 x10=55.)
100

Therefore total sample 812¢ = 553 + 5.3

=608.3

The samiple size for the study was 608 approximotely.

3.6 Sampling Procedure

A mulli-siage sampling procedure was used to select the respondents for this siudy from

the ten undergmdunte balls of residence. The sampling procedure involved usie following

sieps, All the undergraduate halls of residence were involved in the study (see teble 3,1 for
detauls).

Step |

The 10 undergraduate halls of residence were stiatificd by gender/sex into three [emale
halls, six male halls and one mixed hall (Alexander Brown hall with males and fcmales
undeigraduatcs), Proporniionsie sampling procedurc was used to select the number of
female or msle undergraduales that was interviewed from each ol the 10 halls of residence.

For instance; the ptopottion of female students 10 be selecied {rom all the femsle halls of
residence was detentnined using the following formula:
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Total puminraf stiadenty Ly g1 (he female halls of pesidence v sample slze
Tola! pumber of ggudents in all the gelected halts (oth female and male)

Using the aforementioned fornula,

Femal®s » 2433 x 608 =272
7694

the proportion of females selected was as follows:

Sitcp 2

All the underBraduate halls of residence was considered in the sampling. Proportionate
sampling was used to determine the number of students to be sclected per hall, The

propottion of female students to be selccted from each of the female halls of residence was
dctermined using Lhe following founula;

Torsl number of studenty tn selected hall x

Progiortion of female students seiccted fiom all

Tolal nunsber of female students in all (he female bally fermale halls

For Qucen Llizabeth hall for instance; 234 x 272
Jaq3
a)d

This same procedure was used to detamince the number of students sclecied from the remaining
female halls of residenca (Sce isble 3.2 for details):

Siep 3

All 1the blocks in each hall of residence wese considered in the sampling. Proportionate
sampling was used to dcicrmine the number of siudents to be interviewed per block. The
proportion of respondents selecied from cach block in the famale halls of residence was

determined using the formula:

Total numbers of students [a the selected hlogk

Total number of female studeots selecled from the hall
Total number of female siudents Ia 1the selected the hall

For instance Queen Elizabe hall, Block Aw 44 %793 =3

934
This same procedure was used to delermine the number of students selected from cach
block in the various fcmale halls of residence (See table 3.2 for details).

Step 4
Roonrs ‘wefe selected in each block using table of random numbers.

Step §: Recruitment of respopdents from tbe selected rooms
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An cligiblc occupant who happeoed to be the only one in the room at the tune of the visit
was pwposively selected for the interview. In situations where there were two or more
cligible occupants in a room, balloung was used to select the respondent that was
intervicwed. A selected occupamt was interviewed in the 10om while other room-mates
were pleaded with 10 leave the room for a while (o0 allow the interview 1o be conducled 10 a
conducive mmosphere. ln a case(s) where the respondent’s room was not conducive or the
room-mates were not willing 10 vacate the room, the common soom or an altematuve
tonducive venue within the hall wluch was mutually agreed upon by the interviewer or

intesvicwee was used for the inteiview. This was done to easure privecy of respondents and

to provide an opportunity for [ree disclosurc of information dunng the intcnicw.

40

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



An eligible occupant who happened (o be the only one in the room at the time of the visit
wos putposively selected for the intesview. In situntions where there were (wo or more
cligible occupants in a toom, balloting wes used lo select the respondent that was
inlerviewed. A selected occupant was interviewed in the room while other room-mates
were pleaded with 10 Icave the room fora while to allow the interview Lo be conducted 1n a
conducive atmosphere. In a casc(s) where the respondent’s room was not conducive or the
room-malcs were not willing to vacate the rooni. the common room or an ajtermnative
tonducive venue within the hall which was mutually agrecd upon by the interviewer or
wtervicwce was used for the interview. This was done (0 ensure privacy of respondents aod

to provide anopportunity for frec disclosuse o [ information during the micrview,
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Table ).2 - Distribution of femalc undergraduatc studcnts in halls of residence in
Umiverslty of Ibadan.

SN | et No, Number of Proportion Proportion Proporilon of
Mudeals female of (emale of respondents
m  each | undergraduatc | yodergradus respoadents | selected (rom
hall sudeals /block | tey selecicd each block Ia
(a) (o) feom cach various halls |
ballof
resldence
l. Otf«n 934 Block A - <4 Femalc: 44 =24
Elizabarh 1443 608 93 x 272 9 =3
Il hal} * Block D . 70 7694 3133 3
Block C - 90 7
BlockD - 100 | =272 - 74 8
Block € - 308 9
Block F - 42 3
Block G - 108 9
Blockif . 108 9
Block | - 250 20
GR Block - 14 ]
2 | Queen 1256 Block A . 439 1256 » 272 s
Idia hall ¢ Block B - 528 Jas) 42
' Block C - 208 16
Flat - 81 =99 é
|
3. | Obafeml 1039 Block B - 8% 1030 x27 | 7
Awolowo DiockC> 1)) 3H3 9
hall - Block D~ 198 IS
DiockE- 159 i P 12
l Dlock F- 198 16
Block G- 100
Block . 189 18
1
4 | Alczandex | 214 'DlockA- 86 242272 T |
Brown BlockB- 46 ) 4
ball + DlocdsC- 46 4
Biock D- 16 -3? 1
Dlock F- 20 ]
| ToTAL «. | 3403 m |mn | 173

Ottained from trconis kept by Aall wardrma and hall sporvizon (2012/2013 ) r
* Exclusively [or ([anales
+ For males and {emales
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Proportionate sampling for male undcrgraduates:

The proportion of male stidents sclecied from all the male balls of residence was
dectermuincd using the following formula:

Total pumber of stuidlents In all the male halls of reskleoce -

Sample stze
Total numisy of students ln all the seiected balls (Boilh female and male)

4231 = 608 =334
7694

The propottion of respondents selected from cach hall of residence was determuned using
the formula: :

Total number of studeoty Iy the ssjccied ball = Proportlon of malc studenis sebected from all the mske hells
Total aumber of male students In all the male halls

For Kuti hall, for insance = 313 = 336 =4l
4251

This same procedure was used to detesrmne the number of wspoadeats that wese selected
fiom all 1he other male halls of residence (Sce table 3.3 for details).

The proportion of respondents sclected [rom each block i the male halls o f residence was
determuned using the formula:

Jotal numnbery of sivdents in the selexted block™ Total number of malc studems sclecied from Ibe ball
Tota) munbo of mals siudenta in the sciecta] the hall

For insiance Kut) hall, Bleck A= §7=41 =3
1)

This same procedure was used 10 detesmine the number of respondents sclected fiom each
block in cach of the various‘male halls of residence (Sec table 3.3 for dewils).
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Tablc 33 - Distributlon of niale undergraduate stutlents in halls of zesidence In University of

+ for makcs and femalcs
* Excusively for males

The processes adopted for sclecting rooms sod 1efpoodents for interview in the female
halls was 8150 used in the male halls o residence.
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Ibadan
SN | Ual No. af WNo. of male Proportion of | Propartion of [ Proportion af
students ln | uodergraduste | male rcsponden(s respondents
a each hall students / block | undergradaate | aclecied from | scleeted from
{u) {a) each hall of each blocks la
resldence various halls
& ' xuti hall * | 513 4231 » 608 i3 = 236 61=4)
Block A - 67 | 7694 4251 51 = §
Block B- 216 - 3] 17
Block C- 117 - 336 10
Block D- 6S s
| ] Dlock E- 48 .
2 [Suhan 87 Biock A- 204 437 = 336 16
Bello Hsll DiockB- 104 4251 8
- | Block C. $4 = 38 4
BlockD- T (3
Diock E- 48 4
3 Mellanby | $09 BlockA- 270 2l
Hall ¥ Dlock B- 32 309 = 336 3
BlockC . 135S 4251 i
Nlock D- 72 = {0 5
|4, |Tedds | s12 DiockA- 207 §12* 06 17
Hall = BlockB- 117 42§51 9
Block C- 124 - 41 10
Block D- 64 S
$ Noaradi 948 Block A~ 296 M8 x« 33§ 21
Atiklwe Block B~ 300 a8t | 24
| Hall Blxk C- 2 o 23
| Block D- 56 s
| 6. | Lodepende | 935 Block A=, 291 935 = 336 2
| nce Hall * Block B- 239 4251 23
| BlockC- 300 -4 24
| Hlock B- 55 4
| 7. | Alcsanda | 347 Dlock D- 78 7 x s
Brown T 9
| 1fal] « Clock B- 120 = 37 12
| Dlxk G- 149 |
| TOTAL | 4154 | 336 | 36 336
OMalned from resords kept by hall wardens and Aall sspervsars (201220} 3)




3.7 Methods and [nstrumicats for Data Collection

The instiument for date collection was a validated, o semi-stnictured, sclf-administered
quéﬁpnnairc. The design of the questionnaire was facilitaled by review of literature
relating ta YFC. Thedesigned questionnnire is organized into seven sections labeled A-G:

QucSllons in Sectlion A were used (0 asscss reSpondents’ socio-demographic charactenstics.
Information on respondents® level of awarcness and knowledge rclating to the services
provided at the YFC was documented using questions in Section B. Questions m Scetion C
were used to determine the pereeptions relaling to the services provided at the YFC. The
utilization of the YFC was assesscd using qucstions in Section D. Questions in Scction E
were used to delermine the teported factors which faciliteto the utilization of YFC while

thosc in Section F were used to determine the teported factors that militate against the
utilization of YFC.

3.8 Valldity, Pre-testing and Reliability of the Instrunicuts.
Valiity

Validity descnbes the ability of an instiumen) 1o mcasure what it 1s cxpecicd 0 measure
(Olayinkn, Taiwo, Oyclade and Farai, 2006).. The inpuls of my supervisor, other lecturcrs
in the Department of Health Promotion and Education and cxperts in Adolescent and Youth

Hcolth were consullied and their mputs werc used 0 cnhance the face validity of the
insttumnent.

Pre-testing

The instrument was pre-1esied among undergroduates ot the Obafemi Awolowo Umiversity,
lle — Ife, Osun state. The instilution has a Youth Friendly Centre that was founded in 2005.
Tlhc institution shares simihie charactensics with the University of Tbadar. In addition to
being located in the same geopolitical Zone, both institulions are among the fitst generation
institutions . of higher lcarning 1o Nigeria. The questionnaires were adminisicted © 6l
undergraduaie students from diflerent halls of residence in Q.A.U., Ife. This fipute

represents 10% of the catculated sample size for the main study.

The pre-tested copies of the questionnaires were cleaned, coded, facilitated by the use of a
coding guide, and cniered into the computer. The pretest exercise was usced to screen for

_potenttal problems in the instrument including and to detect erfors and ambiguitics and
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appropnate-mcasures were taken to rectify them before it was uscd for data collection
_during the maio study.

Reliability

The Cronbach’s Alpha modecl technique of the SPSS was usced to determine the reliability
co-eflicient of the questionnaire using the data coliccted dunog the pretest. In the
approach a conelation coellicient of 0.5 and above was used to regard the instiument as

reliable. In this study a reliability coefficient of 0.98 was obtained indicoting that i1t was
reliable.

3.9 Recruitment and Training of Research Assistants

Four Research Assistanis (RAs) were recruited ond tained for two doys to help in accurate
dala collection. The training focused on the objcctives-and importonce of the study,
sampling process, administration of the study instiument to iespoondcnis, clhical

considcrotion, basic ntervicwing - skills and how to review thc questionnaire 10 chsure
proper complcteness of copies of the questionnaires.

The recruitment o f the RA was gender scositive.. Two mnle RAs were used to administer
the study instiument in the male holls of residence whilc two female RAs administered the
study instrument in the femalc hall of rcsidence. The RAs wcetce involved in the pretest of
the study instument which took place at the Obafcini Awolowo University, Ilc-Ife. This
was donc in oider to cosure that thcy have adequate knowlcdge and undcrstanding of the

provisions of the instruments pnor1c.the commencement of Hlie data collection; the pre-test

was 1hus an cxpcticatinl lasmiog.opportunity for them.

3.10 Data Collcction Process

The copics of the questionnaire were admnisicred with the help of four taincd RAs. The
copics of questionnaire were administered {0 participants al\er o wridcn infonncd conscol
has been obrained [iom the porlicipants. Each sclected room was visited and the occupants
were grected and-the purposc of the visit {rescarch), duration of the intervicw and the
benefits of thetesearch were expitined to the patticipants. The copies of 1he questionnaires
were sel.f. administered sincc the respondents could read and write 1o English language.
The interviews were conducted in the cvenings between the hours of 4.00 and 8.00p.m for

about ten days, This period was chosco becsuse a previous research found 4-8p.m, to be
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the period that is best for eooducting studies focusing on accommodated students of the
uruversity of Ibadan (Qgunwale ctal, 2012).

A total of 608 copies of the questionnaire were administered to the respondents. In each
block-in a ball, rooms were randomly selected using tables of rmandom numbers. Where
there were more thar one occupant in a visited room, one of the occupants was selected by
balloting- ([ the sclected person declines, the balloting process was repeated 1o select
another respondent. 1f all the occupants in any selected room declined (0 participate 1n the
interview, another toom was re-selected randomly in place of the formerly selected room.
The respondents not selected were iequested 1o excusc the respondent and the inlesviewer
before commencing the 1nterview, In a situouon where the other ocoupants sefused to
excuse the respondent and the intcrviewer, the respondent was requested (o partake in the

interview in the common room or any olher conveanient alternauve venue whicbh could

guananice confidenliality and wathout other persons adding Uieir inpuls.

The inicrviewer remained with the respondent dunng 1he completion of the questionnaire
o clatify any issuc(s) that might not be casily understood by the mspondent A
quesuonzatre was collecied as soon as a respondent was thiough with it. The completed
quesuonnaite was checked for completeness before 1t was kept in a bag. Anenuon of
respondents was drawn to cases of omissions or incomplctc responscs in the questonnaise.

This psocedure was used o facilitate ‘dala collection in both mole and (cmale halls of
residcen:s.

3.11 Data Manapement, Analysis and Presentation.

The copies of the questionnaires were collated and edited by the researcher with the help of
the research assisiants Copics of the questionnaire were rechecked for completencss and a
senal number was assigned 1o cach (or easy identification and recall. The wesponses in each
copy of the quesuonnaite were haod coded, facilitatod by the use of a coding guide
developed by the reaenrcher afler a carcful review of the respoases in all the ¢opies of the
qucsuoNaaLT™.

Alcr the entire copies of the questionnaire had been hand codad, a tamplate was designed
on lthe SPSS for entering of the coded dawm. Responses were caterexi m'o the computer
usmg the SPSS software version 16. The daa were analyzed using descrniptive statstics,

Chi-squarc, T-lest, F-test {or ANOVA) and logistics regression. A p-valuc less than 0.05
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wos considered statistically significant. The results are presented using tables and charts in
chapter four of this disscnation.

3.12 Ethical Constderations

The cthical pnnciples guiding the use of human pasticipants in research were taken into
considcrauon in the design and conduct of the siudy. Ethical approval was obtained from
the joint University of Ibadan/University College Hospital Ethics Review Commuttee (see
Appendix ii). [n addition, permission was sought from the Students® Aflairs Division of the
Universily of Ibadan. A letter of inioduction from the Depastment of Heajth Promotion
and Education (sce Appendix iii) and evidence of cthical approval were tendered to the
authonucs of the various halls to lacililate permission to conduct the study.

In addition,"permission was obtained from hall \Vaidens, hall supervisors and student hall
execulives of the vanous undergraduatc’s halls of residence 10 use the common rooms. A
wnllen infonned consent was developed and used ‘dunng data colleciion. It contamed
relcvant informauon aboul the focus of the study, objectives of the study, smdy
mcthodology, inconveniences that might be experienced and the potential bencefits of the
study to the sociely (sec Appendix iv). Participation m the study was voluataiy and there

were oo tdentificrs such as name or matriculation number of participaals. Participants were
assured 1hat all information provided would be kept confidential.

3.13 Limitatlons of the study

The stnke cmbarked upon by University based umons afiecied the data collecuon as
students who bad just resumed aflcr the steike did not want to give much aucnuon 0 an
intenncwer as a result of piled up workloads. This was however handled by being patent

with them and adminisienng Quesnonnaires (0 respondents at their convenient Gme.

Another limitation was that some students wete ccluciant in divulging informauon on their
visits 10 the YFCu10 reccive reproductive heallth related services. Scxual and olher
ceproducuve healthiissucs such as unwanted pregnancies, cootraceptive uplake. STis
including HIV, Counscling and Testing (ICT) were perceived 10 be sensilive issues which
onc should ‘aot divulgeanyhow, These limilations were reduced by assunng =spoadests of

coafidentiality of all information provided by them. Research patucipasls were informed
that the data collected would be used (or research gropose oaly. The srudy was donec among
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CHAPTER FOUR

RESULTS

4.1 Respondcats’ Socio-demographic characteristics

The results presented here describes the basic socio-demographic charactcnisncs of the
respondents. The 608 respoudents comprised 55.3% male and 44.7 % fernale
hn&ctgmduntcs residiog in all the undarpraduate halls of residence of the University. The
ages of the respondents ranged from 17-33 ycars with a mean of 21.38 + 2.5 and median
age of 21.0 ycars. The highest proportion of respondents consisted of young persoas aged

20-24years (65.6%), followed by those who were adolesceats (23.2%); majonty (86.2%) of
the respondents were Chnsuians (sec Table 4.1).

