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Abstract

This quantitative cross-sectional study assessed the sexual and reproductive health (SRH)
knowledge, attitude and experience of adolescents and young adults with HIV (AYLHIV)
in Lagos, Nigeria. Data from randomly selected 443 AYLHIV from 4 facilities, were
obtained with a self-administered questionnaire from February to August 2023. T-tests,
and odds ratio and logistic regression statistics were used for data analysis.

Mean age of respondents was 18.5(£2.9) years, majority were male (51.5%), in school
(61.2%), and perinatally infected with HIV (81.7%). A minority smoked (6.3%) and took
street drugs (6.7%). Two-thirds (69.8%) had poor knowledge of, and half (49<2%) had
negative attitude to SRH. Factors associated with good knowledge v@ lder age

(aOR=1.07[1.03-1.10]), comprehensive sexuality education(CSE) 2.30[1.34-
3.92]),higher socio-economic status (aOR=1.04[1.01-1.08]), H s disclosure
(aOR=2.61 [1.57-4.36]), and SRH communication with caregiver =2.47[1.61-3.79]).
Factors associated with attitude were age, CSE, SRH com 1 n, SRH knowledge

and sexual experience (p <0.05).

Mean age at menarche was 13.3(£2.3) years, and maJ AGYW (64.6%) had good
menstrual hygiene practice. Factors associated w1th MHP was having learned of
menstruation before menarche (OR:2.45[1.03-5.93
32.5% of respondents were sexually experien
Early sexual debut [21.1%], inconsistent co
and multiple sexual partnership [51. S‘V
partner violence (8.1%), unlntend Xnancws (20.9%), and sexually transmitted
infection (14.6%) were also preV %ctors associated with these adverse experiences
were not having CSE, no SRH 0%) unication with caregivers, low socio-economic status
and poor SRH knowledgg. ﬁ le AYFCs did not offer comprehensive SRH services,
only providing SRH cou

Improving access t information, education, and service, and providing support for
HIV status discloﬁé r AYLHIV, improving socio-economic condition of the society,

and helpin 'p%p improve communication skills would ensure optimal SRH of
AYLHIV, (}

O

]@ds: Sexual and reproductive health, adolescents, young adults, knowledge,
attit

e, experience, Lagos, Nigeria

ith sexual debut at 17.2(£3.3) years.
se [52.9%], transactional sex [23.3%)],
¢ common. Sexual abuse (20.1%), intimate

g, occasional condoms, and referrals for other SRH issues.

Word Count: 300
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Chapter One

1.0 Introduction

1.1 Background to the Study

Sexual and reproductive health (SRH) has been defined as a state of physical, emotional,
mental and social well-being in relation to sexuality and reproduction, and not merely the
absence of disease, dysfunction or infirmity. Implicit in this definition is abﬂQto ave a
satisfying sex life, and the freedom to choose if, when, and how often Q}Q children'.
SRH is regarded by the World Health Organization (WHO) a@&&ndamental human
right, and it is an integral part of overall health and well-b%. Components of SRH
include access to appropriate information and educati fe and healthy relationships,
access to contraception, fertility and infertility cafa%vention and treatment of HIV and
other sexually transmitted infections (STIs),%Qrevention of gender-based and intimate
partner violence. Sound SRH is embe &\&1 the recognition of the rights of individuals
to make decisions about their ‘ ’\5 al and reproductive lives, while respecting the
decisions of others®. < \AQ

N

Adolescents an\@;ng adults (AYA) are individuals aged 10-24 years. They are loosely
divided & ng adolescents (10-14 years), older adolescents (15-19 years), and young
adu@St adolescents (20-24 years). AYA are the largest they have ever been at 1.8
billion and 22.5% of the global population in 2023%. Adolescence is the period between
childhood and adulthood, and 1is characterized by physical and psychological
transformation, quest for independence, and exploratory and risk-taking behavior.
Although generally a healthy age-group, these attributes of adolescents predispose them

to preventable morbidity and mortality from injuries, substance abuse, HIV and other

1



sexually transmitted infections, and unsafe sex, unplanned pregnancy, and poor
pregnancy outcomes. About 12 million adolescent girls give birth each year, especially in
developing countries, and complications from these teenage pregnancies and childbirth

are a leading cause of death among older adolescent girls®.

The sexual and reproductive health needs of adolescents and young adults @r, was
long neglected, until the International Conference on Population and Deyelopment (ICPD)
in Cairo, Egypt in 1994 highlighted the need for the United@i s (UN) to focus
attention on adolescent sexual and reproductive hea %RH). The conference
recommended that adolescents should be offered app ﬁinformation and services to
help them understand their sexuality and be p oty@from sexually transmitted diseases
and unwanted pregnancies®. The years sinc CPD has witnessed some improvement
in certain ASRH indices such as del é\sexual debut and child bearing and improved
contraceptive use. This is im@nent has been slow and there have been marked

disparities between coun@ d regions 7. Some of the challenges to optimal ASRH

result from cultur@o-economic, and structural barriers that hinder access to

information ih@ces for young people.

heébgnition that these young people are the parents of tomorrow and that failure to
address their SRH needs has intergenerational consequences contributed to the inclusion
of universal access to sexual and reproductive health services including family planning,

information and education, and integration of reproductive health into national



programmes as a target of the United Nations Sustainable Development Goal 3 (SDG 3)

to be achieved by 20308,

Adolescents and young adults living with HIV (AYLHIV) are a growing population
comprising perinatally infected children who have survived to adolescence and young
adulthood as a result of effective combination antiretroviral therapy @%, and
horizontally infected adolescents and young adults® '°. The World Health©Organization
estimates that of the 39.9 million people living with HIV in@l.S million were
adolescents aged 10-19 years and 2.3 million were youth agedN5-24 years, about 90% of
whom lived in SSA!!. These AYLHIV have the wors eatment outcome in terms of
adherence to antiretroviral therapy, viral su r@, and retention in care with dire
consequences of disease progression, de&ent of antiretroviral drug resistance,
transmission of infection to sexual&%ers and children and increased HIV related
mortality'?. West and Centra{(&\ic'a (WCA), which includes Nigeria, contributes
significantly to the poor i@gﬁices from SSA, and is not on track to meet the targets of

the United Nations%&able Goal 3 of ending the HIV epidemic by 2030. The period

between 20 0@016 saw an increase in AIDS-related mortality in young people,
while th%w;f

Poor sexual and reproductive health significantly contributes to the poor treatment

s a decrease in all other age groups!>.

outcome of AYLHIV. The added vulnerabilities of living with HIV place AYLHIV at
increased risk for unsafe sex and its negative consequences'®. A major thrust of

adolescent sexual and reproductive health is prevention of HIV. Being already HIV-



positive and lacking requisite knowledge of other STIs, poor risk perception from unsafe
sexual practices exposes AYLHIV to other STIs, unplanned pregnancies and their, often
negative, outcome. HIV increases the risk of acquisition of STIs and STIs enhance HIV
disease progression '°. Unplanned pregnancies in adolescent girls and young women is a
huge challenge, globally and leads to unsafe abortion, school dropout, or being driven out
of the home. These can lead to not only discontinuation of HIV care and ke\t, but

6

also mental health challenges like anxiety, depression and suicidal idgati , reduced

marriage prospects, and poor economic outlook. Pregnancy and@birth in adolescent

-

girls are often associated with poor maternal and infa omes, with increased

maternal mortality, preterm birth and low birth weig ncreased neonatal and infant
mortality'”. Long-term effects of poor SRH i c@ronic diseases like liver cirrhosis
and cancer from Hepatitis B virus (HBV cal cancer from human papillomavirus
(HPV), and risk of neurodevelopmem&h?eorders, cardiovascular and metabolic diseases
in offspring born premature {fd)\wth low birthweight!8., These make them more
vulnerable to mental hea@ lenges, such as anxiety and depression and sexual and
reproductive health‘@%han their HIV-uninfected counterparts.
)
N\

Gender @u ities, sociocultural beliefs and norms with regards to SRH of young

eo%’bdnd low socio-economic status all combine to aggravate the challenges
highlighted above. The cultural belief that open discussions of SRH predispose young

people to sexual exploration and promiscuous behaviour, stigma and discrimination

attached to premarital pregnancy, paucity human resource for health (HRH) in the areas



of adolescent communication and SRH provision for young people, inadequate SRH
commodities, and criminalization of abortion all relegate SRH to the background.
In the face of these challenges, it is important to assess gaps in knowledge and experience

of SRH of young people with HIV in order to develop and deploy targeted interventions

R

In the face of these challenges, it is important to assess gaps in knowled@experlence

to bridge the gaps.

of SRH of young people with HIV in order to develop and c@eted interventions

1.2 Statement of the Problem Q

to bridge the gaps.

Nigeria, the most populous nation in sub-S Afrlca with an estimated population of
223 million in 2022, has the 4% lar %\7 epidemic globally with 2 million people
living with HIV in 2022. Ado@ls and young adults aged 10-24 years accounted for
32.9% of the population'qim%ria in 2022, and with an HIV prevalence of 0.3% among

adolescents and 1.@ng young adults, AYA constitute a significant proportion of

people liVinf‘\@V in Nigeria in 2022920,

TheQ&HIV face biological, cultural, socio-economic and structural challenges that
iMse their vulnerability to suboptimal SRH outcome and poor quality of life.
Biological vulnerability to HIV acquisition, especially in adolescent girls contributes to
the higher prevalence of HIV in female AYA compared to males. This vulnerability also
makes them more susceptible to other STIs. Stigma and discrimination, poor
socioeconomic circumstances, inadequate education, lack of negotiation skills and poor

5



or non-existent social support networks also predispose them to low self-esteem and
high-risk sexual behaviours like transactional sex, inter-generational sex, condomless sex
and multiple sexual partnership, all of which increase the risk of early unintended
pregnancy, acquisition of sexually transmitted infections and gender-based violence
(GBV) with their adverse short and long-term physical, mental and social consequences?!
22 The negative consequences of poor sexual and reproductive health als é%tb poor
adherence to HIV care and treatment, no viral suppression and developfiient of drug
resistance, as well as increased risk of disease transmlssmn antence of the HIV
epidemic which is inimical to attainment of SDG 3. All thj place an added burden

on our already fragile health system. All these make 1@ ative to identify and fill gaps

that militate against optimal SRH of AYLHIVb,b

Suboptimal sexual and reproductive he of adolescents and young adults with HIV,
therefore, has negative individuab%f& ily, community, national and global consequences.
This study will help idqn@e SRH needs, i.e. gaps in the knowledge, attitude and

experience of AY@ﬁch will contribute to the development and deployment of

targeted strat@g@ address the challenges.

1.3 cation of the Study

Adolescents and young adults in Nigeria are vulnerable to adverse sexual and
reproductive health outcomes. Early sexual debut, which has been estimated at 15-16
years in Nigeria puts adolescents at risk of unintended pregnancies, unsafe abortions and

STIs. These AYAs are also often underserved in the provision of SRH services, and the



high prevalence of complications from early pregnancy, unsafe abortions, and childbirth
contribute to Nigeria’s high maternal mortality rate, the second highest in the world?*.

Unsafe sex is at the heart of adverse SRH outcomes among young people. Inadequate
education, poor risk perception, and poor SRH services put adolescents and young adults
at risk. Contraception, which is the deliberate use of methods to prevent pregnancy from
sexual intercourse is essential to the sexual and reproductive health of éeople.
Barrier contraceptives like condoms also offer protection from HIV Qer STIs in
addition to pregnancy prevention. However young people k@&emonstrated poor
knowledge of, and access to modern contraceptive met d% overall contraceptive
prevalence rate (CPR) among AYA in sub-Saharan Qs only 25.4% 2*. However,
there is a wide disparity between countries wi %%hest rate of 60.5% in Namibia and
the lowest rate of 4.0% in Chad. The C%{af AYA from the Nigeria Health and
Demographic Survey of 2018 was 4. o\br adolescent girls aged 15-19 years and 8.4%

for young women (20-24 year C.%ghlighting the need to develop strategies to increase

the CPR among the youm\&n&eria%.
N

Nigeria is @:&%4“1 highest HIV burden country globally and the 2™ in Africa.
Adolesc%a young people (aged 10-24 years) make up about a third of Nigeria’s

sti population of 223 million in 2022. With an estimated HIV prevalence of 1%,
adolescents and young people make up a significant proportion of the 2 million people
living with HIV in the country in 2022.
Adolescents and young adults with HIV are doubly challenged, navigating the diverse

physical and psychological transformations of adolescence and young adulthood as well



as the challenges of living with a chronic stigmatizing condition requiring life-long
therapy. AYLHIV also have the worst HIV care and treatment indices such as adherence
to ART, viral suppression, retention in care, and mortality. AS a result, the emphasis of
health information and services for them has been majorly centered on the strategies to
improve self-efficacy in HIV care, provision of support for HIV status disclosure, and
improve drug adherence, viral suppression and retention in retention in ca eQ%\‘hough
the SRH of AYLHIV is now receiving more attention globally, social, ¢ult and health
system barriers to accessing SRH knowledge and services in so@s still hamper the
AN

O

Q
The adolescent birth rate in Nigeria is 77/ l(l(&éjl&%ent girls and this is almost double

optimization of SRH for these young people?!.

the global average of 39/1000 adolesce\{é ed 15 to 19 years?”> 28, This evidence of
high adolescent pregnancy and birt h@ puts adolescent girls in Nigeria at risk of
negative health and social 1m{€%\ It can result in family rejection and community
stigmatization, forced 'ggée, and school dropout, with subsequent reduced
employment and ea@ prospects, and quality of life. To avoid the stigma and other
social cons &%of early pregnancy, many of these adolescent girls resort to unsafe
abortion@%ations of which could be physical and mental, as well as short-term and
on@. Immediate physical complications include haemorrhage, acute infection, and
even death. Sub-acute pelvic inflammatory disease from an unsafe abortion could lead to
adhesions and fertility challenges in future. The guilt associated with having an abortion

could last a life time and predispose one to mental health challenges like anxiety

depression and suicidal ideation. Even when the girls decide to keep the pregnancy,



teenage pregnancy is associated with increased rates of complications such as pre-
eclampsia and eclampsia, preterm delivery, birth complications and increased maternal
and infant morbidity and mortality®®. Nigeria has one of the highest maternal mortality

ratios globally, at 512 maternal deaths per 100,000 live births accounting for about 14%

R

There is an also increasing prevalence of sexually transmitted fgns among

of global maternal mortality>’.

adolescents and young adults. Information on, and tools assessing SRH
prevention practices dwell more on prevention of HIV t @STIS. Adolescents and
young adults with HIV, therefore have poor STI ris@c ption with regards to unsafe

sex as they are already infected with HIV3!: 327\3&%‘( girls with HIV are particularly

vulnerable because of some biological ng% economic factors. They may engage in
intergenerational and transactional sx\imreasing the risk of acquisition of many STIs.
In addition, being HIV infected {&}ases the risk of acquiring an STI?.
R

The short- and lon% ;pact of unplanned pregnancies and STIs, including cancers
and increas \ 1 and horizontal HIV transmission exert a huge toll not only on the
individu Q{he community but could also overwhelm or fragile health system.

ex@%d reproductive health is a fundamental human right of all adolescents and
young adults. However, adolescent and young adult males are usually neglected in sexual
and reproductive health research and services, and they traditionally have higher sexual

risk behaviour than their female counterparts®’. Most often this is because the

consequences of unsafe sex and other poor SRH choices are more easily visible in



females. Females are the ones that get pregnant and suffer the consequences of unwanted
pregnancy. Adolescent and young adult males are majorly only involved in studies on
condom use and STI knowledge and prevention. However other aspects of SRH such as
knowledge of reproductive biology, intimate partner violence with the male as a victim,
and even relationship vulnerabilities of the male are under researched. The inclusion of
adolescent boys and young men in SRH research satisfies gender equity, Q%get of
SDG 3, and serves to highlight their beliefs and practices, especially with régards to safe
sex and gender-based violence**. Optimization of adolescent anc@n adult SRH is not
possible without the inclusion of adolescent boys and you@n
Q
While the SRH needs of AYLHIV have bﬁeg%ic of interest in several fora and

research projects, it is well understood % re contextual and locational differences

which affect norms, beliefs and practices®~. These contextual nuances need to be taken
.

into consideration in the planni@interventions. Assessing the SRH needs of AYLHIV

in the Nigerian contex\%%’ enable identification of priority areas for targeted

intervention to enge%%lpowerment and optimal health among these vulnerable young
persons. :‘@
1\.&1 and objectives of the Study

The main aim of the study was to determine the sexual and reproductive health needs of
adolescents and young adults living with HIV in Lagos Nigeria, through their SRH

knowledge, attitude, and experiences.
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Specific Objectives:

1.

1.5 Research Questions

1.

3.

To determine the knowledge of reproductive biology, pregnancy and contraception,
and sexually transmitted infection among AYLHIV in Lagos, Nigeria.

To determine the factors associated with knowledge of SRH among AYLHIV in
Lagos, Nigeria

To ascertain the attitude of AYLHIV to sexual and reproductive health @zm
associated with SRH attitude QJ

To determine the SRH experiences of AYLHIV in Lagos, Ni

To determine the menstrual health of adolescent girls 6(1 ung women living with
HIV in Lagos, Nigeria

To ascertain the perceptions of AYLHIV og@ervice delivery at Adolescent and

>
O
)

What is the level of lzn&edge on reproductive biology, pregnancy and contraception,

Youth Friendly Clinics

and STIs among\élescents and young adults living with HIV in Lagos, Nigeria?
What aﬁ?@ors that influence SRH knowledge among the study population?

Wpaée the attitudes of AYLHIV in Lagos, Nigeria to sexuality and gender issues?

J\&(at are the patterns of sexual and reproductive health experiences of AYLHIV in

5.

Lagos Nigeria?
What are the menstruation experiences of adolescent girls and young women living

with HIV in Lagos Nigeria?
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6. What are the perceptions of AYLHIV on SRH service provision at the Adolescent

and Youth Friendly Clinics at their HIV care facilities?

1.6 Hypotheses
Null Hypothesis 1: There are no differences in the knowledge and experience of, and
attitude to of SRH among male and female AYLHIV in Lagos, Nigeria. \
Null Hypothesis 2: There are no differences in the knowledge and experi , and
(2

attitude to of SRH among adolescent and young adults living with H% agos, Nigeria.

1.7 Significance of the Study : %

AYLHIV make up a significant proportion of people @ with HIV in Nigeria. Nigeria,
with the largest HIV epidemic in the We an sub-region failed to meet the
UNAIDS 90-90-90 goal by 2020. %‘@ enges of managing the epidemic in
adolescents and young adults, vsiho ke up about a quarter of new infections and in
whom mortality figures have s&@d contributed to this failure to reach the 2020 goal®®.
Sexual and reproductive @% challenges faced by AYPs, including poor knowledge,
negative attitude, a\bn%tfe sexual practices and their sequelae, together with limited
access to S I@ces contribute to poor HIV treatment and sexual and reproductive

health o mes.

K@;nge of the specific needs of AYLHIV in the Nigerian context will enable the
development and deployment pf targeted interventions to optimize the health wellbeing

and future prospects of AYLHIV.



1.8 Scope of the Study
This cross-sectional, quantitative study was carried out in the four largest HIV care and
treatment centres in metropolitan Lagos providing services to AYLHIV from all over

Lagos and the neighbouring Ogun State. Respondents were male and female, in-school

and out-of-school, urban and sub-urban dwelling, and perinatally ani] Qiz ntally

infected AYLHIV. &< \
A world Health Organization validated questionnaire was collect data from

AYLHIV, accessing HIV services from the four stu ntres on SRH knowledge,

attitude and experiences. QQ

The study assessed the knowledge and exp&r@s of AYLHIV in reproductive biology,
menstruation and contraception, anc@gily transmitted infections as well as factors
associated with these. The studif%’&%' sessed attitudes to sexuality and gender issues,

and among AYLHIV. .T@bvalence and factors associated with intimate partner

violence among re@s was evaluated, and finally, the menstruation experience and

menstrual h h@gractice was assessed among respondents. The study findings has
reveale g

n the areas of SRH knowledge, attitude and experience and this will

hop@’b contribute to development of targeted interventions to meet the identified needs.

1.9 Limitations of the Study
The study has highlighted gaps in SRH knowledge and practice among AYLHIV.

However, it was a quantitative study and had the following limitations.



1. The sensitive nature of the questions and the self-administration of the data collection
tool resulted in some respondents not providing all the required responses. The
addition of 15% of the calculated minimum sample size of 377 hopefully mitigated
this limitation to a large extent.

2. The study, though multi-centered was carried out in only one state (Lagos),, and this

may limit the generalization of study findings to the entire nation.

3. A mixed method study design may have allowed further explor@chf the SRH

perceptions, experiences and challenges of young people liVit HIV.

O

1.10 Operational definition of terms Q

Sexual and Reproductive Health: a state of zr@physical, mental, and social well-

being in all matters relating to the reproducti stem and its functions (WHO).

Adolescent: a human being aged,l&l&grears.

Young Adult: a human be@s 20-24 years
Youth: a human ba%%d 15-24 years

Young per(@nan being aged 10-24 years

One—ry@tand: otherwise known as “hook-up”, this is a sexual relationship lasting

0\{&6 night with someone one does not want to see again romantically.

Perinatal or vertical HIV Infection: acquisition of HIV from the mother while in the

womb, during labour and delivery, or after delivery through breast feeding.



Horizontal HIV Infection: acquisition of HIV mainly through sexual activity, but also

from use of contaminated needles and transfusion of blood and blood products.

Transactional Sex: exchange of sex for something of value which could be money,

material goods, service or other benefit.
Contraceptive: methods or devices used to prevent pregnancy :\

Sexually transmitted infection (STI): an infection transmitted from orﬁp;gn to

another through sexual intercourse. é
=

Inconsistent condom use: not using condom for every sg tivity

Multiple sexual partnership: having more than or@l partner within a specific

period of time, either concurrently or sequenti%b

(&

Romantic Relationship: a close intimeh\\gmection between two people, characterized

by strong feelings of love and atté’i&sa with or without sexual intimacy.

Intimate partner ViOlelf\ ): abuse or aggression that occurs in a romantic

relationship, an intﬁ% artner can refer to current and former romantic partners.

[ ]
Risky sexu@ours: a range of hazardous sexual practices that increase risk of
unpla\@regnancies and STI transmission, such as early sexual debut, unprotected sex,

a\{/gﬁsactional sex, and multiple sexual partnership.

Sexual debut (coitarche): experience of sexual intercourse for the first time by a male or

female.

Sexual intercourse: vaginal, anal and oral penetration, between at least two individuals.



Comprehensive sexuality education: provides accurate, age-appropriate, and holistic
information about sexuality, relationships and reproductive health, especially to young

people.
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Chapter Two
2.0 Literature Review

2.1. Adolescents and Young Adults
Adolescents and young adults (AYAs) are defined as individuals aged 10 years to 24

years. They are also referred to as young people and are loosely divided irQﬁ\groups,

some of which overlap. ( Q

2. Young adults: aged 20-24 years, and %

3. Youth: aged 15-24 years.

1. Adolescents: aged 10-19 years,

Adolescents are further divided into young a@escents (10-14 years) and older
adolescents (15-19 years), and young adu}@e also sometimes referred to as post

adolescents'-2. @
Q)

Adolescents and young adults{%t e most numerous they have ever been in history,
numbering approximatelysJs %ﬂlion in 2020, and projected to reach almost 1.9 billion by
2050; about 90% o%e young people live in developing countries. About a quarter of
the global pulation of young people (~429,000) live on the Africa continent and made
up almo@ third (29%) of Africa’s population of almost 1.5 billion people in 2023% 3.
}%}Qa as a very young population, and young people make up 33.4% of the estimated
232 million population of the country in 2024% Adolescence and young adulthood
therefore make up a huge proportion of the global population signifying the importance

of ensuring their health and wellbeing.



2.1.1. Characteristics of Adolescents and Young Adults (AYAs)
Adolescence and young adulthood constitute a bridge period between childhood and full
adulthood. It is a unique transition period characterized by major physical, emotional,
psychosocial and cognitive changes, manifesting in development of abstract and critical
thinking capabilities, quest for independence, formation of relationship networks outside
the family, and experimental and exploratory behavior. It is a significant Qo&pnental
stage and habits and patterns of behavior formed in adolescence, not only fidve life-long
O
Q

Inadequate or inappropriate information, guidance, t port, in conjunction with
utg

impact but significantly affect the next generation.

exploratory and risk-taking tendencies predisposeQQ people to taking uninformed
decisions and making poor choices often resul@fq injuries, violence, substance use and
the negative consequences of unsafe @ However, adolescence is also a period of
opportunity, during which, With'.@, ight information, support and guidance, young
people can develop heal}h&@tmg behaviours that last through life and help create a
healthier society’. 1 i@efore imperative that appropriate and accurate information
and services,.ir’l\' ing sexual and reproductive health related information and services,
be provided, and* made accessible to AYAs to help them navigate successfully through
this %B§
A"

2.1.2 Health Challenges of Adolescents and Young Adults

period of development.

The period of adolescence and young adulthood is generally associated with the lowest
mortality rate in the life course. Nevertheless, about 4,500 young people died per day in

2021. Among adolescents and young adults, mortality rates are lowest in young
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adolescents (ages 10-14years) and highest in young adults (ages 20-24 years); females
are also less likely to die than males. Across the WHO regions, sub-Saharan Africa (SSA)
has the highest mortality rates among AY As, and chances of a 10-year old in SSA dying

before age 24 years is 6 times higher than for one in Europe and North America .

Major causes of death in AY As were majorly due to communicable diseases %rhoeal
illness, tuberculosis and lower respiratory infections), injuries (road inj rowning,
violence and self-harm), maternal and nutritional conditions %g{anty and birth
complications, anaemia) and non-communicable diseases, e major causes of
illness and disability adjusted life years (DALYSs) ental health problems

(behavioural disorders, anxiety and depression) and n@onal disorders (anaemia, eating
disorders, and obesity) . SOQ

In sheer numbers, injuries claimed mo\ lescent lives than any other cause in 2021.
Road injuries claimed more tha'n\ ;000 adolescent lives, 40,000 died of drowning
(majority of them boys) to @& injuries in 2021, and each year 193,000 homicides,

majorly involving m. e@ms, occur in people aged 15-29 years. Suicide was is another
injury-related. c’a\u%%eath and the 3" leading cause of death among people aged 15-29
years in 0®hicide deaths are more common in females than males and the rates vary
acros tries and regions, with the highest rates in the USA and the lowest in
Nem Europe. A review of data from the United States Centers for Disease Prevention
and Control (CDC), in 2017, showed that suicide claimed the lives of 6,241 youth aged
15-24 years., more than 80% of whom were males, in the United States. The review also

noted an increasing trend of suicide rates among young people from 2000. However,

about three-quarters of suicides occur in low- and middle-income countries (LMICs) %11,
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Injuries exert a huge toll on not only young people who lose their lives but on those
injured, the family and the society. Most injury-related deaths are preventable and efforts
at prevention through education, appropriate gun control, and effective management of
mental health conditions will ameliorate the scourge of injuries on young people and the

society.

Communicable diseases, such as HIV, tuberculosis, diarrhoeal diseases, @onia, and

measles are also significant causes of mortality in young peo&gﬂpécially young

adolescents aged 10-14 years. Most of these diseases are pre by vaccination and

there is effective treatment for all of them. Ensuring op ilmunization coverage of
children and improving prompt diagnosis and approl@ treatment of these conditions

will spare the lives of young people and co%@(?to the achievement of the United

Nations (UN) Sustainable Developmen® DGs).

Adolescents and young adults a'r@ challenged with alcohol and drug use, mental
health conditions, and s?xu éd reproductive health problems. More than a quarter of
adolescents aged 15W$\a}s drink alcohol, with the prevalence of heavy drinking being
13.6% among thjxo ort in 2016. Alcohol use is usually associated with use of other
substances @use, with cannabis being the most commonly used such drug. The
combk@ of alcohol and drug use cognitive challenges leading to impairment of
jMent and high-risk behaviours resulting in injuries and other adverse social and

academic consequences 2,

Mental health disorders like depression and anxiety are leading cause of disease and
disability among young people, and depression is set to become the leading cause of

DALYs in 2030. Studies show that about half of all mental health disorders have their
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onset in adolescence although majority go unrecognized during this period. Every effort
must therefore, be made to prevent and manage mental health conditions in adolescents

and young people 3.

Poor sexual and reproductive health contributes significantly to adolescent and young
adult morbidity and mortality. Early sexual debut, and unprotected sex, ar%lck of
contraception predispose adolescents to early unintended pregnancies an@jsition of
sexually transmitted infections, including HIV/AIDS and their a@gdnpact on the
health and wellbeing of young persons. Pregnancy and bi omplications are a
significant cause of mortality among girls aged 15—19@rs globally. Most of these
deaths occur in sub-Saharan Africa and threaten thé\achievement of the UN SDGs.
Preventing these SRH adverse consequences 6@ enable the health and wellbeing of

not only adolescent girls and young W@t also their offspring and society at large"

2.2 Adolescents and Young Adults living with HIV (AYLHIV)

14

HIV infection in adolescents and young adults remains a global public health concern, as
AYA represent a growing proportion of people living with HIV worldwide. Access to
effective combination antiretroviral therapy (cART) has enabled children perinatally
infected with HIV to survive to adolescence and young adulthood and beyond.
Horizontally acquired HIV infections also help to boost the number of AYAs with HIV'>
16 Of the 1.3 million new HIV infections in 2023, 370,000 (28.5%) were in AYAs, who

make up only about 8.6% of the global population of people living with HIV!7- 18,
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The World Health Organization estimates that of the 39.9 million people living with HIV
in 2023, 1.5 million were adolescents aged 10-19 years and 2.3 million were youth aged
15-24 years, about 90% of whom lived in SSA!. Nigeria, the most populous nation in
sub-Saharan Africa with an estimated population of 223 million in 2022, has the 4%
largest HIV epidemic globally with 2 million people living with HIV in 2022.
Adolescents and young adults aged 10-24 years accounted for 32.9% of the population of
Nigeria in 2022, and with an HIV prevalence of 0.3% among adolescents and 1.3%
among young adults, AYA constitute a significant proportion of people living with HIV

in Nigeria in 20222021,

AYLHIV have the worst HIV care and treatment indices globally and perform poorly in
all areas of the UNAIDS 95-95-95 goal, which states that by 2025, 95% of people living
with HIV should know their status, 95% of those who know their status should be on
ART and 95% of those who know their status should be virally suppressed??. This goal is
geared towards ensuring that the United Nation’s Sustainable Development Goal (SDG)
3.3 of ending the HIV/AIDS epidemic by 2030 is realizable?’. AYA are less likely to be
tested, linked to, and retained in HIV care. They are also less likely to adhere to
antiretroviral therapy and be virally suppressed. Consequently, new infections and

mortality continue to be of major concern in AY As*.

