FOREWORD
The development of a National HIV Strategy for Adolescents and Young People is in alignment
with ongoing efforts to reduce HIV infection rates in Nigeria. Efforts have been made to address
issues of adolescents and young people in previous plans. These include: the HIV and AIDS
National Strategic Framework 2010–2015, the HIV and AIDS National Strategic Plan
2010–2015, the National Youth Policy, National Policy on Health and Development of
Adolescents and Young People in Nigeria (2007) and its Strategic Framework (2007–2011), as
well as in the National Action Plan for Advancing the Health of Adolescents and Youth in Nigeria
(2010-2012). However, these documents did not lay out the specific strategic actions that
needed to be taken by different stakeholders and institutions in a synergistic manner to achieve
the desired scaled-up HIV national response for adolescents and young people.
Over the past four years, the national response has made concerted efforts to gather evidence
from all actors on the implementation of programmes focusing on adolescents and young
people. Key amongst this was an analysis of the HIV epidemiology and response amongst AYP.
The analysis highlighted gaps in the response, including poorly-targeted HCT and condom
programming for AYP, weak linkages to treatment, care and support services for AYP living with
HIV, weak participation of AYP in programme development and weak documentation,
monitoring and reporting. It also highlighted the need for improved coordination of the AYP
response, stronger guidance for implementers of HIV programmes for AYP andclearer
definition of roles and responsibilities. Thus the need for a national strategy to address the gaps
and provide clear guidance on what needs to be done in the HIV response for AYP.
This document is therefore the first Strategy that addresses the needs of AYPthrough clear,
simple, and feasible guidelines, which will deliver a well-coordinated HIV response for all
categories of AYP. This Strategy will not only be a guide to all stakeholders, it will also be a
learning experience for the national response. We are confident that all components of this
Strategywill be implemented in order for us to achieve our desired outcomes.

Professor John Idoko
Director General, NACA
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DEFINITION OF TERMS
Below are definitions of terminologies used in this Strategy document
Adolescent: An adolescent is an individual between the ages of 10 and 19 years.
Young person: Young person is an individual between the ages 20 and 24 years.
Out-of-school youth: Out-of-school youth is any adolescent or young person that dropped out
of primary or secondary school; never attended primary and/or secondary school; completed
primary school but did not continue with secondary school.
Key populations at higher risk: Term used to refer to adolescents and young people whose
sexual and other behaviours place them at high risk of HIV transmission and acquisition. These
include adolescents and young people who inject drugs, adolescents and young females who
sell sex, and adolescents and young men who have sex. [The terms “most at-risk adolescents
(MARA)” or “most at-risk youth (MARY)” were formerly used to refer these populations. It is
more appropriate and precise to describe the behaviour each population is engaged in that
places individuals at risk of HIV exposure.]
Risky sexual behaviours: Risky sexual behaviours are a range of hazardous sexual practices that
influence (increase the chances of) HIV transmission. They include early sexual debut,
unprotected sex, and transactional sex.
Sexual intercourse: This involves vaginal and/or anal and/or oral penetration, between at least
two individuals.
Sexual debut: Is an experience of sexual intercourse for the first time by a male or female.
Comprehensive knowledge of HIV: Comprehensive knowledge means knowing that consistent
use of condoms during sexual intercourse and having just one uninfected faithful partner can
reduce the chance of getting the AIDS virus, knowing that a healthy-looking person can have
the AIDS virus, and rejecting the two most common local misconceptions about AIDS
transmission or prevention.
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1

BACKGROUND

1.1

The Evidence

1.1.1 Socio-demographic profile of adolescents and young people

Globally, there are over 1.8 billion adolescents and young people (AYP). They constitute onequarter of the world population with 90% living in developing countries where they tend to
make up a large proportion of the population. Adolescents and young people in sub-Saharan
Africa account for one-third of the population. Sub-Saharan Africa is the only region in the
world where the population of AYP continues to grow substantially. It is projected that by 2025
the number of youth aged 10–24 in sub-Saharan Africa will increase to 436 million and by 2050
the population is further projected to increase to 605 million.6,7
Nigeria has a large population of over 173 million people. The largest proportion of the AYP
population is those aged 10–14 (see figure 1). Disaggregating the data by five-year age groups,
10–14, 15–19, and 20–24 year olds constitute 12.3%, 8.8%, and 7.2% of Nigeria's population,
respectively.4
Figure 1 Population pyramid, NDHS 2013
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Table 1 Socio-demographic profile of AYP in Nigeria, NDHS 2013

The fertility rate is high among adolescent girls and women. Early child bearing is often a result
of early marriage. A large proportion of young females (42.8%) are married by age 18. The
education level is low among AYP and the literacy rate (among those aged 20–24) is lower
among females compared to males.
1.1.2 HIV epidemic among AYP
In 2012, the global estimate of AYP living with HIV was 5.4 million, of which approximately
900,000 were adolescents (10–14 years old) most of them having acquired HIV through
mother-to-child transmission. In 2013, there were over 160,000 adolescents aged 10–19 living
with HIV, 75% of whom are attributed to vertical transmission. In 2012, an estimated 780,000
youth aged 15–24 were newly infected with HIV. Females in this age group were 50% more
likely to acquire HIV than their male peers with 97% of the new infections occurring in low and
middle income countries.
In Nigeria, HIV prevalence among adolescents aged 15–19 is estimated to be 2.9% and 3.2%
among young people aged 20–24 (Table 2). HIV prevalence varies considerably by region and
age, though. The HIV prevalence among females aged 15–19 ranged from 1.3% in the South
East (SE) to 4.3% in the South South (SS) and among 20–24 year old females from 1.8% in the SE
to 7.5% in the SS. Young women are more affected by HIV with 3.7% of those aged 20–24 living
with HIV compared to 2.4% among their male counterparts.
Please note that estimates are not available for children aged 10—14 years.
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Table 2 Prevalence of HIV among AYP in Nigeria, National AIDS and Reproductive
Health Survey (NARHS) 2012
Male
Female
All
15–19 20–24 15–24 15–19 20–24 15–24 15–19 20–24 15–24
yrs.
yrs.
yrs.
yrs.
yrs.
yrs.
yrs.
yrs.
yrs.
North Central (NC)
North East (NE)
North West (NW)
South East (SE)
South South (SS)
South West (SW)
All