The levels of study of the rcspondents are highlighted in Table 4.1b. Overall, more
rspondcats (32.1%) were 10 400 level and the lowest gioup of respondents (2.5%) was at
the 600 level. The highest propoition of males (16.9%) were in J0OL whiic the highest
propottion of femalces (19.2 5) was at 400L (Seetable for more details). Respondents were
sclected across the 10 undergraduate halls of residence wath the highest proportion (16.1%)
being from Queen ldia Hall and the lowest (5.3%) was from Mecllanby Hall (Table 4.1¢).
The respondent's Facultics arc presented 'in Table 4.1d. Respondcenis from the Faculty of

scicnce lopped the list (15.6%), followed by those in the Facultics of Arts (13.7%). Social
sciences (12.5%) and technology (12.5%) (Sec table for details)
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Table 4.1n: Respondents® soclo-demographle [nfarmatlon.

N =608
Frequency Ry Gender
Ocmographle
() [ )
T AT Malcs (%) Fcemales (%) Total (%)
Gender/ Sex
336 (55.3) 272 (44.7) 608 (100)
Agc in yenrs ¢
17-19°
21(11.7) 70{§1.5) 141 (23.2)
20 - 24°° 221 (36.3) 178 (29.3) 399 (65.6)
>Q85een 44 (7.2) 24 (3.9) 68 (11.2)
Religious Affilintion:
Chnstianity
279(48.9) 245(40.3) 52.4(86.2)
Isiam 47 (7.7) 29 (4.8) 76 (12.5)
Tradstional or African 8 (1.3) 0 (0.0) 8 (1.3)
religion
Mecao age of respondents =21.42 2.

Key:
*Respondants who were adolcscents

¢ *Young peyzans but 00l sdolocams
* ¢ *Responiden is who were adults aged 25-30 yean

The cocsccpr of sdolaeants, young persa and adults were based on WIO's definitoa (WHO,
1989)
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Table 4.1b: Respoadents’ level of study by gender

N« 608

Frequency by levels of study

Gender 200 L (%) 300L (%) 400K (%) SO0L (%) 600 L (%)
Malc 98 (15.8) 102 (169) 76(12.8) 49 (7.9) 11 (1.8)
Female 66 (11.2) 46 (7.9) 119(19.2) 37(6.2) 4 (0.7)

Tolal

_164(27.0) 148 (243) 195(32.1) 86(14.1) 15 (2.5)

Note: L = Level
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Table $.1¢; Respondcents® 11alls of Residence

N = 608
“a"!i_ * Males (%) Females (%) Total (%)
- Obalemi Awolowo® 0 (0.0) 85 (14.0) 85 (14.0)
Queen Elizpbeth © 0(0.0) 71 (11.7) 71(11.7)
Alexander Brown*®® 26(4.3) 18 (3.0) 44 (7.2)
Independence Hall*® 81 (13.3) 0 (0.0) 81(13.3)
Nnamdi Azikiwe Hall ** 7712 7) 0 (0.0) 77(12.7)
Quecn Idia Hall® 0 (0.0) 98 (16.1) 98 (16.1)
Mellanby lladl®® 32 (5.3) 0 (0.0) 32 (5.3)
Kuti Hall** 38 (6.2) 0 (0.0) 38 (62)
Toddgr tnli*® 45(7.4) 0(0.0) 15(7.4)
Suitan Bello Hall**® 37(6.1) 0 (0.0) 37 ¢6.1)

Key :
®* Female halls of reedence
°® Malc halls of rsuderce
*®® Mixed hall
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- Table 4.1d :

Respondents® Facultics

N = 608
Facultics Male (%) Female (%) Total (%)
Collcgc of medicine 42 (6.9) 27 (4.4) 69 (11.3)
Velennary medicine 20 (3.3) 1(0.2) 21 (3.9)
Basic medical sciences 12 92.0) 14 (2.3) 26 (4.3)
Public healih 4(0.7) 8(13) 12 (2.0)
Scicnces 53 (8.7) 42 (6.9) 95 (15.6)
Plarmacy 14 (2.3) 2(0.3) 16(2.6)
Agticuliuse 23 (3.8) 29 (4.8) 52 (8.6)
Arts 21 (3.5) 62 (10.2) 83(13.7)
Education 18 (3.0) 28 (4.6) 46 (7.6)
Social scicnces S0 (8.2) 26 (4.3) 76 (12.9)
Technology 69(11.3) 702 76 (12.5)
Law 10 (1.6) 26 (4.3) 36 (5.9)
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4.2 4\\'artcncss and Knowledge rclating ta the YFC in U.IL

The results relating 10 awarcness and knowledge of Youth Friendly Centre arc presented in
Table 4.2. Majority (70.4%) of the respondents had beanl of the YFC based wn the
University. More males (38.3%) than females (32.1%) had heard of the YFC Therc was
bowever no significant difference between males and females who had heard of the centre.
Friends were morc common (49.8%) soutces of information of the YEC in U 1, followed by
onentation programme for new students (44.0%), sign board (40.5) and lectures (22.8%)
Television was the least (2.1%) menuoned source of information of the YFC m U
(Details are highlighlcd in Table 4.3). Majority of tbe respondents (89.3%) gave accurle
desciipuon of the location of tbe YFC; few (7.7%%) did not know where the YFC is localred
in U.l. while J.0% provided inaccurnte desctiption. Overall, more males (50.1%) than

[emales (39.2%) gave accurate descriptions of the location of the YFC, but with oo
significant difTerence (sce Table 4.4 for details).

The reported broad typologies of services or oppoitunities available at the YFC of ULl arc
highfighted in Table 4.5. The available scrvice that topped the list was “General
counscling™ (64.9%), lollowed by *rccreauonal services™ (59.5%), HCT (42.8%) and
*reading lacilities™ (18.1%). Other services which were listcd by the rspondents that were
not necessanly part of the services offered” at the centre were calering savice/snacks

(3.2%), unne test (2.3%), blood and genotype test (1.7%), as well as eye test / screenung
(1-45), (sce table for detnils)
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Table 4.2 : Respondents® level of awarceness relating to the YFC In Ul

N =608
Ever heard of Males (%) Females (%)  Total (%)
the YFC In UL
Yes 233 (38.3) 195 (32.1) 428(70.3) X1=0.40
p= 053
No 103 (16.9) 77(12.7) 180 (29.6) (p > 0.05)
Total 336 (55.3) 272 (4.7 608 (100)
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Table 4.2 ; Respondc))ts®

level of gwarcncss relating to the YFC jn UL

Ever heard of Males (o S
Ya)
th’c e ( Females (%)  Toral (%)
Yes

233 (38.3) 195 (32.1) 428 (70.9) X1=0.40

" P= 053
103 (16.9) 77 (12.7) 180 (29.6) (p >0.05)

Total  336(553) 272 (44.7) 608 (100)

-1
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Tablc 4.3: Respondent®s sources of information of the YFC in U.L

N = 428
Sources Males (%) Females (%) Total (%)
Television 7 (1.6) 2(0.5) 9 (2.1)
lnlcmcl' 9 (2.1) 4(0.9) 13(3.0)
Radio 14 (33) 6(1.4) 20 (4.7)
Fliets/Postcrs 35(8.2) 38 (8.9) 73(17.0)
Service providers 9 (2.1) 4 (0.9) 13(3.0)
Lectures 57(13.3) 41 (9.6) 98 (22.8)
Fnends 115 (27.7) 99 (23.0) 214 (49.8)
Sign Board 91 (21.2) 83 (19.3) 174 (40.5)
Campaigns 23 (5.3) 14 (3.3) 37 (8.6)
Onenlatioo progragune
for (resh studcnis 113(26.3) 76 (17.7) 139 (44.0)
Repistration for heolth
services in UL 2 (05) 8(19) 10 23)

-

“No rapaun’” wae axcludal

Multipie respoasa included
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Table 4.4: Accuracy of description of the location of the

respondcais by geader.

YFC in U.l. among

N = 401}
Descriptiou Males (%)  Females (%) Total (%) p-valwe
Accurarc 201 (50.1) 157 (39.2) 358 (89.3) Xi=297
f 8 (2.0 0 230 P9E
! . 1. .
naccurate (2.0) 4 (1.0) 12 (3.0) ® > 0.05)
Don 't know 13(3.2) 18 (4.5) 31 (7.7)
“No responses™ were excludad
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U.l

Table 4.5: Listed broad typologles of services or opportunltics available at ke YFC of

N = 348
L.lsts of scrvices or Responses
oppor tunitics
Male (%) Femaple (%) Total (%)
HIV Couoselling and Testing® 72 (20.7) 77 (22.1) 149 (42.8)
Provision of [ree condoms*® 15 (4.3) 9 (2.6) 24 (6.9)
Reading services® 36(10.3) 27 (7.8) 63 (181)
General Counsciliog * 121 (34.8) 105 (30.2) 226 (64.9)
Hcalth 1alks on HIV/AIDs® 25 (7.2) 23 (6.6) 48 (13.3)
Education on sex related
maliters® 6 (1.7) 1 (0.3) 7 (2.0)
Recreation serviccs® 130 (37.3) 77 (22.2) 207 (59.5)
Incmect senvices® 23 (6.6) 9 (2.6) 32 (9.2)
Rcpgisteation for Health
Services® 5(14) 8 (2.3) 13 3.7)
Caicring scrvice/snack sales . 7 (2.0) 4(1.1) 11(3.2)
Weight mcasurement® 3 (09) 0(0.0) 3 (0.9)
Eye tesV screening 4(1.1) 1(03) 5(1.4)
Blood / genotypo lest 5(1.4) 1(03) 6 (1.7)
Unne test 6 (1.7) 2 (.6) 8 (213)
Social networking® 4(1.1) 6(1.7) 10 (2.9)
Pregnancy test’ 1(03) 1.3(03) 2 (0.6)
HIV Post exposure
prophylaxis® 0(0.0) 1(0.3) 1(0.3)
Don't know 11 3.1) 11 3.1) 22(6.3)
o Correct responses
‘N responses’’ were excluded
Muluple responses included
58

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



431 ' lev :
tespondents’ leve] of koowledge relating to 1be services provided at the YFC by
some sclected soclo-demographic characteristics.

Tlﬁs seclion psescnts cespondenis’ knowledge scores, Table 4.6 contains the catcgorization
of the knowledge scores relating to the services provided in the YFC by sex. Overall
45.6% had poor knowledge relating to the scrvices provided at the YFC, wiute 24.8% had
.Bood knowledge. Morsc males (16.426) than females (8.4%) hod good knowledge; similarly
morc moles (23.4%) than females (22.2%) had poor knowledge. Therc was a significant

diffcrence between knowledge relating to the scrvices provided at the YFC by sex (see
lable for dctails).

The cbmparison of respondents’ mean knowledge scores by age is shown in Table 4.7. The
mcan knowledge scores by respondenis aged < 19 yecars was 7.7 £ 1.7, followed by
respondcnts aged = 30 years with a mean score of 7.5 + 2.1, Respondems with the lowest
knowlcdge. score were those aged 20.24 years with @ mean score of 7.4 = 3.8. Overall,

there was no significant difference 1n respondents’ mean knowledge seores by age (scc
table for deunils).

Taoble 4.8 highlights the comparison ofsespondents’ mean knowledge scores celating 1o the
scrvices provided ot the YFC by level of study. Respondents 1n 600 level were more
knowlcdgcablc relanng to the scrvices provided at the YFC with a mean scorc of 8.} £ 3.9,
followed by those in 300 level with a mean score of 7.9 £ 3.5; the mean score by thosc in
200 level was 7.93 + 3.8; the least mcan score of 6.7 £ 3.9 was obiained by those 1n 400

level. There was a significant relationshsp between respondenis® mean knowledge scores by
level of snidy (scc Table for detoils).

The comparison of respondents’ mean knowledge scores relating to the senvices provided
at the YFC by halls of residence ase shown in Table 4.9, Respondents in Naamdi Azikiwe
Hall were more knowledgeable about the services provided at the YFC with a scorc of 8.6
+ 3.9, They were followed by thosc in Tedder Hall waith & mean scorc of 808 + 34,
Mecllanby Hafl (8.05 + 3 6) and Independence Hall (7.8 £ 3.4). The lowest mean knowledge
score was recoided by Suluan Bello flell (6.6 £ 3.8). Overall there was no sigmficant
dilercnice_between respond cnis® mean knowlcdge scores relanng to the services provided

ot the YFC by halls of residence (sec tabic for detoils)
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The comparison of respondents’ mean knowledge scores relating to the services provided
a! the YFC with male and female halls of residence is contaiaed 1n Table 4.10- Respondents
in male balls had 3 mean score of 7.88 + 3.7 while the mean score among those In the
female halls was 70 + 1.7, Theﬁ was a significant rclationship in respondents’ mean

kaowledge score relating to the seivices provided at the YFC by male and female balls of
residence (Sec able for details),

Table 4.11 shows the companson of the mean knwowledge scores relating to the services

provided a\ the YFC by gender among 'espondents’ in Alexander Brown Hall (a ball thai
accommodoles only medical students). Thc male respoodents had a lugher mean

knowledge score of 3.2 + 3.5 while females had 8 mcoan score of 6.8 + 4.3- There was

however, no significant difference between respondent’s mean knowledge scores by gender
10 Alexender Brown all (See able for dctails)
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Table 4.6: Calcgorlzation of Respondents® knowledge scores by gender

. ‘ N = 428
Categorization of scores
Sex Good (%) Fair (%) Poor (%) Torai(%) p-value
Malc 0(164) 63(147) 203(234) 3I6(544) 2. 773
p= 002
Femalc 36 (8.9) 64 (150) 172(22.2) 272(456) (p <0.05)

Overall folal 106 (24.8) 127 (29.7) 375(45.6) 428 (100)

Knowledge assessed using o | S-point scale (Soc appendix 1 for the scalle)
Significance sct atp < 005
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Table 4.7: Comparison of respondents® mean knowledge scores by sge-

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

N =428
Age n years N Mecan S.D ¥ p-value
17-19 98 7.1 373 0.14 p=093
20-24 287 7.4) I8y P > 0.05)

2 529 33 .46 3.66
>130 2 7.50 212
Towl 428 7.50 3.76
62



Table 4.8 - Comparisoy, of respopdents®

mead kpowledge scores by level of study.

N =428
Levdlor R ——
N Mean S.D -
study | ) s
200
cvel
i 111 2.93 3.80 2.45
cve | | =
124 7.98 3.59 P ;
400 jevel 118 6.69 3 it
500 Jevel 63 2.16 o
600 {cvel 12 3.08 g
. 3.92
Io_mi 428 2.50 3.76
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Table 4.9 : Comparison of respondeats' mean knowledge scores by halls of residence

N = 428
N Mean S.n F p-value
Obafcmi Awolowo Hall 60 692 375 1.28 p=025
Quecen Eliznbeth Hall 40 6.93 4.08 (p> 0.05)
Alexandcr Brown Hall 7 7.50 390
Independence Hall 63 7.79 3.63
Noamdi Azikawe Half S5 8.64 3.94
Qucen 1dia Hall 79 7.18 3.50
Mellanby Hall 20 8.0$ 3.63
Kutv Hall 19 774 4.01
Tedder Hal 26 8 08 3 45
Sultan Bcello Hall 32 6.56 384
Towl 428 7.50 3.76
&4
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Tabie 4.10: Comparlson of respondents’ mean knowicdge scores by male and female

halls of residence.

N = 394
Ilalls of residence N Mean SD 1 p-value
Male Halls 215 7.88 3.70 -2.24 p =0.02
(® <0.05)

fcmalc Halls 179 7.03 377
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Table 4.11: Comparison of respondenis’ level of knowledge by gender ia Alexandcr
Drown 1al} (Mcdicai Students Hall)®.

N =39
Scx N Mean SO L p-value
Male 18 8.17 3.52 1.06 p=029
P> 0.05)

Female 16 678 428

*Mecdical students’ haall which 1s mixed.
(Note : Other halls are not mixed)
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4.4 Rcspon_denis percepilon relating to the YFC in UL

This section is subdivided intg three scgments namely;
the location of the YEC n U1, respondents’
relaled services

respondents’ pezccption relating (o
pereeption relating to reprokluctive health-

_ offered a1 the YFC i1n UL and respondents’ perception relating 1o
gencraVnon-reproductive health-related services ofTered at the YFC 1n U.1

The respondents’ perecption relating 1o the locaton of the YFC in UJ, by gender is
“highlighted in Table 4.123. Ovcrall, a  ligher proporntion of respondents (58.9%) were of
the opinion that the location of the YFC 15 not noticeablc; 18,7% rcspondents were of o

conttary view. Morc males (32.1%) than females (26.8%) were of the view that the location
of the YFC was not noticcable.