2.2.1 Health Challenges of AYLHIV
Several challenges facing people living with HIV (PLHIV) stem from the disease itself,
its treatment, and the stigma and discrimination associated with it. Untreated HIV

infection leads to AIDS, with chronic opportunistic infections (such as tuberculosis and
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cryptococcosis), and AIDS-related cancers and organ dysfunction including
neurocognitive disorders. Side effects of some antiretroviral drugs negatively impact
metabolic, hepatic and renal functions. The stigma and discrimination associated with the

HIV infection can predispose to mental health issues among PLHIV?> 26,

For adolescents and young adults, additional challenges are occasioned by poor
adherence to treatment leading to non-viral suppression, disease progression,
development of drug resistance, increased transmission of infection to sexual partners
and offspring and increase in AIDS-related mortality 2’. These have negative implications

for achievement of SDG 3.3

2.3 Sexual and Reproductive Health in Adolescents and Young Adults

Sexual and reproductive health (SRH) has been defined by the World Health
Organization (WHO) as a state of complete physical emotional and social wellbeing in
relation to sexuality and reproduction and not just the absence of disease, dysfunction or
infirmity. It incorporates the ability of individuals to have a satisfying sex life and the
freedom to choose if, when and how often to have children?”- 2% 2°. SRH is a fundamental
human right and an integral part of wellbeing, as affirmed by the International
Conference on Population and Development (ICPD) in Cairo, Egypt in 1994. The ICPD
set a goal to make reproductive health accessible, through the primary health-care system,
to all individuals of appropriate ages by year 2015°°, This goal has been reaffirmed by the
United Nations Sustainable Development Goal (SDG) 3.7 to ensure universal access to

sexual and reproductive healthcare services by 2030 23.
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Sexual and reproductive health encompasses information and education on safe and
healthy relationships, access to contraception, fertility and infertility care, prevention and
treatment of HIV and other sexually transmitted infections (STIs), and prevention of
gender-based and intimate partner violence. Adolescent sexual and reproductive health
(ASRH) is the physical and emotional wellbeing of young people in relation to their
sexuality and reproductive functions. The Guttmacher Lancet commission on sexual
reproductive health and rights (SRHR) for all recommends nine essential interventions as
part of a comprehensive package of SRHR. These include (1) comprehensive sexuality
education (CSE) (in and out of school), (2) counselling and services for a range of
modern contraceptives, (3) antenatal, childbirth and postnatal care, including emergency
obstetric and newborn care, (4) safe abortion services and treatment of the complications
of unsafe abortion, (5) prevention and treatment of HIV infection and other STIs, (6)
prevention of, detection of, immediate services for, and referrals for cases of sexual and
gender-based violence, (7) prevention, detection and management of reproductive
cancers, especially cervical cancer, (8) information, counselling and services for
subfertility and infertility, and (9) information, counselling and services for sexual health

and well-being?!.

Adolescent sexual and reproductive health (ASRH) has been defined as the physical and
emotional wellbeing of young people in relation to sexuality and reproductive functions.
It is a specifically recognized and distinct aspect of SRH dealing with adolescents and
young adults, not only because adolescents and young adults make up a significant
proportion of the population, especially in low- and middle-income countries but also

because the health of adolescents is critical for the social and economic development of

16



societies, and it has an impact on the health of future generations 2. This is particularly
relevant to sub-Saharan Africa where adolescents and young adults make up 32% of the
population 3. ASRH is focused on provision of information and services to informed
decisions and positive choices to forestall adverse SRH outcomes like early and

unintended pregnancies and sexually transmitted infections, including HIV and AIDS.

Lack of provision of information and services on SRH to young people predisposes them
to early sexual debut, unprotected sex, and multiple sexual partnership and
intergenerational sex. The adverse consequences of these poor choices have health, social
and economic implications not just for the individual but for the family, the society and

even future generations.

While the above highlighted issues are general to all adolescents and young adults,
adolescents and young adults living with HIV have unique characteristics that increase
their vulnerabilities to poor SRH decisions and actions, with more significant negative

impact for them.

2.3.1 Sexual and Reproductive Health of AYLHIV

Adolescents and young adults with HIV are living with a chronic, stigmatizing condition
requiring life-long adherence to drugs. In addition, especially for those perinatally
infected, the effect of HIV on growth and pubertal development may have given ALHIV
a poor and negative self-image®*. Also, being HIV positive increases vulnerability to
acquisition of other STIs and while HIV is not specifically a disease of poverty, the

adverse consequences of living with HIV are more prevalent in those from low
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socioeconomic settings®®. Finally, about a third of ALHIV in sub-Saharan Africa have
been orphaned by the disease and so have been deprived of parental care and support,

thus increasing their vulnerabilities*®.

The focus of care and attention for AYLHIV has been on the care and treatment of HIV
infection with special emphasis on adherence to antiretroviral therapy, to the neglect of
other matters including sexual and reproductive health. To compound this, the prevention
of HIV in adolescents and young adults was the initial focus of attention with regards to
adolescent and youth SRH. Adolescents and young adults already living with the disease
were therefore initially ignored in the provision of SRH information and services*’. In
Nigeria for example, although several policy documents on young people and HIV have
been developed, with focus on HIV prevention and epidemic control, the SRH needs of

AYLHIV have been scarcely addressed?®.

However, although AYLHIV experience the same SRH challenges like their non-HIV
infected counterparts, the adverse consequences of poor SRH choices, have more
devastating health and social consequences on AYLHIV. This realization has led to the
development of programmes and policy documents focusing on the SRH needs of
adolescents and young adults with HIV3®. T will discuss the general issues with
adolescent and young adult sexual and reproductive health and then look at their impact

on AYLHIV.

18



2.3.2 Predictors of Adverse SRH Outcome in AYAs

2.3.2.1 Early Sexual Debut

Early sexual debut has been defined as sexual initiation before the age of 15 years*® 4!,
The prevalence of early sexual debut is said to vary between 5% and 27 % globally but is
said to be more prevalent in low-income countries*’. A study among youth females from
8 African countries gave a prevalence range of 16,7% to 71.7%*. However, another
survey among male and female AYAs across 5 countries in SSA, including Nigeria,
yielded lower rates of 8.6% to 17.7% *°. Other studies in Nigeria found rates between

46% to 76.9%41:43:46,

Early sexual debut could result from low socio-economic circumstances, cultural norms
like early marriage, lack of comprehensive sexuality education and poor SRH knowledge,
peer pressure, and lack of lack of agency to say no to sex*> 4/, While previously more
prevalent among adolescent females, involving older male partners, the pattern appears to
be shifting towards more male adolescents and same sex interactions®. It associated with
unprotected sex, coercive sex, multiple sexual partnership and intergenerational sex*> 44,
This predisposes young people to early and unintended pregnancies and sexually
transmitted infections including HIV. The anatomy of the developing female

reproductive tract in early and mid-adolescence also enhances the acquisition of HIV and

other STIs, thereby exacerbating the problem®.

2.3.2.2 Poor Knowledge of SRH

Accurate knowledge of sexual and reproductive health is foundational to taking informed
decisions and making healthy choices. Lack of information on reproductive biology
including pregnancy, contraception and sexually transmitted infections including HIV
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predispose young people to making wrong choices with dire consequences. Adolescents
and young people have been shown in several studies to be poorly informed about SRH
and this contributes to the high prevalence of adverse SRH outcomes like unplanned
pregnancies, unsafe abortions, poor pregnancy and birth outcomes, and sexually
transmitted infections®”> 46- 3% 51, Lack of information on sexual and reproductive health

adversely affects decisions and choices.

Factors found to be predictive of poor knowledge of SRH include lower levels of
education and lack of comprehensive sexuality education (CSE), also known as Family
Life and HIV Education (FLHE) in Nigeria, younger age, cultural barriers to discussion
of SRH at home or school, lower socioeconomic status, myths and misconceptions,
especially about contraceptives, and poor availability and access to SRH services,
including lack of trained manpower>! 5233,

Strategies to provide age appropriate SRH information and education to both in-school
and out-of-school adolescents and young adults, addressing norms that limit access to
information for young people, debunking myths and falsehoods about SRH through
channels such as mass media, economic empowerment of young people and their
families, and provision of accessible, affordable, and youth friendly SRH services

including counselling will help to improve knowledge of SRH among young people.

2.3.2.3 Poor Access to SRH Services

Although attention has been focused on the need to provide services to address the sexual
and reproductive health vulnerabilities of adolescents and young adults since the
International Conference on Population and Development in 1994 in Cairo, Egypt, access

to, and utilization of these services remain suboptimal across the globe3® 46,
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Access to SRH information and services is essential for the acquisition of SRH
knowledge and obtaining relevant services like contraceptive services, pregnancy and
abortion care, testing and treatment of STIs, and ensuring overall wellbeing of
adolescents and young adults. These Comprehensive sexuality education (CSE) also
called Family Life and HIV Education (FLHE) in Nigeria, a programme taught at the
secondary school level in Nigeria is a good starting point for providing accurate
information on reproductive biology, self-esteem, contraception, pregnancy and abortion
as well as gender issues. One of the drawbacks to the programme is its restriction to

schools, thereby robbing out-of-school adolescents of the benefits.

However, individual, cultural, and structural barriers to accessing these services,
especially for AYLHIV remain. Inadequate provision of these services, lack of awareness
of their existence, distance to the facilities, cultural norms that frown at young people
seeking for information or service regarding SRH, myths and misinformation on the
deleterious effects of contraceptives, financial constraints, skill and attitude of healthcare
workers and confidentiality issues (fear of disclosure to parents and caregivers), actual or
perceived stigma and discrimination, and criminalization of certain services like abortion

all hamper access to SRH services>* 3% 3657,

2.3.3 SRH Experiences of AYLHIV
2.3.3.1 Early and Unplanned Pregnancy
Early and unplanned pregnancy is one of the adverse SRH outcome of uninformed and

poor choices made by AYLHIV. It stems from early sexual debut and lack of knowledge
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of, and use of contraception. Adolescent pregnancy is of public health concern as it is a

major cause of maternal and neonatal mortality.

Globally about 21 million adolescent girls (aged 15 -19 years) become pregnant each
year. Most of these pregnancies occur in developing countries, about half of them are
unwanted, and they result in 12 million births each year. Although there has been a
steady decline in global ABR form 64.5/1000 adolescent girls aged 15-19 years in 2000
to 41.3/1000 in 2023, ABR remains high in some regions, notably sub-Saharan Africa,
the Caribbean, and Latin America. The highest rate of 97.1/1000 is in sub-Saharan Africa,
more than two times the global average®®. Teen pregnancies are highest in countries with
early marriage, poor educational opportunities for girls and young women, and low
contraceptive prevalence rate among AGYW. In Africa, the highest rates are in Niger,
Mali, and Chad with rates exceeding 200 births/1000 girls aged 15-19 years®. It is

estimated that by 2035, 67% of adolescent births will be in the WHO Afro region®.

Factors associated with adolescent pregnancy are diverse. A systematic review of studies
from all regions of Africa found that factors significantly associated with adolescent
pregnancy were ever being married, rural residence, being out of school, poor parental
education, and lack of sexual and reproductive health communication with parents. This
is similar to the causes of other adverse SRH outcome in young people showing that

addressing these issues would greatly reduce adolescent pregnancy and birth rates®!.

Social and economic challenges also result from this unplanned for consequence of
unprotected sex. Family rejection and withdrawal of care can lead to school dropout,

living on the street and therefore falling prey to miscreants on the street, sexual
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exploitation, transactional sex, sex trafficking and becoming a prey of the “baby factory”
boom in Nigeria, for instance. Dropping out of school limits educational attainment and
adversely affects future earning power, portending low socio-economic status for the
individual and her future family. Because low socio-economic status is a predictor of
adolescent pregnancy, the effects of teenage pregnancy could lead to intergenerational
poverty. Premarital pregnancy also reduces future marriage prospects of the affected
adolescent and young person. Being pregnant out of wedlock can induce the parents and
caregivers to marry off the girl to a much older man of poor economic circumstances and
inability to afford proper marital rites for a woman, or one with issues of infertility in a
current marriage. All these portend unfulfilled dreams, unhappiness and mental health

challenges like depression and suicidal ideation in pregnant AGY W62 63,

One of the consequences of early unintended pregnancy is abortion. More than half of
unintended adolescent and young adult pregnancies are aborted, and a significant
proportion of these abortions is unsafe. A report on abortion in adolescents in Africa
noted that developing countries register 98% of unsafe abortions, 41% of which occur in
adolescent girls and young women. Furthermore, 70% of hospitalizations for unsafe
abortions are in girls aged less than 20 years; adolescent girls also make up nearly a third
of all abortion-related deaths®* ®°. The decision to abort a pregnancy is not an easy one
for a young person, and stem from various factors such as shame and stigma of
premarital pregnancy, pregnancy resulted from sexual violence, desire to continue

education, lack of ability and resources to care for the child, and family and peer pressure

66
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The physically devastating potential consequences of unsafe abortion include cervical
tearing, perforated uterus and bowel, hemorrhage, chronic pelvic infection and abscesses,
endotoxic shock, renal failure, and death. The long-term sequelae include ectopic
pregnancy, chronic pelvic pain, and infertility 3*. All these underscore the need to ensure
availability and accessibility of emergency post-abortion care (PAC) services for

adolescents and young adults.

Pregnancy among very young mothers is a significant problem; in LMICs, almost 10% of
girls become mothers by age 16, with the highest rates in Sub-Saharan Africa and South
Central, and Southeast Asia. Pregnancies among unmarried adolescent mothers are more
likely to be associated with adverse outcome. Adolescents face a higher risk of
complications and death as a result of pregnancy than older women. For example, an
eClinicalMedicine (Lancet Discovery Science) study which examined data from 20
randomized control trials of micronutrients in pregnancy found an increased risk of
preterm births, low birthweight, small for gestational age, and perinatal and neonatal
mortality in adolescents compared to mothers aged 20-29 years®’. A scoping review of
studies from Africa found a higher risk of a plethora of complications such as poor
antenatal access, pre-eclampsia, eclampsia, pre- and post-partum haemorrhage,
gestational anaemia, gestational diabetes, obstructed labour, and maternal mortality
among adolescent mothers®®. However, a study from Iran showed no difference in access

to antenatal services between pregnant adolescents and older women®.

Early and unplanned pregnancies in AGYW living with HIV is also associated with an
increased risk of mother-to-child transmission of HIV. Poor SRH outcome such as

unplanned pregnancies are associate with poor HIV indices including poor adherence to
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antiretroviral therapy, dropout from HIV care, and increased risk of disease transmission
to off spring. A study from Zimbabwe showed that among 1,171 mother-infant pairs, the
cumulative MTCT risk was 12%, 7.5%, and 6.9% respectively for adolescents (<19
years), young women (20-24 years) and older women "°. The use of antiretroviral drugs
among the same cohort was also shown to be lower in adolescents and young adults
(76.5% and 83.8% respectively) compared to older women (87.8%). No ARVs or poor
adherence to ARVs in pregnancy is associated with high levels of circulating HIV virus

(high viral load) and higher likelihood of transmission to offspring.

In particular, adolescent girls living with HIV who experience early and unplanned
pregnancy also face the dual stigma and discrimination of premarital pregnancy and
being HIV positive, as well as the challenges of HIV status disclosure, poor socio-
economic status, unsupportive family/partner, lack of social support, and difficulty with
navigating the ANC and PMTCT programmes, which are primarily designed for adult
women’!. They are thus more likely to have no or inadequate antenatal care, thus
increasing the risk of MTCT, increasing the number of children with HIV, and further
worsening the prospects of achieving SDG 3 of ending the epidemic by 2030. It is
therefore imperative that strategies be developed and deployed to ensure that that
pregnant adolescents living with HIV are enabled to receive optimal PMTCT services, in

order to eliminate mother to child transmission of HIV in this vulnerable cohort.

With the foregoing complications of adolescent pregnancy and childbirth, the
development of strategies to delay sexual debut and improve SRH knowledge of, and

access to contraception for adolescent girls and young women is an urgent priority.
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2.3.3.2. Suboptimal Contraceptive Use

Use of effective contraception is essential for the prevention of unintended pregnancies in

adolescent girls and young women. In 2022 alone, effective family planning
prevented more than 141 million unintended pregnancies, 29 million unsafe

abortions, and almost 150,000 maternal deaths. The World Health Organization

deems access to safe and voluntary family planning as a human right for its contribution
to empowering women to take control of their reproductive lives and helping to reduce

poverty’?.

Despite the recognized benefits of family planning, globally, it is estimated that about
160 million adolescent girls and women have an unmet need for family planning, more
than half of them living in sub-Saharan Africa’. Overall, little progress has been made in

increasing uptake of contraception, especially in LMICs.

Because of high rates of contraceptive failure and discontinuation of use among
adolescent girls and young women, long-acting reversible contraception (LARC) (intra-
uterine devices and implants) are most suited for AGYW and studies have shown high
continuation rates with LARCs”>. However, there is very little knowledge about LARCs
among AGYW, and access is hindered by poor knowledge and socio-cultural and
economic barriers. A study across 25 African countries found the contraceptive
prevalence rate among adolescents to be 25.4%, with the lowest (4%) in Chad and the
highest (60.5%) in Namibia. In this study, factors found to be associated with non-

contraceptive use were no formal education, being married, and being married with no
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children™. A study in Ghana also found that being married, as well as rural residence

were negatively associated with contraceptive use’.

2.3.3.3 HIV and Other Sexually Transmitted Infections

HIV in adolescent and young adults is a significant public health concern as they are
currently the group most severely impacted by the disease. They make up a growing
share of people living with HIV (PLHIV) and are comprised of perinatally infected and
horizontally infected persons. In 2023, 1.5 million of the 39.9 million PLHIV were
adolescents aged 10-19 years while 2.3 million were youth aged 15-24 years '°. AYLHIV
therefore make up less than 10% of the global population of PLHIV. However, they are
disproportionately represented in new infections and deaths. Young people aged between
15 and 24 years accounted for 28.5% of all new HIV infections in 2023. A substantial
amount of these new infections is in adolescent girls and young women and about 90% of
these ALHIV live in sub-Saharan Africa’. Globally, adolescent girls and young women
accounted for more than 63% of all new infections in 2021. Reducing new infections in
adolescents and young people especially AGYW is key to achieving the goal of ending
the epidemic by 2030 and innovative strategies for HIV testing, retention in care and
maintaining mental and social wellbeing of these young persons are essential for

success’” 78,

Sexually transmitted infections (STIs), previously known as sexually transmitted diseases
(STDs) and venereal diseases (VDs) are infections passed from one person to another
through sexual contact, including oral, genital or anal sex. Some STIs can also be

transmitted through transmission of infected blood and blood products and during
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pregnancy, child birth and breastfeeding. These infections are caused by various types of
pathogenic organisms such as bacteria, viruses and parasites. Many of them cause little or
no symptoms and can go undetected for years. However, symptoms when they do occur,
include genital discharge, pain on urination, lower abdominal pain and genital sores and
warts’”. Untreated or poorly treated STIs can cause serious complications such as
cardiovascular and neurologic disease, ectopic pregnancy, infertility and increased risk of

acquisition of HIV.

The most common STIs are chlamydia, gonorrhea, trichomonas and syphilis. These are
caused by bacteria and parasites and are curable. However, viral STIs like HIV, genital
herpes simplex virus (HSV), and hepatitis B virus (HPV) have no or limited treatment
options, and HBV and HPV are aetiologic agents of hepatocellular and cervical cancer
respectively. While there are safe and effective vaccines against HBV and HPV, the
search for vaccines for HIV and HSV remain on-going and once acquired, these are life-

long infections’.

STIs are a significant health concern among adolescents and young adults, as they
represent a significant proportion of the more than one million curable STIs acquired
daily. Rates of sexually transmitted infections (STIs) also show the highest prevalence
among youth aged 20-24 year, followed by 15-19-year-olds; again, often with
adolescent girls bearing the higher burden. Biologically, the immature reproductive and
immune systems of adolescent girls translate to increased susceptibility to STIs and HIV
transmission. In addition to biological vulnerability, cultural and socioeconomic
factors—particularly social inequality and exclusion, as well as having older partners—

increase the susceptibility of adolescent girls to acquisition of STIs®.

28



A trend analysis in STIs among adolescents and young people from 1990 to 2019, based
on the Global Burden of Disease 2019, showed that while the incidence of HIV
decreased from 34.5 to 22.7 per 100,000 population during this period, the incidence of
other STIs increased from 6986.3 to 7088.7 per 100,000 population. The study also
showed that sub-Saharan Africa had the highest incidence and disability adjusted life

years (DALYs) from STIs®!.

The WHO policy guideline on STIs recommends promoting prevention through ensuring
appropriate vaccination (for HPV and HBV), provision of comprehensive sexuality
education to young people, delaying sexual debut, ensuring safer sex through consistent
condom use, and improved access to health facilities for the diagnosis and prompt and

effective treatment of STIs to prevent transmission”.

2.3.3.4 Gender-Based Violence and Intimate Partner Violence

Gender-based violence (GBV) is a significant well-recognized threat to public health and
human rights globally®?. The United Nations defines GBV, or violence against women
(VAW), broadly to include any act that results in or is likely to result in physical, sexual,
or psychological harm or suffering, whether occurring in public or private life®3. Global
GBYV research, prevention, and intervention efforts focus heavily on physical and sexual
intimate partner violence (IPV) and sexual assault, given their prevalence and
demonstrated negative health implications, which include injury, sexually transmitted
infections, unintended pregnancy, addiction, and mental health issues, in addition to

homicide.
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According to the United Nations Population Fund (UNFPA), the experience of gender-
based violence is more prevalent among females; about one-third of women have
experienced violence at the hands of a partner or family member, nearly 40% of women
homicide victims die at the hands of their partners, 90% of rape victims are women,
over 90% of youth victims know their attackers, and over 90% of offenders never see
justice. To add to this unfortunate set of data, in some cultures like in Bhutan and

Ethiopia, many women feel that violence against wives is justified in some cases®*.

Adolescents are uniquely impacted by GBV, as their young age and relative inexperience
with relationships can heighten their risk for physical and sexual IPV. A study from the
United Kingdom found that 29% and 41% of male and female AY As respectively had
experienced [PV, the commonest form being emotional, followed by physical and sexual.
Factors positively associated with I[PV among the AYAs were drug use, risky sexual
behavior, and history of mental issues like anxiety and self-harm®. Other studies show
prevalent physical and sexual IPV and forced sexual debut among adolescent and young
adult women in LMICs, with significant variations across regions. Adolescent women are
more negatively impacted by IPV relative to their adult counterparts, and their elevated
burden affirms the relevance of including adolescents and young adult women within
target populations for GBV prevention, intervention, and support services in many

LMICs®.

The impact of IPV and sexual abuse on AYAs include subsequent health concerns, like
substance abuse, economic insufficiency and academic underachievement, and mental
health disorders like depression and suicidal ideation. Abuse of young women can also

set them on a on a trajectory for subsequent abuse®®. The social and economic cost of
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intimate partner violence and abuse to the individual, the family and society is therefore,
quite huge. As such, strategies to prevent or minimize I[PV must be developed and
deployed in order to prevent the individual harm and cost to society of IPV. Education

and gender transformative interventions are at the bedrock of tackling IPV?¢,

2.3.3.5 Menstrual Health

Menstruation is a naturally occurring physiological phenomenon in adolescent girls and
pre-menopausal women, signifying capacity for reproduction. However, lack of
information on menstruation and inability to have open discussions on menstruation
because of cultural taboos can engender poor personal cleanliness and inadequate
sanitary conditions which predispose girls and young women to the risk of reproductive
tract and even blood stream infections®’. Menstrual hygiene management (MHM) has
therefore been defined as 'women and adolescent girls using a clean menstrual
management material to absorb or collect blood that can be changed in privacy as often
as necessary for the duration of the menstruation period, using soap and water for
washing the body as required, and having access fo facilities to dispose of used menstrual

management materials®®.

Material resources to absorb or collect menstrual blood, facility for hygienic disposal of
menstrual material, as well as availability of water, soap, and assurance of a bath area
with adequate privacy are essential for good menstrual hygiene management. Women
and girls in low-income settings have low awareness of hygienic practices and lack
culturally appropriate materials for menstrual hygiene management practices.

Menstruation and associated activities are surrounded by silence, shame and social taboos
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that are further manifested in social practices that restrict mobility, freedom and access to
normal activities. For instance, interacting with people or refraining from performing

religious rituals are restrictions found in many cultures®.

Poor menstrual hygiene can lead to urinary and reproductive tract infections and be
responsible for social withdrawal especially among younger adolescent girls. Menstrual
hygiene needs are not only specific and pressing to women and girls in reproductive age
but also require access to some management of the menstrual period, a basic reproductive
health right. Menstrual hygiene management is often overlooked in the provision of SRH
services leaving girls with poor knowledge and resources to hygienically manage this
important cyclical event. Menstruation education must be included in a package of
comprehensive sexual and reproductive health services. Women and girls may need to be
supported to access Hygienic menstrual materials, and cultural hindrances to good
menstrual hygiene practice should be addressed to ensure the menstrual health and

wellbeing of menstruating girls and women.

2.4 Adolescent Boys and Young Men

Adolescent@‘énﬂ young men (ABYM) are male individuals aged 10-24 years. This
demo segment is usually neglected in sexual and reproductive health research.
QNs%ften this is because the consequences of unsafe sex and other poor SRH choices
are more easily visible in females, as they are the ones that get pregnant and suffer the
consequences of unsafe abortion and other pregnancy-related morbidities, and increased
maternal and infant mortality, as well as the negative social and economic consequences

of early and unwanted pregnancies *°.

32



Most often male adolescents and young adults are majorly involved in studies with
condom use and STI knowledge and prevention. However other aspects of SRH such as
knowledge of reproductive biology, intimate partner violence with the male as a victim,
and even relationship vulnerabilities of the male and marriage and fertility intentions of
HIV positive adolescent and young adult males are under researched. It is impegative to
include male adolescents and young adults in sexual reproductive % esearch,

education and service provision for their own wellbeing as well ad%)se of women and

the society at large. %Q
O
Q

2.5 Adolescent and Youth Friendly Services (A\@)

The WHO defines an adolescent-friendly, h service as one that is accessible,
acceptable, equitable, appropriate, tive °!. The Federal Ministry of Health in
Nigeria, in collaboration with t &d Nations Population Fund, produced a policy
document in 2018 titled, ‘@m National Standards & Minimum Service Package for
Adolescent &You@ly Health Services”, which set national standards and
implementatio\\&s to provide address the five leading health challenges of AYAs in
Nigeria’ &ulal and reproductive health issues are at the top of these five identified
hea]@’@ues of AYA. Among the standards for achieving optimal health services for
AY4As is making available a safe and conducive place to provide AYFHS in facility,
ensuring young people are aware of the services, ensuring convenience of timing and

youth friendliness of services, trained staff and appropriate equipment and supplies,

among others.
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However, access of young people to these services is affected by many factors, including
ethnicity, financial challenges, clinic hours, transportation, attitudes and behaviors of
health professionals, and, most importantly, lack of privacy and confidentiality. A recent
systematic review of adolescent friendly services showed that significant concerns for
young people were anonymity and confidentiality®>. One of the limitations of AYFS is
that they were birthed for the provision of HIV-related services, especia &n‘tion
services to adolescents and young people. Many of them as presently structiired are not
equipped to provide comprehensive SRH services to young pers@ ese shortcomings
need to be addressed by ensuring appropriate adoles 1€ dly services requires
training of healthcare workers on adolescent 1ssue@ ding adolescent sexual and
reproductive health ASRH), and enabling the @lop skills on communicating with
adolescents. They must be free of any cult iases or discriminatory tendencies with
regards to ASRH and HIV. These s \bes must also be made accessible in terms of

location and timing of services é\%" as financial affordability.

2.6 Theoretical F & ork for the Study

This resear: @

health @des and behavior are multifactorial concepts, influenced by several attributes

utilized the Social Ecological Model (SEM) framework. Health and

O%gﬂdividual and the environment in which they live. The Social Ecological Model of
health, first introduced in the 1947 Constitution of the World Health Organization, can be
applied to the physical, mental and social wellbeing of persons. It recognizes that the
health of an individual is affected by interactions between them, their community, and

their physical, social and political environment”.
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The different levels of influence in the SEM framework are the individual (self) factors
such as age, sex, income, attitudes and beliefs; inter-personal and relationship factors
such as family, partner, peers and social networks; organizational such as schools and
work places religious organizations; community factors such as physical and social
environment, belief systems that shape norms and behaviours, and policies, laws and
regulations that guide behavior®™. All these levels directly or indire tQ%\uence
individual knowledge acquisition, attitude and behaviour, and even ac%slg healthcare
services. Knowledge on any topic, including sexual and reprodu@alth, is influenced
by individual aptitude and exposure to learning opportunities in the home, including
parental communication on issues, from friends and »@, e school and other informal
channels like the media. Societal norms dg@ is allowed behavior, and what is

taboo. Government policies and inﬂ{enQ ect the provision of accessible and
affordable schooling and what can be %ht in formal settings as well as the availability
and accessibility of healthcare{%\xnnel and services. All these influence and impact
personal beliefs, percepﬁ@gﬂ attitudes and ultimately shapes behavior and determine

health promotion aﬂ@&ntion activities and timely seeking of healthcare if needed.
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Figure 2.1: The Social Ecological Model (Co : Safe States Alliance)

E}

The Social Ecological Model fra %rk has been applied in diverse areas of health
research and service such Q‘IV adolescent health and physical activity among

women. It is now W %erstood that social and structural factors as highlighted

above play a ch@Q le in the wellbeing and vulnerabilities of persons living with

HIV®S. &

Q%exual and reproductive health of adolescents and young adults living with HIV
Mmprises knowledge of different aspects of SRH like sexual maturation,
contraception, pregnancy and sexually transmitted infections, as well as attitude to
these aspects of SRH, and behavior such as sexual practices, contraceptive use, and
access to, and utilization of appropriate SRH services. The different levels of the
SEM framework can be applied to these different aspects of SRH in AYA to facilitate
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understanding and help to proffer strategies to ensure their optimal health in this

essential aspect of life and health.