2.5
3.7
5.6
0.7
3.9
1.7
2.9

1.3
1.5
5.0
0.5
3.5
1.8
2.4

1.9
2.6
5.3
0.6
3.7
1.7
2.7

2.4
2.9
1.6
1.3
4.3
4.0
2.8

2.8
4.0
2.1
1.8
7.5
3.7
3.7

2.6
3.5
1.9
1.5
5.9
3.8
3.3

2.5
3.3
3.3
1.0
4.1
2.8
2.9

2.1
3.0
3.2
1.3
5.8
2.9
3.2

2.3
3.1
3.3
1.1
4.9
2.8
3.0

Nigeria is estimated to have about 160,000 adolescents aged 10–19 years living with HIV with
73,000 being males and 90,000 females. Number of AIDS-related deaths among adolescents in
17
2013 was 11,000 and the number of new infections among them was 17,000 in the same year.
1.1.3 Drivers of the epidemic among AYP in Nigeria
There are social and contextual factors that make AYP vulnerable to HIV infection. Identification
of prevailing socio cultural factors in a particular community and designing interventions to
address them is key to success.
Reported drivers of the epidemic pertinent to Nigerian AYP include multiple and concurrent
sexual partnerships, intergenerational sex, sexual coercion, low risk perception, and
transactional sex. Moreover, studies have shown that married adolescents and young women
may also be exposed to increased risk of HIV infections from their husbands.
Exacerbating high-risk behaviours are socioeconomic conditions like pervasive gender
inequalities and gender-based violence, poverty, unemployment or underemployment, and
widespread HIV-related stigma and discrimination. There are also a number of traditional,
religious, and cultural factors that increase the risk of HIV infection and other sexual and
reproductive health (SRH) morbidities among young women and girls such as child and forced
marriage, female genital mutilation, and widow inheritance13 in addition to ineffective sexually
transmitted infection (STI) programming, poor integration of HIV and AIDS and SRH services.
While the Modes of Transmission Study estimates that sexual transmission accounts for about
80% of HIV transmission in Nigeria's general population, among adolescents, factors other than
high-risk sexual behaviours play a significant role. There is some evidence to suggest that
vertical transmission may account for a fairly high proportion of the infections among
adolescents. Figure 2 shows how vertical transmission has increasingly become a significant
mode of HIV transmission for adolescents aged 10–19.
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Figure 2 Adolescents aged 10–19 living with HIV in Nigeria by mode of transmission

Source: Stover et al. 2014.
Substance use is increasingly prevalent among people. Alcohol and cigarette are the most
common substances used by young people, and constitute “gateways” to the use of other
substances and illicit drugs. Marijuana is the most common illicit drug taken by adolescents
14
(0.5%) and young people (1.0%) aged 15-24yrs. The use of volatile organics solvents, such as
petrol, and sniffing glue has also been reported. Substance use and abuse can be a result of peer
pressure, youthful curiosity and the urge for experimentation. The adverse consequences of
drug use by young people include dependence, overdose accidents, physical and psychological
damage and sometimes, premature death. Drug use can also dampen inhibitions which may
lead to reduced ability to negotiate for safe sex and increased sexual risk taking such as failure to
use condoms. The use of intravenous drugs may lead to increased risk of HIV infection through
sharing of contaminated needles, syringes and other equipment. While there is insufficient
evidence to ascertain the extent to which substance use is a “driver” of the HIV epidemic among
AYP, it is a factor that should be addressed in HIV programming for AYP.
1.2

Programming Landscape: Overview of the National AYP Response

There are several policy documents which address HIV and AYP. One target of the National
Strategic Framework (NSF 2011–2015) is that “at least 80% of young people 15–24 years adopt
appropriate HIV and AIDS related behaviour.” The President's Comprehensive Response Plan
for HIV and AIDS (PCRP) recognizes young people and has a specific priority area dedicated to
addressing HIV prevention among young people. Some of the other national documents that
address HIV among AYP are the National Strategic Framework on the Health and Development
of Adolescents and Young People in Nigeria (2007–2011) and the National Prevention Plan
(2014–2015). Although these policy documents recognise the problem of HIV among the AYP,
none of them provide a comprehensive policy on HIV among the AYP or sufficient guidance for
HIV programmers and service providers to design and implement evidence-based AYP-focused
interventions.
In the national programmatic response to HIV and AIDS, there are a few interventions designed
13
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2

GOAL AND TARGETS

2.1

Goal
Reduce new HIV infections among adolescents and young people in Nigeria.

2.2

Objectives
1.
Promote HCT, including client-initiated and provider-initiated, among AYP.

2.3

2.

Promote safer sexual behaviors to decrease risk of acquiring HIV (delaying
sexual debut, consistent and correct condom use, mutual faithfulness to an
uninfected sex partner, accessing HCT, seeking STI testing and treatment)
among AYP.

3.

Promote early treatment and linkages to positive health, dignity, and
prevention (PHDP) interventions for AYP living with HIV.

4.

Promote integration of gender responsive HIV prevention programming for AYP
with other health services.

Targets
Programs will focus on the following targets:
1.
At least 50% of AYP access HCT services by 2020.
2.

At least 80% of AYP key populations access HCT by 2020.

3.

At least 90% of pregnant adolescent girls and young women have access to HCT
by 2020.

4.

At least 95% of all HIV-positive pregnant adolescent girls and young women
access antiretroviral (ARV) prophylaxis by 2020.

5.

At least 80% of sexually active AYP with STI symptoms have access to treatment
services by 2020.

6.

At least 80% of AYP have comprehensive knowledge on HIV and AIDS by 2020.

7.

At least 80% of young people aged 15–24 adopt appropriate HIV-related
behavior by 2020.

8.

At least 90% of HIV-positive AYP who are eligible are receiving treatment by
2020.

9.

At least 90% of AYP living with or affected by HIV provided with a minimum of
one clinical care service by 2020.
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3

PRIORITY AREAS FOR ACTION

The priority actions will concentrate on the following intervention areas: HCT, prevention of
mother-to-child transmission (PMTCT), prevention of sexual transmission of HIV and other STIs,
and treatment care and support. Priority intervention programmes should take into
consideration geographical variations in prevalence, prevailing local socio cultural context, age,
and gender of the targeted population and lessons learnt from field experiences.
3.1

Target Population Groups

The target populations for the strategy are divided into three major groups: in-school youth,
out-of-school youth, and key populations at higher risk. These target populations are further
sub-divided as shown in table 3 below and specific recommended interventions are outlined in
table 6.
Table 3. Target population groups for the National HIV Strategy for AYP
In-school youth
Upper primary

Out-of–School youth
a

AYP in the street

AYP who inject drugs
b

Lower secondary

AYP on the street

Upper secondary

AYP in closed settings
(Prisons)

Tertiary

Key populations at higher risk
Adolescent and young FSWs
Adolescent and young men who
have sex with men (MSM)

Cross-cutting considerations for targeting
Across these target groups, efforts should be made to target adolescent girls and young
women who are especially vulnerable to HIV compared to their male counterparts.
3.2 HIV Counselling and Testing
HIV counselling and testing can be client-initiated (CIT) or provider-initiated (PICT). Irrespective
of the type, HCT involves pre-test counselling, an HIV antibody test, post-test counselling, and
follow-up counselling. In Nigeria, only 12.7% (12.4% male and 13% female) of 15–19 year olds
and 24.5% (20.4% male and 27.5% female) of 20–24 year olds have ever tested for HIV while
7.0% of 15–19 year olds and 15.2% of 20–24 year olds have received their test results.15The
percentage of those that have ever tested was highest in the SE (40%—35% male, 44% female)
and least in the NW(13%—12% male, 14% female).15Only about 50% of young MSM and FSWs
aged 15–24 had ever had an HIV test. The evidence shows that a majority of AYP (79.3%) are
willing to test for HIV,15 suggesting that increasing their access to HCT may lead to an increase in
the uptake of HCT and if positive, subsequently treatment, care, and support services.
a

AYP living in the street have no home to go back to. Their home is also in the street.

b

AYP on the street during the day, but have homes to go back to at night.