Slighﬂy ove? hol( (53.2%) of the respondents’ were of the view that the YFC 8 locsted in @
place where it cannot be casily accessad by students, More males (28.6%) than [emajes
(24.6%) cxpressed this view but the difference was, however, not sigiulicant. Overall, a
greater proportion (42.5%) o f respondents disagiced with the view that the envisonment of

the youth [ricndly centre s not conducive; only 9.5% were of the view that the
cnvironment 1S not conducive (se¢ the table for details).

Table 4.12b presents respondents’ perception relaung (0 the reproducuve health rctated
services offercd at the YFC by gender. Majonty (60.12%) of the sespondcnis had no opinion
or were undecided on whether it s safe 1o discuss issues of rapc with a youth fnendly
service provider. Respondents who were of the vicw that it is saflc 1o discuss mpe related
issues with a scnvicc provider at the cente coastituted 33.7%. More males (20.8%) than
fcinales (12.9%) were of ‘the view that it Is ssfe to do so but the diflcrence was not
significant. A mojonty (59:9%) ol e respondents did no1 share the vicw that tbe centie is
only for students who cxpericoce scxusl assault. More males (33.9%) than (emales (26.0%)
shored this perception, with a sigasficant differcace. Overall 56.7% did not shiare the view
thot the cenire is only for students who wast to know their BV status (scc the table for
dctails).

Respondcnt's perccption rclating to the general/non-reproductive health related services
oflcred at'the YFC in U.l. arc summarized in Table 4.12¢. Few (13.1%) respondents opincd
that the Y'FC is only good as 8 recreational centre. Respondents who were undecided and
;hosc who disagreed with sucha vicw constituted 43.4% cach. The difference 1a perception
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44 Rupoqdcnls Perceptlion relating (o the YFC in U.1.
This 8¢cuon 18 subdivided into three segmenls namely;

: respondents® perception relauing lo
the location of the YFC in ul, respondents’

perception relaling to reproductive health-
reloicd services oflercd at the YFC in Ul

o2 and respondenis’ pciception relaung to
gcneral/non-

reproducuve health-related services offered at the YFC in U.L.

The 1cspondents’ perception reloting to the location of the YFC in Ul by gender is
highlighted in Table 4-12a. Ovewll, o higher proportion of respandents (58.9%) were of
the Opinion that the Jocation of the YFC is not noliceable; 18.7% respondents were of a

conlrary view. More males (32-1%) than females (26.8%) were of the view that the locatioo
of the YFC was not noticcable.

Slighliy over half(53.2%) of the respondents’ were of the view that the YFC is localed in a
placc where 1t caanot be casily accessed by studenis. More males (28.6%) than (emalcs
(24.6%) expressed this view but the dilference was, however, not significant Oveaall, a
grealer proportion (42.5%) of respondents disagreed with the vicw that the enviroament of

the youth fncndly centre is nol conducive: only 9.5% wcre of the view that tbhe
environment is not conducive (see the table for detatls)

Table 4.12b presents respondenlts’ perception relating to the reproducuve health related
services ollered al the YFC by gender. Mejonty (60.1%) of the nspondcats had ne opini00
or were undecided on whether it 'is safe to discuss issucs of rape with a youth friendly
service provider. Respondenis who were of the view that it is safc 0 discuss rape related
issues with a service provider at the cenire constituted 33.7%. More males (20.8%) than
females (12.9%) were of the ‘view that # 15 safc W do 0 but the dilference was nol
significanl, A majonty (59:9%) of the responderus did not share the view thal the centre 1s
only for studenls who'cxpeneacc scxual assault More males (33.9%) than females (26.0%)
shared this percepuon, with a significaot diflacoce. Overall 56. T did not share tbe view

that the ceplre is.only for studenls who want 0 know their HIV status (sec the table for
details).

Respondent's, percention relating 10 the general/non-repsoductive heslth related services
offered-at'the YFC in U.L arc summsiized in Table 4.12¢. Few' (13.196) respOndents 0Pincd
thai ihe YFC is only good as a rocreationa) centre, ReSpoadenis who were undexided snd
those who dissgreed with such a view consttuied 43 4% cach. The dillerencc o pacepuon
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4.4 RQSpoqdcnls perecption relating to the YFC in U.].

This section 13 subdivided into three scgments namely; respondents® perecption relaing o

the locauon of the YFC in U1, respoadems’ Perceplion relating to teproductive health-
relatcd services offiered

| at thc YFC in U.L and respondents’ perception reloting to
gencral/non-reproductive health-refated services offercd &t the YEC in UL

The respondents’ percepuon relating (o the location of tbe YFC in U.l. by gender is
“highlightcd in Table 4.12a. Overll, a higher proportion of respondeuts (58.9%) were of
the opinion that the location of the YFC 1s not noticeable; | 8.7% respondents werc of a

contrisy view. More malcs (32.1%) than females (26.8%) were of the view that the location
of the YTC was not nouccable.

Slightiy over half (53.2%) of the respondents’ were of the view that the YFC is located in a
place whete it cannot be casify nccessed by students. More males (28.6%) than femalcs
(24.6%) expressed this vicw but the difference was, however, not significant. Overall, a
greater propontion (42.5%) of respondents disagreed with the view that the environment of

tbc youth fniendly centre is not conducive: only 9.5% werc of the view that the
environment i1s not conducive (sce the table for details).

Table 4.12b prescnts respondents’ pesceplion relating to the reproductive health related
scrvices offered at the YFC by gender. Mojonity (60.1%) of the respondents had no opinion
or were undccided on whether it is safe to discuss issues of rape with a youtb fnendly
scrvice provider. Respondents who were of the view that it 1s safe to discuss rape related
issues with n service psovider ot the centro constituted 33.7%. More males (20.8%) than
females (12.9%) were of the view that it 1s safc 10 do so but the diflerence was not
significant. A majority (59.9%) of ibe cespondents did not share the vaiew 1liat thie centre is
ounly for students who cxpericnco sexual assoult. More males (33.9%) thaa females (26.0%)
sbored this perception, with a significant dificrence. Ovenll 56.7% did not share the vicw

that the centre 'is only for students who want o know their HIV status (sec the table for
dctails).

Respondeinit’s perception rclating o the gencral/omon-reproduchive health related scrvices
offered af the YEC in U.1. arc summaized in Tablc 4.12¢. Few (13.1%) resPondents opined
shnt the YFC is only good as a recreational centre. Respondents who were undecided and

those who disagreced with sucba yiew constituted 43 4% cach. Tte dilterence in peiception
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relatng o the asseqation jhat qpe cenire s

R A only good for recreational punposes was
decided or could not make up their minds
1Ices provided at the centre are offordable. Only

the services were a{fordable. In addition, table 4.12¢ reveals

¥ Render. Ovenll, $6.6%, were un
Concerung the statemeny that the sen:

39.5% were of the view that
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- Table § 129:

Respone s’ tl
Locatlon rejateg 9":9 on.rrlatluz (0 the focatlon of the YFC (n 0.1, by gendee,
varishics Erec (™) Undecldedtl prisgree
- e no ('/.)
oplanlon (v;)
1ke jocatian of the YFC &
nol noticeable
(n=418)
Male
42D g wgos)
Female
| 112 (26,8) 47(i1.2) M“EH
Jotal
2160589)  94ng) 78(18.7)
the YFC (s locoted in a
pfdff that Sonnor by
caslly acxessed by
students(n= 419)
Mal
£S5 120 (22 6) 48 (11.5) 58 (13.8)
Female 103 (24.6) 51 (122) 3919.3)
Total 223(53.2) 99(23.6) 97 (23.2)
The YFC (s located ia a
place where other poople
wifl see those who Vore
(o= 119)
Male 29 (6.9} 76 (18.1) 121(28.9)
Female 20(4.8) 85 (20.3) 88 (21.0)
Teoral 49(11.7) 161 (38.4) 209(49.9)
The enmvironment of the
youih feicndly centre s
not conducive (ne 419)
Male 24(8.7) 92 (22.0) 100(26.3)
Female 16 (3.8) 109 (26.0) 68 (16.2)
Total 40(9.5) 200 (48.0) 17§(42.9)

69

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



e falt
ALthe YFCin Yot by gender. e AiaPeiiic reproductive heatth related services offered
Reproduyctive jiealth
servg
variables Ceirclaled  Apree (%) Undecided Disagree

Mave no (%)
opinion (%.)

It &5 safc 10 discuss {gsyes of rape with

a youth friendly service provider
(n=419)
Male

87 (20.8) 125298) 14 (3.3)
Female

34 (129) £27(30.3) 12 (2.9)
Total

14133.9) _ 252(60.1)  26(6.))

The YFC is set up for only students
who experience scxual assault

(n=419)
Male 12 2.9) 72(17.2) 142(33.9)
t;cm;::c 4(1.0 80 (19.1) 109(26.0)
ala 16 (3.8) 12(363) 251(59.9)

The youth friendly centre s anly for
stedone _who want to know their HIV
stanes (n= 418)

Meale 14 (3.3) 71 (17.0) 141(33.7)
Female 7(1.7) 89(21.3) 96 (23.0)
Towml! 21 (5.0) 163(38.3)  237(56.7)
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Table 4.12¢: Respongiopl’s pcrecption

clatin :
scrvices by gender. refating to genera / non-reproductive health

Services related sariablcs
AEree (%)  Undecided/ Divagree
1lasc go (%)
oPinlon (%)
The YFC offers sentces that
do not like (n=4)19) U )
Nale
| 11 (26) 98 (23 4) 117(27.9)
Female
5(12) 102(24.3) 86 (20.5)
Teia}
16(3.3) 20047.7)  203(48.4)
The YFC s operoted in @ monner thor doe
rotl make swudenss wio have probdlamy 1o
Seel fiee to share &periences (o= 419)
Male
28(6.7) 108 (25.8) 90 (21.9)
. J
- g 13 (3.0) 130031.0)  50(119)
T
ghal 41(9.8) 238(56.8)  140(33.4)
YFC U only pood ¢3 a recreotional cenire
(n= 419)
Male 37 (8.8} 83 (19.8) 106(253)
Female 18 (4.3) 99(236) 76 (18.1)
Tutal $5(13.1) 182(434) 182(4] .4)
Senices provided at the /youh fHiendly
centre are affordable (n=418)
Muale 113(27.0) 104 (24.9) 8(1.9)
Female $2(12.4) 132(31.6) 9(2.2)
Toral 165(39.5)  236(565)  17(4.1)
 The hours of operution of the yauih friendly
centre are not conventfens (o= 419)
Male 17.(4.9) 131 (31.3)  78(186)
Female 13(3.1) 139 (332) 41 (9.8)
Total 30(7.2) 270 (61.4) 119(28.4)
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4.5 Pattern OfUIilizﬁﬂon of the YFC In U.L
Table 4.13 ' ; :
4.138 presents the infonnation relating to the propo;tion of respondents who had ever

b d >

visite h'?‘c YFC. Only 41.6% of the 428 respondents who had hear of the YFC in U.1. had
cv‘cr vm‘tcd the centre. Morc males (26.6%) than females (15.0%) had ever visited the YFC
with o stgnilicant differcnce. The Propottions of respondents who had cver used the YFC in

U.l. among those who had ever heand of the YFC aie shown in Table 4.13b (i). Among the
respondents who had ever heard of ke YFC, only 34.6%

had uulized any of the services
provided at

the centre. More males (22.9%) than females (11.7%) that had ever heaid of the
YFC in U.I had cver utifized at least one of the scrviees or opportunitics available ot the
cenuc, witha significant difference by gender.

Toble 4.13b (ii) reveals the propottions of respondents who had ever used the YFC in U.L
nmdng only. those who had visited the ccntre. Overall, 83.1% of the 178 respondents who
had ever visited the YFC had utilized the services provided ot the centre. More meles

(55.1%) tun females (28.1%) bad ever used the YFC with no significam differeace (sec
table for detnils).

The rcproductive health and STIs retated services cver utilized by gender are prescnied in
Table' 4.14a. Many respondents (38.1%) used the centre for health talk relating 10
HIV/AlDs. Morc males (23.8%) than females (14.3%) using the centre for health talk
relating to HIV/AIDs with no significant difTercnce by gender. Overull 317.4% of the

respondents, used the centre for HCT, with more males (23.1%) than females (14.3%) uscd
the centre for HCT services but. the differcnce was not significant. Few 31.3% of the

respondents accessed the cenare for information on sexually vansmitiel infections (STIs)

services, More males (19.0%) than femalcs (12.2%) uscd the centre for this purpose with
no significant diffcrences

The proporiion of respondents bat uscd the centre for Counselling relaung to Sexunl
lHarmasement was 14.3%. Morc males (8.2%) than females (6.1%) uscd the centre for ks
puipose, bul-the diffcrence was not significont Free condoms was used by 10.3% of the
respondents witl more males (6.8%) than females (3.4%) obtaining [scc condoms from the
centrc but the difference was not significant The leost utlized icproducuve health service
was counscling on rapc. Ovenall, only 6.8% used the centre for this pwpose. horc males

(4.1%) than fcmalcs (2.7%) obtained counscling on ape cas<s & the centre. However, there
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The educational gpd recreational services

. cver ulilized by respondents at the YF
contnined 1n Table 4. ¥y rspondents at the YFC ase

14b. Recreationa) activiues (59.2%) topped the list of educational and
. utilized ot the YFC. More males (46.9%) than females (12.2%) used
» With no significant difference by gender. This was followed by usc of the
centre's reading room (55.1%). Similasly, more males (34.7%) thon females (20.4%) used

the centre for réading puspose, however, there was 0o significant diflerenceby gender.
Ovenll, 25.2% rSSpondents

gender (see Table 4.14b for deuails).

The reproductive health and STls related services ev

er utilized by respondent's by age
Calcgorics are presented in Table 4, 14¢. Maopy

respondents (37.4%) used thecenire for HTV
Counselling and Testing (HCT). Most were respondents aged 20-24 years (23-1%),

followcd by 17-19 yeass (8.8%) and 25-33 years (5.4%) that used the cenire for HCT but

there was no signtlicant diflercnce by age categosies. The proportion of respondcents that
uscd the centre for healih talk relating to HIV/AIDs was 38.1%. Respondents aged 20-24
years were (25.2%), followed by 17-19 years (7.5%) end 25-33 years (5.4%) with no

significant difference by nge categotics (sec Table 4. t4c for details).

The educationel aod recrestional services ever utilized by respondents at the YFC by age
categories orc connined-in Table 4.14d. Career counscling was (17.0%) with §2% of
respondents aged 20.24 years having used the centre for this purpose, iespondents 25-
30years (4.8%) and 17-19 years (4.1%) for coreer counscling. There was a significant

differcnce in the'use of this service by nge catcgories (see Table 4.14d for details)

The proponion of respondents who hed ever encowaged someonc o use the YFC by
gender is presented 1n Table 4,15, Ovemll, over half (55.4%) bad cacouraged somecone to
use the YFC. Morc males (35.1%) than [emalcs (20.3%) had encouraged someone (o use

the YFC, however, there was no significant diffcrenco by gender (seo table for details).
73

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table 4.13a : Proportion of respondents who had cver visited the YFC of U.l. by

pender
N = 428
FEver visited Male (%) Female (%) Total (%) x?
YFC
Yes 114 (26.6) 64 (15.0) 178 (41.6) X3=10.28
No 121 (28.3) 129 (30.1) 250 (58.4) df=
Total 235(54.9) 193 (45.1) 428 (100) p=0.00
(p <0.05)

“No responses” were excluded.
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Table 4.13b (i): Proportion of respondents who hiad ever used any services provided af

YFC of U.}. among those wilio had cvcr heard of the YFC by pender

N =428
‘Ever uscd Males (3%) Females (°%) Total (%) T Wi X+
YFC scrvices
Yes 98 (2209) S0(11.7) 148 (34.6) X3=127
No 135(31.95) 145(33.9) 280 (65.4) df = 1|
Toal 233 (54.4) 195 (46.6) 428 (100) p=0.00
(p < 0.05)

*“No resporses” were excluded.
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Table 4.13b (ii): Proportion of respondents who bad exer used services Provided at

the YFC of U.L. among only those who had cver yvisited the centre by gender

N =178
“Ever E_:u'_' Males (%) Females (%) Total (%) X

YFC

scrvices

Yes 98 (55.1) 50 (28.1) 148 (83.1) X*=233

No 15 (8.9) 1S (84) 30 (16.9) df = 1

Total 113 (63.9) 65 (36.5) 178 (100) p=093
(p> 0.05)

*No responses’ wore excluded
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Tablc 4.14a; Reproductive healipy
_respondcents at the Y F.C. by gender

and STIs relased servlees over ulilized by

| cr utllized at the Y.F.C.—
RER ] Males (%) Feamales  Total (%)  Chhsquare
: = (%e)
211V Counsellipg and Testing (TICT) (a= 137) (X?) Test
whath Q231D 21(143)  s5(374) N'=068
No p= 04l
Free condoms (n= 146) 63 (42.9) 29(19.7) 92 {62.6) (p > 0.05)
= 10 (6.8) - §(34) 15(10.3) Xi= 000
No p=098
87 (59.6) 44 (30.1) 131 (89.7) (p> 0.05)
Follow wp counseling for HIV/AIDs (n=147)
Lo 7(48) 6(4.1) 13(8.8) N* =094
p=03]
No 90 (61.2) 44 (29.9) 134 (91.2) (P> 0.05)
Counselling on rape cases (n= 147)
Yes 6 (4.1) 127 10{6.8) X3=0,17
n=0.68
No 91(609) 46 (31.3) 137(33.2)  (p>005)
Cow;!dffng on Sexuo! Harvasement (n= 147)
¥Yes 12(8.2) 9(6.1) 21(143) Xl= (085
pP=0.36
No 85(578) 41 (279) 126 (85.7) (p> 0.05)
Health talk relating to HIV/AIDs ((o="147)
Yes 35(23.8) 21 (14.)) 56.(38.1) N1=0.49
P=048
No 62(423)  29(197) 91 (61.9) (p> 0.05)
Information on sesvally transmisted
w147 .
Ll B 7 (190)  18(122)  46(313)  N=0.78
cs =038
P
"o 69(169)  32(218)  101(68.7)  (p >0.09)
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'Tnblc d4,

at the Y.F.C.