The Social Ecological Model framework has been applied in diverse areas of health

research and service such as HIV, adolescent health, and physical activity among

women’% 97, \

This Social Ecological Model (SEM) framework will be used for tlﬁs}@r It is now
well understood that social and structural factors playéﬁ1cal role in the
vulnerabilities of persons living with HIV®. The SE@ulates that in making
decisions, an individual will consider more dee terests and views of one’s
family, peers, and community alongside h;&@ own preferences. Therefore, the
model demonstrates that changing behavipesrequires a critical look at the different
levels of an individual’s influenge.\I'he SEM framework will thus facilitate the
understanding of the 1nd1v1d®tlonsh1p, organizational political and economic

factors that deterrnm&knowledge behaviour and access to services among

AYLHIV with s@%o sexual and reproductive health.

The fra@rk was first advanced in the 1947 constitution of the World Health
O@tion, and can be applied to the physical, mental and social wellbeing of
\persons. It recognizes that individuals are embedded within larger social systems and
describes the interactive and reinforcing characteristics of individuals and their
environments that underlie people’s behaviors. The different levels of influence in the
SEM framework are the individual (self) factors such as age, sex, income, attitudes

and beliefs; inter-personal and relationship factors such as family, partner, peers and
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social networks; the community/institutional factors such as services, schools,
religious organizations, workplace environment, and the societal factors which
include cultural norms, government policies etc. All these levels directly or indirectly
influence individual behaviour, attitude and even access to healthcare services. They
must therefore be taken into consideration in the assessment of health needs and
allocation of scarce resources to provide services. The Social Eco al Model
framework has been applied in diverse areas of health research a(@ 1ce such as

HIV, adolescent health and physical activity among wome®® 6\

A\
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3.1 Research Design

The study utilized a cross-sectional quantitative design.

3.2 Study Area

3.2.1 Study State

The study was conducted in Lagos state, the commercial hub former
administrative capital of Nigeria. It is located in the southwestern ge 1 zone of
the country at latitude 6°5227'N and longitude 3°6218'E.It is thit\smallest state in the
country with a total surface area of 3,577 km?, about a qu@ which is covered by
water!. Lagos is bounded in the north and east b state, in the west by the
Republic of Benin, and in the south by the Bight 8f Benin of the Atlantic Ocean.
Although originally home to the Awo&mba and Egun ethnic groups, its
commercial and cosmopolitan natuh\\@ attracted persons from all over the country,

neighbouring African countﬂ%g other expatriates to live and do business in

Lagos. . Aé

Lagos had an @ ed population of 15.4 million people in 2022 making it the

largest c'g@ricaz. With a national adolescent and young adult proportion of the
populatiofi of about 33% in 2022, and a state HIV prevalence of 1.3%,Lagos state has
@iﬁcan‘[ burden of adolescents and young adults living with HIV * 4. The state,

therefore has a number of facilities offering HIV care and treatment services to

adolescents and young adults.

Lagos State is made up of 20 Local Government Areas (LGAs), 16 of which are in

the metropolitan part of the state and four of which are semi-urban, and 37 Local
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Council Development Areas (LCDAs). The four study centres are located in the

Lagos Metropolitan Area, whereabout 85% of Lagos residents live.

3.2.2 Study Sites:
The study sites comprised of the four largest adolescent and youth HIV care and

treatment facilities in the Lagos Metropolitan Area of the state and are listeﬁow.
1. The Nigerian Institute of Medical Research (NIMR), Yaba, Mainlz@A
2. The Lagos University Teaching Hospital (LUTH), Idi-ArabQ e LGA

3. The Lagos State University Teaching Hospital (LAS wlkeja, Ikeja LGA, and

4. The Massey Street Children Hospital (MSCHsland, Lagos Island LGA
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Figure 3.1: Map of Nigeria and Metropolitan Lagos (with study sites highlighted)
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Nigerian Institute of Medical Research (NIMR)

The Nigerian Institute of Medical Research (NIMR), in Yaba LCDA of Mainland
LGA is the oldest medical research institution in the country, having been established
in 1920 as the headquarters and laboratory of the West African Yellow Fever
Commission of the Rockefeller Foundation °. The Institute has been variously named
as the West African Council of Health, the Nigerian Council ngh (at
Independence in 1960), and the National Institute of Medical Resgarcli*through the
enabling Act of 1977 under the Ministry of Science and ogy. The current
name, the Nigerian Institute of Medical Research, was_given when the Institute was
moved to the Ministry of Health in 19936 The@ e of the Institute, under its
enabling Act, is to conduct research into h alﬁl@alems of Public Health importance
in the country, in collaboration wit wﬁ@§ties and allied institutions, within and
outside Nigeria, and disseminate results to contribute to national development.

The Institute has five Res@epartments, namely Biochemistry and Nutrition,
Clinical Sciences, Mi@lology, Molecular Biology and Biotechnology, and Public
Health and Ep}%i logy, and several support Departments and Units.The HIV
Prograr@} the Institute is domiciled in the Clinical Sciences Department with the

Mic‘@‘ology Department, which has National Reference Laboratoriesfor HIV and

\/Qbrgculosis, providing laboratory services for the programme.

The HIV Programme in the NIMR was commenced in 2002 with the inclusion of the
Institute as part of the 25 pilot sites for the provision of HIV care and treatment
services to Nigerians in response to the escalating epidemic. It provides

comprehensive HIV care and treatment services including diagnostics, treatment,
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monitoring, and preventive services to adults, children, adolescents, and pregnant
women. The programme has grown to become one of the largest in the country with a
cumulative enrolment of over 25,000 as at December 2024. NIMR commenced
Adolescent and Youth Friendly Clinic (AYFC) in 2012 to provide more focused
services to the AYLHIV. There were about 350 AYLHIV receiving care at the chmc
at the end of 2022. The Clinic holds on the second Saturday of eve

doctors, nurses, pharmacists, counsellors, data entry ofﬁcers laboratory
personnel provide comprehensive HIV services. O

Lagos University Teaching Hospital (LUTH) Q$

The Lagos University Teaching Hospital was esta d in 1961 as an affiliate of the
College of Medicine, University of Lago '@ three-fold mandate of healthcare,
training and research. It is locatedi raba, Surulere LGA and is the largest
teaching hospital in Nigeria \.N't >U-bed capacity,46 clinical departments and 18
non-clinical departments 7.@'§\ervices started in LUTH in 2002 as it was also one
of the Federal Gov'e@ent’s 25 pilot sites for the provision of HIV services.
Adolescent HI\%’ICGS commenced in LUTH in 2014 and was providing services to
about 2 @cen‘[s and young adults living with HIV by end of 2022. There is no
adol@n‘[ and youth support group meeting in LUTH but youth friendly clinic

\%frbces are provided during regular clinic hours to AYLHIV.

Lagos State University Teaching Hospital (LASUTH)
The Lagos State University Teaching Hospital (LASUTH), situated at Ikeja, was
established in 1955 as a cottage hospital. It transformed into the Ikeja General

Hospital in 1972, before becoming the Teaching Hospital of the Lagos State
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University College of Medicine (LASUCOM) in 20018. It commenced general HIV
services in 2002 and adolescent and youth friendly HIV services in 2010. About 195
adolescents and young adults were accessing services at the Adolescent and Youth
friendly HIV Centre of the hospital at end of 2022. The youth-friendly clinic runs on

Tuesdays and Thursdays is manned by different cadres of healthcare providers.

Massey Street Children Hospital (MSCH) QQ

The Massey Street Children Hospital (MSCH), is the oldest K n’s hospitals in

il
14, became the first

West Africa. It was established as a general outpatient cli@
g

Maternity Hospital in Lagos in 1926, before transformi to a Children’s Hospital
in 1961°. 1t is located in Isale Eko, the heart of Le@]sland LGA and is operated by
the Lagos State Government. It started pae&% HIV services in 2006 and currently
provides HIV care and treatment segyi about 245adolescents and young adults.

The Youth friendly clinic ho.l s%&e last Tuesday of every month during regular

clinic hours. Service is pl‘&% by doctors, nurses/counsellors, pharmacists, and

laboratory personne@

N

These f@s have the oldest and largest organized HIV services in Lagos state

and @ther provide comprehensive HIV care and treatment services to about 1,000
\gdlescents and young adults (ages 10 to 24 years). These services encompass full

clinical (clinical evaluation, treatment, and counselling), laboratory assessment (HIV

testing [HTS], HIV DNA and RNA PCR, CD4 T-cell count, haematological and

clinical chemistry evaluation), and care and support services. The laboratories in
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NIMR and LUTH also serve as National Reference Laboratories for HIV in the
country and have capacity for HIV resistance studies.

Patients from all over Lagos state and adjoining parts of the neighbouring Ogun State
come to these study centres to access HIV care and treatment services. Since Lagos is
home to people from all parts of Nigeria, study participants in these centres are, to
some extent, a true reflection of adolescents and young adults livin@%lv in

Lagos state in particular, and Nigeria in general. (/

The study population consisted of male and le HIV-positive adolescents and

3.3 Study Population

young adults, aged 14 years to 24 years, %Qing HIV care and treatment services at
the four study centres. The deve ogmtlve abilities of adolescents aged 10-13
years may impair their com ’ﬁm of, and response to SRH questions, and their
continuing dependence@parents/careglvers whose cultural inhibitions regarding
sexuality issue@[nder the giving of informed consent for young adolescent
participatio@RH research, negatively affect the inclusion of young adolescents in
S esearch. The Consensus Report on Guidelines for Young Persons' Participation
'Q%search and Accessing Sexual and Reproductive Health Services in Nigeria
Merefore recommends that adolescents aged 14 years and above can give informed
consent for non-interventional sexual and reproductive health studies in Nigeria,

while younger adolescents need parental consent for all forms of sexual and

reproductive health studies'’.
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3.3.1 Inclusion Criteria

1. Male and female in-school and out-of-school adolescents and young adults living
with HIV (AYLHIV) aged 14 to 24 years and accessing treatment and care at any of

the study facilities.
2. AYLHIV’sknowledgeof their HIV-positive status \

3. Ability and willingnessto provide informedconsent to participate in th

3.3.2 Exclusion Criteria Q«

1. AYLHIV aged less than 14 years %

2. AYLHIV who are unaware of their HIV-positive @

3. AYLHIV with cognitive deficits that %% interfere with understanding and

complying with study procedures \Q’b

4. AYLHIV with advanced HIV, d@: (AHD) who are too ill to participate

5. Adolescents and young a@'{éqvmg with HIV who do not consent participate in the

study QQ
3.4 Sa Sampling Techniques

3.4@%11p1e Size Determination

%s state has the 4™ highest HIV burden in the country an estimated 160,000 people
living with HIV (PLHIV) in Lagos in 2022'!. Adolescents and young adults (10-24 years)
constitute about 32% of the Nigerian population!?. Thus. there is an extrapolated

population of more than 50,000 AYLHIV in Lagos State.

56



The Raosoft sample size calculator (Raosoft Inc., Seattle, USA) was used to calculate the
minimum sample size for the study!®. The formula is shown below.

2 x p(1-

Sample size = e’ =377

S
C
e = margin of error (0.05) &

O

z = z-score at 95% level of confidence (1.96) %

p = response rate (0.5) QO

To account for incompletely filled questionnaires@use of the sensitive nature of the

where N = population size (>20,000)

subject, 15% (57) was added to the calcula@nimum sample size of 377 to yield the
study sample size of 434. Four hundre d forty-three respondents participated in the
study. é;\\'
3.4.2 Sampling Techn@\
A multistage sam echnique was adopted for the study.

1. (m&%ﬁr sampling was used to select the oldest and largest adolescent and

bouth HIV care and treatment facilities in Lagos state, viz, NIMR, LUTH,

o)
\% LASUTH, and MSCH.

2. Simple random sampling technique was then used to select the required

number of respondents from each of the four sites.

Study participants recruited from each site were proportionate to the population of

AYLHIV aged 14-24 years at each facility. The number and proportion of the 1,052
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AYLHIV in the different study sites, and the expected number of participants per site

are detailed in table 3.1 below.

Table 3.1: Expected number of participants per study site

Study Site AYLHIV (14-24 years) Expected number of

n (%) participants \
NIMR 350 (33.3) 144 QQ
LUTH 259 (24.6) 107 Q/
LASUTH 195 (18.5) 80 Q«
MSCH 248 (23.6) 102

Ny

The RAND function in Microsoft Excel®'* was 1@ to generate a random list of
expected respondents from each participating %blog of patients in the study age group.
The generated list was used to recruit @nts from the weekly clinics and monthly
peer support meetings in the faciii{& ome selected respondents were reached out to by

phone call to come to their f@@ for the study and transportation support was provided

for the study visit. QQ\A

3.5 Research i&ment for Data Collection

N\
The ser@gﬂ{tured questionnaire used for the study was adapted from the validated
\\4 %ustrative Questionnaire for Interview-Surveys with Young People'. It had
sections on baseline characteristics, knowledge of sexual and reproductive health,
attitude of respondents to SRH, and SRH experience of respondents. Two additional
sections were incorporated into the questionnaire to obtain data on HIV-related

characteristics and menstruation experience of female respondents.
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The adapted study questionnaire had 6 sections as follows:
e Section 1: Baseline Characteristics (31 items):

a. Sociodemographic characteristics

b. Social habits

c. Communication with parents/caregivers Q\
o Section 2: HIV and ART History (7 items) ( O

a. Age at HIV diagnosis and mode of transmission, Q«
b. Antiretroviral therapy (ART)history %
c. HIV disclosure issues Q :

o Section 3: Knowledge of Sexual and ctive Health (43 items)

a. Knowledge of puberty, m@aﬁon, pregnancy and contraception, and

HIV and other sexug&ansmitted infections

b. Comprehensivégaality education

e Section 4: Atti n@t) Sexuality and Gender Norms (15 items):
a., @)pria‘[e SRH conduct before marriage
6&>ender-related matters
\% c. Contraception, and high-risk sexual behaviour
e Section 5: SRH Experience (65 items):
a. Romantic relationship experience

b. Sexual experience:

c. Contraceptive experience
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d. Sexually transmitted infection (STI) experience
e. [PV experience
f. Sexual abuse and high-risk sexual behavior experience
g. Pregnancy and Abortion experience
e Section 6: Menstruation Experience [females only] (19 items): \

a. Menstruation experience (age at menarche, duration of c;@.lal period,
duration and regularity of menstrual cycle &\d experience of

dysmenorrhea and limitation of activitie g the period, and

knowledge of dates of last menstrual@ and expected date of next
period). Q
b. Menstrual hygiene practice é\fg used for menstrual flow, frequency
of menstrual material \\&ge, disposal of menstrual material, and
frequency of bir&é{\m the period).
b. Section 7: Percep@\’ outh Friendly Clinics by Respondents (17 items)
a. Act@eferred timing of clinic and convenience for respondents
b., \lability of SRH posters/brochures at the facility
&}roup sessions on SRH topics
Q’b d. Specific SRH information/services sought and received
\/ e. Confidentiality during these sessions
f. Perceived attitude of staff
The adapted study instrument was pretested among 30 adolescents and young adults
with HIV aged 14-20 years receiving care at the Harvey Road General Hospital, Yaba,
which was not a site for the study.
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3.6 Validity of Research Instrument

The research questionnaire was adapted from the WHO illustrative questionnaire for
interviews-surveys with young people, which has been validated in Nigeria and used in
previous studies. The questions were adapted to suit our local context and the study
focus; thus, a section was included to obtain HIV related data and Menstrual hygiene
practice questions were obtained from relevant literature and incorpo Q%o the
questionnaire. The content validity of the instrument was ensured b r@ review by
my supervisors and other experts in the field of adolescent an@u HIV and sexual

and reproductive health. This review helped to clarify a&ig us questions and remove

unnecessary ones. Q

The study instrument was pretested z@ 0 AYLHIV receiving care from Harvey

3.7 Reliability of the Research Instrument

Road General Hospital, Yaba, wh as not a study site, to check the consistency and

clarity of the items in the %ﬁ%nnaire. This pre-testing yielded a Cronbach’s alpha

score of 7.2. Q.Q\A
3.8 Data Coll@

3.8.1 Advo Visits

Ad@r visits were paid to the management of each study visit to explain the study
o\bjﬁztives, procedures and expected outcome and seek their approval for their patients to
be included in the study. After approval was obtained from the management of the
facilities, the coordinators of the Paediatric/Adolescent and Young Adult HIV
Programme in the facilities were also brought in to elicit their support for the study,

which they all willingly provided.
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3.8.2 Training of Research Assistants

A one-day training was conducted for four research assistants, one for each study site to
help with data collection at these sites. The training incorporated the objectives of the
study, the processes, and expected outcome, as well as a detailed review of the data

collection instrument. At the end of the training, each research assistant com{etid the

questionnaire. These completed questionnaires were reviewed by Q} nsure
appropriate understanding of the instrument by the research assistants, SO they could
guide the research respondents as needed. &

3.8.3 Study Procedure Q

The research assistants attended the peer-suppo%@ings of the study facilities to
recruit selected respondents who were prese ’bhese gatherings. We also visited the
facilities on Adolescent and Youngi@’q clinic days to interview any selected
participant who was present. Beoah\t\' time constraints, selected participants who were
not strictly adherent to caé(i its were called on phone, the study purpose and
procedures of study e)@hed briefly, and they were encouraged to come to the facility

to fill the questionnaife at their earliest convenience, and they were compensated for
. \'
their time @ns ortation.

O

AftQ’btletailed informed consent process and the signing of the consent form, the
é&)ndents were given the questionnaire to fill. The questionnaire was self-administered
but interviewer-guided as research assistants were on hand to provide clarifications as
necessary. Each respondent filled the questionnaire in a quiet consulting room or space
allocated for the purpose by the site staff. The assistants retrieved the questionnaires at

completion by the respondents, looked through and assured that omitted questions were
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deliberately omitted by the respondent. If the omission was in error, the respondent was
given time to more fully complete the questionnaire. For the purposes of confidentiality,
personal identifiers like name, hospital number or home address were not collected from

respondents; only the study ID, which comprised of study site and study number, was
3.9 Data Analysis «(/

Data collected with the questionnaire were entered into an preadsheet, cleaned

used to identify respondents.

and then exported to IBM SPSS (version 27) for analys@he knowledge questions for
each of the four aspects of SRH assessed in this study, viz, puberty, menstruation,
pregnancy and contraception and HIV and @Sexually transmitted infections were
scored, with 1 for a correct response@%or an incorrect or missing response. The
mean score for each SRH aspecb\)& tained for each respondent and the overall SRH
knowledge score was the w@( mean score of all the different aspects. A score of >
0.60 was regarde%@%knowledge while a score of <0.6 was regarded as poor

16,17

knowledge

The attitu@tudy respondents to sexual and reproductive health was assessed with a
3-poi ert scale (‘agree’, ‘don’t know/not sure’, and ‘disagree’) in four areas, namely:
%p;opriate sexual behavior before marriage (5 items), gender issues (4 items), condom
use (3 items), and high-risk sexual behavior (2 items). This yielded a total of 14
questions. A positive response got a score of +2, a ‘don’t know/not sure’ response got a
score of 0, while a negative response got a score of -2. The maximum score per

respondent was thus 28. The total score of a respondent was divided by 28 and
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multiplied by 100 to get the percentage score. The weighted mean score of respondents

was taken as the cut-off point, i.e., a score below the mean was taken as a negative

attitude while a score at or above the mean was taken as a positive attitude's.

The menstrual hygiene practice of female AYLHIV was obtained using four items and

scored as in the table below. The total score was four. A respondent’s total s§ore was

divided by 4 and then multiplied by 100 to get her MHP percentage sco Qcore of >

75% was regarded as a good menstrual hygiene score while <75%&£€¢arded as poor

menstrual hygiene score'®. @

Table 3.2: Menstrual Hygiene Practice Scoring Ta%

Item Hygienic (score

Unhygienic (score =0)

Menstrual material Sanitary p@v

Tam@
C%’@ual

Frequency of change of Q >3

menstrual mater1®

Disposal of me ua Wrapped and put in dustbin
t 1

materia < \ Burnt

Bat&@‘ during period More than other days

N

Other study outcomes are as follows.

e Sexual and reproductive health experience:

64

Tissue paper
Cloth
Cotton wool

<3

Toilet (water closet)
Bush

Less than or same as

other days



a. romantic relationships

b. sexual experience: age at coitarche, sexual violence, high-risk sexual
activities (one-night stands and transactional sex)

c. Contraceptive use

d. Experience of sexually transmitted infections \
e. Pregnancy and abortion experience Q

e Intimate partner violence and correlates < ,:
e Menstruation experience (menarche, menstrual fr@nd duration and

experience with dysmenorrhea. Q

All study outcomes were assessed with means and dard deviations for continuous
and frequencies and proportions for di%gé‘ variables. Binary and multivariate

logistic regressions were used for \és@association, and the level of significance

was set at p< 0.05. Study resul\' presented as tables and charts.
3.10 Ethical Cﬁ@%\tions

Ethical @ for the study was obtained from the Lead City University Health
Rese@l thics Committee (HREC) [LCU-REC/22/180], the Institutional Review
\/@ d (IRB) of the Nigerian Institute of Medical Research [IRB/22/061], the Lagos
University Teaching Hospital HREC [ADM/DSCST/APP/5509], the Lagos State
University Teaching Hospital HREC [LREC/06/10/2015], and the Lagos State Health

Service Commission (LSHSC) [LSHSC/2222/VOL. V/01].
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All prospective respondents were taken through a comprehensive informed consent
process. The consent document with information on the nature and purpose of the
study, the processes, risks and benefits, privacy and confidentiality, voluntariness of
participation, and freedom to skip any question they were not comfortable with or did
not want to answer, was given to the prospective respondent to read, or had it read to
them by the research assistant. There was assurance that unwillingnes Qart cipate
would not attract any negative consequences or in any way af%lge care and
treatment they received at the health facility. Time was g@ r the prospective
respondent to ask questions and seek -clarificatio % was no coercion or
inducement, and only the handful of respondents lQere reached out to by phone
and agreed to come on a non-clinic o %Qupport group meeting day were
compensated with a stipend for tran poﬁf@k . At the end of the informed process, a
consenting AYLHIV signed two K?ks of the consent form, one of which they took
.
home with them. \C;\\'
Study data were ente gﬁo and analyzed on passworded computers with access

limited to only aut %ed study personnel.
¢
\?:b
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Chapter Four

4.0 RESULT
4.1 Baseline Characteristics of Respondents
4.1.1 Respondents from Different Study Sites

Four hundred and forty-three adolescents and young adults with HIV from four HIV
care and treatment centres in Lagos, comprising 170 (38.3%) from erian
Institute of Medical Research (NIMR), Yaba, Mainland LGA, 127{(287%) from the

Lagos University Teaching Hospital (LUTH), Idi-Araba, Sl@«GLGA, 93 (21.0%)

from the Massey Street Children Hospital (MSCH), La o@nd, Lagos Island LGA,
and 53 (12.0%) from the Lagos State University

Ikeja LGA, consented to participate in tse@ and were enrolled, as shown in

®%

Study Respondents from the Different Sites

NIMR LUTH MSCH LASUTH

Hospital (LASUTH), Ikeja,

Figure 4.1.
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Figure 4.1: Respondents from the different study sites by sex
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4.1.2 Place of Residence of Respondents

Most of the respondents (390; 88.0%) resided in Lagos state while the rest came from
the neighboring Ogun state. Of those living in Lagos, majority (66, 16.9%) were from
Alimosho, the largest Local Government Area (LGA) in the state. The remaining

participants came from the other LGAs in Lagos as depicted in Figures 4.2 &1 b.

W Lagos B Ogun

S

Fig.4.2a: State of Residence of Res@s
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Figure 4.2b: Respondents from Different LGAs in Lagos State
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4.1.3 Socio-demographic Characteristics of Respondents

The mean age of respondents was 18.5 (+2.9) years (range 14 years to 24 years), 228
(51.5%) were male, giving a male: female ration of 1.1: 1, and 294 (66.4%) were
adolescents aged 14 to 19 years. The majority of respondents (270; 61.2%) were in
school, of whom (162; 60.0%) were still in senior secondary school, while (108;
40.0%) were in post-secondary educational institutions. For the 171 (Q*chool
respondents, the mean age at leaving school was 17.8 (+ 2.1) yea{a/ he highest
level of formal education attained was senior secondary scl@ 122 (71.3%) and
post-secondary education in 34 (19.9$). The reasons giv@ leaving school ranged
from having completed education (50.3%) and@gal constraints (12.3%), to
wanting to learn a trade (7.6%). Other reaso%@luded being asked to withdraw for
poor performance (2.9%) and being i Qger interested in school (2.3%). The
majority of the out-of-school %ents (76.5%) were employed or in an

%I” no significant differences in age, educational

apprenticeship position. Th@e

status, and employmen@s between male and female respondents (Table 4.1).

About a third o@respondents (35.4%) had lost one or both parents; however, the
primarye: %f was one or both parents for the majority (81.3%) of respondents,
with@signiﬁcant difference between male and female respondents. The majority of
\/%p%dents (55.9%) were of higher socioeconomic status (as measured by their type

of residential accommodation'?).

Christianity was the professed religion of most respondents (80.7%), and majority
were from the Yoruba (46.4%) and Igbo (35.0%) ethnic groups. The professed sexual

orientation of respondents was heterosexual in most cases. However, male
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respondents were significantly more likely to be homosexual or bisexual compared to

females (OR = 3.91 [95% CI: 1.03-21.89]; p = 0.036). This is shown in Table 4.1.
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Table 4.1: Sociodemographic Characteristics of Respondents

Characteristic Total Males Females OR p
n (%) n (%) n (%) [95% CI]

Age (years) [443]:

Mean (+ SD) 185(2.9) 185(129) 18.6(2.9)

Groups: 14-19 294 (66.4) 150 (65.8) 144 (67.0) 0.95 0.792
20-24 149 (33.6) 78(34.2) 71(33.0) [0.64-1.41]
Education (441): 0.86 0.436

In school 270 (61.2) 135(59.5) 135(63.1) [0.59-1.
Out-of-School 171 (38.8) 92(40.5) 79 (36.9)
Occupation (149): 0.240
Employed/ Apprentice 114 (76.5) 65(80.2) 49 (72.1) &{ 3.37]
Not employed 35(23.5) 16(19.8) 19(27.9)
Parental Status 31 0.176
(443): [0.89-1.93]
Parents Alive 286 (64.6) 154 (67.6) Q
Orphaned 157 (354) 74 (32 4) 38.6)
Primary Caregiver 0.88 0.614
(434): [0.53-1.45]
One or Both Parents 360 (82.9) @ 1) 177(83.9)
Other 74 (17.1) (17.9) 34 (16.1)
Socioeconomic N ’& 0.97 0.856
Status (432): Cj\ [0.66-1.41]
Higher @‘5.9) 126 (56.8) 121 (57.6)
Low (44.1) 96(43.2) 89(42.4)
Religion (429): 0.99 0.953
Christianity 346 (80.7) 178 (80.5) 168 (80.8) [0.61-1.59]
Islam ’\% 83 (19.3) 43(19.5) 40(19.2)
Tribe 3@ 0.73 0.174
Yorubg 174 (46.4) 90 (46.6) 84 (46.2) [0.46-1.15]
Ig%b 131 (35.0) 78(40.4) 53(29.1)

\%4 70 (18.6)  25(13.0) 45 (24.7)
Sexual Orientation 3.91 0.036*
231): [1.03-21.89]
Homosexual/Bisexual 16 (6.9) 13(10.3) 3(2.9)
Heterosexual 215(93.1) 113(89.7) 102 (97.1)

*Fisher Exact test

73




4.1.4 Comprehensive Sexuality Education (CSE) of Respondents

Most study respondents (332, 74.9%) had received Comprehensive Sexuality
Education (CSE), also known as Family Life and HIV Education (FLHE) in Nigeria.
Majority of respondents that had received CSE were female (53.6%) and the lessons
were given in Junior Secondary School (JSS) (53.3%). The major topics recalled by
the participants were “reproductive biology” (240, 72.3%) and “sexual on ent”
(218, 65.7%), while the least was “contraception” (74; 22.4%&/ € was nho
statistically significant difference between male and female dents concerning
the different CSE topics taught (p >0.05). Figure 4.3 is @chaﬂ of the proportion
of male and female participants who received th t CSE topics. The majority
of participants found the classes to be info @e (246; 74.1%) and recommended

that they should be taught in Junior Sec School (146; 44.1%).
O
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Figure 4.3: Proportion of Respondents Taught Different CSE Topics
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4.1.5 HIV-Related Characteristics of Respondents

The mode of HIV acquisition was perinatal for most respondents (81.7%). Other
modes of acquisition included sexual (4.3%), transfusion of blood and blood products
(3.9%), and unknown (9.5%). There were no statistically significant differences in the
modes of HIV acquisition between males and females (p = 0.369). The mean age at
HIV diagnosis was 5.5 (£ 5.8) years and the mean duration on antiretroQ\Aherapy
(ART) was 12.2 (£ 5.1) years. Of the 289 participants who knew Qges of their
antiretroviral drugs, about two thirds of both males and fe@ were on first-line
antiretroviral therapy regimen, with the rest on second—%@gimen. There was no

participant on third-line or salvage regimen. QQ

Concerning respondents’ awareness of thc(q'r'@ status, the mean age at becoming

aware that they were living with HI .3 (£3.3) years. There was no significant

difference in age of awareness of Statu$s between males and females. The information
°

3

on their HIV status was disg&)c\d to respondents by a parent/caregiver (61.6%) or a

)

healthcare worker (38 )

Only a qua@ respondents had disclosed their HIV status to others, with
signiﬁc(nt&"e's

O 0 [95% CI: 0.32 — 0.79]; p = 0.003). HIV status disclosure was to friends

males (19.3%) having done so than females (19.3% versus 32.3%;

\&.8%) [including boy/girlfriend] and relatives (42.2%) [parents, siblings, and
spouse]. Males were significantly more likely to disclose to relatives than females

(OR =3.25[95% CI: 1.46-7.23]; p = 0.003).