Source: The AYP comprehensive analysis finalization meeting report.
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3.2.1 Strategic focus
·

PICT should be offered routinely to all AYP attending health facilities—including
inpatient and outpatient clinics such as general outpatient, STI, family planning (FP),
tuberculosis (TB), and surgical outpatient.

·

Information, education, and communication (IEC) materials geared towards promoting
HCT to AYP should be developed and displayed in schools, shopping malls, health
facilities, and other locations where AYP congregate.

·

Review the age of consent to increase access to HIV counselling and testing services.

·

HCT data should be disaggregated according to sex and age (10–14, 15–19, and 20–24
years) for AYP at all service provision points.

·

All state prevention and monitoring and evaluation (M&E) technical working groups
should include AYP HCT data analysis and reporting on their agenda.

·

Routine mobile HCT services should be targeted at AYP in hard-to-reach locations and
hot spots (a geographical area or location with evidence of high prevalence of HIV, STIs,
or behaviours that put people at risk for acquiring HIV infection).

·

All stakeholders should work with AYP-related groups to provide platforms for AYP to
serve as champions, advocates, and service providers of HCT in order to increase HCT
uptake among their peers.

·

Ensure strong linkages and referral pathways between HCT and AYP-friendly
prevention, treatment, care, and support services.

·

There should be intensive engagement and awareness building with gatekeepers,
adults who are responsible for the daily needs of AYP and/or are involved in the planning
and implementation of SRH-related services and/or influence community attitudes
towards AYP sexuality (parents, guardians, community leaders, religious leaders,
teachers, and principals), to create an enabling environment for the uptake of HCT.
Gatekeepers' attitudes and perceptions influence the type of services accessible to AYP.

·

Adult PLHIV in treatment centres and support groups should be actively engaged to
encourage HCT uptake by AYP.

3.3

Prevention of Mother-to-child Transmission of HIV

The high rate of HIV infection and pregnancy among adolescent girls underscores the
significance of PMTCT among AYP. A recent national survey shows that 23% of women aged
15–19 have begun childbearing, with a larger proportion in the rural areas (32%) than in urban
4
areas (10%). A comparison of the geopolitical zones shows that the NW has the largest
proportion (36%) of teenagers who have started childbearing, while the SE (8%) and SW (8%)
have the lowest proportions.4
Universally, PMTCT is a comprehensive four-pronged strategy:
Prong 1: Primary prevention of HIV infection in women of reproductive age group and
their partners.
19

Prong 2: Prevention of unintended pregnancies among HIV-positive women.
Prong 3: Prevention of HIV transmission from HIV-positive mothers to their infants.
Prong 4: Care and support for HIV-positive mothers, their infants, and family members.
This Strategy emphasizes the need to prevent HIV among AYP and the prevention of
unintended pregnancies among AYP living with HIV. It is critical that pregnant AYP living with
HIV have timely access to ARVs to prevent transmission of HIV to their babies and for their own
well-being. It also encourages better integration of HIV care, treatment, and support for AYP
living with HIV, their infants, and families.
3.3.1 Strategic focus
·

Integrate AYP-friendly health services into existing ART clinics in all states in the country.

·

Identify and pay special attention to pregnant AYP receiving antenatal care (ANC),
provide HCT, and provide high quality PMTCT services to those who test positive
(including encouraging male involvement, family support, adherence counselling)
taking into consideration the peculiarities of AYP.

·

All pregnant adolescents attending ANC clinics and/or delivering in a hospital should
receive adequate counselling and support on FP and prevention of HIV/STIs.

·

Community engagement and AYP empowerment to ensure access to PMTCT services
for pregnant AYP.

·

All data collected at PMTCT sites should be disaggregated by age (10–14, 15–19, and
20–24years).

·

Promote the implementation of all four PMTCT prongs with emphasis on the
peculiarities of AYP.

·

Integrate SRH and HIV programs for AYP, including promotion and provision of FP
services, in the community, and when receiving ANC, postpartum care, and
immunization services.
In the planning and implementation of demand creation for PMTCT services, the unique
needs of pregnant AYP should be taken into consideration.

·

·
3.4

Promote operational research and evidence-informed PMTCT programming for AYP.
Prevention of Sexual Transmission of HIV Infection

Sexual transmission accounts for over 80% of HIV transmission in Nigeria. However, there is no
specific information on sexual transmission among AYP. Reports show that only 24% of young
24
men and women aged 15–24 have comprehensive knowledge of HIV. Only slightly over half
(55%) of young people aged 15–24 used a male condom during last sexual intercourse with a
non-marital partner. The proportion was higher in males (63%) than in females (45%) and
20

higher in urban (63%) than rural areas (50%). The SW zone had the highest use of male
condoms among young people (62%) while the NE had the lowest (51%).15 Anecdotal evidence
suggests that there are adolescents under 18 years who are sex workers, MSM, or PWID.
3.4.1 Strategic focus

3.5

·

Build capacity of CSOs to program for vulnerable and most at-risk populations among
AYP.

·

Scale up male and female condom and lubricant programming.

·

Increase community knowledge on HIV and SRH.

·

Gather and use evidence-based information to develop programming around
increasing HIV and SRH knowledge amongst AYP.

·

Scale up STI treatment services and referrals, and integration of SRH/HIV service
provision for AYP.

·

Strengthen social behaviour change communication (SBCC) to facilitate positive
behaviour change at individual, community, and structural levels especially for AYP.

·

Educate AYP through social and mass media (e.g., documentaries on HIV/SRH, radio and
television programs, develop a following on social media sites) about HIV and SRH.

·

Establish designated centres close to hotspots frequented by young key populations to
provide condoms and lubricants to AYP; needles and syringes for AYP who inject drugs.

Social and Behaviour Change Communication

Communication is an essential element of HIV prevention, treatment, care, and support.
Historically such efforts have been limited by a focus on messages about how HIV is
transmitted, with less attention paid to comprehensive knowledge of HIV, risk perception,
correct and consistent use of a condom, stigma reduction, disclosure, and treatment
adherence.
3.5.1 Comprehensive knowledge of HIV
The UN General Assembly Session on AIDS (UNGASS) knowledge indicator defines
comprehensive HIV knowledge as correctly identifying ways of preventing the sexual
transmission of HIV (correct and consistent condom use; having one HIV-negative, faithful
partner); and rejecting major misconceptions about HIV transmission (HIV can be transmitted
by mosquitoes or by supernatural means).A comprehensive analysis has shown that there is
inadequate HIV knowledge among AYP in Nigeria. This low level of knowledge is linked to the
social normative barriers that discourage them from seeking information from reliable sources.
Studies have shown that only 21.8% of adolescents aged 15–19, and 27.4% of young people
aged 20–24 have comprehensive HIV knowledge.24 Rural AYP are worse off as they often
21

experience a degree of isolation from contemporary society. In the rural areas, only 22% of AYP
have comprehensive HIV knowledge, which is relatively low compared to the 29.1% in the
urban areas.24
There are geo-political differences in comprehensive HIV knowledge across the six geo-political
zones among especially vulnerable adolescents and young people—engaged in high risk sex,
did not use a condom at last high risk sex, and who lack comprehensive HIV knowledge—with
24
the SS having the highest proportion (38.2%) while NW had the lowest (11.7%) (Table 4).
Table 4 HIV knowledge, risks and prevention related outcomes among especially
24
vulnerable adolescents and young people, by geo-political zone
Indicators
NE
NW
NC
SE
SW
Comprehensive knowledge of HIV
21.6
11.7
19.6
32.7
12.7
High-risk sex
9.6
4.3
16.1
19.4
20.2
Condom use at last high-risk sex
46.3
51.3
52.5
61.2
60.9
Average age at sexual debut
15.8
15.0
16.8
17.4
16.8
Low risk perception
37.6
20.8
38.4
40.1
40.2