14b:
Educational and recreatlonal services cver utilized by respondents

"No reSpoases” wrere excluded.

The siimbers (o) vary depending on the number of perso

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Services ever ullllzed st the V.F.C.
. Males (%) Females (V) Toul (%)  Chkquare
Counselling on relotionships (a= 147) (XY Teu
Yes -
17(11.6) 12 (8.2) 29(19.7 X1=0 87
‘Career counseling (n= 147) 80(544) 38 259) 118(803)  (p>00%)
Yes
18(12.2) 7(4.8) 25(17.0) X?=0.49
p - 0.4!
f; 19(53.7) 43 (293) 122(83.0) (P> 0.05)
Counselling on drug use (nw 147)
1 17 11.6) 12(82) 29(197)  X'=08?
80 (54.4) 38 (259) 118(803) p=0.3s
Used the cenire ’s reading room {a= 147) — (> 003)
Y SL(34.7) 30 (204) 81 (55.1) N1=0Q.74
=039
No 46 (313) 20(13.6) 66 (34.9) (p>0.0S)
Internet services (n= 147)
Yes 29(19.7) 8(5.4) 37 2S.2) Nl=3138
. p=0.06
No 68 (463) 41 (286) 110(74.8) (p>0.08)
=ﬁrtl"l,‘¢.rl'ilﬂdf aclivitics e.g. games (n= 147)
Yes 69 (36.9) i18(122) 87(59.2) X1= 1636
P=000
No 28(190) 32 (21.8) 60 (40.8) (p <0.99)
AMedical registrption (ne £37)
Yo 6 (4.4) 7(5.1) 13(9.5) Xiw22)
pe 0.12
No 83 (60 6) 41 (29.9) 124 (99.5) (P > 0.05)
Multiple responses included

ns that respooded on (he services ever nlilized.



Table 4.14¢: Reproducrive health and ST rclated

at the Y.F.C. by agc calegories.

Services cver utllized at the Y. F.C.

services ever utilizesl by respondents

Chlsquare
Age
l]-l9 20-24 25.33 Totsl (%) (X?) Test
— Yo ) L7
1Y Courseiling and Testing (HCT) (o= 137) el (%) £4)
Jes : 13(88)  W@1) 8(54) S5(0749) X'=078
No p™ 068
22 (15.0) 61(415) 9¢6. 92 (62. (p>0.05)
Free condoms (1= 146) ( R Ll S
Yes 10.7) 1125 3@ 15(103) X?=000
p=098
No 1 (226)  84(57.5) 14 (9.6) 131(89.7) (p>005)
Foliow up counscling for HIV/IAIDs (n= |47)
Yer 2(1L9) 7(48) 4(2.9 13(88) X'=5.2)
p=0.07
No 33(22.4)  88(599) 1) (88) 134 (912) (p>0.05)
Conursciling on rope cases (ne 147)
Yo 1 (0.7) 644.1) J(20) 10 (6.8) X1= 4.05
p=0.1)
No 31 (23.1) 89 (60.5) 14 (9.9) 137 (9).2) (p> 0.05)
Counselling on Sexual Harasement (a= 147)
4(2.7 1J(88 4 (2.7) 21(14)) X!=].45
Yet (27) L ; p =049
Mo N @ELY) 82 (s58) 1)(88)  126(857) (p>0.05)
Healih 1alk relatng 10 HiV/AIDs (n= 147)
- 37(252) 8(5.9) 56(38.1) X!=1.27
Yes 1 (7.5) ( 5e0.53
X 24(163) S8 (39.5) 9(61)  91(619) (P>005)
faformation 0 n scxuall) tndnsniitted
infections(ST7s) (a= 147) 30 (204) 7(4.8) 46013) Xi=128
Yes 9(6.0) L n=053
" 36 (17.7)  65(442) 10 (6.8) 101 (68.7) (p> 0.05)
0
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Table 4.14d: Educational and yecrcationaul

ol the YV.F.C. by age categorices.

services cver utilized by respondents

Servicces ever ullllsed nt the V.F.C. e BTl ST
17-19 2
(XY Tent
_ (%) 20-24 25-33
L/ )
Counuefiing on refotionships (u= 147) (°A) (%)
s a8 e pen B N0l
poy.
No 20 (544 >0,
Carcer counteliag (a= 147) (334 38(259) 29(19.7) 118{803)  (p>0.09)
Yo 18 (122) 149 29 (19.7) 25 (170) N1=049
Pe048
No 79(53.7) 43(29.3) 29(197) 122(330) (p>00S)
Courselling on dnig use (n= 147)
b 17(11.6) 12(82) 29 (19.7) 29(19.7) \?=0387
No B0 (54 4) 33 (25.9) 29 (19.7) 118¢803) p=03S
(n>005)
Used the centres ywading room (n= 147)
Yes 51 (34.7) 30(20.4) 29(19.7)  B1(35.1) \?= 074
n=039
No 46 (31.3) 20(13.6) 29(19.7) 66 (449) (p >005)
Internct services (m= 147)
97 3(54 29 (19.7) 37 (2532) =338
Yes 29(19.7) (54) ( S 2 0%
No 68 (46.3) 42(2.6) 29 (19.7) 10{748)  (p> 005)
Recyeational acinttics &8 Bames (A=
147
18(12.2 29.(19.7) 87 (592) X= 1686
Y 69 (46.9) (122) L34
No 24 (190) J2(219) 29(19.7) 60 (40.9) {p <0.09)
Medico! regisiration (n=137)
J 29 (19.7) 13(93) Xie223
Yeu 64) T { p=012
41(299 29 (19.7) 124 (%0L9) (p>003)
No 331(60.6) (299)
Multuple responses included

*“No respoases” werc excluded.
The nuinbers (n) vary epending on {he numbcr of persons (sl
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Table 4.15:
¢ 4.15 : Respondents who ever tncouraged someonc to use the

gender, K™

N =148

Ever encouraged Malc Female  Total Chli-square
someone 10 use tie

YFC (X?) Test
Ycs 52(35.1) 30(20.3) 82 (55.9) X2 =0.65

df=1

No 46 (31.1) 20(13.5) 66(44.6) p=044
S (p> 0.05)
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4.6 Factors perccived by respondents that can facilitate the utilization of the
YFCin U.L

The factors perceived by respondents that can facilitate the utilization of the YFC by
gender arc highlighted in Tablc 4.16. Overall, the facililating factor that topped the
lisl was provision of free services for clients (91.1%). Morc males (57.5%) than
females (33.6%) were of the view that free services could. facilitate the use of the
ccOtre with a significant difference. Provision of recreational activities for students
who visit the centre was mentioncd by 89.7% of the respondents. Morc males
(56.8%) than females (32.9%) wcre of the opinion that the provision of recrcational
aclivitics for students who visit the centre could facilitate the usc of the centre but the
diffcrence by gender was not significant. The respondents who opincd that convenient
operating hows could facilitate the utilization-of the YFC constituted 89.0%. Morc
males (58.9%) than females (30.1%) were of this opinion, however, there was no
significant difference by gender. The presence of fcllow young people who attend to
onc's nceds at the centre was mentioned by 72.4% of the respondents. More males
(43.4%5 than fcmales (29.0%) werce of this view. There was bowever no significant
difference by gender (Sce Tablc 4.16 for details).

Infotination relating to reproductive health related factors or services that facilitate
the utilization of the YFC are revealed in Figure 4.2. Morc males (41.1%) than
fernales (18.5%) werc of. the view that availability/provision of contraceptive pills
could facilitate the'utilization of the YFC. In the same vein, more males (37.75) than
females (19.9%) opined that provision of frec condoms at the centre could pyomotc

the utilization of the YFC. There wss, however. no significat dillcrence by gender in

both opinions (sce figurc 4.2 for dctails).
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g —

mr o .
‘Table 4.16:

Faclon p
4<10M percelved by reapondears Ihat can facliitate he vUlization of the VFC iz U.L
~ Faciiating (aclory

Malet (%) Frmsiey (%) Tolnl (%) __C_N-_;Q_iu'c
Awareness creation about the cenure (o= 146) (X)) Tew
;:. X:=QI17
78 (334) 42(288) 120(822) p =068
Publicity of the services provided as the conire —1a2) 169] 26(17.8) (p>005)
:’: 146) X1=|2$
73(500) 42(28.8) 1is(1ss) p=027
No -
- 21 (158 ‘ >0
Locutlon of ihe cenire in a place thol can be canly (158)  B(SS) 31(212) (p>00%)
acceasedl bp clients (a= 146) X 229
:ﬂ - 1(459)  41(281) 108(740) p=0.11
9 29 (19.9) %6.2) 13(26.0 (p> 0.05)
Shon time of waliing before being atiended 10 by o =
servico provider
(a= 146) X1=307?
Yes 68(466) . 42(288) 110(?53) p=001
No 28(192). . 8(55) 36(247) (P < 0.05)
Proviston of free services for clienss (0= 146) Xi= 447
Yes 84(51.9) 49 (316) 133(91.1) p=0.03
No 12 (83) 1(0.7 13(89) (P <0.05)
~ Convenicat gpooiing ke (aw 146) XT=0,08
Yes 36 (58.9) 44 (30.1) 130(890) p=0.27
No 10(6.8) 6(4.1) 16(11.0  (p>005)
“TNe services provided 1o shideats at the covre are
confidential: not disclased to other people (n=
146) Xi=.038|
Yea 9(%1) 44 (30.1) 123(842) p=037
No - ) 17(116)  6(4.1) B(158)  (p>09%)
“Presence of fellow yowng people who ottend 10 :
one's needs (a=—+¢5) X'=5.13
Yea 63(41.4) 42(29.0) 105¢(724) p=002
No 32(22.1) B(S5.5) 40(376)  (p<6.65)
1 1 difficult for people 10 know whal one goa
there 10 do Decause thoe,. ae many senwes
provided (n= 146) Xi=049
Yes 70(479) 36(24.7) 106{7126) p=a0l2
No 0178)  14(96) 0Q74)  (p>009)
Provision of reorrailonal jocinanes Jor snudend
who visit the centre X1= 049
(a= 146) 8)(568)  48(329) 131 (897) pe=0I2
;:' 13 (89) 2(14) 15(103) __ (p>00S)

*... Multiple 1esqsonscs teoonl
* “Np ioponses” WOt exchuded
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N= 149

41.1%

1%

W Males

H fFemales

Contraceptive pilis free Condoms

Figure 4.2: Perceived/reported repraductive health reloted scrvices / factors

which can facilitaic the utidizotion of the YIFC in U |,
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4.7 [actors that militatc apainst the utilizatlon of the YFC in U.I

T : i ’ '
n.b.lc 4.17a contains respondents perceived resource-related factors which could
|puumc agalnst {he ulil;‘ﬁt'

_ 1on of the YFC, The list was topped by the vicw that
fespondents with the opinion that the long distance between the centic and students’

hostels or halls, could militate against the utilization of the YFC (S1.7%). More males

(32.7%) than fcmales (19.0%) were of this view but therc was no significant

difference by Bender. Overall, lock of drugs or supplics was mentioned by 29.9%
fcspondents as a factor that could militate against the utilization of YFC. Morc males

(21.1%) than females (8.8%) were of this opinion but the dilference by gender Was
not significant.

Overall. 27.9% respondents were of the opinion that making clicnts wait in places
where people who know them can sec them-could militotc against the usc of the
centre. More males (22.4%) than females (5.4%) were of this view and there was 3
significant diffcrence by gender. Long time of waiting to be attended 1o at the cenlre
was pcrcecived by 23.1% as 3 faclor that could mililatc against the utilization of the
YFEC. Morc males (18.4%) than fcmales (4.8%) were of this opinion with o significant
difference by gender. Overall, 14.3% respondents, (12.2% moles and 2.0% femalcs)
\;'crc of the view that tack of contraceptive service could militate against the
wtilization of the YFC but therc was a significant difference by gender (scc table
4.17a for dctails).

Thlc awarencss related and perceived psycho-social related factors which militate
against the uvtilization of the YFC in U.l. orc prescated in Tabie 4.17b. Lack of
awarcness of the céntre (85.6%), lopped the tist, with more males (55.5%) than
fcmales (30.1%) sharing this view that lack of awarencss could militale against the
utilizatiorof the YFC. Theee was, however, no significant difterence by gender. This
opinion was fotlowcd by mention of lack of in-depth knowledge of what is donc at

the centre (83.7%). dore males (53.1%) than females (30.6%) shared this view
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bf“ there was no significant difgrence by gender. Overall, 34.0% of the respondents
were of the view that fear

that ones friends might know why onc visits the centre
could militate gpainst (he utilization of the cenire. More males (23.8%) than fcmalcs
(10.2%) shared this view but there was no significant difference by gendet.

Lack of conlidentiality of service provided was mentioned by 25.2% of the
respondents as a factor that can militalc against the utilization of the centre. More
males (20.4%) than females (4.8%) were of this vicww ond the difference was
signilicant by gender. Ovenll, 24.5% of respondents were of the opinion that
judgcmental attitude of scrvice ptoviders could militate against the utilization of the
Y{C. Morc moles (20.4%) than females (4.1%) were of this opinion, with a
significant difference. Many respondents (27.9%) stated that proccdures that do nol
make the centre usee-friendly coutd militate against the utilization of the centre. More
males (23.8%) than females (4.1%) shared this view and there was a significant
difference by pender. Overall, 16.3% of the respondents repoited that the ridiculing of
students who visit the centre could militate apgainst the utilization of the cenire. Morc

moles (14.3%) than females (2.0%) were of this opinion with a significant dil¥erenec.

Respondents® vicws relating to whatthey thought their friends would thiak about the
molive behind their visiting the YFC arc shown in Table 4.18. The highest proportion
(24.1%) said their friends would be indifferent about it; this was followed by 23.2%

who were of the view that fricnds would think they went for Gun/rclaxation putposc
(sce tablc 4.18 for details).