Among the respondents that had not disclosed their status to anyone, the major reason

given was to avoid stigma and discrimination (48.4%). Other reasons included HIV
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being a private matter (23.8%), being told by parents/caregivers not to tell anyone
(9.8%) and not being ready to disclose (4.9%). There was no significant difference

between the sexes on reasons for non-disclosure of status.
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Table 4.2: HIV-Related Characteristics of Respondents

Characteristic Total Males Females OR P
n (%) n (%) n (%) [95% CI]
/t-stat

Mode of Transmission 0.81 0.4221

Perinatal 340 (81.7) 173 (80.1) 167 (83.5) [0.49-1.35]

Other 76 (18.3) 42 (19.9) 33 (16.5) \

Age at Diagnosis (y) 0.07Q 0.938

Mean (+ SD) 55(*5.8) 55(*59) 55(5.7)

ART Line: 7 0.345

First 191 (66.1) 96 (63.6) 95 (68 « [0.48-1.29]

Other 98 (33.9) 55(36.9) 43

ART Duration (y): -0.4728 0.637

Mean (+ SD) 122 (+5.1) 12.4 (iS.QQ (£5.1)

Age at Knowledge of -0.7153 0.475

HIV Status be

Mean (+ SD) 13.3 (£3.3) NAE3.5)  13.9 (£3.0)

Who disclosed your @ 1.21 0.362

status: 237% 125 (64.1) 112 (59.6) [0.80-1.83]

Caregiver 1@%« . 70 (33.9) 76 (40.4)

Health worker é

Have you disclosed '$ 0.50 0.003

your status to : [0.32-0.79]

Yes ,& 106 (25.7) 41 (19.3) 65 (32.3)

No ! \ 306 (74.3) 171(80.7) 136 (67.7)

To v% ave you 3.25 0.003

difcb‘ d your status*: [1.46-7.23]
\\&'atives 46 (42.2) 26 (59.1) 20 (30.8)

Friend 63 (57.8) 18 (40.9) 45 (69.2)

Reason for non- 1.08 0.758

disclosure: [0.65-1.79]

Avoid stigma 118 (48.4) 66 (49.3) 52 (47.3)

Other 126 (51.6) 68 (50.7) 58 (52.7)

*Some respondents disclosed to more than one person
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4.1.6 Social Habits of Respondents

About one quarter of respondents used alcohol, with no significant difference
between males and females. A small minority of respondents (27 [6.3%]) admitted
that they smoked. Males had higher odds of smoking than females (OR= 1.69 [95%
CI: 0.76-3.78]) but this was not statistically significant. The majority of males (60.0%)

and females (66.7%) smoked shisha, while the rest smoked cigarettes. Q\

Male respondents were significantly more likely to take street/re&&gal drugs than
females (OR =3.46 [95% CI:1.37-8.78]). The commones@s cannabis (77.1%)
followed by methamphetamine (8.6%), ecstasy (5.7‘%@n rohypnol, ketamine, and

tramadol at 2.9% each. These results are shown ine 4.3.

Table 4.3: Social Habits of Respondentsb’b

o

Characteristic Total \‘ ’Qé Females OR P
n (%) \n (%) n (%) [95% CI]

Alcohol (401): Kc—;\ 1.16 [0.74-1.83]  0.508
Yes . & (25.2) 54((26.6) 47(23.7)
Never Q 300 (74.8) 149 (73.4) 151(76.3)
Smoke.(4§ 1.69[0.76-3.78]  0.196
Yes Q:\\' 27 (6.3) 17 (7.8) 10 (4.8)
N@ 401 (93.7) 201 (92.2) 200 (95.2)

eet/Recreational 3.46[1.37-8.78]  0.006

" Drugs (391):

Yes 26 (6.7) 21(10.3) 6(3.2)
No 364 (93.3) 183 (89.7) 181 (96.8)
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4.1.7. Communication with Caregivers on SRH and Other Important Matters

About three quarters of male and female respondents found it very/averagely easy to
have discussions on matters of importance to them, such as academic and career-
related issues with their parents/caregivers, but only about a third of respondents had
ever had discussions on sexual and reproductive health issues with their
parents/caregivers. Male respondents were significantly less likely to Q* SRH

issues with parents/caregivers than females (24.3% versus 40.5%; @47 [0.31 —
0.71]; p <0.001). 6\

Just less than half of male and female respondentsdiscussed SRH-related matters
with others apart from parents/caregivers, but sig@ntly more males discussed this

with friends compared to females (85.4% @.4%; OR=246[95%Cl=1.18 —

5.10]; p = 0.014). The details are sh: able 4.4.
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Table 4.4: Communication of SRH with Caregivers and Others

Characteristic Total Males Females OR P

n (%) n (%) n (%) [95% CI]
Important Issues with
Parents/Caregivers 1.06 0.793
Easy/Average 331(76.3) 172(76.7) 159 (75.7) [0.68-1.65]
Difficult/Never 103 (23.7) 52(23.3) 51(24.3)
SRH with OQ
Parents/Caregivers (&7/ <0.001
Yes 139(32.2) 54(243) 854 ’\[0.31-0.71]
Never 293 (67.8) 168 (75.7) 12
SRH with Others 0 0.97 0.869
Yes: 197 (46.9) 100 (44.@97 (47.3) [0.66-1.42
No 223 (53.1) 115 %Q) 108 (52.7)
SRH with Friends b 2.46 0.014
Yes 145 (77@85.4) 69 (70.4) [1.18-5.10]
No 4.2’((2&) 13 (14.6) 29 (29.6)
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4.2 Sexual and Reproductive Health Knowledge of Respondents
4.2.1 Knowledge Scores of Respondents on Various Aspects of SRH

The knowledge of respondents was evaluated for four different aspects of sexual and
reproductive health, namely puberty (2 questions), menstruation (10 questions),
pregnancy and contraception (11 questions), and HIV and other sexually transmitted
infections (9 questions). Each correct answer was scored 1.0 and an in t/don’t
know, or no answer was scored 0. The mean scores for individu @ndents for
each aspect of SRH were obtained and multiplied by 100 to ¢ mean percentage
score. For overall knowledge of SRH, the scores for all @sed aspects of SRH
were summed up and divided by four and multipli 0 to get the weighted mean

knowledge score for each respondent. A score 6 % was taken as good knowledge

while a score <60% was regarded as poo;b@v%dge

Female respondents had a good Rﬂ owledge score of puberty (73% [+ 31]) and

menstruation (69% [+ 19]) ﬁ%ﬁ\'

score for only puberby@ [£33]). The worst knowledge scores were for pregnancy

ale respondents had a good mean knowledge

and contracepn@Qoth male and female respondents (40% [£22] and 41% [+22]
respective @le respondents had lower mean knowledge scores for all aspects of

gfﬁe differences were statistically significant only for menstruation (43%
@’Qversus 69% [£19] p <0.001) and combined SRH knowledge (45% [£21] versus

4% [£17]; p < 0.001).These results are shown in table 4.5.
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Table 4.5: Knowledge Scores of Respondents by Sex

Characteristic % Knowledge Scores (Mean (+SD)) t-test p
Total Male Female

Puberty 73 (£31) 70 (£33) 75(29) -1.7773  0.076

Menstruation 56 (£27) 43 (£28) 69 (x19)  -10.4484 <0.001

Pregnancy & 40 (£22) 40 (£22) 41 (£22) -0.6561 512

Contraception Q

HIV & STIs 49 (£23) 48 (+24) 51(x23) - 0.226

Combined SRH 49 (£20) 45 (#21) 54 (£17) -4&6 <0.001
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4.2.2. Proportion of Respondents with Good SRH Knowledge

The proportion of participants with good and poor knowledge of the different aspects
of SRH is shown in Table 4.6. About two thirds of male and female respondents had
good knowledge of puberty, but a significantly lower proportion of males had good
knowledge of menstruation compared to females (36.8% versus 77.2%; p < 0.001).
Only one-fifth and one-third of respondents had good knowledge of Qan y and
contraception, and HIV and STIs respectively, with no differences Q}@ However,
more female respondents displayed good knowledge of SRH knowledge

Q
O

Table 4.6: Respondents Overall Knowledge (&1 rent Aspects of SRH

compared to males (35.3% versus 25.4%; p = 0.023).

Characteristic | Total n (%) | Males n (% r@emales n(%) | OR[95%CI] |P
Puberty: N 0.91 0.642
Good 294 (66.4) 14 @) 145 (67.4) [0.61-1.35
Poor 149 (33.6) "\és34.6) 70 (32.6)
Menstruation: \C? 0.17 <0.001
Good 250 84 (36.8) 166 (77.2) [0.1- 0.26]
Poor 6@3.6) 144 (63.2) 49 (22.8)
Pregnancy & 1.04 0.879
Contrac qu* [0.65-1.64]
Good 6 92 (20.8) 48 (21.1) 44 (20.5)
P ’b 351 (79.2) 180 (78.9) 171 (79.5)

\3& STIs 1.14 0.505
Good 149 (33.6) 80 (35.1) 69 (32.1) [0.77-1.70]
Poor 294 (66.4) 148 (64.9) 146 (67.9)
Combined SRH 0.62 0.023
Good 134 (30.2) 58 (25.4) 76 (35.3) [0.41-0.94]
Poor 309 (69.8) 170 (74.6) 139 (64.7)
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4.2.3. Knowledge of Different Aspects of SRH among Respondents

4.2.3.1 Puberty

Specific questions on Puberty included respondents’ understanding of the term
“puberty” and the features associated with puberty in both males and females. Most
respondents (84.4%) displayed a correct understanding of what puberty is, with no
significant differences between the sexes. For the features associated
such as increased growth, breast development, onset of menstmati(}@males and

deepening of the voice in males, a similar proportion of jus

half of male and

uberty

female respondents were aware of these features as showngd ed.’].
Table 4.7: Knowledge of Puberty amon ndents
Question Total Females OR [95% CI] P
n (%) 70) n (%)
Q
What is Puberty: Cj\ D 0.5910.35—-1.00] 0.050
Correct Answer @84.4) 185 (81.1) 189 (87.9)
Wrong Answer/D ’@ 9(15.6) 43(18.9) 26(12.1)
Features Associ 0.98 [0.68 —1.43] 0.925
with Pube
GOOE@dge 238 (53.7) 122(53.5) 116 (54.0)
1
wledge 205 (46.3) 106 (46.5) 99 (46.0)

Po
o
\&: Don’t know
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4.2.3.2 Menstruation

A significantly higher proportion of female respondents had good knowledge on all
questions in the section on menstruation as shown in Table 4.8. The best knowledge
among respondents was demonstrated for the question, ‘what is menstruation?’, with
73.2% of males and 95.8% of females giving the correct answer. The item with the
lowest proportion of knowledgeable respondents was ‘materialQAde for
menstruation’, with only 10.5% of males and 30.2% of females kndwing.at least 3 of
the 6 materials listed (sanitary pad, tissue paper, cotton v@«doth, tampon and
menstrual cup). The best-known material for menstruatio%ll respondents was the
sanitary pad (76.3% and 89.8% respectively for d females), while the least

known was cloth for males (6.6%) and menstp&@up for females (11.6%).

Only about a third of females and le %one fifth of males could correctly identify

o

the source of the menstrual ﬂ(s\' out half of females thought the flow was from

the urinary bladder, while &g‘}tty of males could not say where the flow emanated
from. A signiﬁcanﬂ}'l@er proportion of males knew that growth does not stop at
menarche (whe}éenstruation commences) (OR = 0.32 [95% CI: 0.22 — 0.48];

p=0.00 a@t dysmenorrhea did not stop at coitarche (onset of sexual intercourse)

(OR@M [95% CI: 0.28 — 0.60]; p =0.000). These results are shown in Table 4.8.

Table 4.8: Knowledge of Menstruation among Respondents
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Question Total Males Females OR P
n (%) n (%) n (%) [95% CI]
What is Menstruation: 0.12 <0.001
Correct Answer 373 (84.2) 167(73.2) 206(95.8) [0.06-0.25]
Incorrect Answer/DK* 70 (15.8) 61 (26.8) 94.2)
Age of Menarche: 0.30 <0.001
10-15 years 246 (55.5) 95(41.7) 151(70.2) [O. Q%]
Others/ DK* 197 (44.5) 133 (58.3) 64 (29.8) 6
Duration of 0.26 <0.001
Menstruation: Q 0.18-0.39]
3-5 days 205 (46.3)  70(30.7) 13%.8)
Others/ DK* 238 (53.7) 158 (69@@0 (37.2)
Source of Menstrual Q 0.50 0.001
Flow b’b’ [0.32-0.77]
Womb/Vagina 114 (25.7) fb (19.3)  70(32.6)
Other/ DK 329 ( @ 184 (80.7) 145 (67.4)
Materials for é;\\' 0.27 <0.001
Menstruation: %*\ [0.16-0.45]
Know >3 . 89 (20.1) 24 (10.5) 65 (30.2)
Know < 3 Q\ 354 (79.9) 204 (89.5) 150(69.2)
Growth S.tg& 0.32 <0.001
Me“““Q’} [0.22-0.48]
No 6 254 (57.3) 101(44.3) 153(71.2)
* 189 (42.7) 127(55.7)  62(28.8)
\Kysmenorrhoea Stops at 0.41 <0.001
Coitarche: [0.28-0.60]
No 184 (41.5) 71 (31.1) 113(52.6)
Yes/DK* 259 (58.5) 157(68.9) 102 (47.4)

*DK = Don’t Know

4.2.3.3 Pregnancy and Contraception
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4.2.3.3.1 Pregnancy

With regards to pregnancy, significantly fewer males than females (49.1% versus
67.9%) knew that a girl or woman could get pregnant from the first sexual intercourse
(OR =0.46 [95% CI: 0.31 — 0.67]; p <0.001). On the very important question of the
time during the menstrual cycle when a girl/woman is most likely to get pregnant
following sexual intercourse, i.e., the fertile period, only 10.1% of ma Qd 4.4%
of females knew that it is the middle of the cycle, demonstratin @Qnorance of
this information that could enable adolescents and young a@t avoid unplanned
pregnancies. Majority of females (26.0%) thought p % more likely to result
just after the menstrual period, while majority 0 (39.3%) did not know when
pregnancy was most likely to occur follo&r&%ual intercourse. These results are

®%

detailed in Table 4.9a.

Table 4.9a: Pregnancy Knowledge among Respondents

87



Question All Males Females OR p
n (%) n (%) n (%) [95% CI]

Pregnancy can result 0.46 <0.001
Wi
Yes 258 (58.2) 112(49.1) 146(67.9)
No 185 (41.8 116 (51.9) 69 (32.1) \
Best time in menstrual QQ 0.164
cycle to get Pregnant: &Ll 1.18]
Middle of Cycle 54 (12.2) 23 (10.1) 311
Other: 389 (87.8) 205 (89.9) 18@6)

Anytime 49 (11.1) 19 (8.3) (14.0)

During menstruation 5] (1].5) 24 (]@)Q 27 (12.6)

Immediately after 87 (19.6) 6’@6) 56 (26.0)

menses

Just before menses

Don’t Know/NR

28 (6.3@%6 (2.6)  22(10.2)

17.4@ 125 (54.8) 49 (22.8)

N\
4.2.3.3.2 Contx@n

‘,)\
S

Condmt;\\'
The @— own methods of contraception were male condoms (82.6%) and female

@ ms (61.2%). There was no significant difference between male and female

respondents regarding the knowledge of male and female condoms (p = 0.096 and

0.383 respectively). Of those who knew about male and female condoms, only about

60% knew where they could be obtained.
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While the majority of male and female respondents knew that a condom should not

be used more than once (55.7% and 53.9% respectively; p = 0.712), a significantly

higher proportion of males thought that condoms reduced sexual pleasure (p = 0.017).

These results are shown in Table 4.9b.

Table 4.9b: Condom Knowledge among Respondents

Item

Male Condoms:
Yes
No/Don’t know

Know where to get
male condom:

Yes

No

Female Condoms:
Yes

No/Don’t know

All
n (%)

366 (82.6)
77 (17.4)

201(54.9)
165 (45. 1)

8.8)

ié]%ﬁ 135 (59.2)

Know where to g@

female male
condom:

- (D

m can be used

\/ re than once:

No
Yes/Don’t know

Condoms reduce
sexual pleasure:

Yes
No/Don’t know

121 (44.6)
150 (55.4)

243 (54.9)
200 (45.1)

135 (30.5)
308 (69.5)

Males
n (%)

195 (85.5)
33 (14.5)

I 15@)
0)

93 (40.8)

68 (50.4)
67 (49.6)

127 (55.7)
101 (44.3)

81 (35.5)
147 (64.5)

89

Females

n (%)

171

@zo. )

86 (50.3)
85 (49.7)

136 (63.2)
79 (36.8)

53 (39.0)
83 (61.0)

116 (53.9)
99 (46.1)

54 (25.1)
161 (74.9)

OR [ $]
S

52[0.93 —2.50]

1.42 [0.94-2.15]

0.84 [0.58 — 1.24]

1.59 [0.98-2.57]

1.07 [0.74 — 1.56]

1.64 [1.09 — 2.48]

p

0.096

0.096

0.383

0.059

0.712

0.017



Other Contraceptive Methods

The best-known contraceptive methods after condoms were withdrawal (coitus
interruptus) (55.1%) and emergency contraception (53.3%). Oral contraceptive pill
(OCP) was known by about a quarter of male and slightly less than a third of female
respondents, and less than one-fifth of all respondents knew about male (15,1%) and
female sterilization (18.3%). Significantly more males were a&Qo male

sterilization. These are shown on Table 4.9c¢. <
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Table 4.9¢: Knowledge of Other Contraceptive Methods

Question All Males Females OR [95% CI] P

n (%) n (%) n (%)
Withdrawal: 1.26 [0.87-1.84]  0.220
Yes 244 (55.1) 132(57.9) 112(52.1)
No 199 (44.9) 96 (42.1) 103 (47.9)
Emergency Pills: 0.61 @89] 0.010
Yes 236 (53.3) 108 (47.4) 128(59.5) Q/d
No 207 (46.7) 120(52.6) 87 (40.5 /\
Periodic Abstinence: 6 1.09 [0.75-1.58] 0.647
Yes 211 (47.6) 111 (48.7) ﬁ)
No 232(52.4) 117(51.3) 53.5)
OCP: Q 0.73[0.48-1.12] 0.148
Yes 120 (27.1) 5 : 65 (30.2)
No 323 (72.9@75.9) 150 (69.8)
Female Sterilization: % 1.47[0.90-2.40] 0.121
Yes 8£§§.3) 48 (21.1) 33 (15.3)
No . (81.7) 180(78.9) 182 (84.7)
Male Sterilizat'%rQ\ 2.16[1.25-3.73] 0.005
Yes 67 (15.1) 45(19.7)  22(10.2)
No ('@ 376 (84.9) 183 (80.3) 193 (89.8)

* O%Mal Contraceptive Pills

\/QJ’Z}
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Long-acting Reversible Contraception (LARC)

Assessment of the knowledge of long-acting reversible contraceptive methods, which

are recommended for young people for its safety, convenience, and adherence

advantages, showed that less than one-fifth of respondents knew about intra-uterine

devices (IUDs) (18.5%) and implants (17.2%), and only about one-third (33.6%)

knew about injectable contraception. Male respondents had lower %ge of
QOR 0.65

LARC and this difference was significance for knowledge of i 1nJec

[95% CI: 0.45 — 0.96]; p = 0.032). This is shown in Table 4. 9@

N

Table 4.9d: Knowledge of LARC among Respo@ts

LARC Method All Maleb .| Females OR [95% CI] P

n (%) \@ n (%)
Intra-uterine Device: %
Yes 82 % 40 (17.5) 42 (19.5)

No i @@1 5) 188(82.5) 173 (80.5)
i N\

Injectables: Q
Q 149 (33.6) 66(28.9) 83(38.6)

Q:\\% 294 (66.4) 162 (71.1) 132 (61.4)

Impl%

3@’6 76 (17.2)  32(14.0)  44(20.5)
367 (82.8) 196 (86.0) 171 (79.5)

0.88[0.54-1.42] 0.590

0.65[0.45-0.96] 0.032

0.63 [0.39-1.05] 0.073
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Knowledge of Unscientific Methods of Contraception

Awareness of unscientific methods of contraception like washing the vagina, drinking
an alcoholic beverage or lime juice, and drinking salt water immediately after sex was
generally low (14.4%) among respondents. The most known of these methods was
the immediate washing of the vagina after sex, followed by the drinking of an
alcoholic beverages like “Stout” and Alomo Bitters®, or lime j 'Qw h no
significant differences between males and females. Howe@/Qales were

significantly less likely to think that drinking salt water imly after sex could

prevent pregnancy (8.8% versus 14.9%; p = 0.044), These findings are shown in

QQ

Table 4.9¢: Knowledge of Unscientific l\’%@%f Contraception

Table 4.9¢.

Item All {@’Q_ Females OR [95% CI] P
n (%) ‘\§ n (%) n (%)

Vaginal Wash Cj\‘ 0.8110.47-1.37] 0.427
Yes . @14.4) 30(13.2) 34 (15.8)

Don’t know Q\379 (85.6) 198 (86.8) 181 (84.2)

Drinking Alcoho &e 0.64 [0.37-1.11] 0.111
Yes Q/ 59(133) 25(11.0) 35(15.8)

Don’t k@ 384 (86.7) 203 (89.0) 180 (84.2)

Dri% Salt Water 0.55[0.30-0.99] 0.044
Ye 52(11.7) 20 (8.8) 32 (14.9)

Don’t know 390 (88.0) 208 (91.2) 182 (84.7)
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Best Contraceptive Method for Young People
Both male and female respondents identified condoms as the best contraceptive
method for young people (65.2% and 71.4% respectively), with implants being the
least identified method (0.5% and 0.6% respectively). Figure 4.3 shows the
respondents’ choices of the best contraceptive methods for young people.
>\
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O

Proportion of respondents identifying different contraceptive
methods as best for young people
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[ | . = B — i I .
N
bo ((\‘0 O(? Q}\QQI r ,ﬁ@ r $’b \00 Q\\\(j \fbo\?’
\ ");\\’(\ .\e(’ \0& (\(7\ \{(\Q
) N N <
&QV N\ @e«"o
~0 &
Qe‘*
B Males M Females
\J

Figure 4.4: Best.q&lceptive methods for Young People
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4.2.4. HIV and Other Sexually Transmitted Infections

4.2.4.1: HIV

Concerning knowledge of HIV, despite living with the infection, more than half of all

respondents were not aware that there is currently no cure for HIV (51.3% and 52.6%

for males and females respectively). In the same vein, more than a third of

respondents believed that people with HIV always looked ill and em

d 6.7%

versus 59.1%). However, most respondents knew that there is a su@l st to detect

HIV, with significantly more males (86.4%) than females (7@ ing aware of this

(OR = 1.68 [95% CI: 1.02 —2.78]; p = 0.041).

O

Table 4.10: Knowledge of HIV among Respond@

S

\/Y es

Question All Females OR p
n (%)\\f\ %) n (%) [95% CI]
There is a cure for HIV 1.05 0.794
No @ 1) 111(48.7) 102 47.4) [0.72-1.52]
Yes/Don’t know (?40 (51.9) 117(51.3) 113 (52.6)
People with HIV & 1.39 0.097
look emaciat [0.94-2.04]
No . ,& 279 (63.0) 152 (66.7) 127(59.1)
Yes/DQ?know 164 (37.0) 76(33.3) 88(40.9)
% is a simple test to 1.68 0.041
@ ct HIV in someone [1.02-2.78]
367 (82.8) 197 (86.4) 170(79.0)
No/Don’t know 76 (17.2)  31(13.6) 45(21.0)
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4.2.4.2. Other Sexually Transmitted Infections

A similar proportion of male and female respondents knew about other STIs apart
from HIV, with the majority of respondents knowing about gonorrhea (66.2% of
males and 67.9% of females) and syphilis (48.7% of males and 50.7% of females),
while the least known STI was trichomoniasis (12.3% and 10.2% for males and
females, respectively). The knowledge of the major symptoms of STI Q&s and
females such as genital discharge, painful urination, and warts, blist@Qores on the
genitals (19.9%); where treatment could be obtained for STIs@%), and preventive
strategies for STIs such as abstinence, faithfulness cﬁithful partner, use of

condoms, and use of a preventive medicine (19: % as generally poor among all
Table 4.11: Knowledge of STI an@pondents

respondents (Table 4.11).

/.

Question All ’\'i\/ﬁles Females | OR [95% CI] P
n (4 N4 (%) n (%)

-

Symptoms of STIs , A 0.78 [0.49-1.25] 0.307

Good Knowled Q\SS (19.9) 41 (18.0) 47 (21.8)

Poor Knowl gé 355(80.1) 187 (82.0) 168 (78.2)

Wher (2&'1

Tre !
nowledge 80 (18.1) 44 (19.3) 36 (16.7)

oor Knowledge 363 (81.9) 184 (80.7) 179 (83.3)

Good Knowledge 86 (19.4) 44(19.3) 42 (19.5)
Poor Knowledge 357 (80.6) 184 (80.7) 173 (80.5)

1.19[0.73-1.93] 0.485

Prevention of STI: 0.98 [0.62-1.58] 0.950
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4.2.5. Sources of SRH Information for Respondents

The respondents obtained their SRH information from several sources. The
commonest source for males was teachers (39.9%), followed by the internet/social
media (26.3%), and healthcare workers (21.5%). For female respondents, the
commonest source of SRH knowledge was also teachers (45.6%), followed by the
mother (36.7%), and healthcare workers (29.8%). The least commoQQukes of

information for respondents were fathers (6.6% and 7.0% for tr@ d females

respectively) and siblings (4.8% and 7.0% for males anéegsales respectively)

[Figure 4.5]. 0%
Q

O

% Male and Female Respondents' Source of SRH Information

Teacher Mother Internet/SM Friends TV/Radio Father Sibling

B Male @ Female

Figure 4.5. Sources of SRH Information for Respondents
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4.2.6. Factors Associated with Knowledge of SRH by Respondents
4.2.6.1. Knowledge of SRH by Age Groups

Respondents were divided into two age groups (adolescents [14-19 years] and young
adults [20-24 years]) to assess the effect of age on knowledge of SRH. A similar
proportion of adolescents (65.3%) and young adults (68.5%) had good knowledge
scores (> 0.60) for puberty. However, with regards to the other aspe A{SRH,
significantly lower proportions of adolescents had good knowled (@mstruation
(52.0% vs 65.1%; p = 0.009), pregnancy and contraception (I5%% vs 30.9%; p <0
001), and HIV and other STIs (27.6% versus 45.6%; p , as well as overall

SRH (22.8% vs 45.0%; p <0 001). These ﬁndinng@vn in Table 4.12.
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Table 4.12: Knowledge of SRH by Age Group of Respondents

Pregnancy and

Q

Contraception:

Good 46 (30.9) 46 (138,
Poor 103 (69.1) 2‘@4)
HIV & other STIs: \ ’b

Good 68 (45! 81 (27.6)
Poor 81 @ 213 (72.4)
Overall SRH %

Knowledge: QQ\

Good 67 (45.0) 67 (22.8)
Poor (@ 82 (55.0) 227 (77.2)

Aspect SRH Age Groups [n (%)] OR [95% CI] | p value

20-24 years 14-19 years

(n=149) (n=294)
Puberty: 1.15[0.76-1.76] 0.507
Good 102 (68.5) 192 (65.3) \
Poor 47 (31.5) 102 (34.7) Q
Menstruation: 1.72 [1.1442.5 0.009
Good 97 (65.1) 153 (52.0) &
Poor 52 (34.9) 141 (48.0) %Q

A11.51-3.85] <0.001

2.21 [1.46-3.33] | <0.001

2.771[1.81-422]  <0.001

6#
\%%
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It is worth noting that with regards to age, there was a linear increase in proportion of
participants with good knowledge of all aspects of SRH combined as age increased,
from 10.0% in the youngest respondents (14-year-olds) to 70.8% in the oldest

respondents (24-year-olds). This is depicted in Figure 4.6.

70
60
50
40
30
20
10

% Good Knowledge

14 15 16 17 18 19 20 21 22 23 24

Respondents' Age (years)

Figure 4.6: Knowledge of SR b\Age of Respondents
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4.2.6.2. Knowledge of SRH by Parental Status

The assessment of the effect of parental status (orphan status) on knowledge of sexual

and reproductive health among study respondents showed that those with both

parents alive were more knowledgeable about puberty than those who had lost one or

both parents. On the other hand, orphaned respondents were more knowledgeable

about menstruation, pregnancy and contraception, and HIV and other Q%These

differences were, however, not statistically significant as shown in @913.

Table 4.13: Respondent Knowledge of SRH by Parental S(ﬁ%\
\

“OR [95% CI]

SRH Aspect Parental Status [n (%)] N p
Deceased/Separated | Living T‘Ze;er
(n=157) (n=}{
Puberty: §®‘ 0.83 [0.55-1.25] 0.378
Good 100 (63.7) fb 4 (67.8)
Poor 57 (36.3) @ 92 (32.2)
Menstruation: ° 5\' 1.35[0.91-2.00] 0.138
Good 96 @Q 154 (53.8)
Poor 6 9) 132 (46.2)
Pregnancy anQQ 145[0.91-2.32  0.117
Contraception:
Good (:\\, 39 (24.8) 53 (18.5)
Poo 118 (75.2) 233 (81.5)
QSTIS: 1.31[0.87-1.97] 0.193
ﬁ 59 (37.6) 90 (31.5)
Poor 98 (62.4) 196 (68.5)
Overall SRH: 1.48[0.97-2.24]  0.066
Good 56 (35.7) 78 (27.3)
Poor 101 (64.3) 208 (72.7)
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4.2.6.3. Knowledge of SRH by School Status

Assessing sexual and reproductive health knowledge by school status, i.e. whether the

respondents were in school or out-of-school, showed that in-school respondents were

significantly more knowledgeable about puberty (OR = 1.58 [1.06 — 2.35]; p = 0.026)

and menstruation (OR = 1.51 [95% CI:1.02 — 2.21]; p = 0.037) than those out of

school. However, there was no significant difference in knowledge of pr@y and

contraception, HIV and other STIs, and combined SRH was si

school and out-of-school respondents (Table 4.14).