SS
38.2
24.8
48.2
16.5
44.5

3.5.2 Risk perception
A correct analysis of personal risk and being able to understand the link between behaviour and
susceptibility to infection are important first steps in preventing disease. Low risk perception is
one of the drivers of the epidemic for the general Nigerian population and is unfortunately a
common problem among Nigerian youth. Findings from the NARHS 2012 reveal that only 1.2%
and 2.1% of AYP aged 15–19 and 20–24 respectively, perceived themselves to have a high
chance of contracting HIV while 55.1% and 44.8% of AYP aged 15–19 and 20–24 respectively,
believe they are at no risk of HIV infection.
3.5.3 Strategic focus
· Promote intensive sexual health education—combining teacher-led activities with
peer-led activities; use of media to relay messages.
·

Implementation of programmes such as community youth forum for out-of-school
youth maybe deserving of wider adoption and replication at the local government area
(LGA) level with appropriate support from State Agency for Control of AIDS/State Action
Committee on AIDS (SACAs). Such programmes are useful for reaching economically
disadvantaged or out-of-school youths.

·

Pilot the use of social media platforms and information and communication
technologies (ICT) to promote AYP specific SBCC messages. Involve trained AYP to
contribute and manage online SRH interactions.

·

Develop and disseminate an interpersonal communication guide to help facilitate
discussions between parents/guardians and AYP.
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3.6

HIV Treatment, Care and Support

The estimated number of adolescents (aged 10–19) living with HIV as of 2013 was 160,000
16
(90,000 females and 73,000 males). Among adolescents in 2013 there were an estimated
16
17,000 new HIV infections and 11,000 AIDS deaths. Overall, the national treatment
programme has reached 639,397 people; children make up 7.4% of this figure (47,313
14
children). Specific data on AYP are not available.
There is loss to follow-up experienced during the transition from paediatric to adult clinical
services. Treatment services are also not very youth friendly due to the limited capacity of
service providers and/or negative provider attitudes towards service provision for AYP.
Furthermore, the reluctance of parents/guardians to disclose their child's HIV status to their
child/ward especially to very young adolescents (aged 10–14) and low treatment literacy
among AYP living with HIV has negative implications for treatment adherence (e.g., the child
thinks he/she is taking multivitamins and does not understand the importance fof adhering to
his/her antiretroviral treatment).
Recently, PLHIV are required to pay for hospital/clinic administrative costs (i.e., costs of opening
a hospital/clinic file), consultation fees, and drugs including ARVs. With high levels of poverty in
Nigeria, this will likely cause increased financial strain on the families of AYP living with HIV and
hinder access to and quality of treatment, care, and support services which may inevitably lead
to increased AIDS-related deaths.
While studies have shown that support groups for PLHIV promote higher levels of social
cohesion, psychosocial support, and treatment adherence, there are few support groups
specifically for AYP and they are mostly tied to secondary and tertiary health care facilities. The
existing comprehensive sexuality education curriculum targeted at adolescents does not
address the specific SRH needs and vulnerabilities of AYP living with HIV.
Current laws and guidelines on the permitted age of consent for access to SRH services
including HIV treatment, hinders the ability of adolescents below age 18 living with HIV to
independently access essential HIV/SRH services. There has also been limited community
engagement in terms of demand creation for treatment access. AYP living with HIV are also
affected by HIV-related stigma and discrimination, drug stock outs, and inadequate numbers of
health care personnel dedicated to HIV treatment, care, and support.
3.6.1 Strategic focus
·

Implement the minimum package of interventions for AYP living with HIV at family,
community, and facility levels (see appendix for interventions).

·

Engage communities to create demand for access to treatment and empower AYP to
advocate for access to services for AYP living with HIV.

·

Build capacity of service providers to deliver care and treatment tailored for AYP to
improve transition from paediatric to adult care.

·

Activate AYP specific clinic days to encourage AYP to access ART appointments (offered
separately from adult appointment days). Weekend/school holidays will be used to
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·

3.7

allow the students to attend the clinic.
Increase disclosure education and support for parents/guardians of HIV-positive
adolescents.

·

Involve family of AYP living with HIV in their treatment. Parents should receive 1)
counselling to help their adolescent adhere to treatment; and 2) education on the
nature of the treatment given to the AYP living with HIV.

·

Scale up effective AYPsupport groups to address the unique needs of AYP related to
psychosocial health, treatment retention, positive living, retention in school, and
support of livelihood and vocational skills acquisition.

·

Implement a community AYP treatment support model in which AYP living with HIV are
trained and mentored to provide ART adherence support to their peers. They will
identify AYP in need of ART, refer them for ART, support them through initiation, and
continue to support them to ensure adherence to treatment. They will also track AYP
living with HIV lost to follow-up or with complications to ART and suspected treatment
failure linking such cases to treatment facilities. The AYP living with HIV will conduct
home visits, clinic visits, and SMS support. They will work alongside clinic nurses,
strengthening services for AYP living with HIV.

·

Review the age of consent to increase early access to care and treatment.

·

Review the age at which health care worker scan disclose an adolescent's or child's HIV
status (16 years and below).

·

Disaggregate treatment, care, and support data by age and sex to capture current
service provision to AYP (10–14, 15–19, and 20–24 years) and be more responsive via
programs and policies to the unique needs of each of these age groups.