The details reloling (o fespondents’ perceived sotisfoclioa with the services provided
at the YFC by gender arc presented in Table 4.19a. Mojority (85.6%) of the
respondents slated that they were satisfied with the sctvices provided at the YFC.
More males ($7.6%) than females (28.0%) shared this view; however there was no
significant diffcrence by gender. Few (14.4%) of the respondents however reported
that they were not satisficd with the setvices provided at the YFC. (see labie 4.19 for
dctails).
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Tnblc 9.19b summatises the rcasons adduced for respondents’ lack of satisfaction
with the services provided at the Y.F.C. Overall, 22.2% of the tespondents stated (hat
the scrvices at limes are clumsy and nceds lo be more professionally conducted,
equal proportions of males (11.1%) and females {11.1%) wete of this view, however
there was no significant differcnce by gender.
The propottion of respondcnts who stated that many students do not know that the
centre 1s functional constituted 16.7%. Morc males (11.5%) than females (5.6%)
wcre of this view but the diffcrence was not significant by gender. Few (16:7%) of
the respondents were of the view that the facility 1s not well cquipped; more males

(1 l.l%j than females (5.6%) werc of this view but the diffctence was not significant
by gender (scc table 4.20 for details).
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Table 4.17a
Perceived resource-relajed milliating factors agalast the utilzation o/ YFCin U.I.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Perecived Militating ¥
o e Mates (%) Females Total (%) Chi-square
(%)
(X7) Test
Long time of weliting t0 be attended to o the
ceatre (n=147) K= 155
:" 27 (134)  7(48) 14 @)1)  p=00s
e, 70 (476)  43(29.3)  113(769) (p<00S)
Making clieats wait in places where people who
know them can mect them (n™= 147) Xi=0.53
Yes 33 (224) 8(S.4) 41 (27.9) p=0.02
No 64 (435)  42(286)  106(72.1)  (p< 0.05)
Lack of drugs/supplies (n= 147) XI= 0.$6
Yo 31 21.1) . 13(8.8) 44 (29.9) p =046
No 66 (439) . 37(25.2) 103 (20.1) (p>0.05)
Lack of skilled service providens (a= 146)
Yes Xi=2 |7
No 28 (19.2) 9(6.2) 37(25.3) p=0.14
68 (16.6) 41 (28-1) 109 (74.7) (p > 0.05)
Lack of conlraceptive services (n= 147) Xi= 425§
Yes 18(12.2) ) (2.0) 2] (14.3) p=0.0)
No 79 (53.7) 47 (32.0) 126 (85.7) (p < 0,09%)
Long distance denveen the cenire and smudents’ =
hostels or halls (o= 147) Xi=0.56
Yes 48 (32.7) 28 (19.0) 76 (55.7) p=045
No 49 (313)) 22 (15.0) 71 (483) (p > 0.05)
~ The cenirenot opened at convenient times .
(n=147) Xi=0.14
Yes 28 (19.0) 13 (8.8) 41 (272.9) p=07
No 69 (469) 37 (25.2) 106 (72.1) (p > 0.0S)
~ Lack of referral service for sludenis to
aliernaive places where they ean gel necessary X102 83
hel, - 147 :
pAlAal 30(20.4) 9.(6.1) 39 (26.5) p=0.09
:“ 67(456) 41(279) 108 (71A5)  (p>0.09)
)

: \N1a 0.84
1he centre is not well equipper (0= 147) 5 (3.4) 1(0.7) 6(3.1) P =036
R 2(626) 9 (33)  114(%59)  (p>005)
No
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N X?= b08
20 (3v9) &4 (M) 1048 »p=0
: slile 300 21 (24.4) tp » 04D
Tk of in-depeh knwlodge of what s dons I m—
l;v-u'&v {a= 14T sy
Nel l’“’; ": 00 1233 p=Nie
S Ao $ 13! 4 404 (» > 0BS)
[ apriemdly m.w. o——— — S
EdenD (= 14T Yea3T
'y AR Y Y W6  p=03)
M WM O2H 12789 (p>o8)
Aitpnunia) axindy of sva s provedey (on
147 X'- &3%
Yo M4 S e 3 (34.9) p=08l
No 87 (43 6) e 11739 (p < 0.835)
"Lk of conidmmig ity of rery v SRy (o-
147) X'=302
Yes ¥ (0 4) T(4.0 JI¥(232) p=002
. S s DB 1H0(348) (p<Bg)
Procaboro hat do auy mads the contrw wher
frendly (o= 1 4T) X*=9 51
Yo ALTBAR ) 6(41) 4 (N 9) p = 0002
No 62 (42.2) (N9 108 (72.1) (p < 0.05)
" Rafouling sndvas nho vt .-
l‘n !"" 9
Yeu 21 (14)) 3 (2.0) 24(163) p=002
No M%(517) 470200 12T (p<0es)
Stidents are ashnd camia variing flestions by ™ A
Pt Paptal S W64 309 20199 p=00)
No 73 ¢(50.0) 4 (30.1) L17a0.1) (p < 0.095)
“Fear (hat fncnals mighs know' why'ooe visits e X7 0S4
T sk 117 w3 15(102) 20040  p=046
~3 6] BN 760 ¢>009)
Mosl shalents think the Cenire (s foo ITroem==! TR
sevvices onhy (ne 147) 3¢2.0) 0 (0.0) Y o) p =0
;"ﬂ M(ES (MO0 1HML0)  (p>009)
L)
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Table 4.18: Respondents views relatlag (o what they think (riends would likely

think about the motive of their visit 10 the YFC of the Unlversity

Ne=j0o9
Friends® perccived views No Yo
IndifTerent 27 245
Fust/rclexation purpose 26 239
Reading purpose 21 193
For HIV/AIDs tcst/issucs i 10
Othcrs * 7 67
That | necd counscling 7 6.4
Suspicious/cunous 3 4.6
Various services offered mMake it difficult for
others to onc's intention for visiing the YFC 5 4.6
Don't know 3.0

Others — They may think | am HIV/ATDs posiuve (1.8%), they will think | am prepnint

(9%) and Don’t cate (4.0%)
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Table 4.19a : Perccived satisfaction with scrvices provided at the YFC in U.L
among the respondents by geoder.

N=125
Perceived Male Fcmale Total Chi-
satisfaction with squarc
scrvices provided al -3
t
the YFC in (X) Tes
U.L
Yes 72(57.6) 35(28.0) 107(85.6) X?=0.003
df = |
No 12(9.6) . 6(4.8) 18 (1449 p=0.95
(p> 0.05)

¢ “No responses” were excluded
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Table 4.190 ; Reasons

adduted for|gek i
of - .
Y.F.C.by gender. salisficd with the services provided at the

* No responses' were excluded

* ( X? of 'scx value <! = {isher's exact)
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: " Adduce reasons tor lack of satisfactign S
J Male (%)  Pemale  Tois! (%) Chi-
(%) squrre
AMany siudents do not know he = (X?) Test
s functtonaf
Yes X1=1.9¢"
No 2(11.5)  1(5.6) 3 (16.7) p=1.00
s 10 (55.6) 5(27 .8) 1S (83.3) (p> 0.05)
Afost students do not know: whkaetis done
{nthe cenmire
Yes Xi=0.]1"
& 5Q2718)  0(00)  $§(27.8) p = 006
7(38.9) 6(33)) 13(72.2) (P> 0.05)
Yhe place s not big enough :
e X'=0.98*
i 0(0.0) 2000 2¢11) p =003
12(667) 4(222) 16(88.9) (p<0.05)
1he faclitey is not well equipped X3= 1.00
Y o
N:’ 2(11.)) 1(5.6) 3(16.7) p=1.0
10(s56) 5(27.8) 15(838) (p>0.05)
Ther senices at times Is clumsy, it needs
10 be more professionally conductéd X'~ 0.6
Yes 2(11L1)  2(0)  4(222) pe=042
No 10(55.6) <$(222) 14(77.8) (p> 0.05)
1he area s always disserred Xi=033"
. Yes 0(0.1) t (5.6) 1(5.6) p=0.14
No 12(66.7) 5 (21.8) 17 (94.4) (p> 0.05)
There are no enough seats for students
in the facility X'=1.00°
Yes 1(3.6) 0(00) 1 (5.6) p=0.6
No 0 (0.0) 6(313) 17(944) (p>0.05)
Multiplc responscs weludod



8 i i
4.8 Suggestions for IMProving the YFC at the Usniiversity of Ibadan

(24.1%) than females (16.9%) were of this

| it vicw however, the difTerence was not
significant by gender.

The view that the centre should be expanded was shared by
7.2% respondcnts. More males (4.8%) than femalces (2.4%) were of this vicw with no
significant differcnce by gender. Overall 7.2% of respondents opined that all
personnels should be skilled ang pussionate workers. More males (6.0%) than lemales

(1.2%) were of this view but there Wwas no significant difference by gender (sce table
4.20a for dctails).

Table 4.21b highlights the respondents suggestions relating to the dclivery of services

provided ot the YFC, The suggestion that topped the list was thet scrvices should be

nnproved. More males (10.8%) than females (4.8%) offered this sugpcestion but there

was, however, no significant difference by gender. Overall, 2.4% respondents were
of the vicw hat there should be proper cootdination and monitosing of the centre. The

samc proportion (1.2%) of malés and females were of this view with no sigruficant
diffcrence as highlighted in Table 4.21b.
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Table 4.208: Suppestiogs

offered by responden

ts for improving the delivery of services

provided at the YFC by gender
Suggestions
& ()
10163 (%) Females  Forai (%) Chisquare
(%)
Change of losotion of the centre (a=8)) (X2) Tegr
Yes 6 Xl Q7
No ”‘:'23’9) 0 (.0) 6(712) pe0.12
Creation of more cenires clase to residential = X (289) 77 (52.8) (p > 0.05)
halls (n= §3)
Yea Xi=0.32
No ; éM) 2 (2.4) 5 (6.0) p=0357
Yes ¢ X'« 0,61
No ”(‘-8’ ; 2(2.4) 6 (7.2) p=0.80
More owarcness creation R (66.3) 22 (2R .6) 77 (92 8) (p> 0.05)
(n=383)
'Yes Ni=42]
g 20 (24.1) 14(169) 34 (410) p=040
39 (47.0) 10(12.0)  49(59.0) >
Al personngis should be skilled and i - (p > 0.05)
passfonate workers (n= 83)
Yes X3u 047
hos : (6.0) 1(1.2) 6(7.2) p=0.49
== 4(65.1 23 (27.
Pravide more counselars (n= 8)) ) L S (Yp: %0:‘)
A 1t 102 2Q4)  p=0s)
8 (69.9) 23 (277 81 (97.6
Ihe service providers should be more =l o —
jy?icndb' {a=83) Nt=03]*
Nes S (6.0) 0(0.0) S (6.0) p=01t4
© $4 (65.1) 20(289)  78(9410)  (p> 0.05)
1he ccnire should be made more beoutiful ond
attractive (n= 8) Xiea 100
Yes 1(1.2) 0(0.0) 1 (1.2) p=0.52
No 57 (69.5) 24 (29.3) 81(98.8) (p> 0.05)
The enmvironment should be very conducive
(u=83) Xi=049*
Yes 1 (1.2) 1(1.2) f(2.4) p=0.51
No 58 (69.9) 23 (22.7) 81 (97.6) (p > 0.05)
More seots should be provided (n= 81) X'=1.00
Yes 1 (1-2) 0(0.0) 1(1.2) p=0.51
No $6(69.1) 24 (29.6) 80 (93 8) (p>0.05)

* ( X3 of sex value < | = fishes’s cxach)
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Yam

X190

. aan {130 peaN?
W— el o Mgl ol HWen 2o [ Wiy  proos)
N Xt'=033°
:‘t:-:’l 0@ }() ) p=026
g and provide ros et Brvaing S C80) W04 (2809
(s=A))
- 9 X1=0|7°
e oD LX) ¢(71) p=0lI|
NIV 7 219 M proasy
senecus (= AY)
:‘: sHie o) 3 (6.0) X'eg3l*
$4(831) AN (M0  peols
I senvices are ol bewp wp e pound sard 0200
(a=~ 1Y) Xi= | 00°
Yes 2024 0(a.0) 2(2.4) p=036
No - 3768 4 (249) 30 (91.65) ( > 0a3)
Nore 1bandd bo commant power syply (o=
1)) X!=023¢
Yeu 0000 1(1.2) 1(1.2) pP=012
No ( WAL DD 020938 (p>005)
Thore Yamuld be proper cavdimms and
T gl 7} — X? = 0.49¢
Yeu* 1{12) 1(1.2) 224) p=031
No SB(H9) ALY $1(976)  (p> 0.0%)

* ( X° of sex value < | = fisher's cxact)
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CHAPTER FIVE

DISCUSSION, CONCLUSION AND RECOMMENDATIONS

3-1 Socio-detographic characteristics and related issucs

Respondents ages ranged from 17-33 years with a mean age of 21.0 ycars. This
implics that the target population consists of mainly young persons. According (0
WHO (1989) young persons are thosc belween the ages of 10-24 ycars. A previous
study conducted among undergraduates of the University of {badan similasly revealed
o mcan age of 21.0 ycars (Ogunwalc, Oshiname and Ajuwon, 2012). The age range in
this study suggests that somce of the respondents may have complcted their secondary
cducation before the statutory age of t8ycass as contained in the National Policy of
Education (Fcderal Ministty of Education, 1983). The restructuting of the Nigerian
cducational systcm has crcated an opportunity for secondary school lcavers to
proceced 1o terliary anstitutions including university afler passing the Joint Admission
and Matniiculation Board Exwmsninations. It is thercfore not a surprise that most
undcrgradual&c at the University of (badan are predominantly young persons. It is

pemitent (or educational intervenlions to takc into consideration thesc socio-

demorgraphic characteristics.

5.2 Awarencss and Knowledgce relating to the YFC in U.L

Majonty (70.4%) of the 608 rcspondents had heard of the Youth Fricndly Centze of
th¢ University of Jbadan. This wes in contrast with lindings from Akiniyi, (2012),
who conducted. @ study on the detenninents of Utilization of Youth friendly
roproduclive hicalth scrvices among 390 school and college youths in Thika West
District. of Kiambu County, Kenya. Akiniyi (ound that mojority of the school, collcge
youths (74%) had not rcccived oay information on Youth Fricndly Rcproductive
Health Services (YFRHS). Fricnds constitutcd the major source of itformation on the

YEC. Scverol studies have shown that  pecrs or fticnds arc the usual or
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youth focused Progsammes in teims of location
(Osanym 2011) and rc
R z}mng. Productive health rcelated ; issues (Obnrc Agwanda and Mngndl

2006; Akiniyi, 2012: Ogunwalc, ct al 2012 :
Onyeonoro, Cmeclumadu,

Chukuy, Kany, Cbenebe, Onwukwve, Uwakeme and
Ndukwe, 2014). The lmdmg 8 indicative of (he pivolal

endly activitics,

Shah and galdwin,

role young persons can play
in lhc promotion of youth f

the respondens provided gecurte desanplion of the YFC in U

probably indicative of the Populanty of the centre. Howev
who had ever heard of the YFC

YFC. In addition 7.7%

. 'This 1s
er, of the 428 respondents
« only 3.0% could not give accurate description of the

did not even know the location of the YEC despite their
awareness of the programme. The implication of this

is that the dissemination of
information

Ielating to the YFC should include a disclosure of the location of the
cecntre on campus.

Most of the respondents were awarc of at lcast one or some broad typologies of

scivices or opportunities available at the YFC. The listed services included General

counscling, rccreational activities, HCT. reading scnvices, health talk on HIV/AIDs,

provision of frec condoms, education on sex related matters, informal intervention
with the staff of the centre corroborated these claims by the respondents. These
typologies of services or opportunitics al the centre have been documented by

previous reports and rescarches such as those of Scndcrowitzz (1999 ; 2003 ); WHO
{2002); \WHO (2012) and UNESCO (2013).

Other scrvices available at the centre include; weight measurement, HIV post
exposurc prophylaxis and pregnancy lest. According to WITO (2002), an appropriate
range of cssential services to be provided in a YFC must be decided based on local
nceds assessments; The Global Consultation on Adolescent Friecndly Health Services
held by. WHO in Geneva in March 2001, concluded that a typical core package
should notbe a ‘fixed menu . It was supgested insicad that cach country must develop

its own package, ncgonaling 1% Way through economic, epidemiological and social
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constraints. including cultural gengitivities (WHO 20025

The YFC ;n U.1, was first imuated by AGAH, a group that was mainly compnised of
medical studenis in the Universily of Ibadan This action was necessitated by the need
1o address 1ssucs rclating to unintcnded prcgnancies, wisafe aboitions, sexually
transmilicd ;nfcclions including {{V/AIDs, violence, abusc of alcohol and olier
diugs’ The YFC cvenwally became full-fledged entity in October, 2007 with itl's core

package of scrvices (Inforrnal communication with Higher Programme Officer Youth
Fricndly Cenire, Ul):

The results showed that detailed knowtedge of the YFC (agged behind awareness of
the centte and its scrvices. Only 24.8% of Uhe respondents had good lemowledge
relating 10 e sonaces provided at the centre, The mean knowledge score on YFC
among Uic respondents was 7.50 = 3.7 out of a maxunuan score of 15.0, This indicares
a rather low level of knowledge about tie YFC. Educational intarventions necded o

upgrade students knowledge of the serace as provided by the cente is therefore an
issuc which necds 1o be handled as a matter of top prionty.

A study conducted in Burkina Faso. Ghana, Malawi, and Uganda in 2004 among
adolescents aged 12 -19 years, showed that contraceplives, ST1 and VCT sawvices
were still under utilized by the youth duc to tack of knowledge about the serces
(Biddlccom, ct al, 2007). Transpud (2001) : Godia, (2010) and Elissa &t al, (2013)
also found out that lack of understanding of the importance of sexual health care and

knowledge of where lo.go for carce could discourage young people from usiag hesith
scrvices designed for young petsons.

However, respondents level of knowlodge was prelty high among adolescent
respondcnts aged &P-19 ycars but theee was no significant ditference in respondents
level of knowledge by age. This suggests thot age should not be solcly relied upon in
the sclection. of knowledge related conmant clanent of educauonal ntSTvenhions

targeted-al young persons.

Respondents in 600 level had the highest leve) of knowledge and this was statistically
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ignificant. r hy
Sig Therr high level of knowledge about the YFC may have been influenced

by th 1 i '
y the !ong duration of theijr stiay m the Universily and their level of exposure {0
progiammes and opportunities available at the centre.