S

@tween in-

Table 4.14: Knowledge of SRH by School Status of Respendents
SRH Aspect School Status [n (% OR [95% CI] p value
In-school Out-o@chﬁol
(n=270) g&ﬁ
Puberty: \Q’b 1.58 [1.06 —2.35] 0.026
Good 190 (70.4) \ 104 (60.1)
Poor 80 (29 & 69 (39.9)
Menstruation: \ 1.511.02-2.21] 0.037
Good -{&60.4) 87 (50.3)
Poor :Ql 07 (39.6) 86 (49.7)
Pregnancy an 0.9410.59-1.50] 0.796
Contraception:
Good < \, 55(20.4) 37 (21.4)
P 215 (79.6) 136 (78.6)
& STIs 1.10[0.73 - 1.65] 0.652
wGood 93 (34.4) 56 (32.4)
Poor 177 (65.6) 117 (67.6)
Overall SRH 1.06 [0.70-1.61] 0.778
Good 83 (30.7) 51 (29.5)
Poor 187 (69.3) 122 (70.5)
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4.2.6.4. Knowledge of SRH and Comprehensive Sexuality Education (CSE)
Assessing the effect of CSE on knowledge of SRH showed that respondents who had

received CSE were significantly more knowledgeable in all aspects of SRH than
those who had not received/could not remember receiving/gave no response
regarding attendance at CSE classes. These differences were significant for puberty
(OR = 1.83 [95% CI: 1.18 — 2.85]; p = 0.007), menstruation (OR = Qﬁ&% CL
2.52 — 6.32]; p <0.001), HIV and other STIs (OR = 2.34 [95% CQ/ —-390]; p
<0.001), and overall SRH knowledge (OR = 2.21 [95% CI: 6&3.74]; p = 0.002).
The knowledge of pregnancy and contraception v«%milaﬂy poor among

respondents that had and had not received CSE, a@gin Table 4.15.
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Table 4.15: CSE and SRH Knowledge of Respondents

SRH Aspect CSE Status [n (%)] OR [95% CI] p

Had CSE | No CSE

(m=332) | (n=111)

Puberty: 1.83[1.18-2.85]  0.007
Good 232(69.9) 62 (55.9)

Poor 100 (30.1) 49 (44.1) \
Menstruation: 3.99 [Z@Z] <0.001
Good 215(64.8) 35(31.5) Q/

Poor 117 (35.2) 76 (68.5) ’\

Pregnancy and Contraception: % 8[0.84-2.61] 0.172
Good 74 (22.3) 18 (@)

Poor 258 (77.7) @3.8)

HIV & STIs: 2.34[1.41-3.90] <0.001

Good 126 (3@’6923 (20.4)

Poor @0) 88 (79.6)
Overall SRH 221[1.31-3.74]  0.002
Good &)\’éﬁB (34.0) 21(18.9)
Poor \Q;\ 219 (65.0) 90 (81.1)

S o

S
¢
D
N
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4.2.6.5 Knowledge of SRH by Socioeconomic Status of Respondents

Type of residence was used as a surrogate for socioeconomic status of respondents!-2,
Respondents who lived in a 2-bedroom flat or bigger accommodation were regarded
as having a higher socioeconomic status, while those who lived in accommodation

smaller than a 2-bedroom flat were regarded as having a lower socioeconomic status.

The SRH knowledge of respondents was assessed with regard type of
residential accommodation they lived in. The residential acco& dagion type was
dichotomized to get low SES and moderate/high SES. (@)r two rooms in a
tenement building with shared conveniences an ﬁdroom self-contained
apartments (< 2-bedroom apartment) were regar@s a surrogate for low SES and
compared with a 2-bedroom or bigger ent/housing (moderate/high SES).
Respondents in the 2-bedroom or bi&@%commodaﬁon were more knowledgeable
in all aspects of SRH than ;c}se'\'%terparts in smaller residential spaces. These
differences were statistically stgriificant for menstruation (OR = 1.47 [95% CI: 1.00 —

2.16]; p = 0.049), H &ther STIs (OR = 1.56 [95% CI: 1.03 — 2.34]; p = 0.033),

and combined @nowledge (OR =1.75195% CI: 1.15 - 2.68]; p = 0.009). This is

shown i ’&9 .16 below.
S

O
&
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Table 4.16: Knowledge of SRH by Socioeconomic Status

SRH Aspect Socioeconomic Status OR [95% CI] p

Higher Lower

(n=247) (n=185)
Puberty: 1.20[0.80-1.80]  0.371
Good 169 (68.4) 119 (64.3)
Poor 78 (31.6) 66 (35.7) \
Menstruation: 1.47 [1@6] 0.049
Good 149 (60.3) 94 (50.8) Q/
Poor 98 (39.7) 91 (49.2) ’\
Pregnancy and 2 [0.70-1.79] 0.639
Contraception:
Good 54 (21.9) 37 @
Poor 193 (78.1) 1 0.0)
HIV & STiIs: b’b 1.56 [1.03 —-2.34] 0.033
Good 95 (38.5{& 53 (28.6)
Poor 152 (6 }\ 132 (71.4)
Overall SRH . 5\' 1.75[1.15-2.68] 0.009
Good \@6.0) 45 (24.3)
Poor * =\ 158 (64.0) 140 (75.7)

N
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4.2.6.6 Knowledge of SRH by SRH Communication with Parents/Caregivers

About one third of respondents (139, 31.4%) had SRH-related conversations with
their parents and caregivers, two thirds (293; 66.1%) never had such discussions, and
a small minority (11, 2.5%) supplied no response. The knowledge of SRH and its
different aspects was compared between respondents who communicated on SRH and
those who never had such communications with their parents/caregiQAResults
showed that those who communicated with their parents were m@/@ly to have
good knowledge of SRH and all its aspects than those who &communicated on
SRH. These differences were significant for knowledge %nstruation (OR =231
[95% CI:1.50 — 3.55]; p <0.001), and HIV and ot (OR=1.85[95% CI:1.22 —
2.81]; p=0.004) as well as for combined SR%QQWIedge (OR =2.47[95% CI:1.61

—3.79]; p <0.001), as shown in Table 4.%
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Table 4.17: Knowledge of SRH by SRH Communication

SRH Aspect SRH Communication [n (%)] OR [95% CI] p
I

Yes n=139)  No (n=293) value
Puberty: 1.30 [0.84-2.00] 0.244
Good 98 (70.5) 190 (64.8)
Poor 41 (29.5) 103 (35.2)
Menstruation: 2.31 [1.50-3.55,\0.001
Good 98 (70.5) 149 (50.9) Q
Poor 41 (29.5) 144 (49.1)

| @).71-1.89] 0.546
Contraception: Q
Good 32 (23.0) 60 (20.5) %

Pregnancy and

Poor 107 (77.0) 233 (7

HIV & STIs: 1.85[1.22-2.81] 0.004
Good 61 (43.9) @.7)

Poor 78 (56.1) 6 (70.3)

Overall SRH @ 247 [1.61 - <0.001
3.79
Good 62.@ 72 (24.6) ]
@ 4)

Poor % 221(75.4)
4.2.6.7 Knowl &f SRH by HIV Disclosure Status of Respondents
One ht@f}ﬁ

soméone else. Assessment of knowledge of SRH with regards to HIV disclosure

d eight respondents (27.2%) had disclosed their HIV status to
\/giwed that a significantly higher proportion of respondents who had disclosed their

status had good knowledge of all aspects of, and overall SRH knowledge. This is

shown in Table 4.18 below.
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Table 4.18: Knowledge of SRH by HIV Disclosure Status

SRH Aspect HIV Disclosure Status OR [95% CI] p value
Disclosed Not Disclosed
(n=108) (n=289)
Puberty: 2.11[1.25-3.54] 0.004
Good 85 (78.7) 184 (63.7)
Poor 23(21.3) 105 (36.3) \
Menstruation: 2.44[1.51-3.95] @01
Good 78 (72.2) 149 (51.6) Q/
Poor 30 (27.8) 140 (48.4) ’\
Pregnancy and 1.83 [L. ] 0.020
Contraception:
Good 31(28.7) 52 (18.0) QO
Poor 77(71.3) 237 (82.0) Q
HIV & STIs: b’b 2.98 [1.89-4.71]  <0.001
Good 50 (46.3) 8 g@
Poor 58 (53.7) 0 .0)
Overall SRH -5\\' 3.70 [2.32-5.89]  <0.001
Good 58 (53.{{') 69 (23.9)
Poor 220 (76.1)

R
'béj
\¥

S
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4.2.6.8 Alcohol Consumption and Knowledge of SRH

About one quarter (25.2%) of participants admitted to taking alcohol; a slight
majority were males (53.5%) and young adults (50.5%). Assessing SRH knowledge
with alcohol intake showed that a significantly higher proportion of respondents who
took alcohol demonstrated good knowledge of all aspects of, and overall knowledge

of SRH as shown in Table 4.19. Q\

Table 4.19: Alcohol Consumption and Knowledge of SRH «(J

SRH Aspect Alcohol Use OR [95% Cly ° | p value
Yes No

(101) (300) ) O

Puberty: “N83 [1.09-3.06]  0.020

Good 77(762) 191 (63. fb‘,Q

Poor 24 (23.8) 10
Menstruation: \ 1.67 [1.04-2.69] 0.034
Good 69 (68.3) (56.3)

Poor 32 (31.7 CO\BI (43.7)
Pregnancy and . A 2.21[1.33-3.68] 0.002

Contraception: Q

Good (32.7) 54 (18.0)
Poor _* \ 68 (67.3) 246 (82.0)
HIV&@ 2.16[1.36-3.43  0.001
G% 49 (48.5) 91 (30.3)
r 52 (51.5) 209 (69.7)

N@verall SRH 3.06[1.91-4.89]  <0.001
Good 51 (50.5) 75 (25.0)
Poor 50 (49.5) 225 (75.0)
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4.2.6.9 Knowledge of SRH and Sexual Experience of Respondents

Knowledge of SRH was also assessed among respondents with regards to whether

they were sexually experienced or not. The results showed that respondents who had

ever had sexual intercourse were significantly more knowledgeable in overall SRH

(OR = 238 [95% CI: 1.56 - 3.64]; p <0.001), as well as in the domains of

menstruation (OR = 1.65[95% CI: 1.09 — 2.49]; p = 0.016), pr@@r and

contraception (OR = 2.05 [95% CI: 1.28 — 3.28]; p = 0.002), and H,

‘Sgother STIs

(OR =1.69 [95% CI: 1.11 — 2.55]; p = 0.013). There was no '&icant difference in

the knowledge of puberty between the two groups of resp%;ts (Table 4.20).

Table 4.20. Knowledge of SRH by Sexual Expe@e of Respondents

SRH Aspect Sexually Experienced OR[95%CI] |p
Yes
(n=144) NC\'¥(n =299)
Puberty: NY 0.93 [0.61- 1.42] 0.737
Good 94 (@% 200 (66.9)
Poor 5@4.7) 99 (33.1)
Menstruation: '$ 1.65[1.09-2.49] 0.016
Good QQ 93 (64.6) 157 (52.5)
Poor . %d 51 (35.4) 142 (47.5)
Preg al% 2.05[1.28-3.28] 0.002
Cont ption:
S 42 (29.2) 50 (16.7)
N Poor 102 (70.8) 249 (833
HIV & STIs: 1.69[1.11-2.55] 0.013
Good 60 (41.7) 89 (29.8)
Poor 84 (58.3) 210 (70.2)
Overall SRH 2.38[1.56-3.64] <0.001
Good 62 (43.1) 72 (24.1)
Poor 82 (56.9) 227 (75.9)
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4.2.7 Multivariate Regression of Factors associated with SRH Knowledge

To find the independent variables that were most significantly associated with the
knowledge of SRH among respondents, a multivariate logistic regression was done
among the variables that yielded a p value of <0.1 in linear regression. The
independent variables were sex, age group, parental status, type of residential
accommodation, discussion of SRH with parents/caregivers, CSE clasQ%&dance,
and sexual experience. All the variables showed a statistically sigdifi difference
in linear regression (p <0.05), except for parental status witl‘G&QO%. However, in
multivariate regression analysis, which corrected for%aunders, there was a
statistically significant difference in the two grou h of the variables assessed.
Table 4.21 shows the crude and adjusted o@atios and the p values for all the

variables.
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Table 4.21: Factors associated with SRH Knowledge among Respondents

Characteristic SRH Knowledge COR AOR p
Good Poor [95% CI]

Sex: 1.60 1.06 0.001
Female 76 (35.3) 139 (64.7) [1.07-2.41] [1.02-1.09]
Male 58 (25.4) 170 (74.6)
Age Group: 2.77 1.07 0.001
20-24 67 (46.5) 82(53.5) [1.81-4.22] [1.036%
14-19 67 (22.8)  227(77.2) g
Par. Status*: 0.68 Q 0.018
Living Together 78 (27.3) 208 (72.7) [0.45-1.0 0[0.93-0.99]
Dec’d/Sep.? 56 (35.7) 101 (64.3)
SES 1.70 1.04 0.015
Higher 89 (36.0) 158 (64.0) [N 5-2.68] [1.01-1.08]
Lower 45(243) 140 (75.7 ’69
CSE/FLHE: 2.21 2.14 0.012
Yes 113 (34.0) 2 ’Q [1.31-3.74] [1.18-3.87]
No 21(18.9) 0 (81.1)
HIV Disclosure: ’\\, 3.70 2.61 <0.001
Yes 58 (5@?’ 50 (46.3) [2.32-5.89] [1.57-4.36]
No 6‘9@.9) 220 (76.1)
SRH Discussion Q 0.40 0.93 <0.001
No ° \% 72(44.6) 221 (55.4) [0.26-0.62] [0.90-0.96]
Yes  (CN\Y? 62046 77754
Alco se: 3.06 2.26 0.002
@’b 51 (50.5) 50 (49.5) [1.91-4.89] [1.36-3.77]

\Nt) 75(25.0)  225(75.0)
Sexually 2.38 1.33 0.291
Experienced: [1.56- 3.64] [0.79-2.23]
Yes 62 (43.1) 82 (56.9)
No 72 (24.1) 227 (75.9)

*Par. Status = Parental Status

# Dec 'd/Separated = Deceased/Separated
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4.3 Attitude of Respondents to Sexuality and Gender Issues

The attitude of study respondents to sexual and reproductive health was assessed with
a 3-point Likert scale (‘agree’, ‘don’t know/not sure’, and ‘disagree’) in four areas,
namely: sex before marriage (5 items), gender issues (4 items), condom use (3 items),
and high-risk behavior (2 items). This yielded a total of 14 questions. A positive
response got a score of +2, a ‘don’t know/not sure’ response got a score , while a
negative response got a score of -2. The mean percentage score }Q}Qondent for
each attitude area was calculated by dividing the sum of S@&by the number of

items and then multiplying by 100.The maximum score%espondent was 28 and

the overall score of a respondent was divided by &wultiplied by 100 to get the

percentage attitude score. ' Q

The mean scores for the differe of attitude assessed were as follows:
premarital sex, 23.0%; gendez i’s\',X&S%; condom use, 20.0%; high-risk behavior,
32.2%, and overall SRH a&{{&, 25.4%. Any score below the mean was taken for
negative attitude, wh'ﬂ-&core at or above the mean was taken for a positive attitude.
Thus, 196 respondeénts (50.3%) had a positive attitude to SRH, while 194 (49.7%)
had a 'g’éme attitude. The effect of sex (male and female) and age group
(ado%ents [14-24 years] and young adults [20-24 years]) of respondents on attitude

\;%rhbe various areas of SRH were assessed and results presented below.
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4.3.1 SRH Attitude of Respondents by Sex

4.3.1.1 Attitude Scores of Respondents by Sex

Males respondents had significantly lower mean scores in the areas of premarital sex
(test stat = -3.5985; p <0.001) , gender issues (t-stat = -1.9805; p = 0.048) , high-risk
behavior (t-stat = -3.2541; p = 0.001), and overall attitude (t-stat GQ%Z; p =

0.006). They however had a significantly higher score in the K&Mndom use (t-

stat = 3.8852; p <0.001). This is shown in Table 4.22a. @

Table 4.22a: Attitude Scores of Respondents@Sg

Aspect of SRH % Att{i&é@cores (Mean (£SD))  t-test p
To Male Female
e\
Premarital Sex ’\&3\ 13.0 32.0 -3.5985  <0.001

C.J
Gender Issues Aé

Condom USQQ\ 20.0 31.7 8.3 3.8852 <0.001
High-rjs‘@aviour 32.5 25.0 42.5 -3.2541  0.001

Cg) d SRH Attitude  25.4 22.1 28.9 -2.7432  0.006

28.8 25.0 33.8 -1.9805  0.048
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4.3.1.2 Proportion of Respondents with Positive and Negative Attitude by Sex

The proportions of male and female respondents with positive and negative attitudes
to the different attitude areas assessed as well as overall SRH attitude are detailed in
Table 4.22b. Male respondents had significantly lower odds of having a positive
attitude to premarital sex (OR = 0.42 [95% CI: 0.28-0.63]; p <0.001), and high-risk
behavior (OR = 0.61 [95% CI: 0.41-0.93]; p = 0.020), and significant %&e odds
of a positive attitude to condom use (OR = 1.96 [95% CI:1.31-2,95 = 0.001).

Males also had lower odds of a positive attitude with rega@o ender issues and

overall attitude but these were not statistically signiﬁc?t.

Table 4.22b: SRH Attitude of Respondents by S

Maleb’bQ Female

Variable All OR [95% CI] p
n (%) ) n (%)
Premarital Sex: \ 0.4210.28-0.63] <0.001
Positive 185 (47. 72 (36.9) 113 (58.2)
Negative 204@ 123 (63.1) 81 (41.8)
Gender Issues: Q 0.74 [0.50-1.12] 0.156
Positive Q\% (48.2) 87 (44.6) 100 (51.8)
Negative Q 201 (51.8) 108 (55.4) 93 (48.2)
Condom 1.96 [1.31-2.95] 0.001
Positi\&/ 210 (54.7) 122 (62.9) 88 (46.3)
e 174 (45.3) 72 (37.1) 102 (53.7)
-risk 0.61[0.41-0.93] 0.020
\/ haviour

Positive 207 (54.6) 93 (48.7) 114 (60.6)
Negative 172 (45.4) 98 (51.3) 74 (39.4)
Overall Attitude: 0.69 [0.46-1.03] 0.068
Positive 196 (50.3) 89 (45.6) 107 (54.9)
Negative 194 (49.7) 106 (54.4) 88 (45.1)
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4.3.2. SRH Attitude of Respondents by Age Group
4.3.2.1 Attitude Scores of Respondents by Age Group
Young adult respondents had a significantly lower score for premarital sex (t stat = -
5.3566; p <0.001), but significantly higher scores for gender issues (t-stat = 2.0932; p
=0.037) and condom use (t-stat = 5.7604; p = 0.000). Although they had lower scores
™

than adolescents with regards to high-risk behavior and overall att1tuileQ were

&

Table 4.22¢: SRH Attitude Scores by Age Group %

not statistically significant as shown in Table 4.22c.

Aspect of SRH % Attitude Scor Q n (£SD))  t-test p
Total b@ult Adolescent

Premarital Sex 23.0 ’0 32.0 -5.3566  <0.001

Gender Issues % 36.3 26.3 2.0932 0.037

Condom Use 43.3 8.3 5.7604 <0.001

High-risk Behavio.r$ 32.5 27.5 35.0 -1.3051  0.193

Combined S Qtitude 254 246 25.7 -0.4117  0.680

\}g’.Z.Z Respondents with Positive and Negative Attitude by Age Group
In consonance with the attitude scores by age group, young adults had lower odds of
a positive attitude concerning premarital sex (OR =0.34 [95% CI: 0.22-0.53]), but

higher odds of positive attitude with regards to gender issues and condom use (OR =

1.71 [95% CI: 1.12-2.62] and OR = 3.10 [95% CI =1.95-4.91], respectively).
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Although they also had lower odds of positive attitude about high-risk behavior and

overall attitude, these were not statistically significant as shown in Table 4.22d.

Table 4.22d: SRH Attitude of Respondents by Age Group

Variable

Premarital Sex:
Positive

Negative
Gender Issues:

Positive

Negative
Condom Use:

Positive

Negative
High-risk
Behaviour:

Positive

Negative

Q}u (45.4)
Overall Attitu}b

Po% "\\,
&

All Young adult Adolescent
n (%) n (%) n (%)

185 (46.8) 39 (30.5) 146 (55.5)
206 (53.2) 89 (69.5)

187 (48.1) 73 (57.0) &.3)
202 (51.9) 55 (43.0) Q (56.7)
210 (54.7) 92 (7@ 118 (45.9)
174 (45.3) %.6) 139 (54.1)
N

@.6) 64 (50.8) 143 (56.5)

62 (49.2) 110 (43.5)
197 (50.5) 60 (47.2) 137 (52.1)
193 (49.5) 67 (52.8) 126 (47.9)
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OR [95% CI]

00.53]

1.71 [1.12-2.62]
3.10[1.95-4.91]

0.79 [0.52-1.22]

0.82 [0.54-1.26]

p

<0.001

0.013

<0.001

0.291

0.370



4.3.3. Factors Associated with Attitude of Respondents to SRH

A logistic regression of SRH attitude and baseline characteristics, SRH knowledge,
and sexual experience was undertaken to determine significant associations with SRH
attitude among respondents. This showed that having had CSE (OR= 2.63 [95% CI:
1.41-4.93]), SRH communication with caregivers (OR = 2.78 [95% CI: 1.77-4.35]),
and good SRH knowledge (OR= 1.59 [95% CI: 1.03-2.44]), were QQuﬂcantly
positively associated with positive SRH attitude. On the other hard, g sexually
experienced was significantly negatively associated with posi ’%&H attitude (OR =

0.50 [95% CI:0.33-0.76]). Having disclosed HIV statu%ded higher odds of a

positive attitude to SRH but this was not statis@gniﬁcant. These results are

shown in Table 4.22e.
)
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Table 4.22e: Factors Associated with Attitude of Respondents to SRH

\/%o

Characteristic SRH Attitude OR [95% CI] p
Positive [196] Negative [194]
Sex: 0.69 [0.46-1.02] 0.068
Male 89 (45.6) 106 (54.4)
Female 107 (54.9) 88 (45.1)
Age Group: 0.82[0.54-1.26] 0.370
2024 60 (56.4) 67 (43.6) \
14-19 137 (52.1) 126 (47.9) Q
CSE/FLHE: 2.63 [144£4.93] 0.002
Yes 165 (53.2) 145 (46.8) ,\
No 16 (30.2) 37 (69.8) Q
Parental Status: % 1.09 [0.73-3.11] 0.687
Living together 102 (51.3) 97 (41@
Deceased/Separated 94 (49.2) 97 8)
SES: Q 1.18 [0.78-1.77] 0.433
Higher 111 (58.7) 6@4 (54.7)
Lower 78 (5@ 86 (45.3)
HIV Status Disclosure: 1.4310.90-2.28] 0.130
Yes -@2) 43 (43.8)
No h (47.2) 140 (52.8)
SRH Communicat & 2.78 [1.77-4.35] <0.001
with Caregivers: Q
Yes s
81 (66.9) 40 (33.1)
N .
© @ 112 (43.1) 148 (56.9)
Alcé‘b’se: 0.81[0.51-1.29] 0.371
Y% 44 (46.3) 51(53.7)
142 (51.6) 133 (48.4)
SRH Knowledge: 1.59[1.03-2.44] 0.035
Good 72 (58.1) 52 (41.9)
Poor 124 (46.6) 142 (53.4)
Sexually Experienced: 0.50[0.33-0.76] 0.001
Yes 54 (27.6) 84 (43.3)
No 142 (72.3) 110 (56.7)
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4.4 Sexual and Reproductive Health Experience of Respondents

4.4.1: Sexual Experience of Respondents

4.4.1.1 General Sexual Experience of Respondents
About one third of respondents (144, 32.5%) admitted to having had sexual
intercourse (33.8% males and 31.2% females). Male respondents had a sii'ﬁcantly

earlier sexual debut (16.5 [+ 3.1] years) than females (17.9 [+ 3.4] year& 0.021].

The first sexual encounter was vaginal sex for the majority of@o&dents (69.9%);
however, significantly more males than females had enga anal/oral sex (OR =
2.18 [95% CI: 0.10 — 4.76]; p = 0.049). While the i@ex was unplanned in about
two thirds of cases for both males and females, si @antly fewer males regretted the
encounter (16.4% versus 37.3%; OR = 0.3@’@) CI: 0.15 - 0.75]; p = 0.0006).

The median time of the last sexuals{@%rse for respondents was 4 weeks prior to
the interview, with a range Of}\‘{' an one week to about 10 years. The mean total
number of sexual partne@(a 3.6 (£ 3.3) and differed significantly between male

and female respo:d@eing 5.1 (£ 4.1) persons in males and 2.5 (£2.0) persons in

. Male respondents were also significantly more likely to have

females (p = %
had ﬁVt‘ or’\}' re sexual partners compared to females (17 [37.8%] versus 7 [13.7%];

p 7@4). These results are shown in Table 4.23a.

\*
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Table 4.23a: Sexual Experience of Respondents

Question Total Sex OR [95% CI1)/ p

n (%) Males Females t-stat

n (%) n (%)

Ever had sex: 1.130.76-1.68]  0.558
Yes 144 (32.5) 77 (33.8) 67 (31.2)
No 299 (67.5) 151 (66.2) 148 (68.8) \
Age at 1% sex: Q 0.021
Mean (£SD) years 17.2 (£3.3) 16.5(=3.1) 17.9(%3.4) = 2,3453
Early sexual debut: 2.62[1.05-6.54]  0.035
Yes 27 (22.9) 19 (28.4) 8 (\%O
No 91 (77.1) 48 (71.6) 5@6. )
1st sex was: 2.18[0.10-4.76]  0.049

Anal/Oral 41(30.1) 29 (36.7)@ (21.1)

Vaginal 95 (69.9) 50 ( 45 (78.9)
15t sex planned ’b 0.8510.42-1.70]  0.637
No 96 (66.7) \9(64.9) 46 (68.7)
Yes 48 (33, & 27(35.1) 21 (31.3)
Regret 1% Sex '& 0.33[0.15-0.75]  0.006
Yes @ 8)  12(164)  22(37.3)

No QQ)S (742)  61(83.6)  37(62.7)
f

Total number t=23.1924 0.002
sex part t@
M itw
ea‘§ 3.6(3.3) 5.1(x41)  2.5(22.0)
>
\/ 23 24 (25.0) 17 (37.8) 7 (13.7) 3.82[1.40-10.37] 0.004

<5
72(75.0)  28(62.2) 44 (86.3)

*Some respondents reported more than one type of sex
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Reasons for Regret of First Sexual Encounter

Ten of the 12 male respondents (83.3%) and 16 of the 22 female respondents (72.7%) who
regretted their first sexual encounter provided reasons for their regret. For the females, major
reasons were being forced/raped (5 [31.3%]), not being ready for sex (4 [25.0%]), and the
sexual partner not being worth it (3 [18.8%]). Other reasons were that the sex was not
great/safe (12.6%), and that it resulted in pregnancy (6.3%). For the males, the nfajdr reason
was that the sex was not great (5 [50.0%]). Other reasons included being (10.0%),

pressured (10.0%), and the partner being too talkative (10.0%). &

Q

4.4.1.2. Factors Associated with Sexual Experi espondents
Assessment of factors associated with being s&@uy experienced among respondents

showed that being a young adult (OR 2,8 95% CI: 4.15 — 10.00), with deceased

or separated parents (OR =1.52 [9&?@1.01—2.26]), out of school (OR = 2.71 [95%

CI: 1.80 — 4.08]), and having_%n

\ SRH knowledge (OR = 2.38 [95% CI: 1.56 —
3.64]) were all signiﬁ@ positively associated with being sexually experienced.