·

Support the initiative to reduce the cost implication of paediatric first line and second
line.
Emerging Issues and Recommendations

3.7.1 Emerging issues
Social networking
Social networking among AYP in Nigeria is evolving to include ICT such as mobile phones, the
Internet, instant messaging, and social media. The Pew Research Centre recently reported that
in a study they conducted on cell phones in Africa, 89% of Nigerians surveyed owned a cell
phone. About a quarter (27%) of Nigerians owned a smart phone (a phone that can access the
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Internet and applications) and 34% of Nigerian smartphone owners were aged 18–34 years. A
study by Education as a Vaccine (EVA) of 155 out-of-school young people aged 15–28 years
residing in the Federal Capital Territory found that all respondents reported having a mobile
phone and could access the Internet and mobile applications. Anecdotally, there are reports
that ICT also provide opportunities for sexual networking among AYP.
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Gender-based violence
While gender-based violence (GBV) has long been recognised, sufficient attention has not been
paid to it. The dynamics of HIV transmission associated with GBV can be deduced from the
larger society. There are increasing reports of sexual harassment and violence among and
against AYP. Accurately estimating the prevalence of sexual abuse and violence in Nigeria is
difficult because the societal stigma experienced by survivors often results in minimal reporting
of incidents to both health care providers and law enforcement agents. In the last Nigeria
Demographic and Health Survey (2013), 5.6% of Nigerian girls/women aged 15–19 and 8.5% of
those aged 20-24 reported ever having experienced sexual violence. Boys/men were not asked
about sexual violence and the definition of sexual violence was limited to forced/coerced sexual
intercourse. Dr. Badejoko and fellow investigators in a study of sexual assault cases treated at
Obafemi Awolowo University Teaching Hospital from 2007 to 2011 found that out of the 71
cases treated, an overwhelming majority (87.3%) were aged between 4 and 25 years old. In a
survey of 1,366 students (50.4% females and 49.6% males) randomly selected from six public
secondary schools in Ibadan, 34.9% had experienced sexual violence. A survey of 610 female
undergraduates (mean age 21.0 years) revealed a date rape prevalence of 11.0%. Most (91.5%)
survivors of date rape never sought any medical help, legal redress, or counselling services.
Internally displaced AYP
As of April 2015, Nigeria is estimated to have 1,538,982 internally displaced persons largely due
to the violence occurring in the North Eastern Nigeria in the conflict between the Nigerian
government and the armed group, Boko Haram, inter-communal conflicts, and natural
disasters. AYP are especially vulnerable in situations of internal displacement and typically
constitute the majority in displaced populations. In violent conflicts, AYP are often recruited
into armed groups and are frequently the targets of sexual violence. They often lose the
guidance of adults and clear social boundaries during their formative years and are often left to
take care of themselves in settings unfamiliar to them. These vulnerabilities are heightened by
the lack of access to sexual and reproductive health services that are typical of internally
displaced person camps and other resettlement settings.
3.7.2 Recommendations
·

Conduct research on how ICT influences the sexual behaviour of AYP.

·

Develop HIV prevention, treatment, and care and support interventions which
incorporate ICT.

·

Adopt a multi-pronged approach (social, legal, and medical) to address gender-based
violence among and against AYP.

·

Partner with National Emergency Management Agency and State Emergency
Management Agency to ensure that the concerns of AYP and HIV prevention,
treatment, and care and support strategies are captured in emergency preparedness
plans as well as programs/projects for displaced populations.
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4

IMPLEMENTING THE STRATEGY

4.1

Guiding Principles of the National AYP Strategy

Youth responsive programming: AYP programmes should be
responsive to the needs of AYP, and also take into consideration the
sociocultural context of AYP.
Meaningful involvement of AYP: AYP should be involved in the
development, implementation, and evaluation of the policies and
interventions targeting or affecting them. This will ensure that
policies and interventions are AYP-friendly.
Evidence-informed programming: Interventions should be informed by
relevant information and data on the size, location, and characteristics (e.g.,
sex, age, education level, socioeconomic background, marital status,
schooling status, sexual practices, drug use)of AYP.
Multi-sectoral collaboration: All relevant AYP stakeholders from
all sectors should collaborate on the design, planning, implementation, and
evaluation of AYP programmes.
Integrated service delivery: AYP services should be integrated and
linked to SRH, maternal, newborn and child health, OVC, and TB
services.
Gender-responsive programming: Based on gender analysis, AYP
programmes should take into account gender equality concerns and
address the needs of males and females in their design, implementation, and
evaluation.

4.2

Adolescent and Young People-Friendly Service Delivery

Adolescent- and young people-friendly service delivery is about providing health services
based on a comprehensive understanding of what AYP in any given society or community want
and need. It is also based on an understanding of, and respect for, the realities of AYP's diversity
and rights.
The World Health Organization (WHO) quality of care framework provides a useful working
definition of adolescent-friendly health services. This should be adopted for AYP service
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delivery. To be considered adolescent- and young people-friendly, health services should be
accessible, acceptable, equitable, appropriate, and effective, as outlined below:

Accessible - Adolescents and young people are able to obtain the health services
that are available.
Acceptable - Adolescents and young people are willing to obtain the health services
that are available.
Equitable - All adolescents and young people, not just selected groups, are able to
obtain the health services that are available.
Appropriate - The right health services (i.e., the ones they need) are provided to
adolescents and young people.
Effective - The right health services are provided in the right way, and make a
positive contribution to their health.

Identifying and meeting the needs and expectations of AYP and the communities in which they
live is an important feature of any successful adolescent-/young people-friendly initiative. The
involvement and participation of AYP is considered crucial to the successful implementation of
this strategy. Services should be designed and implemented to meet the needs and aspirations
of the intended AYP clients as the beneficiaries. To achieve this, service providers must
understand the needs of the AYP being served and should empathize with them. Surveying AYP
to determine their needs is one of the first criteria that should be met. Gender specific needs
should also be analysed.
4.3

The Cluster Model of Implementation

The implementation of this Strategy should use the Cluster Model as the agreed mode of
operational service delivery. The goal of a Cluster Model is to ensure effective management and
improved efficiency of service delivery within the cluster. It guarantees that in every locality
there is a “cluster” of comprehensive health and psycho-social services. The model is expected
to ensure the expansion of the continuum of care from prevention and testing, to treatment
care and support services across health care delivery levels for AYP living with HIV. The model
also strengthens referral linkages between facility, school, and community-based services. It
will also promote greater community involvement and the sustainability of programmes.
A cluster composition includes a hotspot or intervention site within the LGA that is linked to
secondary and a number of primary health care (PHC) clinics offering HIV testing, STI
management, PMTCT, and ART. A cluster also includes CBOs, community structures like support
centres and groups, security operatives, police stations, schools, pharmacies, and other service
providers. There can be several clusters within one LGA.
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Figure 3 Operational service delivery cluster model

CSOs and
private

entities
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intervention site
Schools

Police
station

A cluster is expected to be saturated with prevention interventions. Service providers working
with AYP sub-populations in hotspots and intervention sites within a defined cluster are
expected to ensure that monthly cluster meetings are held and reports are submitted to the
Local Government Area Action Committee on AIDS (LACAs) for transmission to the SACAs or
directly to the SACAs where the LACAs are not functional. Should more than one CSO operate in
the cluster, a cluster coordinator and secretary are selected from amongst the available CSOs.
Any issues affecting the implementation of interventions in a cluster can be discussed during a
cluster coordination meeting. Such issues could include, but are not limited to: progress on
implementation at the cluster level; service uptake on ART, PMTCT, HCT, support services;
community mobilization efforts (including IEC materials at sites); and referral linkages and
follow up of clients. Others include stock levels of drugs and other related products with respect
to providing timely feedback to LACA/SACA; capacity building and on-site mentoring; securityrelated issues for providers and beneficiaries; monitoring and evaluation issues (e.g., timely
reporting, quality of data); quality assurance issues; and timely reports to LACA/SACA on
problems identified and steps taken to solve problems.
4.4

National Prevention Programme Overview: Minimum Prevention Package
Intervention

The national response recognises that the global concept of combination prevention ensures
greater impact in prevention programmes. This concept has been instituted in Nigeria and
called the MPPI.
MPPI is defined as “the strategic, simultaneous use of different classes of prevention activities
(biomedical, behavioural, structural) that operate on multiple levels (individual, community,
and societal/structural), to respond to the specific needs of particular audiences and modes of
HIV transmission, and to make efficient use of resources through prioritizing, partnership, and
engagement of affected communities.”3
Table 5 shows the overview of the MPPI while recommended interventions for identified AYP
sub-populations are detailed in Table 6. Further information on the MPPI can be obtained from
the 'MPPI How to Guide'.
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Table 5 MPPI: Level of operationalization and outcome
Programme
component
Behavioural interventions

Level
targeted
Individual, Community

Outcome

Biomedical interventions

Individual

Structural interventions

Community (norms, culture,
practices, values, behaviours etc.)
Structural levels (policy, legal etc.)