Male respondents had a higher knowledge of the YFC compared with their female
fOUD'C'mﬂS. This could be duc to the proximity of male halls of residenec SSpecially
Nnamdi-Azikiwe and Independence halls to YFC than the female halls. Educational

programmes aimed at upgrading students knowledge about the centie should takc this
relative dispanty in knowledge into onsideration.

5.3 Respondcenis perception relating to the YFC in UA,

The study has revealed some of thc location-relatcd perceptions which can influence
the utilization of the YFC in U.l. The location-tclaied pcrceptions include those that
conccm visibility. In tlus rcgards many respondcnts were of the perccption that the
centre is not noticcable and cannot be casily accessed by students. It should be
admitted that the centre is not stralcgically loeated. It is locoted along Appleton road,
ofter the Department of Zoology, towards the Faculty of Technology. The centre is
thus far away from hoslcls such as Quecn Elizabeth, Obafcmi Awolowo, Quecn idia,
and Kuli hnlls. Previous rescaiches such as, WHO (2004); Wcir, Figucroa, Byficld,

Hall, Cummings and Suchindian {2008), have noted thot location and clear directions
arc important 1o ulilization of services by young persons.

Few of the respondents wete of the view that it is safe for students to discuss issues of
rape with a YFC service provider while o higher proportion of respondents were
undecided or had no opinion on this issuc. The perecived social stigma associated
with rape (Ogunwalc ct al 2012, 2015) and o fecling of lack of confidentiolity of

iaformation divulged could lead to this statc of aflotrs.

A few of the respondents were of the vicw thot the YFC is sct up only for students

ho cxperence sexua) assavlts whilc a reasonablc propartion of them (36.3%) were
who cx
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undecided or pad g0 opinion. More males

was o sianifi '
A d::: cant difTerence by Bendet. This paitern of perception.related resourses
e ve of lack °r‘m"“‘h ""0W|cdge of the Scrvices offered at the YFC.

than femajes were of this view and there

Some of the respondents werg of

the opinion that the ScTvices provided by the YFC
arc alTorclable. This 1% a1 vapja e

fce with the findings from Kalo, (2006) ,; Pathfinder
al, (2007) which revealed that cosy was a

werc. of the opinign that

ng lthe YFC. The results of

those of Senderowiizz, ( 1999). Ewulka, Onoks and Phiri,

(2005); Kalo, (2006) ; Youth Advocales,

(2008) and Paihfinder Intemational, (2012)
also had similar findings.

5.4 Paitera of Utilization of she Y¥Cin U.L, amony the respondents.

The study reveals that the Proportion of respondents who had ever visited the YFC
was 41.6%

o among those who had ever heard of the YEC while the respemdents who

had ever heard and utilized at least one of the serices provided at the cenke

constituted 34.6%. One thing s to visit the YFC and ulilization of the services

available at the centre is another. Among the 178 respondenis who had visited the
YFC only 83.1% hod utilized any of the available services. The Gndings indicarcs that
visitation to the centre ‘ainong the tespondents was nol encouraging and the
implication of this is that_the level of utilization of the cenlte is genenally tow, a
situation that is worrisome. Thesc arc major obstacles which need 10 be oveacomed
with a view to addressing the objeclives for which the centre was established by the

University.

Low utilizotion of YFC lias also been revealed by several previous rescarches, An
examplc is the study designed and conducted for One World UK by Yocmu Osanyin,
(2011), .onthe assessmemt of facilitics providing Youth Fnendly Health Services tn
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llenges which needs 10 be addregay
study carned out among

Ababa, Eihiopia,

(Owanytm, 2011). Similatly, a
1000 adotascenis aged 10-19 yean in slum meas of Addis

| fcvcllnd that odly 20% of boys and. 7% of girls had ever wisited a
youth center within the year precading the study.-In addition, it was noted that boys

were also more likely (o utilize PYOgrams in this'ccnire than girds (Esulkar, Tekic-Ab,
Ncguisse, Tschai and Gulemg 2006),

Godin (2010) similerly obsenved low level “of patonage of YFC and the masca
adduced for the sinte of a(Tairs was Jack of knowledge of the service oifared amoog
the centre by the study population, Akitiyi (2012) has noted that there §s s significant
aseociation between awarenessAmowledge of arproductive sexvices and ublization of
reproductive health saivices ‘provided by the YFCs. This therefore meaas thal
increasing the knowledge basc of the youth by creating awareness concomng the
services provided by YFC can'grestly improve or scale up utilization emong tham.
The other factors that/can promote under utilization of YFC includes : unfavowrable
opcrotion hours which_do not accommodatc the youth's school schedules, lack of
clear directions, unfrendliness of reproductive health services, crowding and lack of
privacy (FHI1, 2006; Akinyi, 2012: Godia ct al, 2014). Akinyy, (2012). spifically
noted that krowlcdge about existeance of a reproductive health faality ard knowledge
obout particular scrvices being offered had significant positive influsnce on utilization

Of scrviges.
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In thi ‘
f 'u:. study it was observed thal the uulization of the seyvices provided al the YFC
was high among respondens who had ever visited the cenler and relalively more

uscd the services available al the YFC. This pattem of

h - v
the centre smplics that cducarions! cfforts should promote visit of the centseby
the largel population and

€xUd cflorts should be made to target fanales The
reproduc

itva health gervices that were uliliaed by the respondents are HIV
counsclling and lesling,

usc of

free condoms distnbution, follow up counseling for
counscling on repe cases, counscling on sexual harassment, health talk
relating lo 11IV/AIDs and infonnation on sexually transmitted infecuons (STIs).
Educational intetventions such as public enlighiexment and peer education are needed
lo prontole awareness of these services. The utilization of reproducttve health services
Is poor among the respondents with morc inales being users of the services although

there. was no statisucally sigunilicant relationship between sex and wsilizssioa of
reptoductive health services atthe Ul YFC.

The mojor reproducuve hcalth services at _the YFC are: health talk relating to
HIV/AIDs, HIV Counselling and Tesung (HCT) end information on scxually
iransmitted infections (STls). The usc of 1eproductive health sarvices in this study
was quilc low compared 1o the use of other non reproductive health savices like
cduchlional and recreational sesviecs. This correlales with findings from Alomyi,
(2012), who conducted a study on the detenninants of Udlization of Youth Giendly
reproductive health services among 390 school and college youths in Ttuka West
Disirict of Kimmbu County,“Kenya and the results of his study indicates that
utilization of reproduclive health serviees was low. Accotding o his study, somc
(47.9%) of the youths utilized counselling scrvices. 18.7% utilized VCT and 29.5%

utilized Tamily plonning.

Counscling on tape coscs was the lcast utilized reproductive health scvices at the
centie in U.1;.this could be as 8 result of scveral foctors including social stgms and
sensc of “shame associated with being raped (Ogunwale et al. 2012; Ogunwale.

Oshinamne: and  Ajuwon, 2015). A recent study conducted among  famale
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£ o L
o ff*ll’c _S.UW'W'S Was poor. Many of the rape survivors did not seck for
¢ being blamed or discrimnated against (Ogunwale et gl 2012; 2015

help so as (0

).

lized
. by the respondents who had cver visited the center included:
'CO}ansclllng relating

Other scrvices i

. _ 0 rclationships, carcer choiCes, diug use, reading segvices,
rccrcation and 1ntemcl yse. Recrealional

. SCrvices (c.g wames), reading and intcmet
scrvices were the most ytilized

‘ of these services. More males utilized the educational
and rccreational services Compared with the females afibough the difference was not

statisticaily significant. Senderowitz (2003); Osanyin (2011) and Godia et al, (2014),
also noted in their studies that more males ulilizc recreation services of YFCs

compased with females. There is the need therefore 1o promote YFC among female

studcnts, This will, however,

require the design and inclusion of serwvices that are
rclevant Lo their nceds.

5.5 Factors perccived to facliitate the utilization of the YFC in U.L.

The study revealed some factors proposed by the respondents that could faalitate the
utilization of the Youth Fiicndly Ceoirc, the most common factors included;,
provision of free scrvices to clicnts, sustaincd provision of cecreational services,

provision of confidentinl scrvices, awarcness cecation obout the centre and adoption
of convenicnt petiod or houss of operation.

Provision of free secrvices to clicnts has emeiged as a major detamunant of the
utilization of the Youth Fricndly centre. Previous studies such as WHO, 2002; Erulks,
Onokn and Phiri, (2005) ; Youth Advocatcs (2008) and Elissa ct al, (2015) have
revealed thet young people want 10 obtain fice reproductive health semaces. This 1=
understandoble: when it is noted that young people are highly deprodent parsnns
because many of thcm arc not working. [n addition some of them would find it
cmbarrassing to request for moncy from their parents for procuring reproductive

health scivices.
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oporating hours 1[ i
p & Nours would facilitate ghe Utiltzation of the YFC. Previous spudics rclating

lo the factor '
k s which promote the utilization of youth friendly scrvices included

operalion of flex;
:,cning lexible hours (Erulka, Onoke and Pyri, 2005) and provision of
| mpodi and UKD, 2008 ; Youth

2014 and Elissa ct al, 2015).

night and weekend scrvices (Agampodi Aga
Advocates, 2012; Kiran ¢t al, 2013; Godia ot g
Flexibility rclating to the service desifh in tcrms of h

‘ ours of operstion is particularly
crucial because underfraduates are jn vety di

o Merent programmes, different levels and
have varyinglevels of gcademics demands or workload.

The confidentiality requested for by the respondents is‘onc of the most highly valued

charactensucs of Youth Fricndly Cenires. Previous researches and reports including

those of Lanc, McCright, Ganett, Millstein, Bolan ct al, (1999); WHO, (2002) ;

Ervlka, Onoka and Phiri, (2005): Agampodi, Agampodi ; UKD, (2008); WHO (2012)

v Kiran et al, (2013) ; Godia ct al, (2014).and Elissa ct al, (2015) stress the
indtspcnsability of confidenuality in the provision of YFS,

5.6 Factors that militate against the utilization of the YFC in U.I

The study rcvcals that some resource rclated factors could militate against the
utilization of the YFC. A typical example is the location of the centre too far away
from wherc students ceside, This finding was in agreement with the findings of
Erulka, Onoka and Phir, (2005) ; Mansouri and Skrbis, (2013); Elissa ct al, 2013 ;
Codia ctal, (2014) and Kitan ct 3l (2015). Godia ct al, (2014) also noted in his study
that cven young peoplc themsclves suggested that accessibility of the location of a
youth centre and it's closcness to public transpoit can improve the utilization of
Scxual and Reprodictive Hcalth (SRH) services. At the Uneversity of Ibadan, the

YEC is locaied behind the zoological 8arden, along Appleton road: the facility is

therefore not-cléarly accessible. Taxis and buses do not often go through that road.

Vvehicle$ most times stop at the Zoology Department Janclion of -atithc: Facylpy ot
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5.6 Factors that militate against the utilization of the YFC in U.I

The study rcvcals that some resource rclated factors could militate against the
utilization of the YFC. A typical example is the location of the centre too far away
from wherc students ceside, This finding was in agreement with the findings of
Erulka, Onoka and Phir, (2005) ; Mansouri and Skrbis, (2013); Elissa ct al, 2013 ;
Codia ctal, (2014) and Kitan ct 3l (2015). Godia ct al, (2014) also noted in his study
that cven young peoplc themsclves suggested that accessibility of the location of a
youth centre and it's closcness to public transpoit can improve the utilization of
Scxual and Reprodictive Hcalth (SRH) services. At the Uneversity of Ibadan, the

YEC is locaied behind the zoological 8arden, along Appleton road: the facility is

therefore not-cléarly accessible. Taxis and buses do not often go through that road.
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chlmoIOgy,

this
situalion poses a bit of challenge to siudents who would have
wnnlcd 10 utilize services a1 the centre.

The studY olso reveals the non

: ~OpCration of the Centre at convenient times could be a
basrict to utilization of the YFC. Undergraduates are often busy with their academic

work and may not find it convenient to visit the YFC during the opcning hours which
i$ bctween 8.00am-4.00pm.

Al the University of Ibadan thia penod unfottunately
collidcs with lecture (imes. According to Erulka, Onoka and Phiri, (2005): Againpadi,

Agampodi and UKD, (2008) ; Youth Advocates, (2008); Akiniyi 2012; WHO (2012)

Godia ct al, (20t4) and Kiran ct al (2015), youths prefer more convenicnt hours of

operation including weckend services to enable them bse the range of scrvices and
oppotturutics availablc in YFC.

The study rcveals some challenges relating lo swareness and psycho-social factors
which could militate against the utilization of the YFC. Thesc included lack of
awarcness about the Cenlre and lack of in-depth knowledge of what is donc in the
Centre. The lindings are similar to what Erulka, Onoka and Phiri, (2005); Biddiccom

ct al (2008); Khalat, Mogh!li and Frolicher, (2010); Akiniyi 20§2; Maaseswsi and
Skrbis, (2013) and Godia ct al, (2014) noted in their vanous studies.

The perceived psychosocial factors included; unfriendly attitude of service providers,
their perceived judgemental attitude, lack of confidentiality of services were listed as
factors that can militate against utilization of the centre. According 10 some prcvious
tesearches including those by WHO (2002), Biddlecom, ct al (2008); pathfindecr
lnlcmntl onal, (2012) and WHO (2012) factors such as unfricndly and judgcmental
nmtudc of scrvice providers, lack of privacy or conlidcatinlity and long waiting time,

can adversely offect ulilisation of scrvices by young pcople. Contidentiality,
fricndliness, shoit time of waiting and fice or low cost constitute some of the most

impottant. chasacterisucs of services that young people want (Etulka. Onoka and

Phiti, 2005 and Godia ct al, (2014)).

Onl few respondents were of the vicw that the questioas asked by service
nly a fes
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providers were cmbarassing or cou

d g ,
U.1. This result discourage young people from using the YFC of

1S Ot varionce ws :
NCC wilb whay Biddlecom, ot al 2008 noled in their Study.

Biddlecom, ¢t gl
a1 2008 who cond yted 4 study aniong adolescents aged 12-17 ycars on

scrvices in

feeling afraid, cmbarrassed or

Cither contraceptive setvices or STI trestment. Bid

carried oul among adolescents aged §2
U.L. study,

dlecom, ct o} 2008 study was

= 17 years who were youngcr than students in
younger persons may

feel uncomforabic to discuss scnsitive issues with
older service providers,

5.7 Imiplicatlons for ilealth Promotion and Education

Findings from this Study have health promotion and cducation implicalions and
suggest the need for multiplc interventions directed ot addressing the challcnges

rclating to the usc of the YFC at the Univasity of 1badan, The findings in this study

have revealed the faet that utilization of the YFC is low. The levels of awarcness and

knowlcdge about the YFC are tnadequate among undegpaduates of the Universily of
Ibadan. There is urgent nced 1o create awareness and upgrade their knowledge

rclating to the available reproductive healtl services at the YFC.

Despile the awarencess of the cxistence of YFC. many of the rcspondents had
poor/lox; knowledge of ilic services offered in the centre. This situation may have in
tum makes the utilization of the ceatre low. Tbis connection between low level of
knowledge rclnting.to the scrvices provided at the YFC and utilization of the centre
beccomes understandablc when it is realized that knowledge is a powerful behavioural

anteccdent factor {Green and Kreuter, £999).

Studies conducted clsewhere have revealed that lack of knowledge by youth was a
major factor that causcd under-utilization of youth-friendly rcproductive/scxual

scrvices (Godia, 2010 ; Elissa ct al, 2013 and Godia ct al, {2014)). In a study camed
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out by Akiniyi (2012), it was noted th

at e was a significant association between
awareness /know

ledge of reproductive services and utilization of the sevvices offercd.
‘This therefore means that wicreasing the knowledge base of young people and

cm’ﬂms IWArencss conceMing the services offered can greatly improve or scale up

uullzalmn lloweves, it should be bome i mind that increasing knowledge among
gndualcs alone is not cnough,

Several other strategies or interventions are needed. A

hollsnc or ecological approach is best for promoting adoption of YFC among the U.L
undergraduates.

There are several opportunitics for promoting the adoption of YFC and the senvices
_ruidcrcd at the YFC in U.L. The University’s students' handbook of information and
the Univeasity of Ibadan website could be used to diasconinaie information on the
YFC, the YFC can create its own websites and create a page in other socia) media

like whats app. In addition, the University radio stsuon (the Dizinond FM) could be
used 10 disscmainate information about the YFC.

Fresh students are patticularly vulnemablée to some of the 1isky practices that can
comptomise their health such as risky sexual practices and unhealthy lifestylcs. Fresh
students need to be aware that available services at the YFC such as coumscling
secvives, HCT, library and intemct senvices, recrealion scrvices as well as socul
networking Fresh students can be reached througb orientation programmes and the
integration of YFC into the exisung general snudics programme of the Umversity as
currently done in the instinition In order lo cany out the social marketing of the
centre and its services among the fraher eflectively; mandstory' paricipation in the
orientation programme for freshery maybe necessary During U onentation, students
could be taken/to the cmntre o that they could be acquainted with (acility and e

serviCes.