On the other l@ving a positive SRH attitude was significantly negatively

associated s&sexual experience (OR = 0.50 [95% CI: 0.33-0.76]. The sex of
resp%d communication of SRH matters with parents/caregivers, socio-economic

@ and having received CSE had no significant association with sexual experience

\(frespondents. These findings are shown in Table 4.23b.
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Table 4.23b: Factors Associated with Sexual Experience in Respondents

Characteristic

Age Groups (years):
20-24

14-19
Sex:

Male

Female
Parental Status:

Deceased/Separated

Living together
SES:

Higher

Lower
Education:

Out-of-School

In school
Had CSE:

L; C
nowledge:

ood

Poor
SRH Attitude:

Positive

Negative

Sexually Experienced

Yes

89 (61.8)
55 (38.2)

77 (53.5)
67 (46.5)

79 (54.9)
65 (43.1)

81 (56.6)

No

60 (20.1)
239 (79.9)

151 (50.5)
148 (49.5)

133 (44.5

OR [95% CI]

6.45 [4.15-10.00]

1.13 [0.76-1.6.3,\
S
bésQ.OLzzm

166 (@
0.97 [0.65-1.45]

697.4)

62 (43.4) b’bns (42.6)
(8)
79 && 92 (31.0)

Qg’@w
Yes $

S
SRH communication

114 (79.2)
30 (20.8)

42 (29.9)
99 (70.1)

62 (44.0)
82 (56.0)

54 (39.1)
84 (60.9)

124

205 (69.0)

218 (72.9)
81 (27.1)

97 (33.3)
194 (66.7)

72 (24.1)
227 (75.9)

142 (56.3)
110 (43.7)

2.71 [1.80-4.08]

1.41 [0.88 — 2.27]

0.85 [0.55-1.31]

2.38 [1.56 — 3.64]

0.50 [0.33-0.76]

P

<0.001

0.558

0.041

0.875

<0.001

0.155

0.459

<0.001

0.001



4.4.1.3. Early Sexual Debut among Respondents

Twenty-seven respondents (21.1%) had experienced early sexual debut, i.e., coitarche
before age 15 years (19 males [28.4%] and eight females [13.1%]). Factors
significantly positively associated with early sexual debut were male sex (OR = 2.62
[95% CI: 1.05-6.54]), sexual abuse (OR = 4.80 [95% CI: 1.77-13.10]), and intimate

partner violence (OR =3.12 [95% CI: 1.12-8.65]). Q\

O

Respondents with early sexual debut also had higher odds of not having received
CSE (OR = 2.11 [95% CI: 0.79-6.54]), poor SRH knowle =2.39 [95% CI:
0.93-6.15), not engaging in SRH communication witl@%rs (OR =1.83 [95% CI:
0.63-5.30]), being from higher socio-economic (OR = 1.57 [95% CI: 0.64-
3.84]). The high-risk sexual behavior of o %Qtstands (OR =1.23 [95% CI: 0.44-
3,47]) and transactional sex (OR & [95% CI. 0.74-5.12]) were positively
associated with early sexual .dg&> was the adverse SRH outcome of unwanted

pregnancy (OR = 1.35 [959{ 7 0.47-3.82]). These associations were, however, not

statistically signiﬁcaﬁ%&%own in Table 4.24.
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Table 4.24: Factors associated with Early Sexual Debut among Respondents

Variable All (128)  Early Sexual Debut OR [95% CI] p
Yes (27) No (101)

Sex: 2.62 [1.05-6.54] 0.035

Male 67 (52.3) 19(70.4) 48 (47.5)

Female 61 (47.7) 8(29.6) 53 (52.5)

Parental Status: 1.25[0.53-2. « 0.604

Together 56 (43.8) 13 (48.1) 43 (42.6)

Deceased/Separated 72 (56.2) 14 (51.9) 58(57.4)

SES 1& -3.84] 0.319

Higher 74 (57.8) 18 (66.7) 56 (56.0)

Lower 53 (42.2) 9(33.3) 44 44

CSE: 9 2.11[0.79-5.63] 0.087

No 24 (19.5) 8(29.6) 7)

Yes 99 (80.5) 19 (70 0(83.3)

SRH Communication: 1.83[0.63-5.30  0.263

No 90 (72.0) .8) 69 (69.7)

Yes 35 (28 0 \ 5(19.2) 30(30.3)

Sexual Abuse: 4.81[1.77- 0.001

§ 13.10]

Yes 10 (37.0) 11(10.9)

No (83.6) 17(63.0) 90 (90.1)

IPV: Q 3.12[1.12-8.68] 0.024

20 (15.6) 8(29.6) 12(11.9)

% 108 (84.4) 19(70.4) 89 (88.1)
One- 1@

1.23[0.44-3.47]  0.691
25(19.5) 6(22.2) 19(18.8)

103 (80.5) 21(77.8) 82(81.2)
\ﬁlﬁ'ansactlonal Sex: 1.9410.74-5.12] 0.176
Yes 26(20.3) 8(29.6) 18(17.8)
No 102 (79.7) 19(70.4) 83(82.2)
Unwanted Pregnancy: 1.41[0.46-4.34] 0.545
Yes 19 (14.8) 5(18.5) 14(13.9)
No 109 (85.2) 22(81.5) 87(86.1)
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4.4.1.4. Sexual Violence Experience of Respondents and Associated Factors
Almost one quarter of sexually experienced respondents who responded to the
question of sexual abuse (27 of 119, [22.7%]) admitted to having suffered 38
episodes of sexual abuse. While the majority were abused only once, a male
respondent reported 5 episodes of abuse by strangers, and a female respondent
reported 4 episodes of abuse by a known older male. Male respond &ee two
times less likely to experience sexual abuse than females but this was ngt’statistically
significant (OR = 0.45 [95% CI: 0.20 — 1.05]; p = O(@ he age group of
respondents also had no significant relationship with n e of sexual abuse. The
majority of perpetrators were people known to @ ims (76.2% for females and
58.8% for males). Known perpetrators were @es, friends and neighbours. Males
were more than two times more likel (@ abused by strangers than females (OR
=2.10 [95% CI: 0.52-8.51]; p = 0%5\),% shown in table 4.25a.
\
\"J

Table 4.25a: Respon@ Experience of Sexual Abuse

QuestlonQ N (%)

Eve forced to have sex (119):

&5} 27 (22.7)
> 92 (77.3)

\% Number of times Abused (24):
Once 16 (66.7)
More than once (2-5) 8(33.3)

Perpetrator of Abuse (37):
Stranger 12 (31.6)
Known Person 25 (68.4)
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Sexual abuse was positively associated with female sex (OR = 2.21 [95% CI: 0.91-
5.35]), adolescent age group (OR = 2.23 [95% CI: 0.93-5.32]), deceased/separated
parents (OR = 1.91 [95% CI: 0.78-4.70]), no CSE (OR = 1.23 [95% CI: 0.243-3.50]),
and poor SRH knowledge (OR = 1.45 [95% CI: 0.61-3.47]). It was also positively
associated with other negative SRH experiences like transactional sex (OR = 1.33
[95% CI: 0.46-3.90]) and unwanted pregnancy (OR = 2.41 [95% C '@.17]).
These associations did not reach the level of statistical significance. se findings

are shown in Table 4.25b.
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Table 4.25b: Factors associated with Respondents’ Experience of Sexual Abuse

Variable All (119) Sexual Abuse OR [95% CI] p
Yes (27) No (92)

Sex: 2.21[0.91-5.35] 0.075

Female 57(@479) 17(63.0) 40 (43.5)

Male 62 (52.1) 10(37.0) 52(56.5)

Age Group: 2.2310.93-5.3 0.069

Adolescent 44 (37.0) 14 (51.6) 30(32.6)

Young adult 75(63.0) 13(48.4) 62(67.4) OQ

Parental Status: 1 KQSA 70] 0.153

Separated/Deceased 65 (54.6) 18 (66.7) 47 (51.1)

Together 54 (45.4) 9(33.3) 45 (48. 9%
Economic Status: 1.09[0.46-2.61] 0.845

Higher 68 (57.6) 16(59.3)
Lower 50(42.4) 11 (40.7) ~39(42.9)
CSE: ’b 1.23 [0.243- 0.698
No 25(21.2) ;&6 19 (20.4) 3.50]
Yes 93 (78. 8) 74 (79.6)
SRH 1.44 [0.56-3.70] 0.442
Communication: 36 (31@» 9(37.5) 27(29.3)
Y
°s &9 ) 15(62.5) 65 (70.7)
No
SRH Knowled 1.4510.61-3.47] 0.397
Poor % 62 (52.1) 16(59.3) 46 (50.0)
Good 5& 57(47.9) 11(40.7) 46 (50.0)
IPV*:< \, 1.10[0.39-3.10] 0.860
Ye 25 (21.0) 6(22.2) 19(20.9)
94 (79.0)  21(77.8) 73(79.1)
ansactional Sex: 1.33[0.46-3.90] 0.599
Yes 24 (23.1) 6(27.3) 18(22.0)
No 80 (76.9) 16(72.7) 64 (88.0)
Unwanted 2.41[0.81-7.17] 0.107
Pregnancy:
Yes 22 (22.9) 7 (36.8) 15(19.5)
No 74 (77.1)  12(63.2) 62 (80.5)

*IPV = Intimate Partner Violence
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4.4.1.5. Respondents’ Experience of High-Risk Sexual Behaviour

The high-risk sexual behaviour assessed in this study were inconsistent condom use,
transactional sex, one-night stands or hook up (sexual relationship lasting only one
night with someone one just met), and having multiple sexual partners (>2 partners
concurrently or sequentially). A similar proportion of just more than half of male and
female respondents admitted to inconsistent condom use. However sig 'QL‘[I more
males admitted to transactional sex (36.7% versus 8.9%), multip gal partners
(68.5% versus 36.4%) and one-night stands (39.7% versus 1@, s shown in Table

A\
O

Table 4.26: Experience of High-risk Sexual Bel@r among Respondents

4.26.

Question All Male&b Females  OR [95% CI] p
n% o) n»

Inconsistent \J 1.07 [0.53-2.19]  0.845
Condom Use: . ,&

Yes 65 Q}) 37(53.6) 28 (51.8)

No . @@7.1) 32(46.4) 26 (48.2)

Ever had Q\ 5.91[2.05-17.01] <0.001
transactional%

Yes o @ 27(233) 22(367)  5(8.9)

No Q/ 89 (76.7) 38(63.3) 51 (9L1)

@m Sex 3.60 [1.64-7.90]  <0.001
ers

Aes 57(51.8) 37(68.5) 20 (36.4)

No 53(482) 18(31.5) 35 (63.6)

Ever had a one- 5.91[2.04-17.13] <0.001
night stand

Yes 28(25.9) 23(39.7)  5(10.0)

No 80 (74.1)  35(60.3) 45 (90.0)
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4.4.2 Contraceptive Use Experience of Respondents

About two thirds of respondents (64.9%) admitted to using contraceptives at their
first sexual encounter. However less than half of respondents (47.1%) consistently
used contraception in subsequent sexual encounters. These proportions were similar
in male and female respondents. The commonest contraceptive method was the male
condom at all times, being 83.7% at first sex and 68.4% at subsequenQ&Males
were more likely to use condoms at first and subsequent sex ]QJQ was only
statistically significant at subsequent sex (2.30 [1.04 — S@Q = 0.037). Other
contraceptive methods employed included the oral contr@w pill [OCP] (11.8%),

withdrawal (11.8%), safe period (5.0%) and e contraception (3.4%). No

respondent used any long-acting reversible co;%@eption.

Respondents reported high contracept e for high-risk sex (one-night stands and
transactional sex); males were gw\'ks more likely to consistently use contraception
during transactional sex tha{%ales (OR =2.17 [95% CI: 0.53-8.93]). The reported
use of contraception 'a:‘\b& ast sexual encounter was also high at 66.7% and the main
method remain&@e condom (84.1%). However, these results show that a third to
about T@pondents did not use any contraception during sexual intercourse
predisposing them to risk of sexually transmitted infections and unplanned
\/Qerggancies with their associated adverse sequelae. There was no report of use of any
long-acting reversible contraceptive method (implant and IUD) or even injectable

contraceptive in this study.
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Contraceptives were majorly obtained from pharmacies (62.8%); other sources were

clinics (16.0%), shops (12.8%), and friends (8.5%). These findings are shown in

Table 4.27.

Table 4.27: Contraceptive Experience of Respondents

Item All Males Females OR p
St
n (%) n (%) n (%)
Contraceptive at First Sex: IQ\ 0.732
Yes 85(64.9) 47(66.2) 38 (63&%}5-233]
No 46 (35.1) 24 (33.8) 22 (@
Method at First Sex: % 3.33 0.071%
93-11.
Condom 67 (83.7) 40 (90.9 7 (75.0) [0.93-11.93]
Other 13(16.3) 4 (@ 9 (25.0)
Subsequent Contraceptive Q 1.01 0.971
Use: 69 [0.49-2.08]
Always 58 (47. (46.4) 26(48.2)
Sometimes/Never 65 ) 37(53.6) 28(51.8)
Method at Subsequent Sexi ’& 2.30 0.037
Condom \C—)\ [1.04-5.07]
80 (68.4) 48(76.2) 32(58.2
Others . @ (68.4) 48(762) 32(58.2)

\ 37(31.6) 15(23.8) 23(41.8)
Contraceptiv%@igh- 2.17 0.278
risk Sex [0.53-8.93]

Alway "\\' 31(64.6) 26(68.4) 5(50)
Sorhgetithes/Never 17 (35.4) 12(31.6) 5(50)
C eptive at last Sex: 1.12 0.784
% 72 (66.7) 40 (67.8) 32(65.3) [0.50-2.50]
/No 36 (33.3) 19(32.2) 17(34.7)
Method at Last Sex: 0.7510.20-  0.750
2.
Condom 86]
4.1 2. 2 2
Others 58 (84.1) 33(82.5) 25(86.2)
11(15.9) 7(17.5) 4(13.8)

*Fisher Exact Test
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4.4.3 Sexually Transmitted Infection Experience of Respondents

About three fifths of respondents admitted to ever being concerned about getting an
STI, and with about 80% of concerned respondents taking preventive action to avert
an STI, this translates to less than half of sexually active respondents taking any
action to prevent an STI. While 28 of 30 males (93.3%) used a condom for STI
prevention, only 18 of 28 females (64.3%) used a condom. Five femQ*UQ%)
washed their genital area immediately after the sexual encounter, @ remaining
five (17.9%) used an unspecified preventive medicine. &ale (3.3%) used

unspecified preventive medicine and the other (3.3%) v@d his genital area after

QQ

Twenty-one sexually experienced resp (@ (14.6%) reported having had a
sexually transmitted infection, am to 4.7% of the study population. The
commonest STI was gonorrtlesa\'%%), followed by chlamydia (13.3%), herpes
(13.3%), and others (26.4%{‘3\\66 quarters of the gonorrhea was reported in males.
The majority of res .®%S (73.7%) had had only one episode of STI, and while
91.3% admittec@ eiving treatment for the infection (majorly from a government
or privt’/@al or clinic), only about half of respondents knew whether their
sexu@artner also received treatment. There was no significant difference between

\j@gs and females in all parameters relating to sexually transmitted infection.

With regard to factors associated with STI experience of respondents, only young
adults had significantly higher odds of having had an STI (OR = 7.19 [95% CI: 1.60-
65.71]. While higher SES, being in school, having had no CSE lessons, HIV status

disclosure and good SRH knowledge were all positively associated with STI
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experience among respondents, these differences did not reach the level of statistical

significance as shown in Table 4.28.

Table 4.28: Factors associated with Sexually Transmitted Infection Experience

Variable Ever had an STI OR [95% CI] p
Yes (21) No (123) %

Sex: 0.95 [0.38-2. 4{/{ ) 14
Male 11 (52.4)  66(53.7)

Female 10 (47.6) 57 (46.3) ‘< \

Age Group (years): 7.19%\@!65.71] 0.003*
20-24 19(90.5) 70 (56.9) 0

14-19 2(9.5) 53 (43. 1)

SES: '1.08[0.39-3.00]  0.887
Higher 11 (61.1) 73 (

Lower 7 (38.9) ’QO 7)

School Status: 2.22 [0.86-5.74] 0.095
Tn school 13 (6%?& 52 (42.3)

Out of School @1 A 716717

Had CSE: 1.50 [0.49-4.56]  0.473
No QQ 5(25.0) 22(182)

Yes 15(75.0) 99 (81.8)

HIV st t@ 179[0.67-4.78]  0.242
Disclo@

Y’%b 14 (66.7)  57(52.8)
W 7(333)  51(47.2)

\,sRH Discussion: 1.21 [0.45-3.26]  0.700

Yes 7(33.3)  35(29.2)

No 14 (66.7)  85(70.8)

SRH Knowledge: 2.4510.95-6.36] 0.059
Good 13 (61.9) 49 (39.8)

Poor 8(38.1)  74(60.2)

*Fisher Exact Test
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4.4.4 Pregnancy Experience of Respondents
4.4.4.1 Pregnancy Experience of Respondents

Of 108 sexually-experienced participants who responded to the question of “ever
been or got someone pregnant”, 24 (22.2%) had a positive response (17 [36.2%]
females and 7 [11.5%] males). This resulted in 30 pregnancies, 26 (86.7%) of which
were unintended and not wanted. Of these unintended pregnancies, 16 were
terminated, 5 (19.2%) resulted in a live birth with one early neonatacl% (15.4%)
were still ongoing and the fate of the last one was unknow, ost (87.5%) of the
abortions took place outside a health facility. Whil@ e respondents were
significantly more likely to get pregnant (p=0.002 ted pregnancies associated
with male respondents were more than twoftimes more likely to be unwanted
(OR=2.20 [95% CI: 0.15 — 125.83]), an%&sbult in an abortion (OR=2.33 [95% CI:
0.35 — 18.61]). These differences Q@\ot statistically significant. Among the four

wanted pregnancies, 50% en ® miscarriage and 50% in a live birth in a health

facility. These result§ ﬁ@&vn in Table 4.29a.
Q
N
¢
O
\®

135



Table 4.29a: Pregnancy Experience of Respondents

Question All Males Females OR p
n (%) n (%) n (%) [95% CI]
Ever Been/Got 0.23 0.002
Someone Pregnant: 0.09-0.61]
Yes 24 (22.2) 7(11.5) 17(36.2)
No 84(77.8)  54(88.5) 30 (65.8) \
Number of 30 (100) 12 (40.0) 18 (60.0) Q
Pregnancies O
Pregnancy was: 2. 0.631*
Unintended 26 (86.7) 11 (91.7)  15(83. %.15-
125.

Intended 4(13.3) 1(8.3) 3( >-83]
Outcome of 0 2.33 0.428*
Unintended Q 10.35-18.61]
Pregnancy: Q
Abortion 16 (61.5) 8 (2! 8 (53.3)
Other: 10385)  JBT3)  7(46.7)

Pregnant 4 (15.4§\ (9.1) 3(20.0)

Birth 5 (E%b 1(9.1) 4(26.7)

Unsure jS ) 190 0(0.0)
Abortion Place: $ 1.00 1.000*

Clinic QQ 2(125)  1(125)  1(12.5)  [0.01-89.58]
Other . % 14(87.5) 7875  7(87.5)

Birtl(PlX!

H@ Facility 480.0)  1(100.0) 3 (75.0)

\/Q';Q‘me 1 (20.0) 0 (0.0) 1 (25.0)
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4.4.4.2 Factors associated with Pregnancy Experience of Respondents

Pregnancy experience of respondents was positively associated with being female,
having deceased or separated parents, lower socio-economic status, being out of
school, having had no CSE, no HIV status disclosure, communication of SRH with
caregivers, poor SRH knowledge, and negative SRH attitude, with the highest odds
being for female sex (OR = 4.37 [95% CI: 1.63-11.73]), parental StatQ%R 2.0
[95% CI: 0.77-5.17]), and no CSE (OR=2.06 [0.72-5.89]). Or&@ difference

between the sexes was statistically significant as shown in Ta@. 9b.
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Table 4.29b: Factors Associated with Unintended Pregnancy

Variable Pregnancy OR [95% CI] p
Yes (24) No (84)

Sex: 4.37[1.63-11.73] 0.002

Female 17 (70.8) 30 (35.7)

Male 7(29.2) 54 (64.3)

Parental Status: 2.0 [0.77-5.17]\ 0.149

Deceased/Separated 16 (66.7) 42 (50.0) O

Together 8(33.3) 42 (50.0) ( )

SES: @70-4.49] 0.224

Lower 12 (52.2) 32 (38.1) s

Higher 11 (47.8) 52 (61.9)

School Status: Q 1.33[0.53-3.34] 0.586

Out of School 14 (58.3) 43 2)

In school 10 (41.7) 6%8.8)
Had CSE: fb
No 7 (ZK&Q 14 (16.7)

Yes 17 70 (83.3)
&°

2.06[0.72-5.89]  0.172

HIV status Disclosure: 1.31[0.49-3.49] 0.586

No -\QQM (63.6) 44 (57.1)

Yes \DQ 8(36.4) 33 (42.9)
SRH Communication: 1.69 [0.66-4.30]  0.272

(:\\» 10 (41.7) 25 (29.8)

No 14 (58.3) 59 (70.2)
nowledge: 1.67 [0.66-4.23] 0.279

\%or 15 (62.5) 42 (50.0)

Good 9(37.5) 42 (50.0)
SRH Attitude: 1.24[0.47-3.25]  0.665
Negative 15 (65.2) 50 (60.2)
Positive 8 (34.8) 33 (39.8)
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4.4.5 Intimate Partner Violence (IPV) Experience of Respondents and its
Correlates

4.4.5.1 General Aspects of IPV among Respondents

Experience of intimate partner violence (IPV), the forms of IPV experienced, and
how many forms each victim endured were assessed among sexually experienced
respondents. The different forms of IPV were verbal abuse (insults and thre& hurt),

emotional violence (humiliation and withholding of affection), and p@ violence
(hitting, slapping, kicking etc.). &(/

Results showed that 12 males (15.6%) and 14 femal %) had experienced
intimate partner violence (IPV), giving a total IPV ra @ 18.1% among respondents.
Most of the affected respondents (84.6%) e)%&:ed emotional abuse. While a
higher proportion of females (92.9%) t%’ﬁlles (75.0%) experienced emotional
violence, this was not statistica@gniﬁcant (p = 0.306). Half of affected
respondents (58.3% males aﬂ@% females) experienced verbal abuse, while the

least common form of IP@(&S physical violence; the difference between males and

females was als@tically significant.

The majo:i&affected respondents (57.7%) experienced two forms of [PV, while
abo oggbird (30.8%) experienced two forms, and 11.5% experienced all three
@of IPV. The perpetrators of IPV were ex-boyfriends/girlfriends in two thirds of
ylses for both male and female respondents. It is worthy of note that no formal report
to any law enforcement agency was made regarding these incidents of violence.
However, 5 of 14 females (35.7%) and one of 12 males (8.3%) made informal reports
to friends and relatives, resulting in informal counselling to settle the matter. Only
four of the victims of IPPV (15.4%) remain with the abusive partner, because they
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love them (50%), for satisfaction of sexual needs (25.0%), and because the
perpetrator had promised to change. The details of IPV experience of respondents are

shown in Table 4.30a.

Table 4.30a: Intimate Partner Violence Experience by Gender of Resp(&‘nts

Question All Males es
n (%) n (%) Q(%)
Ever experienced IPV: ’é/—
Yes 26 (18.1) 1 14 (20.9)
No/No Response 118 (81.9) (34.3) 53(79.1)
Types of IPV experienced”: Q
Emotional 2 . 9 (75.0) 13 (92.9)
Verbal .0) 7 (58.3) 6 (42.9)
Physical @12 (46.2) 6 (50.0) 6 (42.9)
Perpetrator of violence (IXL
Ex-Partner &C? 9 (60.0) 3(50.0) 6 (66.7)
Current Partner * A 6 (40.0) 3 (50.0) 3(33.3)
Report of I%Q
Inform@ort (friends/relatives) 6 (23.1) 1(8.3) 5(35.7)

o®rt 20 (76.9) 11 (91.7) 9 (65.0)

with violent partner:
\/Q/Yes 4(15.4) 2(16.7) 2 (14.3)

No 22(84.6)  10(83.3) 12 (85.7)

“Some respondents experienced more than one form of IPV
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4.4.5.2 Factors Associated with IPV

Of the various factors that could be associated with IPV, such as sex, age group and
parental status of respondents, a similar proportion of about half of male and female
sexually experienced respondents had been victims of IPV. On the contrary, being
aged 14-19 years was significantly associated with suffering [PV (p = 0.024).
Parental status, whether in school or out of school and level of SRH knoQ were

not significantly associated with IPV as shown in Table 4.30b. < 0
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Table 4.30b: Factors Associated with IPV

Characteristic All IPV Experience OR p
(sexually Yes No [95% CI]
Experienced)

Sex: 0.70 0.409
30-1.64

Male 77 (48.0) 12 (46.1) 65 (55.1) [0.30-1.64]

Female 67 (52.0) 14 (53.9) 53 (44.9)

Age Group 2.66 ?‘ 0.024

(years): [1.

14 -19 55 (38.2) 15(57.7) 40 (33.9) ’\

20— 24 89 (61.8) 11 (42.3) 78 (66.1 0

Parental Status: 1.27 0.582
54-2.

Together 65 (46.6) 13 (50.0) 52 ) [0.54-2.97]

Deceased/Separated 79 (53.4) 13 (50.0) @55.9)

SRH Q 0.87 0.781

Communication Sb* [0.34-2.26]

Yes 42 (29.2) 6.9) 35(29.7)

No 102 (70,8 19 (73.1) 83 (70.3)

School Status: 5\\, 1.53 0.324
[0.65-3.60]

In school 65@& 14 (53.8) 51 (43.2)

Out of School '$(54.9) 12 (46.2) 67 (56.8)

CSE QQ 2.27 0.286*

Yes \% 114 (79.2) 23 (88.5) 91(77.1) 10.61-12.67]

No ( N\ 30 (20.8) 3(11.5) 27(22.9)

S%nowledge: 0.96 0.932
A41-22

é@ 62 (43.1) 11 (42.3) 51 (43.2) [0 7l

WPoor 82 (56.9) 15(57.7) 67 (56.8)
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4.4.6 Menstruation Experience of Female Respondents

Of the 215 female respondents, most (195 [90.7%]) had attained menarche. The mean
age at menarche was 13.3 (£2.3) years and, for the majority of respondents, the
duration of menstruation was 3-5 days (71.3%), and the menstrual cycle was 21-35
days (77.4%). Although majority of the respondents (88.2%) learnt about
menstruation before menarche, more than 10% of respondents only *sabout

menstruation after the onset of menstruation. This is shown in Tabl 4.@

Table 4.31a: Menstruation Experience of Female Respo:

Item n (%)/Me D)
0\

Onset of Menstruation: \.J

Yes ;;0.7)

No/No response 6’6 20 (9.3)

Age at Menarche (years): ’b

Mean (£SD) \3 13.3 (£2.3)
Duration of Menstruations &
<3 days \CO\ 34 (17.4)

3-5 days \QQ/ 139 (71.3)
>5 days Q 22 (11.3)

Duration of: trual Cycle:
<21 dg.:\\. 38 (19.5)
21 ays 151 (77.4)

q/l% days 6 (3.1)
\/ enstruation Knowledge:

Good 155 (79.5)
Poor 40 (20.5)
Learnt of Menstruation:

Before Menarche 172 (88.2)
After Menarche 23 (11.8)
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4.4.6.1 Menstrual Hygiene among Respondents by Age Group

Menstrual hygiene practices were compared between the teenage (14 -19 years) and
young adult (20 - 24 years) respondents. Most respondents (94.9%) used the sanitary
pad for their menstrual flow. Other products used were tissue paper (8.2%), cloth
(7.2%), tampon (3.6%), and cotton wool (2.1%). There were no statistically
significant differences between the age groups with regard to materialsQﬂfor the

menstrual flow. No respondent used a menstrual cup for their mensﬁa} .

The choice of menstrual materials was determined majc%@h&e properties of the
material itself (how well it absorbed the menstrual@;v, ow comfortable it felt,

causing no irritation, and preventing odour) [7@ and 84.1% in teenagers and

young adults respectively]. &Q

Disposal of menstrual materials a@ was majorly into the dustbin or burnt
(73.0% for teenagers and 706\\' or young adults). Other methods of disposal
included in the toilet and@&hc?bush. Less than 5% are washed for reuse in both age
groups. Parents/c ri@\% (69.08%) are the major providers of menstrual materials
for teenagers, $ pocket money/personal income (58.2%) constitute the major
source Qt/ﬁfd for the purchase of menstrual materials for young adults. This
di%@e was statistically significant (p = 0.002). Boyfriends/partners constituted

\&g than 10% of source of menstrual materials for respondents.

Menstrual hygiene was assessed by the how many times the menstrual material was
changed per day and whether the respondents bathed more, or less during menstrual
days than on other days. Findings showed that majority of respondents changed the

menstrual material at least 3 times per day, and although teenagers were about one
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and a half times more likely to change at least three times/day (65.5% versus 55.8%),
this failed to reach the level of statistical significance. Majority of respondents

(74.4%), with no significant difference between the two groups.

A menstrual hygiene practice (MHP) score was computed for each respondent from
the menstrual material used, number of menstrual material changes pe Q&_\mber
of baths per day and disposal of menstrual material. A score of dne Was given for
each item if the answer was safe and hygienic, and zero if th@s er was not. Using
sanitary pad or tampon was considered safe and hygie 'c%as changing menstrual
material at least 3 times/day, bathing more off ing menses with soap, and
discarding the used menstrual material b \n@yg and throwing in the dustbin or
burning it’. Throwing into the toilet wa@ygienic because toilet facilities used by
respondents was the water clos&%d the menstrual material would clog up the
system. Individual scores &%dded up and divided by 4 and then multiplied by
hundred to get the 1@ MHP score per respondent. A score of >75.0% was
regarded as gob@%strual hygiene while a score <75.0% was regarded as poor
menstru. @e.
Resﬁgﬂved a mean MHP score of 75.3% (£23.3) for all respondents, and about
@quarters of respondents getting a score of >75%, with no significant difference

between the two groups This is also shown in Table 4.31b.
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Table 4.31b: Menstrual Hygiene Practice among Respondents by Age Group

*Some respondents ticked more than one option
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Item All 14-19 years 20-24 years OR p
n (%) n (%) n (%) [95% CI]
Menstrual 0.88
Material*: [0.43-1.83] 0.734
Sanitary Pad 185 (94.9) 118 (93.7) 67 (97.1)
Others 41 (21.0) 28 (22.2) 13 (18.8)
Reason for Choice of 0. \
Menstrual Material: 2]
Material Properties 163 (83.6) 101 (80.1)  62(89.9) < ) 0.080
What is Provided 32 (16.4) 25 (19.8) 7 (1 '\
Menstrual Material 3.16
Procurement*: % [1.49-6.69]
Parents/Pocket money 183 (61.0) 126 (69. Q (44.9) 0.002
Other 34 (32.8) 14 (3 20 (37.7)
Menses Material 0.72
Disposal*: [0.38-1.37]
Dustbin/Burn it 147 (52.8) \@(50 .8) 55 (56.5) 0311
Others 60 (22 6 42 (22.2) 18 (23.2)
Menstrual Material 1.48
Changes/Day: [0.81-2.71]
> 3 times %62 6) 83 (65.9) 39 (56.5)
¢ 0.197

< 3 times Q\ 73 (37.4) 43 (34.1) 30 (43.5)
Baths/day duri 0.64
me““"“a.ﬁg’{% [0.32-1.28]
More th(n Usy 145 (74.4) 90 (71.4)  55(79.7) 0905
Sam less than 50 (25.6) 36 (28.6) 14 (20.3)
us

\1/% Score -0.9720 0.332
Mean (SD) 75.3 (23.3) 74.6 (24.3) 779 (21.3)
Score Groups:
~75% 142 (72.8) 89 (70.6) 53 (76.8) ?(.)7337_1 ) 0.354
<75% 53(27.2) 37 (29.4) 16 (23.2)



4.4.6.2 Factors Associated with Good Menstrual Hygiene Practice

Assessing the factors associated with good menstrual hygiene practice showed that
only Christian religion (OR = 2.27 [95% CI: 1.04-4.93]; p = 0.035) and knowledge of
menstruation before menarche (OR = 2.45 [95% CI: 1.03-5.93]; p = 0.039) were
significantly associated with good MHP. There was no statistically significant
difference in the proportions with and without good menstrual hygiene@*c&ce for
age group, parental status, discussion of SRH with parent§/c vers, and

menstruation knowledge for the respondents (P >0.05) as depé&\ﬁ table 4.31c.
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Table 4.31¢. Factors Associated with Good Menstrual Hygiene Practice

Variable All (195) MHP OR[95%CI] P
Good (142) Poor (53)

Age 0.73[0.37-1.43] 0.354
14-19 126 (64.6) 89 (62.7) 37 (69.8)
20-24 69 (354) 53(37.3) 16 (30.2)
Parental Stat 1.38 [0.7366& 0.319
Living Together 96 (49.2) 73 (51.4) 23 (43.4) O
Deceased/Separated 99 (50.8) 69 (48.6) 30 (56.6) Q/
Family Structure 6{[0.50-1.78] 0.854
Nuclear 103 (53.6) 74 (53.2) 29 (54.7: EO
Other 89 (46.4) 65 (46.8) 24 )
SRH 1.02 [0.53-1.95] 0.954
Communication Q
Yes 79 (40.7) 58 (40. ’bQI (40.4)
No 115(59.3) 84(5 31 (59.6)
Knew of Menses 2.4511.03-5.93] 0.039
Before Menarche @
Yes 145 (85. ’&0 (89.5)  35(76.1)
No 25 (&() 14(10.5) 11 (23.9)
Menstruation . A 1.0210.47-2.22] 0.959
Knowledge: N\
Good Q% (79.5)  113(79.6)  42(79.2)

40 (20.5) 29 (20.4) 11 (20.8)

Poor C\Q

148



4.4.6.3 Experience of Dysmenorrhoea among Respondents

Dysmenorrhoea was quite prevalent among respondents (80.0%) and although a
higher proportion of young women had experienced dysmenorrhea (85.5% versus
77.0%), this was not statistically significant (p = 0.155). There was a positive history
of dysmenorrhea in just under one third of both age groups with dysmenorrhea, and
the commonest symptom of dysmenorrhea was abdominal cramps just tQ%\and/or
during the menstrual period (57.9% and 59.4% in adolescent girls @J@ng women
respectively; p = 0.803). Other common symptoms incl reast tenderness,
irritability, malaise, development of pimples, and body @A lower proportion of
adolescent girls experienced all symptoms of dy: Qoea but the difference was
significant only for breast tenderness (OR = }SQ\{%% CI: 0.17 — 0.69]; p = 0.002)
and irritability (OR =0.41 [0.21 -0.82}; 0.010). Majority of adolescent girls
(57.7%) and young women (47.5‘&nght help/treatment for dysmenorrhea from
parents/caregivers. Other sm@ help were friends, teachers, healthcare workers
and the internet. TherQéno significant difference between the two groups of

respondents co@ these sources of help/treatment for dysmenorrhea. Some of

these resul shown in Table 4.31d.
60
\?:b
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Table 4.31d: Dysmenorrhoea Experience of Respondents by Age Group

N

s

Item All 14-19 years 20-24 years
n (%) n (%) n (%)
Any Dysmenorrhoea:
Yes 156 (80.0) 97 (77.0) 59 (85.5)
No 39 (20.0) 29 (23.0) 10 (14.5)
Positive Family History
Yes 47 (30.1) 29 (29.9) @.5)
No/Don’t know 109 (69.9) 68 (70.1) (69.5)
Symptoms*: «
Abdominal cramps 114 (73.1) 73 7@ 41 (69.5)
Feeling irritable 51(32.7) 2 .8) 26 (44.1)
Breast enlargement/pain 50 (32.1) QQ (23.7) 27 (45.8)
Headache/Body pains 43 (27.60 27 (27.8) 16 (27.1)
Pimples 57 %Q’ 35 (36.1) 22 (37.3)
Anorexia/malaise @29.5) 25 (25.8) 21 (35.6)
Feeling bloated 25 (16.0) 13 (13.4) 12 (20.3)
From whom help sough..’\\,
Parents/Caregivers é 84 (53.8) 56 (57.7) 28 (47.5)
Friends Q\ 14 (9.0) 8(8.2) 6 (10.2)
Teacher Q 10 (6.4) 9.(9.3) 1(1.7)
HCK#\’& 21 (13.5) 13 (13.4) 8 (13.6)
chai 20 (12.8) 10 (10.3) 10 (16.9)
11(7.1) 6 (6.2) 5(8.5)

150



4.4.6.4 Prevention of Regular Activities by Menstruation

About two thirds of adolescent girls (64.3%) and young women (69.6%) experienced
limitations of regular activities during their menstrual periods. The major activity
prevented for both age groups was performance of house chores in adolescent girls
(40.5%), and house chores (32.7%) and sexual activity (32.7%) in young women.
These were followed by religious activities (29.7% versus 30.6%) and sc rk
disruptions (28.4% versus 21.7%) in adolescent girls and young woﬁl@pectively.
The least impaired activity reported was sexual (13.5%) in ad@lswt girls and social

(8.2%) activity in young women. There were no signiﬁca@erences in these

activities except for sexual activity; adolescent gi bout three times less likely
to experience prevention of sexual activities t ung women (OR =0.32 [95%CI:
0.13-0.78]; p = 0.010). These are illustr: Figure 4.7.