Reduced exposure,
transmission and/or
infection
Reduced individual
vulnerability

Reduced individual risk

Table 6 Recommended interventions for identified AYP sub-populations

Out-of-school youth

In-school youth

Target population

c

Behavioural
interventions

Biomedical
interventions

Structural
interventions

Upper primary 1. Outreach
Lower secondary 2. Peer education
co-curricular
Upper secondary (HIV/
drama groups,
etc.)

1. HCT
2. TB screening
3. STI prevention
and treatment

1. Advocacy
2. Community
mobilisation and
dialogue.
Engagement of
parents, communities
and PTAs

Tertiary

1. HCT
2. PMTCT
3. Condom and
lubricant
programming
4. STI control and
treatment

1. Commmunity
mobilisation and
dialogue
2. Individual
empowerment and
income generating
activities(IGAs)
3. Advocacy

1. HCT (mobile)
2. PMTCT
3. STI control and
treatment
4. Condom and
lubricant
programming
5. Harm reduction
interventions for
PWID

1. Advocacy
2. Community
mobilization and
dialogue
3. Individual
empowerment/IGAs

1. Outreach
2. Peer education
3. Condom and
lubricant
programming

AYP in the street 1. Peer education
2. Outreach
AYP on the
3. Condom and
street
lubricant
Migrants,
programming
Almajiris, c
(for
non-detention
Mobile
centres)
populations
AYP in closed
setting (including
detention
centres)

Typically boys sent from their homes as young as 4 or 5 years old to Islamic boarding schools in Northern Nigeria.

They often live under harsh conditions, including having to beg.
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Target population

Behavioural
interventions

Key populations at higher risk

Adolescent and
young people
who inject drugs
Adolescent and
young
MSM

1. Outreach
1. HCT
2. Peer education 2. PMTCT
3. Condom and
3. Condom and
lubricant
lubricant
programming
programming
4. STI control and
treatment
5. Harm reduction
interventions
for PWID

4.5

Governance and Management of the National HIV Strategy for AYP

Adolescent and
young
FSW

Biomedical
interventions

Structural
interventions
1. Advocacy
2. Community
mobilization and
dialogue
3. Individual
empowerment/IGAs

Governance and management are instrumental to ensuring the successful delivery of the AYP
Strategy on HIV. To create an enabling environment for the successful implementation of the
Strategy, there are three key requirements: coordination, sustainable funding, and monitoring
and evaluation.
4.5.1 Coordination
Coordinated implementation of this Strategy is essential for achieving its goals and objectives.
Coordination will result in:
·

Increased efficiency, performance and results from all implementing partners through
proper accountability.

·

Optimised flow of strategic information by clarifying reporting hierarchies at national or
sub-national levels.

·

Synergies with existing structures managed by sectors at the national and sub-national
levels, thereby enhancing cost-effectiveness.

The existing coordination structures of the national response would be utilised. NACA shall
provide leadership at the national level while SACAs and LACAs will provide leadership at the
state and local government levels respectively. These bodies shall ensure partnership with CSOs
such as NYNETHA and Association of Positive Youth in Nigeria (APYIN), the public and private
sectors, development partners, and communities.
NACA, SACA, and LACA may establish task teams on an as-needed basis to undertake specific
assignments to facilitate effective implementation of the AYP Strategy. NACA and SACA shall
facilitate the formation, funding, and capacity building of CSOs and CSO networks to provide
viable platforms for program implementation. Coordination mechanisms and platforms to
facilitate CSO/public sector, CSO/development partners, and CSO/private sector interaction at
national and state levels may be important to support the implementation of the AYP Strategy.
National/state technical working groups such as those for prevention, treatment, and care and
support provide expert advice to inform the national HIV response. The groups comprise of
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development partners, civil society, researchers, academics and affected communities. These
platforms are also imperative for coordination of the AYP strategy as they can serve as a
knowledge broker, sharing experiences to improve the quality of implementation as well as
reduce the duplication of efforts among all parties.
Steps should be taken to strengthen coordination mechanisms especially those at sub-national
levels to ensure effective coordination of the Strategy. Figure 4 illustrates the different
interactions that should play a role in the coordination of the Strategy. A more detailed
summary of the roles and responsibilities of key stakeholders that should be engaged in the
implementation of the AYP Strategy is provided in appendix 5.4.
Figure 4 Illustration of the coordination structures' interactions for the AYP strategy

4.5.2 Funding and sustainability
The sustainable financing of this Strategy is imperative if the stated outcomes are to be
achieved. The financial implications of an all-inclusive AYP Strategy for responding to HIV in the
identified sub-populations can only be defined with some accuracy when operational plans
have been defined and costed at all levels of implementation. It is expected that implementers
will cost the full implementation of all the programme components, using recommended
interventions (behavioural, biomedical and structural) and a priority setting processusing
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available evidence and best practices. While aligning donor aid to support this AYP strategy,
funds should also be sought from all levels of government through proper budget
appropriation. Partnering with the private sector would also be key to financing this strategy.
For sustainability to be ensured, it is important that the programme is tailored to suit the
different contexts. Planning for sustainability should be integral to all aspects of programming
and effectively communicated. Capacity building, training, and support should be provided
across functions (programme planning and management, implementation, monitoring, and
financial management) and at all levels.
NACA will ensure an enabling environment for effective and efficient planning and
implementation of the key priority interventions required to achieve the outcomes and
objectives of this Strategy. For sustainability and effective implementation, capacity building
should be built into plans at all levels and budgeted for.
4.5.3 Monitoring and evaluation
The monitoring and evaluation system of the national HIV response—the Nigerian National
Response Information Management System (NNRIMS)—provides the framework for periodic
monitoring of progress and implementation of the national strategic plan (NSP) and shall also
serve as the monitoring and evaluation platform for the AYP strategy.
At the programme level, each organisation and programme implementer will generate resultbased activities. All organisations implementing HIV prevention, treatment, and care and
support programmes are expected to develop programme performance indicators with targets
derived from the national targets outlined in this document. A monitoring and evaluation
framework appears in Table 7. It contains 15 indicators which are linked to the NSP with targets
to be achieved by the end of 2020.
Routine monitoring tools are available and should be used by implementers. Routine data
generated will be complemented by results of national surveys, special studies, and other
specific information generation activities. Qualitative and quantitative data on indicators will
be collected and used to report progress. A review of progress will occur mid-term and a final
evaluation of the strategy outcomes will be conducted late 2020.
NACA will be responsible for the compilation, management, and dissemination of all data
collected through the national HIV and AIDS M&E system and sub-systems. NACA will serve as
the clearing agency for all national multi-sectoral HIV and AIDS data and maintain functional
reporting relationships with the National Bureau of Statistics, National Planning Commission,
and global HIV and AIDS organisations. At the state level, SACAs will be responsible for
management and dissemination of data and information on their respective state HIV and AIDS
response. NACA and SACAs are expected to produce reports and disseminate them widely.
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Table 7 National HIV Strategy for Adolescents and Young People—M&E Framework
S/ Indicator
No currently
available

Definition

Indicator
proposed for
AYP

Baseline

Data
source

R eporting Comments
frequency

Impact indicators
1.