The oihar segmeni of the Unvarsty aznvoauly with speanl reference © the older

underpraduates should be well infonnad aboud the centre, Public cnlightevment

sholdbcmedmpmnoltlbccontmdmsa\mmtbﬂb Public
u
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il ° m L] "
cnlighicnmen should tak¢ N0 consideratjon the following: |oeat
CS available major ch

centre | ! ; i :
.cn. 'ncluding friendliness, confidentiality, shoit time of waiting before being
attended to by a service provig

€f and convenicnt opening hours. Well infonned alder
Play in helping

ion of the YFC,
Brictenistics of the services provided at the

students have pivotal rolcs 1o

fresh students to adopt the utitization of
the centre.

Public enlightenment programmes includin

B awalencss canipaigns have the polential
for reaching large numbers of people

(UNICEF, 2011). Pubiic enlightenment can

Crcate awareness and influence knowledge, Perception (UNICEF, 2011 and Elissa el
al, 2013) and foster political will for action, evidence of ils cifectiveness as an

cducational suategy in changing behavior remains ‘asufficient (Whitaker, Baker and

Anas, 2007). However, cffoits must be made (o combine it with other stralepies such

as peer education and policy intervention to cflectively address the challenges faced

by the YFC. Public enlighteninent lechniques could involve the

usc of posters,
leaflets, documentorics, jingles and bill boards {Whitaker, Baker and

Anias, 2007 and
UNICEF, 2011). Findings fiom Elissa et gl (2013) and Godia ct al, (2014), also

suggcsts that sensitizing young people on the importance of youth centre thsough fun-
aclivities, rdio, postars, music entatainment, religious platforms, booklets,
Migazines, clc can improve ulilization of services. Use of one or morc of these

information media could be very helpful as the weakness of one could be coualer-
balanccd by the strengths of others.

Training and re-training cxercises should be mode gvailable to service mowvidas o
upgrude the knowledge and skills relating to quality semvice provisijon. The
cffectiveness of traimung 1n enhancing peeble’s capacity to solve public health related
problcn;s has been demonstrated in severo| studies, such as Oshiname and B;i.cgu
(1992), which etfectively demonstiated the use of training to mnke Patent Medicine

vendors safer contacts with their clicntele.

Royal College of Nussing and Public Health England, (2013). recommends good
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foundation yaining, annual updates and support for health care

support workers in
ofc!cr to_easurc that their jevel of knowledpe and skills

tent and arc appropnal¢, care delivery
ipcten : . . _
conmpeient and their gustude (o IMMUnization posilive so they can best support and

ssist repist i
assist registered heafihcare profcssionals 1o safely and ¢ ficc tively deliver vaccination

programmes, Department of Heglth, 2012, in her implancntation framcwork

indicatcd that national menmial health Stratcgy suggests that local public health services
“commission or pioVide cvidence-

based mental health training for non-mental health
professlonals™

to cnablc them mect the growing demand from front-line workers,
tlcalth Wrainers have been elfective in reducing health incqualitics by engaging with

people in the most deprived communitics. Local advocates, pecr cducators, parcniing
support- volunteers and peoplc in paid lay worker roles make a vajusble contribution
lo public health. Shircore, 2013. The skills and attsibutes that a lay worker brings arc

diffcrent to, not less than, thosc of professional cxperts (South, White, Branncy and
Kinsclla , 2013).

Public Hecalth England also recognizes invit's framewock on public mental heaith
lcadership and workforce development - that public health specialisis/practiotioncts,
work with pcople in dilfcrent ways and levels such as: individuals, other individuals
that have more regular contact with individuals and families (such as health visitors
and social workers). Including gioups communitics, organizalions, lcaders and
clected members as a foundation for building wotkforce capacity and capability, as

well as having an cffective interventions for promoting mecntal health (Public Health
England, 2015).

Staff in halls of residence including ha!l wardens, supervisors and porters and ball
exccutives should be trained and well informed about the YFC location, knowledge
of what is done in the centse and its charactcristics. This becomes necessaey as thesc
chlcgoxics of pcople interact intimatety with studcnis on a doily or rcgular basis. They
can help promotc the adoption of YFC/scrvices at least among accommodatex)

studcnls.
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Channels for feedbyck such-as

su

n{cdia (facebook page, whats ERSat et feedback telephone contact, social
h "PP &roup, twiner, ctc) should be created for students

who visil the cenlre. These will thp e cn

ing mism i
ncepllons (0]
.hc Sllldcnts m‘ghl havc | t : r concecyns ‘hn(

i gs 3
O s they can anonymously drop their

channels can help y atd suggestions in the supgestion box. These
P8ade and rebiand the cenire rcgulnrly 10 meci up with siudents’

d|snpptova! or com

stof upcoming cvents and
m |
centre. progammes of the

Young pecople are concemcd about conduciveness and attrsctivencss of centres,
According to WHO (2002) and Biddlecom ct al, (2007), nicc fumishings and
dccorations cncourage youths 10 utilize services. Godia et al, 2014, similarly notcd 1n
their study that young pecople suggests that ncat, attractive and well organized facility
can improve uptake of sexual and reproductive health services, Recrcalional services
was rcported by respondents in this study o facilitaic the utilization of the YFC. This

makcs it paramount for the Umiversily authorily and YFC management to put in morc

cfforts into bcautification of the centrie and also to provide gardens for out-door
rclaxation and recreation

Advocacy is another stralcgy that can be used to influence the pattern of utilization of
the YFC. The limited access 1o the centte which often prevents some students from
using the YFC nceds 1o be addressed using appropriate strategies such as advocacy
and the creation of links between the YFC, University authoiity, Student Union
Body, Community based Orgonisations, halls of residence, clc. Advocacy
interycntions should ‘targct the University outhoritics such as Students’ Affairs
Division. There isa feed 1o incorporatc the YFC into the curriculum and activitics of
the students wheré necessary and hclp promote the centrc and its scrvices 0 the
:tudents. ond-1he ‘entite University communily. Advocacy should bc madc to the
Studcnts Union body since it is the highest of the student’s cxeculive body and from
1hxs office ‘the studenls can casily be reached at all lcvels. Various Faculties,

Departments, their exccutives and the various class fepresentatives should be reached
*
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Channcls for feedback .
it °X such o5 Suggestion box, focdback telephonc contact, social
dia accbook page, whats 3PP Eroup, (witter

ctc) should be cieated for students

who visit the centre, 1 -
These will help in addressing misconceptions or concems that

the students might have ab

: oul the centre as they can anonymously drop their
comments, disapproval or concems and

Suggestions in the suggestion box. Thesc
chdnnels can help upgmde and rebrand th

¢ centre regularly to meet up with students'
dcmands as well as keeping them gbreast

of upcoming e vents and programmes of the
cenlre.

Young pcople are concemed about conducivencss and aftractivencss of cenlres
According to WHO (2002) and Biddiccom et al, (2007), nice furmshings snd
decorations cncourage youths (o unlize scrvices. Godia ctal, 2014, similarly noted in
their study that young people suggests that neat, attractive and well organized facility
can improve uplake of sexual and reproductive healih services. Recreational scrvices
was tcpbrtcd by respondents in this study to facilitate the utilization of the YFC. This
makcs 1t paramount for the University authority and YFC management to put in morc

cffoits into beautilication of the centre and also to provide gardens for out-door
rclnxation and recreation.

Advocacy is another stiatcgy that can be used to influence the pattem of utilization of
the YFEC. The limited access (0 the eentre which often prevents some students from
using the YFC nccds to be addressed using appropniate swrategies such as advocacy
and the creation of links benween the YFC, University authonty, Student Upnion
Body. Community based Orgarsations, halls of residence, ctc. Advocacy
interventions should target the University authonties such as Students’ Affaiss
Division. There is a need (o incorporate the YFC into the cumculum and activities of
the students where necessary and help promote the cenire and its services to the
students and “the cntire Univetsity community. Advocacy should bc made to the
Students' Union body since it is the highest of the student’s cxecutive ’bodY and ff?m
ti\i? office the students can €asity be reached at all levels. Vanous A T

Dcpariments, their €xecutives and the various class representahives should be reached
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wilh

ey vocacy should al \
Orgamznlaons inthe Univers;ty includ.ng olso targct Community-bascd

as Chapel of Faith-based Organizations on campus such

Resurr
cction, Scat of Merey, National Fcllowship of Evangelical
Students (NIFES), Nasrul Lahi-il Fahi Socicty

(NASFAT), cte. Faith bascd leaders

membears and can be used to influence their

ti
congregations to patronizc the YEC, Advocacy campaigns can be built around globat
events on the global

ore held in high estecm by their

calendar, such us St valentine’s Day on the 142 of Februaty,
World AIDs Day which comes up on cv <y December | every year,

Advocacy can be made more clfective by using locally gencrate¢ dala from

systematically conducted studies. The use of rescarch {indings for advocacy has been

revcaled to be promising in raising awatcness and coninbuling to the shaping of

refonns and policies (Ellsberg, Liljestrand and Winkiist, 1997 and Bliss 2013). The
usc of .research findings when combined with the provisions of international
ngreements such as the Human Righs Convention, Intemational Conference on
Population and Development (ICPD), Devcloping National Standard for Adolescent

Friendly Hcalth Services can further sieengthen the impact of advocacy (WHO 2012).

Partnership with relevant scclors, agencics and Non-Governmental Organizations
{NGOs) can be uscd to address the problem of knowledge and wtilization of the YFC
among undcrgraduates. According to UNICEF (2011), the mass media have been
conttibutors 0o massivc awarcness campaign activitics, and provide opinion leaders
and somectimes houschold heads wilh informalion and knowledge on appropriatc
practices that inckle down 10 individuals within the family and facilitate the adoption
of positive behaviours. The YFC can also pannes with lhe Universily rodio station

(the Diamond F\) to disscrminatc information on the YFC.,

Parncrship involves pooling of tesources from difliceent pasties together to address
COMmMON cONCems (Association of Chartered Cestitiod Accountants, 20t5). Partncrs
in a partnerslup should be charged with the responsibiliucs of finding, prowviding

drugs and supplies including contraccplives, educational matenaisy Ganthyeoamh O
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ofgamZations 1o
creale more o , _
. " warcne<s
change intervegtio ess and ofganize behavioural

ns that ii
€an sensilize gad cducate students and University policy-
pottance of the YFC. 1q addition

’ K » pautnership can be formed with
students” associations within the University i

makers on the jm

_ ; th a view (0 creating awareness
knowledgeand yiilizatign of the YFC. Reaching o h '

utto clubs, organizations and teams

argel groups of students (American

2008 | Leventhal and Meijs, 2010). Some students

associalj ' 1VCTS)
oclalions/groups in the University may serve as uschul channcls for rcaching out to
students on the YFC; these Broups may

on Campus is a unique way of reaching high-risk
College of Health Association,

iInclude the Students Union Government,

Usiibadan Hcalth Organization and HIV/AIDs Prevention Promotion Youth Club
(HAI'PY CLUB), Gender Mainstreaming and Religious Organisotions. These groups

may cqually provide unique opportunities for recruiting volunieers for 1he centre.

5.8 Concluston

The rescarch explored the level of knowledge, perceptions and pattern of utilization
of the YFC in U.1. Majority of undergraduates have heard of the YFC in U.1. Morc
malcs than females had heard of the YFC with no significant difference. Fnends werce
the major sources of informalion on the ceatre. Overall, respondents level of
Imowlcdge rclating to the services provided ot the YFC was poor. la addition, many
respondents perceived the YFC to be located in a place where it canaot be casily
accessed by studenis, @ situation which adversely cffect its use. The YFC was poorly
utilized by the study population. However, it was noted that not all thosc who had

ever visited the centre used the seevices available ot the centre.

The research has provided valuable infornation on the factors that could facilitate
utilization of.the centre. [t has also thiown somc insight into the peiccived resource.-

related factors that could militatc against utilization of the YFC, such as location of
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-~ Thare s nead 1 tren exlerprabue porr adecaton  mplmnent the youth fnendly
SOV AICE ProviieTs in informaeng and aducating thar poony shost the contre.

. The YEC shoudd carry outf ottreach sarvices in halls of residence, Departments and
roctcalional centres on specific days

. The YFC should protide means of casy access % YFC by cremasg s bas sop &t the
YEC arem and also lisiaing with the cempnss shutiic dnvas 1o ply the route.
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before 4 p.m. when the facilitics closes

6 Advocacy "ratefy should be esod 0 influmnce key policiy and decision
makers (n the inshitution to fmulac padclines wmeod ot prowmsieg the

adoption of the sarvises by underpradus‘es,

5.10 Suggestlons for further study

It is suggesied (hat fwtha studics Be cxrnied ow, 1o Grow : light oo | of
the YFC which were nol covered ia this @udy. These indude studics relating 1o the

following:

1. A siudy among undarguhain Mxbegy t0the UL who maide-ofi-emmrras 10 order 10
compare data end mrofler cffective enfutions that coald be mose-genssabamble

2.  Tho dcterminants of non-patonags of he YFC among students wbo had cver head

aboul the contre.
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QUESTIONNAIRE

Decar respondent,

My name iS Okosun O. Precious a postgradunte student of Population and
Reproductive Health Education, Depatment of Health Promotion and Educaunon,
Facuity of Public Health. University of Ibadan. | am carrying out # study refating 10
the “Pattern of Utilization of the campus-hased Youth-Friendfy Centre among
undergraduate students of the University of Ibadan, Nigeria™. The pieces of
information nceded are stiiclly for academic purposes; they will also be usefill for
making the Centic more youth-fnendly. So be fres (0 express your views basad on what

you rcally know ond do. Information collected from shall be kept eonfidential. For
your infOrmation participation in this study is voluntary.

Kindly show by ticking (V) any of the following boxes provided to indicate that your
participation in this study is voluntary.

| will participatc and will sign =] el pal RGN TR

...................................

Thank you for your coaperation:
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bQCllﬂn A SOC'O-dtntokrgphlc Char

acterlgy
Instruction: In this gectjon G g : [
compicte the spaces provideg, option thay comesponds 10 your answer or
. Course of study,
4 Level of stugy: A ey
Y (a) 100 [ J b 2

600 1200 [ (o) JOOD (d) 400 (c) 500
3, Hall of residence:

() Obafemi Awolowo Jig||

_ Idia lall

(b) Qucen Fljzobeth hall ((8? ::“ :: b . :

clian
(c) Alexander Brown (h) Xuli h "y h“
uli ha
(d) Independcence hail (i) Tedder hall
- . ® a
4 (c) Nnnf.m.i' Azikiwe 'y (i) Sultan Bello ball
- Religion: (a) Christian (b) Islam ¢) Traditiona)
(d) Others, specify..... RS S,

5. Sex: (a) Male {b) Femalc

6. Agce (as ot last Birthday; in yeais):
1, Morital status ,.

‘9000002109800 00.p9900000e Fe0000002c0100000 w9 =mpy0sas dbane

Section B: Awarcness and Knowledge relaling to the Youth Fricadly Cceotre
(YFC),

Instru c.lio u: Complete the spaccs provided or tick (\l) the option that coo=pands to
yoiu ans\wcr.

Plcase feel free and be veéry honest while answaring the Questons. Be assured that sll

your answers will be kept confidential. Thank youw

8. Flave'you cver heand of the Univasily of Ibadan Youth Faendly' Ceatre? (a))'cs
(b) No

if *NO™, STOP the INTERVIEW. Thank you for participsting in the study thus far.
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i wha.t ar€ your sources of

. inform a(jon about
: : _ ‘ the v .
University? Tick (V) all the sources from which you h Yo:th e GRS
(a)Television b ave heard about jt.
N (®) tntemcy (c) Radio (d) Fliers/post .
provideis () Lectures =i P L) Setvige
(i) Campaigns ] " [ sie Board
(J) Oricntation programme (or new students
(k) Others (specify) |,

° °
.........

10.  Where  §s  (he

Youth  priendly Cenre. Jocated in UI?

............................

OOOOOOOOOOO
vvvvvvvvv

...............
..........................
vvvvvvvvv
*®e,

S0 PP 009000 vaa0 -~
Oll-vcoutl-...d.....li(p0-9.¢.,...;’..... sesesn
-

Instruction: Table 1 contains a list of slatemenls relating to 8 Youth Friendly Centye.

For each, tick ( V ) whether it is True or False. If you are not sure, trick (V) “Don't

know',
Table 1
| Tk (V
S/No. | Statements. about the  Youth | True False Dont |
| Friendly - Cenire (YFC) of the Know

University of lbadan.
X The Youth Frnendly Cenire does nol
provide free HIV Counscling and
Testing (HCT). §
izaw| The Youth Friendly Centrc provides
counseling services 10 young peopic |
on rclationships. 2 e

I i

13)
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123 | Youth Friendly Cenue 55 ot

12.4

] up for
recrcalional purposcs only.