O

45.0%

32.7% 32.7%

40.5%
0.6%
29.7
% 28.4%

40.0%

35.0%

30.0%

25.7%
25.0% 22.4% 22.4%
20.3%

20.0%

— 13.5%

10.0% 8.2%
\ 5.0% I
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House chores Religious Activity School/Work Sleepovers Social Activities Sexual Activity

B Adolescent Girls M Young Women

Figure 4.7: Activities disrupted by menstruation among study respondents
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4.4.6.5. Knowledge of Date of Last Menstrual Period and Next Menstrual Period

Concerning knowledge of the dates of last menstrual period (LMP) and expected date
of next period, more than one quarter of teenagers (26.2%) and young adults (29.0%)
could not recall the date of their LMP. For the expected date of the next period, only

63.8% of young adults and 52.4% of teenagers could tell the date of their next period.
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4.5 Adolescent and Youth Friendly Services

Three of the four study sites had adolescent and youth peer-support groups. These
groups had formal meetings once a month, during which HIV and other services were
also provided. Adolescent and youth friendly services were provided on a weekly
basis in the fourth facility. Assessment of the perception of respondents on the AYFC
showed that for the majority of respondents, the clinics held during Qﬁ work
hours on weekdays and on weekends for only 31.6%. The clinic tinﬁ/@convenient
for more than 3 quarters of participants. Of those who found@t ing inconvenient,

half would prefer a weekend clinic and half an afternoon

About half of respondents reported seeing SRH @rs on the walls of their clinic,
and two thirds had received information %Qﬁaception, STI, and pregnancy, of
whom more than two thirds were ¢o le enough to ask questions during the
sessions and most received ?%e\'>answers to their questions. About a third of

respondents said condoms \Kgrg\)ccasionally available at the clinic, placed discreetly

for respondents to t@&y wanted.

Two thirds ofyreSpOndents felt services were provided on time and most (91.6%)
S

thought‘the’\}'
T ée shown in Table 4.32a.

hcare providers (HCP) exhibited a positive attitude towards them.
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Table 4.32a: Adolescent and Youth Friendly Clinic (AYFC) Characteristics

Variable Number (%)
Clinic Time (443):

Regular hours 303 (68.4)
Weekend 140 (31.6)

Convenience of Clinic Time (264):

Yes 203 (76.9)
R

No/Not Sure 61 (23.1)

SRH Posters on walls (188) < 0
Yes 85 (45.2) 4\

No 103 (54.8
Received SRH Information (247):

Yes 1

No 83%33.6)

Felt Comfortable to ask Questions (194); Q

Yes ,bbo 134 (69.1)

No \ 60 (30.9)
Rcvd Answers to Questions (10’&

No \ 8(7.3)
Condoms Availabili :

Sometimes QQ 53 (31.4)
No . % 116 (68.6)
Timelilqi{&s vice (including HIV care):

S O

Serv@ time 117 (69.6)

[i@waiting time 25 (14.9)
NGan’t comment on time 26 (15.5)
HCP Attitude:
Friendly 296 (91.6)
Indifferent/Unfriendly 27 (8.4)
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In the area of provision of SRH services specifically sought by respondents, 31
AYLHIV reported seeking specific services (counselling, contraceptives, pregnancy
test, and STI treatment). While all who sought counselling received the service
needed, only condoms could be provided (when available) for those who needed
contraceptive services, others were referred to other parts of the facility or outside the
facility in some cases. All those who sought services for pregnanc Q*ad STI
treatment were referred out, showing that comprehensive SRH ser@d not exist
in any of the AYFCs in the study facilities. These results are @«nin Table 4.32b.

Table 4.32b: SRH Service Availability in AYFCs
Service Sought N umber (%) %onse

Sought Specific SRH 31(7.0)

N
Services b’b(
Service Sought: ®%

SRH Counselling . 0) Received
Contraception &(38.7) Occasionally (only condoms)
Pregnancy Test ‘ $ 4(12.9) Referred
STI Treatment Q 9(29.0) Referred

R
'bél
\¥
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4.6 Discussion of Findings
4.6.1 Baseline Characteristics of Respondents

Sociodemographic Characteristics

The study enrolled 443 randomly selected male and female AYLHIV aged 14-24 year.
Majority were in school, of higher socioeconomic status, and one-third had&st one
or both parents, and about 7% identified their sexual orientation as @Qsexual or
bisexual. There were no statistically significant differences bet@ e and female
respondents in socio-demographic characteristics, but Si antly more males
identified as non-heterosexual. The expression of @ al orientation is probably
reflective of the increased societal acceptance %gger and sexual diversity leading
to more self-identification. The difference 6%/&, may not reflect a true population

difference but may be due to grea@gness among male participants to declare

their sexual identity*. . @
Comprehensive Sexqa@cation (CSE)

CSE a holistic %@1 to teaching about sexuality, relationships and reproductive
health degig&o equip young people with the knowledge skills and values to make
heal ygw'smns, and taught in secondary schools in Nigeria. The study showed that
Q& of respondents had received CSE, in Junior Secondary School. Having had
\Q'SE had a significantly positive effect on knowledge of and attitude to SRH among
study respondents. This is similar to what has also been found by Ogbonna et al. in
Port Harcourt, Nigeria and Kim et al. in the USA, demonstrating the utility of CSE in

improving adolescents” knowledge and attitude to SRH> 6.
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HIV-Related Characteristics of Respondents

Findings from this study showed that more than 80% of respondents acquired HIV
perinatally, i.e. through mother to child transmission. This is in keeping with the
profile of AYLHIV in Nigeria. A study from Lagos among adolescents living with
HIV found that perinatal transmission was the route of infection in 98% of
respondents’. This is contrary to the situation in developed countries Q% USA
where the route of transmission is sexual for majority of adolescents,and*Young adults
with HIV®. This is because while Nigeria still accounts for a@ ant proportion of

mother to child transmission globally, the eliminatiﬁ of\perinatal transmission of

HIV is within grasp. Q

With regards to disclosure of HIV status,&&% had disclosed their status, and
significantly more males than fe &Q’bd done so. Disclosure rates vary across
regions and appears to be higlg& Kenya and South Africa than in West African
countries. A study in Gh@ nd a disclosure rate of 33.3% similar to the finding
from this study’. F 2 %stigma and disclosure is a major driver of non-disclosure,
and in Nigeria @e there is still a significant amount of stigma concerning HIV, the
low rat@sure is not surprising. To buttress this point, about half of those who

ha @disclosed among study respondents cited avoiding stigma and discrimination

\)gthe main reason for non-disclosure,

Social Habits of Respondents
The study also found that a quarter of respondents take alcohol. Studies have reported

similar high alcohol use among adolescents and young adults with and without HIV'°.
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The use of drugs of abuse was low among study respondents and the commonest drug

used was cannabis, similar to findings from other studies!’.

Communication with Caregivers on SRH

SRH communication with caregivers and parents gives AYLHIV the opportunity to
learn about HIV in the comfortable atmosphere of home, engenders trust a%apport
with parents and positively impacts SRH outcomes. However, culh@%oos and
possible parental lack of energy hinder this useful activity&g.dudy found a
parent/child SRH communication rate of only 32%. In thi . This is similar to
the 37.7% from a study in Ethiopia and 26.7% fron@%in Tanzania. This low
parent child communication rate deprives you@eople this chance of getting

information on SRH to help them make he@ choices!>!3,

4.6.2 Respondent’s SRH Kl&%d%ﬂ e and associated Factors

>

Knowledge of SRH 2 Respondents

The study reve&@a poor mean SRH knowledge score among respondents of 0.49
(= 0.20 '@as below the 0.60 cut off for good knowledge. The best knowledge

was @onstrated for puberty while the worst was for pregnancy and contraception.

\j&ns of proportions, only 30.2% of respondents exhibited good knowledge of

SRH, with the highest proportion (66.4%) being knowledgeable about puberty and

the lowest (20.8%) being for pregnancy and contraception.

These findings are similar to those from other studies in Nigeria which yielded a

knowledge prevalence of 41% in Lagos, 19.1% in Benin, and 36% in another study
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among adolescents and young adults with and without HIV!#* 1516 Similarly, a review
of data from 8 sub-Saharan African countries and another from Iran showed poor
SRH knowledge among adolescents'”> 8,  However other studies have revealed
contradictory findings. A study in Lagos among adolescent boys and young men
showed that 73% of respondents had good knowledge of SRH '°. However, the mean
age in this study was 21 years, so the respondents were older and 6Qna have

account for their higher knowledge prevalence. <

¢\
The worst knowledge was in the area of pregnancy and ¢ @ption, with the least
known item being the most favourable time in the n@%:ycle for conception to
occur following sexual intercourse (only 12% of\gespondents knew this). While
majority of respondents knew about con@ about a third of males erroneously
believed it reduced sexual pleasuw’ah may discourage its use among such
respondents and predispose th& the negative consequences of unsafe sex like
unwanted pregnancies an@ﬁ% Furthermore, there was low knowledge (<20%) of

long-acting reversi %ntraception (IUDs, implants and injectables), which has

recommended @young people for its safety, convenience and adherence

Tm@ding of low knowledge of pregnancy and contraceptive methods is similar to
\ystudy in Nigeria with a pregnancy and contraception knowledge prevalence of 8%
and a review of articles from 1970 to 2016 from low- and middle-income countries,
which showed very poor knowledge of contraception and pregnancy related issues
among adolescents’!. Our finding is however in contrast to the report of 78%

prevalence of contraceptive knowledge among a cohort of 500 adolescents and young
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adults from north central Nigeria??. The reason for the high contraceptive knowledge

prevalence in this study is not clear.

Knowledge of HIV and other STIs was also poor at a prevalence of 33.6%, with
knowledge of other STIs apart from HIV being only 19%. STI knowledge has
generally been poor to moderate across several studies?® 2% 25, Poor knowledge of
how to prevent STIs increases vulnerability of young people to bec@%infected.
For AYLHIV, this risk is more marked because HIV infection y{eged vulnerability
to other STIs 2°. Poor knowledge of symptoms of, and whe t treatment for STIs
is particularly inimical for females in whom the mar@atl n of various STIs is not

as dramatic as in males. Untreated STIs cause chrepic inflammatory changes in the

reproductive tract increasing susceptibili% IV and leading to impaired future

fertility prospects?627. @%

Studies have shown that socid M 1 barriers, poor education, economic challenges,
and myths about cor:tr&@&n and other aspects of SRH hinder young people from
access to SRH i f@tion and services 2% 2% 30 Poor SRH knowledge leads to
uninformed ices and decisions which result in adverse SRH outcomes 3'.
.
Unp ot@sex is at the root of many of these unfavourable outcomes such as
u ed pregnancy, abortion, poor child and maternal outcome, and acquisition of
\sexually transmitted infections and the attendant negative social and economic impact.
It is informative that even young adults aged 20-24 years in this study, 52% of whom

were sexually active had abysmal knowledge of the fertile period during the

menstrual cycle. This shows a huge gap with far reaching implications. It is, therefore,
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imperative that the provision of accessible SRH information and services for young

people be prioritized.

Factors Associated with SRH Knowledge

Female AYLHIV had significantly higher knowledge scores than males and
adolescents. This is similar to findings from a Nigerian study but is in %ﬁrast to
findings in a review article that showed that males demonstrate@her SRH
knowledge than females'> 2. Both articles were among H &jnfected youth.
Females are generally disadvantaged in the area of know 1s a result of norms
that limit female acquisition of knowledge. However % female AYLHIV face
barriers of stigma and discrimination. This may I@contrlbuted to the general poor

knowledge of SRH among respondents b&@es not explain the better knowledge

displayed by females. More studie \&area will help to shed more light on the

subject. 5\%

Young adults were alsx@ﬁcantly more knowledgeable in all areas except puberty
than adolescents, v@ is not surprising, since they are older and have had more
education tha,%e adolescents. Living with both parents, higher socioeconomic status,
having @ed comprehensive sexuality education (CSE), disclosed HIV status, and

mmunication with caregivers were all also significantly associated with good

W knowledge.

Even though majority of participants had received comprehensive sexuality education,
its positive effect on SRH knowledge in this study was striking. This underscores the
importance of providing accurate information on SRH to young people. This is key to

taking informed decisions and making healthy choices. Without appropriate
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information, young people are groping in the dark, and seeking to get information
from peers or social media, may get the incomplete or completely wrong information
leading to poor choices and adverse SRH consequences that may have lifelong

negative impact.

Communication with parents and caregivers on SRH related topics a&had a
significantly positive impact on SRH knowledge. Discussing SR@Qa trusted
environment like the home and with trusted persons lil&gﬁ‘dfs engenders
confidence in young people, enabling them to seek clarifi on issues not fully
understood without fear of being labelled loose or p ﬁs As a matter of fact,
this open discussion at home can be a deterrent to@&y behavior as the young ones
would not want to betray the trust repose@uem by parents/caregivers in openly

discussing SRH matters with them33\Q’b

%

4.6.3 Attitude of Res“@hts to SRH

The study show@ 50.3% of respondents had a positive attitude towards SRH

issues. T%espondents obtained higher attitude scores in all areas assessed. A

posifi g‘dtude to SRH usually translates to safe SRH behaviours and general
1ng of young people. The findings from this study that majority of respondents

ad a positive attitude towards SRH is similar to findings by Isara and Nwaogwugwu

from Benin, City Nigeria and Jemimah et al from India'®.
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4.6.4. Sexual Experience of Respondents

Findings from the study showed that one third of respondents were sexually
experienced, with a mean age at coitarche of 17 years, about a quarter had early
sexual debut, and average total sexual partners of 3.6. Males had earlier sexual debut
and higher numbers of sexual partners. Our findings are in keeping with findings
from Benin and Lagos in Nigeria and Accra in Ghana'# >3, The findin Qﬁ high-
risk behaviors of early sexual debut and multiple sexual partnership mdy explain the

high prevalence of poor SRH outcome among AY As. O

A quarter of sexually experienced AYLHIV had b ﬁns of sexual violence,
with females being more likely to be abused, and@ of the abusers being known to
the victims. Sexual abuse was associa@t?th poor parental communication,
transactional sex, and unwanted pr ’as. Similar rates of sexual abuse had been
seen in other studies in Nigerja&&However, a multi-country systematic review and
meta-analysis showed a @&Qnean prevalence of 6.1%%7. The difference may be

accounted for by di %’1 from non-LMIC countries with lower rates of sexual

violence. Q

Hig -ri@al behaviours like inconsistent condom use (52.9%), transactional sex
2 , multiple sexual partners (51.8%) and one-night stands (25.9%) were
\ptevalent from this study with males being significantly more likely to engage in
these practices. These results are similar to findings from a study in Osun State,
Nigeria®®. These high-risk behaviors are associated with adverse outcomes like

unwanted pregnancies.
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Inconsistent condom use was practiced by 52.9% of sexually-active respondents,
similar to a study from Eswatini*®. This dangerous practice puts young people at risk
of sexually transmitted infections and unwanted pregnancies and their adverse
sequelae. The mean prevalence of STIs was 14.3%, with higher prevalence in females,
and the commonest STI being gonorrhea. This prevalence is in-between, the low
global average of 7.1% and the higher prevalence of 27.7% a *emale
adolescents and young adults from southern Nigeria*’ 4!, The highet prévalence from

females in southern Nigeria reflects the finding of higher ST@/ ence globally and

in this study*. : %

A third of sexually active female respondents had/been pregnant, 83% of these
pregnancies were unwanted and over half 6%6% aborted. Unintended pregnancies
were associated with poor pare@us (deceased/separated parents), lower
socioeconomic status, no SRH: munication and poor knowledge of SRH. These
are in consonance with %&ﬁa\study from Nigeria and buttress the need for SRH
education and econo.‘}$npowerment of adolescent girls and young women.
X
=

4.6.5 N&s}uation Experience of Female Respondents

@respondents (91%) had attained menarche at mean age of 13.3 years, similar to
\&her studies from Nigeria*>» 4 4. Majority of respondents had high menstrual
hygiene practice (MHP) and this was significantly associated with knowledge of
menstruation before menarche. However, about a third of respondents could not
recall their last menstrual period and did not know the expected date of the next

period. A similar study in southeastern Nigeria found a low menstrual hygiene

164



practice but similar prevalence of poor knowledge of LMP and next period date*.
This discrepancy in MHP could be because the current study took place in
metropolitan Lagos while the southeast study was conducted among rural
communities, with possible poorer WASH facilities. ~This demonstrated poor
knowledge of LMP and next period date negatively impacts the ability of these
adolescent girls and young women (AGYW) to avoid unwanted pre Qy nd its
consequences. The fertile period, during which sexual abstinence @@)f effective
contraception is essential to prevent unwanted pregnancy, i;@a y the four to five
days in the middle of the menstrual cycle, and not bei %e of this fertile period
S}

puts these AGYW at increased risk of unwanted p ’%

4.6.6 Perception of Adolescent an@ Friendly Clinics (AYFC)

This study found that the tih\@% the clinics was not always convenient to the
respondents and th.’:.lt %\SRH counselling and occasional condoms could be
provided at these e@, necessitating referrals for other SRH services, similar to the
findings ngan et al. in Lagos Nigeria'*. Unavailability of essential SRH
services\at the AYFCs could propel young people into the hand of quacks leading to

ad SRH outcomes. This call for an urgent need to upscale services at these

\AfYFCs so they could provide comprehensive SRH services.
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Chapter Five
Conclusion and Recommendations

5.1 Summary of Findings

Assessment of the sexual and reproductive health knowledge of respondents showed a
poor mean SRH knowledge score of 49.0%, with 30.2% of respondents having good
overall knowledge of SRH. The best knowledge score was for puberty (73.0%) while the
worst was for pregnancy and contraception (40.0%). The best-known contraceptive
method was the condom while the least known were the long-acting reversible

contraceptive methods.

The factors significantly positively associated with good knowledge of SRH were female
sex. Older age group (20-24 years), living with both parents, higher socio-economic
status, having received comprehensive sexuality education (CSE), having disclosed HIV

status, having SRH communication with caregivers, and being sexually experienced.

Majority of respondents demonstrated a positive attitude to SRH, with an overall mean
attitude score of 25.4%. The best score (32.5%) was for high-risk sexual behavior, while
the lowest score was for condom use. The factors positively associated with positive
attitude to SRH were having received CSE, SRH communication with caregivers, and
good SRH knowledge. The factors negatively associated with positive attitude were

alcohol use and being sexually experienced.

For SRH experiences of respondents, 68.7% had been/were in a romantic relationship.
Males started romantic relationships earlier than females and had a higher mean number
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of relationships. A third of respondents were sexually experienced, with mean age at
sexual debut of 17.2 years. Almost one-quarter had an early sexual debut, and males had
an earlier sexual debut than females. Deceased or separated parents, being out of school,
and older age, and good SRH knowledge were associated with sexual experience. Early
sexual debut was associated with male sex, sexual abuse, intimate partner violence and
high-risk sexual behavior.

Inconsistent condom use (52.9%), transactional sex (23.3%), multiple sexual partnership
(51.8%) and one-night stands (25.9%) were high-sexual risk behaviours prevalent among
respondents. One in seven respondents had experienced an STI, the commonest of which
was gonorrhoea, and 36.2% of sexually experienced females had been pregnant, which
was unintended and unwanted in 83.3% of cases. Most unwanted pregnancies were

aborted, mostly outside a health facility.

Most female respondents had experienced coitarche, and majority demonstrated good
menstrual hygiene practice with a mean score of 75.3%. Learning of menstruation before
menarche was associated with good MHP score. About a third did not know their LMP
and the expected date of their next period.

For respondents’ perception of adolescent and youth friendly centres in their HIV
treatment facilities, a quarter found the timing of the clinic inconvenient and would prefer
an afternoon or weekend clinic. Majority had received information on various aspects of
SRH from these centres but only SRH counselling and occasional condoms in terms of

SRH services.
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5.2 Conclusion

There was overall poor knowledge poor knowledge of SRH, especially concerning
pregnancy and contraception. This made respondents’ vulnerable to adverse SRH
outcome like early sexual debut, sexual abuse and intimate partner violence, high-risk
sexually behaviours and unintended pregnancies which were prevalent among the study
population. This poor SRH knowledge was associated with poor socio-economic,
educational and HIV non-disclosure status of respondents, and highlights the need for
education, especially CSE for both in-school and out-of-school respondents, economic
empowerment, family support and intensified counselling and support for HIV disclosure

among adolescents and young adults with HIV.

The female respondents demonstrated good menstrual hygiene practice but about a third
lacked knowledge of LMP and next period rendering them susceptible to unwanted
pregnancies and unsafe abortions, which were also demonstrated in this study as more
than a third of female respondents had been pregnant with most of such pregnancies,
unwanted and aborted in questionable hygiene and sanitary conditions outside a health
facility. This buttresses the need to intensify strategies to ensure that all female
adolescents receive appropriate education on menstruation, preferably starting before

menarche.

Some of the Adolescent and Youth Friendly Centres in study sites operate at hours not
convenient for young people. Strategies geared towards making the time suitable for
AYLHIV to improve their access and utilization of services should be explored. Only
SRH counselling and occasional condoms are available at these centres necessitating

referrals for other SRH services, and predisposing AYLHIV to seek services from
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questionable sources or not seek the services at all with possible adverse outcome. It is
therefore of utmost importance that these centers be equipped with human and material

resources.be able to offer comprehensive SRH services to AYLHIV.

5.3 Recommendations

Based on the findings from this study, the following recommendations are made.

Policy Recommendations

1. Ensure that comprehensive sexuality education is available to both in-school and out-
of-school adolescents, by providing training and support for community-based
organization to ensure it reaches every child.

2. Training and retraining of healthcare workers in the field of HIV prevention, care, to
equip them with skills for counselling skills for adolescents and young adults with
HIV, especially with regards to disclosure and for prevention of mother to child
transmission of HIV.

3. Upgrade of Adolescent and Youth Friendly Centres with relevant human and material
resources to enable them offer comprehensive SRH information and services to
adolescents and young adults living with and without HIV.

4. Improvement of the earning power of families, and provision of social and economic

support for families most in need.

Other Recommendations
1. CBOs and religious organizations can facilitate parenting training for community

members and congregation to facilitate child parent communication

175



2. Need for advocacy to tackle the cultural norms that prohibit discussion of SRH to
adolescents and also debunk myths and untruths about SRH
3. Radio and television jingles to promote SRH knowledge and attitude of AYAs will

also be beneficial.

5.4 Contribution to Knowledge

This study revealed the poor knowledge of sexual and reproductive health among
adolescents and young adults living with HIV and the attendant poor SRH outcomes of
early sexual debut, sexual abuse and intimate partner violence, inconsistent condom use
and other high-risk sexual practices as well as unintended pregnancies ending in unsafe

abortions.

The revelations from this study, which was multi-centre and involved male and female,
in-school and out-of-school, and perinatally and horizontally infected respondents gives a
broad view of SRH among adolescents and young adults living with HIV, and highlight
gaps in knowledge and service provision that culminated in adverse SRH experiences and
outcomes of respondents. Suggestions for meeting the identified needs are proffered and,
if actioned on, will contribute to the improvement of the SRH of AYLHIV and their

general health and wellbeing.

5.5 Suggested areas for further research
e A mixed method qualitative a quantitative study involing AYLHIV, their
parents/caregivers, and other relevant stake holder like healthcare providers

and policy makers will provide deeper exploration of the needs of AYLHIV
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A nationwide study of SRH in AYLHIV will help provide data which will be
applicable to the entire country.

A comparative study in AYAs living with and without HIV will reveal
possible differences in knowledge and experience of SRH and the factors
behind the difference which may help to plan better SRH interventions for

young people.
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Appendix I: Study Questionnaire

ASSESSING THE SEXUAL AND REPRODUCTIVE HEALTH NEEDS OF YOUNG
PEOPLE WITH HIV

QUESTIONNAIRE

Study ID:

Date: A\v
X

o &
| S

Section 1: Sociodemographic Characteristics

Female % 2
g)ther (specify r\\)
2. Date of birth [ 1L VI I ]/J'_b ] (dd/mm/yy)
3. Age last birthday [ [ ]years
4. Parental status Both alive ‘. living together 1
tb%lve but separated 2
@ther not alive 3
A@ Father not alive 4
QQ Both parents not alive
5
5. What is your q@amﬂy [ ] Two-parent family 1
structure [ ] Single parent (mother/father)
§ )
Qrb ] Polygamous family 3
\/ ] Foster family (g/parent/uncle/aunt) 4

[

[

[ ] Other (specify
5

6. Primary Caregiver Myself

1

Both parents
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10.

11.

How many people live in your
household (including you)

What type of accommodation do
you live in

Area of residence
Town/LGA

2

Father

3

Mother 4
G/parent/uncle/aunt/sibling 5
Other (specify

[ 1 ](number)

6 \
1 or 2 rooms with shared convenie&Q/

1

One bedroom self-contained%
: O

Are you currently in schogl @\{es

Q
&\\B

If YES, el of schooling

are you

\/Q:Z}

2/3-bedroom flat Q 3
> 4-bedroom apg@ut/house

O
Other %%

/

No 2
Never attended school 88
Primary 1
JSS 2
SSS 3
ND 4
HND 5
University Undergraduate 6
Postgraduate (PGD, Masters, Ph.D.) 7
Other (specify
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12. If out of school, what is the
highest level of education you
attained

13. If out of school, at what age did
you leave school

14. What is the reason for leaving
school?
Please tick the most important

reason

R\

N
N

15 é’

A. If yo @Iot in school,
o)

whatvare you doing currently

Primary

JSS

SSS

ND

HND

University Bachelor’s degree

Postgraduate (PGD, Masters, Ph.D.)

; £
8Other (specify Q,\
[ 10 1years %
Can’t remember 0
Had completed my e@ion
No longer in%@l school
2
Not ddi ell and asked to withdraw

JFi 1al difficulties

‘\Wanted to learn a trade

5

Got pregnant

Other (specify
7

Nothing

Housewife
1

Apprentice (specify

2
Artisan (specify

3
Trader
Clerical Job
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B. If you are working, how much

you earn in a month

16. How old were you when you
started working for pay

17. What is your marital Status

do

18. If married, age at first marriage

19. How long have you been

married ¢ $%

20. How many children@
21. What is your r.e%

O
&

22. How important is religion in
your life?

ave

5

Professional (specify

6

Looking for work
7

Other (specify

Single (never married) %
1 O

Married Q
Co-habiting

Separated/]%ibéfng
Wido‘{Q

5
@years

----------- (years/months)

Christian:
Moslem

Traditional Religion
3

O

S

None

Other (specify
None

Very important
Important

Not important
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23.

24.

25.

26.

27.

28.

29.

Do you find it easy or difficult
to discuss things that are
important to you with your
parents/caregivers

How often do you discuss sex-
related matters with your
parents/caregivers

Apart from parent/caregiver,
have you ever discussed sex-
related matters with anyone
else?

If “YES’, please specify the
person

Do you ever drink alcohol (beer,

wine, whiskey, brandy, vodka,
bitters, local brews)?

Have you ever smoked?