New HIV
infections
(15–24)

New HIV
Estimated
infections
number of
persons newly (10–24)
infected with
HIV during one
year

15–24:
Male—19,957
Female—
34,809

Modelling Yearly
(Estimation
and
Projection
Package
All ages:
(EPP )/
Male—103,917 Spectrum)
Female—
123,601
(GARPR,
NACA 2015)

Advocate for
generating
EPP data
covering the
AYP age
groups 10–14,
15–19, and
20–24

15–19:
M—2.9%,
F —2.9%,
T —2.9%

ANC:
advocate to
and engage
survey
technical
committee to
update the
survey
protocol to
include
adolescents
aged 10–14

Outcome indicators
2.

Percentage of
young people
aged 15–24
who are HIV positive

ANC
Numerator:
Number of
antenatal clinic
attendees (aged
15–24) tested
whose HIV test
results are
positive

Percentage of
AYP aged
10–24 who
are HIV positive
(disaggregated
by sex and
age: 10–14,
15–19, and
20–24).

Denominator:
Number of
antenatal clinic
attendees (aged
15–24) tested
fortheir HIV
infection status

Routine data
Numerator:
Number of young
persons aged 15–24
tested whose HIV
test results are
positive in the year
Denominator:
Number of young
people aged 15–24
tested in the year

20–24:
M—2.5%,
F—3.7%,
T —3.2%
15–24:
M—3.3%,
F—3.5%,
T—3.4%
(NARHS,
FMOH 2012)

0–14: F—4.33%,
M—4.34%
15–19:
F—13.77%,
M—2.16%
20–24:
F—3.85%,
M—2.97%
(Routine data,
FMOH 2014)
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ANC
Routine
data

ANC:
Once
every 3–5
years
Routine
data:
Annual

Routine data:
Advocate for
the inclusion
of the
analysis of
AYP age
groups in the
annual routine
data report

S/ Indicator
No currently
available

Definition

Indicator
proposed for
AYP

Baseline

Data
source

3.

Numerator:
Number of
individuals
who received
an HIV
counselling
and testing in
the last 12
months and
who know
their results

Percentage of
AYP aged
10–24 who
received HCT
in the last 12
months and
who know the
results
(disaggregated
by sex and
age: 10–14,
15–19, and
20–24).

15–49:
17.1%

Routine
data

Annual

Routine data:
Advocate for
the inclusion
of the
analysis of
the AYP age
groups in the
annual routine
data report

Percentage of Not
AYP reached available
with the MPPI
(disaggregated
by sex and
age: 10 –14,
15–19 and
20–24)

Routine
data

Annual

Routine data :
Advocate for
the inclusion
of age
disaggregation
in the
prevention
aggregation
tool ( national
summary
form)

Percentage of 44.9%
HIV -positive (GARPR,
AYP aged
NACA
10–24 who
2015)
are eligible
and currently
receiv ing
ART
(disaggregated
by sex and
age: 10 –14,
15–19, and
20–24, first line, second line and third line)

Routine
data

Annual

Routine data:
Advocate for
the inclusion
of the
analysis of the
AYP age
groups in the
annual routine
data report

Percentage of
persons who
received HCT
in the last 12
months and
who know the
results
(disaggregated
by sex and
age: 0–14, 15
and above).

Denominator:
Number of
individuals
4.

Percentage of
persons
reached with
the MPPI

Numerator:
Number of
persons reached
with individual
and/or small
group level
minimum
prevention
package (MPP)
interventions

Reporting Comments
frequency

(NARHS,
FMOH
2012)

Denominator:
Number of
persons
5. Percentage of
HIV -positive
persons aged
0–14, 15 and
above -24 who
are eligible
and currently
receiving
ART
(disaggregated
by first -line,
second - line
and third -line)
(Routine)

Numerator:
Number of HIV
infected
persons 0 –14,
15 and above
who are
currently
receiving
antiretroviral
therapy in
accordance
with the
nationally
approved
treatment
protocol (or
WHO/UNAIDS
standards) at
the end of the
reporting
period
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S/ Indicator
No currently
available

Definition

Indicator
proposed for
AYP

Baseline

Data
source

Reporting Comments
frequency

Denominator:
Estimated number
of adults and
children with HIV
infection who are
eligible for ART
6.

Percentage of
young people
aged 15 –24
who both
correctly
identify ways
of preventing
the sexual
transmission
of HIV
infection and
reject a major
misconception
about HIV
transmission

Percentage of 60.0%
AYP aged
Number of
respondents 10 –24 who
aged 15 –24 correctly
identify ways
years who
to prevent the
responded
correctly to
sexual
all five
transmission
questions
of HIV
Denominator: infection
Total number AND reject a
major
of all
respondents misconception
aged 15 –24 about HIV
transmission
(disaggregated
by sex and
age: 10 –14,
15 –19 , and
20 –24)

NARHS

Once
every
3–5
years

NARHS:
advocate to and
engage survey
technical
committee to
update the
survey protocol
to include
adolescents
aged 10 –14

7.

Percentage of
young people
aged 15 –24
who have had
sexual
intercourse
with more
than one
partner in the
last 12
months

Numerator:
Number of
respondents
aged 15 –24
years who
have had
sexual
intercourse
with more
than one
partner in the
last 12 months

NARHS

Once
every
3-5
years

NARHS:

Numerator:

Percentage of
AYP aged
10 –24 who
have had
sexual
intercourse
with more
than one
partner in the
last 12 months
(disaggregated
by sex and
age: 10 –14,
Denominator: 15 –19 , and
20 –24)
Number of
respondents
aged 15 –24
years

15 –19:
M—29.9%,
F—6.9%
20 –24:
M—33.6%,
F—8.0%
15 –24:
M—26.9%
F—5.7%
(NARHS,
FMOH
2012)
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Advocate to
and engage
survey
technical
committee to
update the
survey protocol
to include
adolescents
aged 10 –14

S/ Indicator
No currently
available

8.