125

YFC provides a3 forum for young
people 1o socialize with one another.

12.6

The Youth Fricndly Centre provides
free condoms to syudenys,

Students can visit the Y outh Friendly
Centre without hooking an

appointment.

12.7

12.8

‘A forinal letter of introduction from
the Decan of students or from the
Hcad of onc's Depasttnent is necded
beforc one can use the services

provided by thc Youth Fricndly
Centre of ULL

129

The Youth Fricndly Cenirc provides
infonnation on HIV/AIDs 1o

students.

The Youth Friendly Centic provides |

counscling scrvices to students on
choice of carcer.

12.10

An idcntity card is needed beforc one
can usc the services at the U.l. Youth

Friendly Centre.

Section C: Perceptions rclating to the Youth Friendly Centre (YFC) in U. L.

bnsiruction: Table 2 eontsins a list of siatements or opinions- For each tick (W)

whether you agree withiat, have no opinion of your own or whether you disagree with

The focation of the YFC is 100 bidden.

FCiswobidden. ___——ro

1M
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Table 2 e Tkt (V)
- . ded | Disagree
~ ——— ’ ¥rieadly Cenlre | Agree Undecl
$/No | Perceplions rclatlng to the Youth / tllave No
+ (YFC) Opialon
| DS

1.1




fu 13.2

Scction D: Pattern of Utilization of the Youth Friendly Centre.

The YFC is located in a place thal cannot be casily
accessed by many of the students,
13.3 | The YFC is located in a placc wherc other people will sec =
- | those who usc 11; no confidentiality,
13.4 | Youth Fricndly Centre offers scrvices that many students |
0 do not likec.
13.5 | The YFCis sct up for only students who experience scxual
assaults.
13.6 | The environment of the Youth Fricndly Centre is not —
- | conducive.
13.7 | The YFC is oP<ried in a manner that does not make
students- who have problems 10 feel free 10 share
| expeniences.
13.8 | YFCis only good as a recreationo] centre.
13.9 |1t is safc 10 discuss issucs of rape with a service provider at
the centre.
13.10 | Scrvices provi?!cd a1 the Youth Friendly Centre are
affordablc.
[3.11 | The hours of operation of the Youth Friendly Centre are
not convenicnt.
13.13 . | The services provided et the Youth Friendly Centre are not
confidential; one's secret can casily lcak or be disclosed to
other students,
13.14 | The Youth Friendly Centre is only for students who want 1o
know their LV status.
13.15 | Fear of sugmatization prevents many studenls fiom using
the cenire.

14a. Have you ever visited the Youth Friendly Cenire of the University of 1badan?

(a) Yes (b) No

14b. If Yes to question 19a above, have you cver benefilted from any of the services

of the centre?

(a)Yes (b) No
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. | v
snvoamed of he Yo

bdmnnie

er(‘umﬂhc_ub.-.*
sudens who have problums o fodd Bwe 0 iy -
| ¢) [Whsxa.
vui.g,_g.uw.u-nm

Lt 1a safs 10 discums Wrues of TIPS WA 2 vervice Provide o

the aoure. .' | o
Sevicm prvidel = e Youh Frumdy Came @ |

hours of CpeRED of e Youth Frumdly Crmtre arc.

The services [Yovidad ot the Youlh Friendlly Comre are nov —
coofidential. coe’s M1vt cn eusily -lesk-or-Ss-dhaciossd ©
Other stpdents.

-—I—\——-—-

The Youth Frnendly Cants 1s oaly for smadesta whywmt 0 | =7
know thesr 1IN seanm

— —— e il —

e cmtre

Fear of sguatizance Prevents mary dmedues fram wing | l l

e —

Section 1) Pattern of Utilication of the Youth Friendly Centre.

14a Have you ever visted the Youth Friendly Centre of the University of [badan?
(a) Yeu (d) No £

14b, If Yoo w0 quostian 19 sbove, have you evar beaxfitxy) from mnry of the serviocs
of the centro?

(Ve [J ®Ibo )

Table ) is for hose'whio have bxxfiftd from the senxes provided st the Yoush
Fnowly Condre oahy. If ocver depefiand g0 0 Q 16. The wble comams ¢ hst of

savices, for eachagvice tick (V) "Yeaa" if you beve cver meed it of the oentre and
“No”™ 11 you have never used e seavice st the axtye,
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Table 3 is for thosc who have bencfitted from the services provided ot the Youth
Fncpd!y Centre only- {f ncver bencfitted go to Q 16. The table contains a list of

scrvices, for cach scrvice tick (¥) “Yes™ if you have cver used it at the centre and
“No™ 1If you have never used the seivice at the centre.

Table 3
5”."‘0-' Scrvices used in the Youth Friendly Centre Ever used it or benefitted from it
Tick (V)
- Yes No
151 | Counscling on Relationships o ~ ||
15.2 | Counscling on choicc of a cascer
153 | Counscling on Dsug use/ abuse
15.4 | HIV Counseling and Testing (HCT)
t5.5 | Obtain free condoms
156 | Fotlow up Counscling on HIV/AIDs
15.7 | Counscling on rmpe cascs
iS.8 Counscling on sexual harnssment I
15.9 | Health 1alk relating to HIV/AIDs
1510 | Obtain information on sexually tansmittcd
infections (STls)
15.11 | Used the centre’s reading 1oom for study
15.12 | Intemet services
15.13 | Recrcational acuivitics c.g. pames

16, What cncourages you 10 use the Youth Friendly Centre of the University of
|badan?

e P dssbbvrgotemcng

17. Have you ever encouraged someonc to use the Youth Friendly Centre? (r) Yes

(b} No
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Set0an §/ Vosters =0kh Vecllitan e LeMasttey of @
Iasiruamen Plosse imdiste your saewer by Sing V) B qeuig

e =t
Q_

15 8 rew OUS apimion which of the Silewing e cussepn = o uilise
09 Youth Prransiby Comowe 11 ?
Tobde 4

oM Dw conty n

lhhi“-h
Canly sievied by Clemea
Short ime of wastng befere beung smended by o

= DO alung
[T [ The services provided b stadents W the contve ooe |
wvnfulentas! | @ ¢ i honed b0 cthiey puople w B |
cevtrs
Tr“m‘iﬁ-“#.u-uuf # H
| eae"s oends
IS Aveliity o e P ST |
nght w the centre i
{810 | Baing able 1o obtai fres condosns nght m the come
[ 1500 | It is aifhonit for poople 10 kmow et one goes e |
o do becsuse ‘thae e mmmy sonvices provadod
there. -\ + 1 .
1£12 | Provision 0f recroadansl activines for stodents who
| visit the' Centre. { y

19, 1o yourown opmion whal is the best way of encoaragmg young peopie o be
using the Youth Friendly Centie?

ecec ecple®ocotsgsisvEpee 204¢ 78 b lEI 99 rec000000000io s Padge0ttotltigeelinniiesen

TP YT T LY R YA P PTYS TTTLL AL SR LIRS LE b bbbt bt
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Scf:tion F: Pcrecived factors which militate aBainst the Utillzation of the Ul

Youth Fricndiy Centre?
20.

Which of these factors in the lable below do you think arc tesponsible for

people not using the Youth Fnendly Centre? Please indicate your response by ticking

N)_ in the appropriatc spaces provided in Table 10 below.

~ Table$s
S/No |  Faclors responsiblc for poor/lack of usage Tick (V)
Yes No
20.1 | Lack of awarcness about the cenirc
20.2_ ! Lack of kno»@gc of what is done at the centre
203 Long time of waiting 10 be attended to ot the centre
20.4 | Unfriendly attitude of service providers to students
20.5 | Making students wait in places whae people who know Gicm can sec 7
lhgm
20.6 | Judgmental atnitude of service providers
20.7 | Lack of confidentiality of services provided
20.8 | Lack of drugs/ supplies
20.9 | Procedurcs that do not make the centre user-fricndly
20.10 | Ridiouling the students who visit the centre
20.1) | Students arc asked embanassing questions by scevice providers
20.12 | Lack of skilled service providers
20.13 | Lack of contraceptive services
20.14 | Locauon of centre is 100 far away from where students reside
20.15 | The Centre not opened at convenicnt times
20.16 | Fear that fricnds migit know why one visits the centre
30,17 | Lack of refemral setvice for students to altcrnative plaees whete they can
gel necessary help
20.18 | Other

SPeCifY.. .-.....o..-....on...............,.......-........ou--uou'--'Nou'o""'"'“"

900900900999 Pcricoity by

138

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



2}, In your own opinion,

tho Youth Friendly Centre?

0640000, (504,

whot would yoy, ftiends Jikely think about your visiting

cpscetony
"“""-v-UOO"oo.,.non digisecone » .
-
sesiig ..,o.‘-ou.-.o.-uo.onvo ot TOO HEE B ENRE FREFERS
esdegobonng Yot
0Pt
Srecrser e XYY T XY

PoticcrsPitoct gmb o, o R o 2 ST ETT Y'Y PYereps

AN N R Y +
veoq A 2 LA XY e cete !001-00600.‘ e
0dogqgrne *PLrebde be0
4 ""°"'00'10000l-'o-9cu

Qucsuons 24-26 arc for gny those who bave cyer used the U.I Youth Friendy
Ccnll’c.

centre? (a) Yes

23.  Ifyour agswer to Question “28™ ahove is “No* why are you not satisfied?

What arc your sugBestions for mproving  the scrvices provided a1 the

EFSdec BE0 Fiimiig g g4 poy? § gu-ootimy

199900000 0,000¢ 00 ha Al PURTY TR PP} 004088, b reonanss B

.—.-aouaoao-cpouoou'l.""*""""” IR A LL LRSS F PR TN e S0C VU

PPO0L LT 22090649 20900 80,00 004600404 08 it o0k od Tl o T TR PY O WY — —

...........,...c.-.-oocl.c--.!....!’
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APPENDIX Iv

Conscent form for Survey Respondents

Nanie of Principal Investigator: OKOSUN Okainemen Precious
Department of Health Promouon and Education,

Faculty of Public Health,
University of Ibadon,

lbadan,Oyo State.

IRB Rescarch Approval NUmber: «.veenceceoonaenssn

This approval will clapscon: ......... Jio s R k... Ber

Title of Rescarch I'rojcct:Pattern of Utilization of the campus-based Youth-
fricndly Centre among Undergraduates of the University of Ibadan, Nigena.

Greetings: My nome is vereereeee. and | am a

postgraduotc sludent of the Department of Health Promotion and Education,
Foculty of Public ficalih, /University of Ibadan, | am involved n the study
which focuses on the “Patiern of Utillzatlon of tlic Campus-based Youth-
friendly Centre among Undcrgradualcs of the Unlversity of Ibadan,
Nigerin™ The study is designed to learo fiom you about what you know aboult
the youth ftiendly centre, your perceptions aboul the ¢centie, paliemn of use and

the factors which iniluence the utilization of the centre among the
undergraduates of the university,

Purposc of the rescarch: The resulis of the study will be useful for policy
fonnulation . and ‘adoption of evnidence-based strategies aimed at masimizing the

auilization of the centre.
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Procedures:

You are hereby invited to take part in this rescarch by paniicipating in an inletview n
order l0 find answers to some of thesc questions. You will be asked some questions
rclating o aspects of your life. Some other questions will relate 10 some of your
cxpenences s a student here on campus, while others will (ocus on your awarencss
axd knowledge relating 10 the sexvices provided at the youth frnendly centre of the
Uf\ivcrsity of lbadan. [n additior: there are questions aimied at leasmung from you about

your pattern of use of the scrvices al the centre and your pesceplions of the services
provided,

An antcrviewer odmunisicred semi-Stiucture ‘questionnaire will be used for
documentiing your respoascs. The questionnaire will not conlain your name,
malriculation number or any other identifier 50 whelever you put down can be as
ononymous as possible. it 1s important for the rescarch that you answer all the
questions but if you do not wish o answer any of the questions, you may move to the
next'question. All information collected from you will not be shared with any other

person. The interview s expected to last (or about 30 minulces.

Risks and Discomforts:

The intcrview may take some of your Ume. There 1s also a shght nsk 1thal yoo may
feel uncomfortable talking ebout some of the topics. However, you may refuse 1o

answer any questions if you fcel the question(s) makes you fecl uncomfortable
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Benelits:

There may be no dircct benefit to you; bowever the information obtained from this study be

uscful in moking recommendations aimed at improving the scrvices provided at the youth
ftiendly centre.

Incentives: You will not be provided any incentive to 1ake pait in the rescasch.

Conlidentiality:

The information that we collect from you during the conduct of this study will be kept

confidential. This implics that only the investigator (Okosun Okninemien Precious) will have
access to the copy of the questionnaire you have completed.

Right to rcfuse or withdraw:

Pasticipation in this study is voluntary. Refusing to participate in the study does not attract
any pcnalty whaotsoever. You may also wish o stop participatiog wn the intetview at any tme
that you wish and there will be no negative conscquenecs for doing so. You will however be

happy at the cnd of the study that you have contiibuted something that can be used (o
devclop further the services provided at the youth ftiendly eenue.

\Wbo to contuct:

If you have any questions you may ask now or Iater. If you wish lo ask questions Intex, you
may contact any of the following persons:

OKOSUN Okainemen Precious Dr. F.O. Oshinamc
Dcpam.ncnt of Health Promolion and (Supervisor)
Education,
Faculty of Public Health, Dcpartment of Health Promoton and
University of Ibadan, lbadan, Education,
Qyo Siate, ’
Telephane ; 0706-638-3595 Faculty of Public Healh,
1. ' \ University of Tbadan,
Email: preshi2009@lyahoo,com
badan,
0803-500-1060
foshinamec@yahoo.com
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The Conscnt

opporstunily lo ask questions

Name of Participast

(Not nanics, please)

Name of Researcher/ Moderator

-cct..t.ot'oa,to LN 'S

on relaling (o the
about it and any question(s) )

the University of Madan,
study. In addition [ have had (he
have asked have been satisfacionly

Date and Signature of ResearcherModerator
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SCORING OF YO UTII FRIENDLY

1\pPEND|X v

SERVICES KNOWLEDGE SCALE

[ QUESTION

10

VARIABLES

MAXIMUM
SCORE

Where is the Youth Friendly Centre |ocated in U.[.?

Mnm

Accunale description® (1)

Innccurate descriplion (0)

Don’t know (0)

Mention FOUR services offercd by the Youth Friendly
Centre

HIV counselling and tcsting (HCT)®

Provision of free condoms®

Reading services®

General Counselling *

Health tolks relating to HIV/AIDs®

Education on sex related motters®

Rcecreation services®

Intcrctservices®

Registration for health services®

Catering scivice/snack sales

Weight mcaswement®

Eyc lesUscreening

‘Blood / genotype test

Urine test

Social networking

Pregnoncy test?

HIV Postexposure prophylaxis®

Don'1 know

12

"Syatements about the Youth Friendly Centre (YFC)of

tiie University of Ibadan,

12.1

The Youth Friendly Centre docs not provide free 11V
Counscling and Testing (1HHCD.

[ False® (1)

e ——
———

Tre@
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The Youth ¥riendly
setvices ta youag peot
. True* (1) S '
F . False (0) R

*_' Don't know (i3

Vouth Frieadly Centre & st wp for recreational
H pu MPoses aaly .

{ kil 5
' i

| H T
Doo't know (0) - =
VFC provides a forum for youag people lo pacialize

wilLoac aaother.
True* (1) ——
False (0) " -

Don’t know (0) f

The Youth Friendly Ceatrs provides free condoms te I

rlbt‘ ()} =N .

|| students.

True* (1) 1
False (0) 1
! | Don’t know (0) | 21
i{ Stutleats can visit the Youth Priendly Ceutrs w ithout '
I

|

-+—

bookiag as appsintment.
True* (1) N 1 i
False (0)

| Don't know(0)

| A formal ktter of introduction (rea the Dess Y

I| studedits oc from (he [iead of 0ns’s OvpasTmmrat "

| needed belors ase c3a 830 Lhe s ices pres sie by (he
| Yeaih Fricadly St_llu_gll.‘ i

i
= — e g S——l —

| |TM(0) - l

(ot | False® (1) TS

+ ’, S
Dotthnrl((n Ty e NN !

| L The \ntb qudl) ( et prensies mbscmaicn —
m\mmmu—-m R R | e

= [Tl — =

tjr iz | I

e
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I’_ | Don'tknow (0)

‘The Youth Friendly Centre provides counseling
scrvices to students on choice of carcer.

True* (1)

False (0)

Don’t know (0)

An ldentity card Is needed before one can use the
scrvices ot the U.I. Youth Fricndly Centre.

Truc (0)
Falsc® (1) v,

Don't know (0)

l | Total YFS knowledge score

12 points scale

*Corrcct option

Catcgorlzation of Youth Friendly Scrvice knessledge score

Poor <17
Faiy >17-10
Good > 10
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