N

If “YES’, what did/dogl

smoke? . *
G

]}you take any recreational

drugs (dope/coke/crack/hard
drugs)

Easy

Average

Difficult

I don’t discuss such with them
Often

Occasionally

Never

Yes
1

4\

.A%l

No

Cigarettes
1

Shisha

Marijuana (igbo, weed, loud)

Other (specify

Yes

1

(specify  F——

88
1

\

O

88

88
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Never 88

Section 2: HIV and ART History

1. How old were you when you were [ ][ ]months/years
diagnosed with HIV \
2. WHO clinical Stage at HIV diagnosis Q
3. Mode of HIV transmission Perinatal <! 0
Sexual
Other (specify 7~ \3

Unknown s\) 4
4. Parental HIV status Mother: 1

Father: ’b 2
bPositive
% Negative
c. Don’t know
5. When did you start taking \% 1M 10 1 1Gear)
antiretroviral drugs (ARV) ,\C)
6. What ARV are you taking a@% (drug 1)
moment Q (drug 2)
Q (drug 3)
% (drug 4)
7. Isyour R\Q:\\' First line 1
Second line 2

%fb Third line/salvage 3

Section 3: Knowledge of Sexual and Reproductive Health

Knowledge of Puberty and Menstruation

1. What is puberty Body changes in early adolescent years in
preparation for adulthood 1
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Don’t know 88

What changes occur during puberty  Increased body growth 1
(Please tick as many as apply) Development of breast 2
Enlargement of penis/scrotum 3
Development of axillary/pubic hairs 4
Deepening of male voice 5
Onset of menstruation in girls 6
Onset of wet dreams in boys 7
Other (specify %;3
Don’t know Q
What is menstruation (period, Monthly bleeding from a girl’s/wo@gma
menses)
Don’t know
Have never heard of it 0 88
At what age does menstruation [ 1 ]years E
usually start (menarche) Don’t Know 88
What is the normal duration of <3 days Q 1
menstruation 3-5 days 2
>5 day b 3
88
How frequently does menstruations ‘%ce every month 1
usually occur
Once every 3 months 2

2 times in a year 3

i
Q Don’t know 88

Where is the rp&al bleeding Womb 1

coming fror(} Urinary bladder 2

Anus 3

6 Don’t Know 88

h be used to absorb the Don’t know 88
rual flow? )

Please tick as many as you know Sanitary pad 1

Tissue paper 2

Cotton wool 3

Tampon 4

Cloth 5
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10.

11.

12.

13.

14.

15.

16.

Proper hygiene during the menstrual
period can prevent infection

Do you know of any restrictions
associated with the menstrual
period?

If YES, pls tick as many as you
know

A girl stops growing after she starts

Menstrual cup 6
Other (specify 7
Yes 1
No 2
Don’t know 88

Not participate in some religious activities

Not attend school \

Not attend social functions

Not interact with boys < O

Not cook for the family 5
Cannot eat certain foods%O 6
Not engage in sex O 7
Other (specify Qv 8
No restricti 9
Don’t f any restriction 88

1

her menstrual periods (menarche) %] 2
(7\ ’t know 88

Menstrual pain stops after \

starts having sexual inter &

When did you learfy about
menstruatiop” \

A girl %@growing after she has

sex rcourse for the first time.

A glrl/woman can get pregnant the
very first time that she has sexual
intercourse

At which time of the menstrual
cycle is a woman most likely to get
pregnant if she has sex

Yes 1
No 2
Don’t know 88
Before menarche 1
After menarche 2
Have never learned about it 88
Yes 1
No 2
Don’t Know 88
Yes 1
No 2
Don’t know 88

During the menstrual period
Immediately after the period

In the middle of the menstrual cycle
Just before the period

£ > US T \O SN
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17.

18.

19.

20.

21.

22.

23.
Girls/W, can take a pill every day

Do you know any method that can
be used to prevent pregnancy after
sex (contraception)

Male Condom

A boy/man can put a rubber device
on his penis before sexual

intercourse

Female (internal) Condom

A girl/woman can put a rubber
device inside the vagina (or anus)
before sexual intercourse

Male or female condom can be used
more than once

At any time during the cycle

Don’t know

Yes
No

Yes
No

Don’t know
88

Yes

Don’t know

0

’\' ’t know

Condoms reduce sexual pleasurf;\cj Yes

Condoms can slip o
inside a girl’ s/wo

SEX

Contraceptive Pill:

N

24. Injection

Women can have an injection every 2
or every 3 months

n’s ody during

No
Don’t know

Yes
No
Don’t know

Yes
No
Don’t know

Yes
No
Don’t know
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Knowledge of Contraception

1
2

| \O I

88

W N =

88

Do you know any place or
person wher ng people

could obtain‘this method?
Yes (6

N(&
@o you know any place or
person where young people

e

could obtain this method?

No
2

Do you know any place or
person where young people
could obtain this method?

Yes

No
2

Do you know any place or
person where young people
could obtain this method?

Yes
No



25.

Emergency Contraceptive Pills

A girl/woman can take pills soon after
intercourse

26.

27.

28.

29.

Withdrawal

A man can pull out of a woman
before ejaculation

Periodic Abstinence/Rhythm/Safe
Period

A couple can avoid sex on days
when pregnancy is most likely to
occur

There are other methods of
contraception that I have not
mentioned. What other methods
have you heard of?

Circle each method mentioned '\

&

&
N

Which meth Qu think is
most suitable fOs yoting people?

Circle on%@ answer
N

2

Yes 1 Do you know any place or
No 7 person where young people
Don’t know 3 could obtain this method?

Yes

No

2

NS Q%
- Q
NI
: O
O
)

1IUD
Impla&b
J
emale Sterilization

le Sterilization
Washing vagina after sex

~N N wn D ow N

Drinking stout/lime after sex

Other (specify
8

Contraceptive Pill
Injection

Condom
Emergency Pills
Withdrawal

Periodic Abstinence
Implant

IUD

Other (specify

O 0 VI o W P WL~

Knowledge of HIV/AIDS and other STIs
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30.

31.

32.

33

Have you heard of/know any of them?

34. If YES, please tick as many as you

35.

36.

37.

There is a cure for HIV/AIDS

A person with HIV always looks
emaciated or unhealthy in some
way

People can take a simple test to
find out whether they have HIV

. Apart from HIV, there are other

diseases that men and women can

catch by having sexual intercourse.

have heard of or know

What are some of the i@-
symptoms of STIS/S@l a
boy/man ’\%

Wh ome of the signs and
s}&ms of STIs/STDs in a
girl/woman

If a friend of yours needed
treatment for an STI, where could
he or she obtain such treatment?
PROBE Any other places?

Yes
No
Don’t know

Yes

No

Don’t know
Yes

No

Don’t know
Yes O
No %
Gonorrhoea :

Chlamydi @

Herpes 6

Syphi

3

arts

chomoniasis
* ’\w%)hoid fever
&

Tuberculosis
Other (specify

O
&

R

1
2

O oo aan o b N —

Pain during urination
Discharge from penis
Blisters/sores on the penis
Warts on penis

Other (specify

Don’t know

Pain during urination

Discharge from vagina
Blisters/sores on the vagina/vulva
Warts on vagina/vulva

Other (specify

o0 L B W o~

o]

(U VSIS A

Don’t know
Shop

Pharmacy
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Circle each mentioned Govt. hospital/health centre/clinic
Private doctor/nurse/clinic

Other (Specify

3
4
5
38. How can STIs/STDs be prevented Abstinence 1
Faithfulness to a faithful partner 2
Use condom 3
Take medicine before/or after sex 4
Wash genitals immediately after sex %

Other (specify Q
Don’t know O 88
39. From whom/what did you get Mother & ;J 1

information on sexual and

reproductive health Father
Sibling/Other relativ 3

Friends QQ 4

Teacher Q 5
Health 6
T\/Radio/Newspaper 7
. ,\' ernet/social media 8
,\C)\ Others (specify
Comprehensive Sex ducation (Family Life and HIV Education [FLHE])
40. Did you receive F ar%&b and Yes 1
HIV Education (FL exuality
education class ile in school No 2

< \ Can’t remember 3

6 Never went to school 4
41. 1 Y%% at what school level were  Primary 1
th

sses given

JSS 2
SSS 3
Post-secondary 4
42. What topics were covered in the Reproductive biology 1
classes
Sexual development 2
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Please tick as many as you remember

43. How did you find the classes

44. What school level do you think is
the best to teach the FLHE classes

45. What do you consider should
best source of information %

sexual reproductive
young people

O
&

¢

Body image
Contraception
STI/STDs

Unplanned pregnancy
Abortion
Relationships

Gender roles

Other (specify --------------

Very informative

.......... QO 9

Moderately informative % 2
Not informative 0 3
Primary QQ 1
JSS 2
SSS fbb’b 3
P&&ondary 4

er (specify 5
Mother 1
Father 2
Sibling/Other relative 3
Friends 4
Teacher 5
Health Worker 6
TV/Radio/Newspaper 7
Internet/social media 8
Others (specify 9

Section 4: Sexual and Reproductive Health Behaviour and Experience
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10.

11.

12.

. Have you ever had a boy/girlfriend

(romantic involvement)

How many boy/girlfriends have you
had

. How old were you when you had your

first boy/girlfriend

How old was your first boy/girlfriend

. Do you have a boy/girlfriend now

If ‘yes’, how old is your current/most
recent boy/girlfriend

When you started your relationship,

what was your current/most recent
boy/girlfriend

Is your current boy/girlfriend

What is the durati %
current/most recent relationship
Has the relat;
If ‘yes’, who decided to end the
relationship

ip ended

During your current/most recent

Yes

No

[LI0]

[ _I[ _]years
__years

Don’t know

Yes

No

[ ][ _years

Don’t know

Single Q

Married ’bQ
Divarc %e arated

Qﬁm -

Workmg
Neither
Don’t know

[ [ ] (months/years)

Yes
No
I
My boy/girlfriend
Both of us
Other (specify

Yes
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13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

relationship, did you date anyone else

If relationship is still on, how would
you describe your relationship with
your current boy/girlfriend

How do you think your boy/girlfriend
would describe your relationship

Did you and your boy/girlfriend have
any physical contact, such as holding
hands, hugging or kissing?

Did you have sex with your

current/most recent boy/girlfriend

How old were you when you first had
sex with him/her

What type of sex did you have

Think back to the first time
with your current/most rec

boy/girlfriend - I mea&ﬁrst time
that the penis wasgy
mouth/vagina/& ould you say.
Was thh‘fst sexual experience
planned or unexpected

Was that the first time you had sex in
your life

No 2
Casual 1
Serious 2
Important/might lead to marriage 3
Engaged to be married 4

Casual 1
Serious Q%
Important/might lead to marriage Q/Q 3
Yes &
No %Q
Yes Q 1
Q :

[ ]ye%’b

Ora 1
al sex 2
q&% sex 3
A% Other (specify 4
You forced him/her to have sex 1
You persuaded him/her 2
He/she forced you 3
He/she persuaded you 4
Both were equally willing 5
Planned 1
Unexpected 2
Yes 1
No 2
[0 1years

If ‘no’, how old were you the first time

you had sex
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23. Did you regret having intercourse with
your current/most recent boy/girlfriend
that first time?

24. If you regretted it, please give your
reason

25. On that first time did you or he/she do
anything to avoid pregnancy?

26. If yes, what method did you use?

27. Apart from the first time, did you and
he/she ever use a method to avoid
pregnancy?

Yes, regretted

No, not regretted

No

Condom (male or female) «< ':

Contraceptive Pill

Injection %
Withdrawal O
Safe period Q

Emergencyé@eption
om@
Alyays

If “Yes’, Always or sometimes? é\ Never

28. What method(s) did you and @e
mostly use?

(Multiple responses permitt
G
\?:b

29. Where did you or he/she get this
method?
(Circle only one)

Condom (male or female)
Contraceptive Pill
Injection

Withdrawal

Safe period

Emergency contraception

Other

Shop
Pharmacy/Chemist
Govt. Clinic/Health Centre/Hospital

Private Doctor/Nurse/Clinic
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30.

31.

32.

33.

34.

35.

36.

Whose decision was it to use a method
to prevent pregnancy?

Was it mainly your decision, his/her
decision or a joint decision?

Were you ever concerned that you
might catch a sexually transmitted

disease from him/her?
If YES: Very or somewhat?

Were you able to do anything to reduce
the risk of infection

If YES, what did you do?
Probe

How often have you had a sexually
transmitted infection?

S
What was the name of the\@you had
¢
O
\®

During the last time you had an STI,
where did you seek treatment

Friend 5

Other (specify 6
Don't know 88
My decision 1
His/her decision 2

Joint decision

Other (specify

Very concerned
Somewhat concerned
Not concerned

36\ 3
O 1
Q :
Used condoms Q 1
Took prev t% edicines 2

§nitals immediately after sex 3
Othe ecify ) 4

R

Yes
No

Washed

R
éc}More than once

Never

Gonorrhoea
Chlamydia (clap)
Herpes

Syphilis

Genital warts
Trichomoniasis

~N N w =

Other (specify

—_—

Shop
Pharmacy

Govt. hospital/health centre/clinic

A~ WL N

Private clinic/hospital
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37. Did your sexual partner (any of your
partners) also obtain treatment?

38. Males: did you ever get her pregnant?
Females: Did he ever get you pregnant

39. Was the pregnancy planned or
unplanned

40. What happened to the pregnancy

41. If the pregnancy ended in abortion,
where was the abortion done

&
S

here did you
the pregnancy

42. If you gave
receive ca

43. Where did you give birth

Did not seek treatment 6
Yes 1
No 2
Don’t know 88
Yes 1
No Q%
Planned Q/O 1
Unplanned

Currently pregnant

2
3 3
Live-birth b’b"Q 4
5
6

Abortion

Miscarriage

Stillbirt

Not@

-5\& me 1

'\C)At a chemist/drug store

2
At a clinic/hospital 3
At a nurse’s/doctor’s home 4
At a traditional medicine practitioner’s 5
Other (specify 6
Private clinic/hospital 1
Govt. hospital/health centre/clinic 2
Nurse’s home 3
Traditional birth attendant’s 4
Other (specify 5
I did not receive any pregnancy care 6
Private clinic/hospital 1
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44,

45.

46.

47.

48.

49.

50.

Govt. hospital/health centre/clinic 2
Nurse’s home 3
Traditional birth attendant’s 4
At home 5
Other (specify 6

Have you experienced any challenge in ~ Yes 1
forming and/or maintaining romantic %
. . No
relationships OQ
3

Not ready for a romantic relationshi

If YES, was the challenge in forming In forming & 1
or maintaining a relationship . O
In maintaining % 2
In forming and mamt@ 3
Briefly describe the challenge(s) you
have had
6"
Vo \
&

Some young people are forced to h 1
sexual intercourse against their,w @

2
a stranger, a relative or an ol @Q
Has this ever happened toQ

How many different ﬁi‘rs, relatives  Stranger(s): [ ][ ]

or older persons hgv you to . .
have sex againg il1? Relative(s): [ ][ ]

Older person: [ ][]

How om e you been touched on Often 1

the bre r other part of your body )

when you did not want to be, by a Sometimes 2

stranger, a relative or an older person?  Rarely 3
Never 4

Some young people have 'one-night Yes 1

stands’ (have sex with someone you No )

just met), perhaps after a party or after
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51.

52.

53.

54.

55

56.

57.

58.

59.

. Did you or the sexual partner do

drinking? Has this ever happened to
you?

How many ‘one-night stands’ have you
had?

Did you or the sexual partner do
anything to avoid a pregnancy on these
occasions?

If YES, was it always or sometimes?

A. Some young people pay money or
give gifts in exchange for sexual
intercourse.

Has this ever happened to you?

B. Some young people receive money
or gifts in exchange for sexual
intercourse.

Has this ever happened to you?

How many people have you had sex
with for money or gifts?

anything to avoid a pregnancy on thes
occasions?

[ 1[__1(number)

Can’t remember
Always
Sometimes

Never

Yes Q
No Q

[ ] [_y@?@r}
Can@ember

(%ometimes

If YES, was it always or someﬁ'@g Never

In your whole life, how n@ple
have you had sexual intetcotirSe with?

How long a Qyou last have sexual

intercours anyone?
If less t ne week, enter 00 weeks

On that last occasion did you or your
partner do anything to avoid
pregnancy?

If YES, what method was used?

[ 1[__] (number)
Can’t remember
Never had sex with anyone

[ ][] weeks or months (circle as
appropriate)

Yes
No

Condom

Contraceptive Pill
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60. MALES: Have you ever made a girl or
woman pregnant? If YES, how many
times?

FEMALES: Have you ever been
pregnant? If YES, how many times?

61. Thinking of the most recent pregnancy,

did you want the pregnancy at that time
or not want it?

62. What happened to the (last) pregnancy?

s\@gm

Injection
Withdrawal
Safe Period

Emergency Contraception

Q9 N U N W

Other «oooveeiee

1] *
Not Sure Q
Never : O 2
Wanted O& 1
Not wanted % 2

Currently pregnanQ 1

Alfortio? ’bQ 2
MISCEII’I'I% 3
Liv@ 4

5

For those who have neéifaxperienced sexual intercourse

N

People may have mixed reas t
having intercourse. I will re some
reasons. Please tell me £ ?% reason
whether it applies to ou

I don't feel rea@p have sex.
have nqt h e opportunity

It is agkmy religious beliefs

I think that sex before marriage is
wrong

63.
64.
65.
66.

67. I am afraid of getting pregnant

68. I am afraid of getting HIV/AIDS or

another sexually transmitted infection.

Applies Does not Not
apply sure/Don’t
know
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
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69. And now I have a question about your =~ Wait until marriage

future plans for sexual intercourse.
Which of these statements best

describes your plans?

Wait until I find someone I love

Wait until an opportunity comes along

Wait until Engaged to be married

Other (specify
70. Do you feel any pressure from others to A great deal
have sexual intercourse? A little
If YES, a great deal or a little? N
one
71. From whom do you feel pressure? Friends
Circle all that apply Relatives
Lecturers

Young people have various views about A 1}\\Q Don’t Know

relationships. I will read you out some 5\'

views. For each one, please tell me whethe(j\

you agree or disagree? %’&

1. believe it's all right for unmarri ys 1 2
and girls to have dates QQ

2. believe it's all right for bdys and girls to 1 2
kiss, hug and touc 'e?\&,o er.

3. Ibelieve there 1s,nothing wrong with 1 2
unmarried b d girls having sexual
interco% ey love each other.

4. I think that sometimes a boy has to 1 2
force a girl to have sex if he loves her

5. A boy will not respect a girl who 1 2
agrees to have sex with him.

6. Most girls who have sex before 1 2

Boss at work

Work colleagues
Partner/special frie Q

Other (specify

A4
Sexuality and Gender&&

marriage regret it afterwards.
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10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

. Most boys who have sex before

marriage regret it afterwards.

A boy and a girl should have sex before
they become engaged to see whether
they are suited to each other

I believe that girls should remain
virgins until they marry.

I believe that boys should remain
virgins until they marry.

It is sometimes justifiable for a boy to
hit his girlfriend.

Most of my friends think that one-night
stands are OK.

It's all right for boys and girls to have
sex with each other provided that they
use methods to stop pregnancy.

Most of my friends who have sex with
someone use condoms regularly.

I am confident that I can insist on
condom use every time I have sex

abortion myself or for my partneQ

It is mainly the woman's %?bility
o

to ensure that contracepti sed
regularly. . \

I think that yo sh{;ﬂ}be in love with
someone befoz%aving sex with them.

I feel t@% how to use a condom
y.

properl

Most of my friends would never
contemplate having an abortion for
themselves or their partner.

Men need sex more frequently than do
women

1

\
’b 2
O

N
° @
I would never contemplate having a@\cjl
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22.

23.

24.
25.

26.

Most of my friends believe that you
should be in love before you have sex
with someone.

I would refuse to have sex with
someone who is not prepared to use a
condom.

One-night stands are OK

How many of your friends have had
sexual intercourse?

Would you say many, some, a few, or
none?

Concerning gender identity, would you
say you are:

Cisgender: sense of gender corresponds
with your biological sex

Transgender: sense of gender corresponds

with opposite of your biological sex

27.

Concerning sexual orientation, would
you say you are: \

Heterosexual: likes sex with opp@ex

Homosexual: likes sex with s sex

Bisexual: likes s i h@exes

Have y&@tarted seeing your
menstruation

At what age did you start your period

What is the duration of your period

1 2 3

Many

Some QQ
A few &Q/
None Q

Not sure %

Cisgender Q

Transgender

N —= o0 B~ W N

(O8]

Other (spe

Do@m ot sure 88

(%!ﬁosexual 1

Homosexual 2

Bisexual 3

Other (specify 4
exw Don’t know/Not sure 88
’66 enstrual Health Experience (Females Only)

Yes 1

No 2

[ [ Tyears

<3 days 1

3-5days 2
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0&
7. Why do you use what you circled in Q(i’)%k\k it

8.

How many days are there between the
start of one period and the start of the
next period (your cycle)

Is your cycle regular (same number of
days between periods every time)?

What do you use for your periods (to
collect/absorb the menstrual flow)
Circle all that apply

for your period

§
S
O

Q

If you do Hot like what you use for your
period, what would you like to use

>5 days

<21 days
21-28 days
29-35 days
>35days
Yes

No

Not sure
Sanitary pad
Tissue paper
Tampon

Cloth

Menstrual
Cotton \@
%ecify ........................

@ It is what my parent/guardian provides

It is what I can afford

It absorbs well

It does not irritate my private part

It prevents odour

Other (specify ....ccoovviiiiiiiiiiannn.
I like it

Sanitary pad

Tissue paper

Tampon

Cloth
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9. How often in a day do you change what
you use for your period

10. Compared to other days, do you bathe
more or less often during your menses

11. How do you dispose of your menstrual
material

12. How do you get money for your
menstrual needs

R\
NI
¢

13. Do you ha of the following
associaKd/ ith your periods

Menstrual cup
Cotton wool
Other (specify .......cccvvvvviennn...

[ ]time(s)

More often

Same as on other days

Less often ( OQ 3

In the dustbin 1\

Burn it E
Throw into the toilet O
Throw into the bu@
Wash for reube

Other (speCify*.......cccocvviviiinn...

My \Qts/caregiver buy for me

’& et money from parents/caregivers

\C)From my work/trade

From my boyfriend/manfriend

I sleep with men to get money

Other (specify .....coovvvviiiiniinnnn.
From no one so I use rags

Abdominal pain/cramps before menses
Abdominal pain/cramps during menses
Bloated feeling

Pimples

Breast pain and/or enlargement

Headaches
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14.

15.

16.

17.

Did/does your mother/sisters
experience similar symptoms/problem
as you do during menstruation?

From whom/where do you seek
solution/treatment for menstrual issues

What is your feeling about se

menses
Has your @ ever prevented you
from a?g\()g e options (please tick as

many as apply)

&

Irritability/Mood changes
Feeling of being unwell
Poor appetite/Vomiting/Diarrhoea
Body odour

Other (specify ....cccovvvvviiiiniinnn..
None

Yes

No

Don’t know

Parent/ other relative

Girl Friend O
Boyfriend Q
Neighbour

Teacher ’bQ

Heal% borker
C }rs

S

wl\)

o I TV, T N

Other (specify
It is acceptable

It is disgusting

My culture forbids it

My religion forbids it

Engaging in household chores/cooking
Going to school/work

Attending religious activities
Attending parties/social functions
Sleeping over at a friend’s house

Engaging in sexual activity
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Other (specify 7

Other (specify 8

18. Date of last menstrual period: [T VLIV O] ddmmlyyyy)
19. Expected date of next menstrual period: [ [ V[ 1l V[ 1 1 I 1(dd/mm/yyyy)

Use and Perception of Quality of SRH Services at Adolescent Friendl&entre

1. What is the timing of SRH services at ~ Regular clinic hours (8 am to 4 pm) QQ
;" 2

he facili
the factlity Afternoon/evening clinic (from

Weekend clinic Q 3

2. Is the time of the clinic: Convenient % 1
Not convenient Q

3

Not sure Q

3. If clinic time is not convenient, what Regular cli ours (8 am to 3 pm) 1
time would you prefer

Aft vening clinic (from 3 pm) 2
kend clinic 3
\%‘[her (specify 4
4. At this facility, did you see any Yes 1
on contraception/pregnancy, s N )
transmitted infection ©
5. Have you ever receiv chures on Yes 1
contraception/ pr. n?lbg /sexually
No 2
transmitted 1nl§
6. Have you @ ended group sessions
on: ofitraception
&Jally transmitted infections Yes (1) No(2)
Pregnancy Yes (1) No (2)
Yes (1) No (2)
7. During these sessions did you feel Yes 1
comfortable enough to ask questions No )
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10.

11.

12.

13.

14.

15.

16.

. Did you receive adequate answers to

the question(s) you asked

Are condoms available at your centre
and discreetly placed so you could take
if you wanted

Have you ever requested for services or
information on contraception,
pregnancy, abortion, or sexually
transmitted diseases in this facility

How many times have you requested
services or information from a doctor
or a nurse for these services in the last
twelve months?

If ‘yes’, what service(s) did you
seekWhen you last saw a doctor or a
nurse for SRH issues, what was your
reason for going?

Did you obtain the contra@
services you requested fi

Did you feel that @Vas adequate
conﬁdentiality@ceming your

consultation% ssions with the
health re%r er

Please comment on time spent at the
facility for consultation/services

No 2
Yes 1

No 2
Don’t know 88

Yes %1
No

S
Number of times [ 1 &

Did not seek care in last \% S 0
Contraception Q 1

STI treatmen Q 2

Gynaeco %xam 3

Pre \@r test 4

. @ncy termination 5

\(%RH Counselling 6

% Other (specify .....c.ccoveviiiiiin.. 7

Yes 1

No 2

Yes 1

No 2

Not sure 3

Services were delivered on time 1
There was a long waiting time before

consultation/services 2

Cannot comment on time spent 3

Very friendly 1

How do you rate the friendliness of the
healthcare workers at the facility
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Somewhat friendly 2

Indifferent 3

Unfriendly 4

Very unfriendly 5

17. Number and cadre of health care Doctors [ 1 ] (number)
workers at the youth friendly facility Nurses [ 10 1 (umber)
Counsellors [ 1 ] n@%

Other (spec ----=----=--n-=--- [ [ ber)

Thank you for your participation &
Appendix II: Study Consent Form Q$

CONSENT FO

Name of Principal Investigator: Agatha N. Davib’bQ

Institution: Clinical Sciences Department,\®1 n Institute of Medical Research, Lagos

Email: nkiru d@yahoo.com éj\’&
Phone Number: 080332206 Q

Title of the Researc 'sting the Sexual and Reproductive Health Needs of Adolescents
and Young Adultss& IV in Lagos, Nigeria

Sponsor of Re \1: Self-sponsored
Purpose( esearch:

The se of this study is to assess the sexual and reproductive health (SRH) needs of
adolescents and young adults (AYA) with HIV (AYAwH) in Lagos, Nigeria through their
SRH knowledge, attitude, and behaviour. This study is the subject of a Ph.D. thesis in Public
Health at the Lead City University, Ibadan.

The procedure of the Research (what shall be required of each participant, and the
expected number of participants that would be involved in the research):
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About 700 participants aged 14 to 24 years will be recruited for the study from the four study
sites, namely Nigerian Institute of Medical Research, Yaba, Lagos University Teaching
Hospital, Idi-Araba, Lagos State University Teaching Hospital, Ikeja, and Massey Street
Children Hospital, Lagos Island. Each participant will complete a questionnaire with a set of
questions on different aspects of sexual reproductive health, including knowledge and
experience, with an interviewer on hand to provide guidance for the completion of the

questionnaire.

Expected duration of research and of participant(s)’ involvement: \

The expected duration of the study is 12 months. However, interaction with rticipant
will occur only once.

Anticipated Risk(s) and Efforts to Minimize Risk(s): &

This study entails the collection of information on sexual and rep tive health issues from

the participants. Some of the questions may therefore be

'tive. However, names and
dconfidentiality will be strictly
er any question they feel very

other personal identifiers will not be collected and privacy
maintained. In addition, participants are free to decline Q
uncomfortable with. {b

Financial Costs to the Participants for Parti 10n in the Research:

There shall be no financial cost to you fi }xu participation in this study. Information will
be collected when you come to the CHJ\& your routine clinic visit.

Q;&C'J

There is no direct benefit t@for participating in this study. However, findings from this
study will contribute knowledge of the sexual and reproductive health needs of
adolescents and youg%l ults. This will in turn help to ensure that strategies are developed to

meet these nee@ou g people.

Conﬁd%’bﬁty:

Confidefitiality will be maintained throughout the study. Study participants will not be
required to provide their names or other personal identifiers, as each participant will be
assigned a study identification number for study purposes.

Benefit(s):

Voluntariness and Alternatives to Participation:

Your participation in this study is entirely voluntary and you are free to withdraw at any
point or decline to answer any question without any negative consequences. If you choose
not to participate, this will not affect the care you receive from this facility in any way.
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Due inducement(s):

No payment will be made to you for participation in this study.

Alternatives to Participation

If you choose not to participate, this will not affect your treatment in this hospital in any way.

Modality of providing treatments and action(s) to be taken in case of adverse w&t(s):

No treatments will be provided in the course of this study. O

What happens to research participants and communities when the pése is over?

Findings from this study will be made available to the managemen h of the study sites,
and recommendations can be integrated to improve SRH service d€hvery at the sites.

Statement about sharing of benefits among research Q whether this includes or
excludes research participants:

No commercial benefits are expected from this stu%bQ

Any apparent or potential conflict of inte\ ’b

There are no apparent or potential cg\"cts of interest with regard to this study by any
member of the study team. C—,\

Statement of the person ob.ta@x'nformed consent:

I have fully explained thi ch to and have given
sufficient information, th¢cluding about risks and benefits, to make an informed decision.

Name: PR Signature: Date:

RS

Stat gt’ of the person giving consent:

I have read the description of the research or have had it translated to me. I have also talked it
over with the research lead to my satisfaction. I understand that my participation is voluntary.
I know enough about the purpose, methods, risks, and benefits of the research study to judge
that [ want to take part in it. [ understand that [ may freely stop being part of this study at any
time. I have received a copy of this consent form and to keep for myself.

Name: Signature: Date:
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Witness’ Name (If Applicable): Signature

Contact Information:

This research has been approved by the Institutional Review Board (IRB) of the Nigerian
Institute of Medical Research, Lagos

1. Institutional Review Board, Ground Floor. Lab Complex
Nigerian Institute of Medical Research, 6 Edmund Crescent, Yaba, Lagos.

Phone: 08023513399 Email: nimr_irb@yahoo.com Q\

2. Study Principal Investigator: Dr. Agatha N. David 0
Phone: 08033220631 Email: nkiru d@yahoo.com < )

PLEASE KEEP A COPY OF THE SIGNED INF ORME@%\’SEN .
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