Percentage
of young
people aged
15–24 who
have had
more than
one sexual
partner in
the last 12
months and
report the
use of a
condom
during their
last sexual
intercourse

Definition

Indicator
proposed for
AYP

Baseline

Data
source

R eporting Comments
frequency

NARHS

Once
every
3-5
years

NARHS:
A dvocate to
and engage
survey
technical
committee to
update the
survey
protocol to
include
adolescents
aged 10 –14

NARHS
Median age Rural : 15–
at first sex
19: 16
among AYP years, 20–
aged 10–24 24: 18 years
(disaggregated
by sex and Urban: 15–19:
age: 10–14, 15 years; 20–24:
17 years
15–19, and
(NARHS,
20–24).
FMOH 2012)

Once
every
3–5
years

NARHS:
A dvocate to
and engage
survey
technical
committee to
update the
survey protocol
to include
adolescents
aged 10–14
years

Numerator:
Number of
respondents
(aged 15– 24)

Percentage
15–19:
of AYP aged
M—56.4%,
10–24 who
F—39.4%
have had more
20–24:
who reported than one
having had
sexual partner M—64.8%,
more than
in the last 12 F—48.5%
one sexual
months and (NARHS,
partner in the report the use FMOH
last 12
of a condom 2012)
months who during their
also reported last sexual
that a
intercourse
condom was (disaggregated
used the last by sex and
time they had age: 10 –14,
sex
15–19, and
20–24).
Denominator:
Total number

of
respondents
(15–24) who
reported
having had
more than
one sexual
partner in the

last 12
months

9. Median age Median age
at first sex
at first sex
among
youths 15–24
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S/ Indicator
No currently
available

Definition

10. Percentage of
AYP aged
15–24 who
have had sex
with non marital, noncohabiting
sexual partner
in the last 12
months

Numerator:
Number of
AYP aged
15–24 who
reported
sexual activity
with nonmarital, noncohabiting
partners in the
last 12 months

Indicator
proposed for
AYP

Baseline

Data
source

Percentage of
AYP aged
10 –24 who
have had sex
with non marital, non cohabiting
sexual partner
in the last 12
months
(disaggregated
Denomenator: by sex and
Total number age: 10 –14,
15 –19, and
of AYP aged
20 –24)
15–24
surveyed

15–19:
F—33.7%,
M—77.8%

NARHS

11. Among
persons age
15–49 who
have heard of
AIDS,
percentage
expressing
specific
accepting
attitudes
towards
PLHIV

Numerator:
Number
expressing
acceptance
attitudes on
all four
indicators

Women:
11.5%

12. Percentage of
schools that
provided life
skills -based
HIV
education
within the
last academic
year

Numerator:
Number of
schools that
provided
lifeskills based HIV
education
within the last
academic year

Denominator:
Number of
respondents
who
have heard of
AIDS

Denominator:
Number of schools
surveyed

Number of
AYP living
with HIV
reporting
discriminatory
attitudes
towards
PLHIV
(disaggregated
by sex and
age: 10 –14,
15–19, and
20–24)

Reporting Comments
frequency

Once
every
3-5
years

20–24:
F—21.8%,
M—63.8%
(NARHS,
FMOH
2012)

NARHS:
Advocate to
and engage
survey
technical
committee to
update the

survey
protocol

NDHS

Men: 13.3%
(NDHS,
NPC 2013)

Once
every
3-5
years

NDHS:
Advocate to
and engage
survey
technical
committee to
update the

survey
protocol

Number of
Routine
schools that
data
provide
lifeskills based HIV
education in
the last three
months (Jan–June
2014 current data):
6,408 (Routine
data, NACA 2014)
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Annual

Source:
Routine data

S/ Indicator
No currently
available

Definition

Indicator
proposed for
AYP

Baseline

Data
source

13. Number of
PLHIV
receiving
adherence
support

Number of
PLHIV
receiving
adherence
support

Number of
AYP living
with HIV
receiving
adherence
support
(disaggregated
by setting, sex
and age)

Number of
Routine
PLHIV
data
receiving
adherence
support: 123,041
(Routine data,
NACA 2014)

14. Number of
clients
provided
a with
minimum of
one
care service

Number of
clients
provided
with a
minimum of
one
care service

Number of
N ot available
eligible AY P
living with
HIV and
PABAs
provided with
minimum of
one care
service
(disaggregated
by setting, sex
and age: 10–14,
15–19,
and 20–24)

15. Number of
vulnerable
children
provided at
least
one service

Number of
vulnerable
children
provided at
least one
service

Not available

R eporting Comments
frequency

Output Indicators
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Annual

Routine data:
Advocate for
the inclusion
of the
analysis of
the AYP age
groups in the
annual
routine data
report

Routine
data

Annual

Routine data :
Advocate for
the inclusion
of the
analysis of
the AYP age
groups in the
annual
routine data
report

Routine
data

Annual

Routine data :
Advocate for
the inclusion
of the
analysis of
the AYP age
groups in the
annual
routine data
report

Figure 4 Data flow and reporting
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5. APPENDIX
5.1 Factors that Affect HIV Transmission among AYP in Nigeria
Local practises, behaviour or
condition

Context (regional variations, locations)

Age of first sexual intercourse among youth 15—24 years NDHS 2013
Before age 15: Females—17%;
m ales — 3.4 %

Not available

Median age at first sex among youth 15—24 years NARHS 2012 plus
Nationally :Females—17yrs;
males—17yrs

Females: lowest in North West (15yrs) ;highest
in South West and South East ( both 18yrs)
Males: lowest in North Central, South South, and
South West (17yrs); highest in North West
(19yrs)

Multiple sexual partnership NARHS 2012 plus
Males: 29.9% (aged 15–19);
33.6% (aged 20–24)

Lowest in South East (21%); highest in North
Central (35%)

Females: 6.9% (aged 15–19);
8.0% (aged 20–24)

Lowest in North West (2%); highest in North
Central (10%)

Multiple non -marital/non -cohabiting partner NARHS 2012 plus
Males: 22.7% (aged 15–19);
23.8% (aged 20 –24)

Lowest North West (3.3%); highest South-South
(12.4%)

Female: 3.0% (aged 15 – 19);
3.5% (aged 20 –24)

Lowest in North west (0.8%); highest in South
East (3.7%)

Non-marital/Non-cohabiting (Boyfriend/Girlfriend relationship NARHS 2012 plus
Males: 12.4% (aged15–19);
33.4% (aged 20 –24)

6% among males in North West, 28% in South

Females: 11.0% (aged 15–19);
16.4% (aged 20–24)

2% among females in North West, 17% in South

Condom use during last sexual acts with non-marital partner in the last 12 months
NARHS 2012 plus
Males: 56.4% (aged 15–19);
64.8% (aged 20–24)

54.0% and 70.0% in South South and South West
respectively

Females: 39.4% (aged 15 –19);
48.5% (aged 20 – 24)

38.6% and 52.9% in South South and South East
respectively
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Name

Organisation

Kosisochukwu Umeh

PATA

Otibho Obianwu

Population Council

Olusegun Sangowawa

Population Council

Dr. Sylvia Adebajo

Population Council

Oyebukola Tomori-Adeleye

Society for Family Health

Joyce Illah

Society for Family Health

Makinde Temitope

Society for Family Health

Dr. Segun Oyedeji

Society for Family Health

Bahijjatu Bello Garko

UNFPA

Dr. Victoria Isiramen

UNICEF
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