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Abstract

The negative impact of the HIV/AIDS epidemic hagte major challenge to sub-Saharan Afrisiihough the
rate of new HIV infections in sub-continent hasréesed, the total number of people living with Hidhtinues to
rise.Most of the people infected with HIV/AIDS in sub{&aan Africa are within the age bracket of 15 toy8ars.

It has been estimated that about 80% of the inflegteup are aged 20-29 years. It is against thikdoaand of the
challenges posed by HIV/AIDS to young people tlmgt €anadian-Nigerian partnership Action Researchidh
Prevention for Rural Youtlwas conceived. This paper provides the backgrdarttie outcomes reported in this
special edition of this journal by reviewing theMAAIDS situation in sub-Saharan Africa and the matof the
associated response; discussing the rationalehéoAttion Research which focuses on Nigeria; arttining the
key components of the researétir(J Reprod Healtl2012 (Special Edition); 16[2]: 25-38).

Résumé

Les conséquences négatives de I'épidémie du VIHASIBE constitué un défi important en Afrique sulesanne.
Bien que le taux de nouvelles infections du VIH sié® sous-continent ait diminué, le nhombre totalgdas qui
vivent avec le VIH ne cesse de s’accroitre. Lgpttides jeunes atteints du VIH/SIDA en Afrique salmrienne
sont agés de 15 a 35 ans. On estime qu’environ @0%roupe atteint sont agés de 20 a 29 ans. G&w le
contexte des défis posés par le VIH/SIDA aux jeugesss qu'a été congu le partenariat canadien-rigéde la
recherche d'Action sua Prévention du VIH en faveur de la jeuness@le. Cet article présente le contexte des
conséquences qui ont été rapportées dans ce napécal en passant en revue I'état du VIH/SIDA drigie
subsaharienne et la nature de la réponse quili¢est; en discutant le raisonnement pour la metteed’action qui
se concentre surtout sur le Nigéria et en décrilmcomposants clé de la recherch& § Reprod Healt2012
(Special Edition); 16[2]: 25-38).
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Introduction infections was 2.6 million and overall, 1.7 million
people died of AIDS in 2009The estimated number of
The negative impact of the HIV/AIDS epidemic haschildren ||V|ng with HIV increased to 2.5 milliomi
been a major challenge to developing countries i009. The proportion of women living with HIV has
general and sub-Saharan Africa (SSA) in particutar. remained stable, at slightly less than 52% of téal
recent years, promising developments have takezeplatotal. Although the annual number of new HIV
in global efforts to address the AIDS epidemic sash infections has been steadily declining since the la
increased access to effective treatment and inedeas1990s, this decrease is offset bye reduction in
preventive programmes. Despite the recent efftiss, AlDS-related deaths due to the significant scale up
number of people living with HIV continues to graw  of antiretroviral therapy over the past few years,
sub-Saharan Africa, just as the number of deatbstau keeping the number of people living with

AIDS is also growing. According to UNAIDSthere  Hyv/AIDS at a relatively constant level. Sub-
were an estimated 33.3 million people living Wit ganaran Africa still bears the greatest share @f th

in the world in 2009compared with 26.2 million in
1999, a 27% increas&he annual number of new HIV global HIV burden. Although the rate of new HIV
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infections has decreased, the total number dhe rationale for the Action Research on HIV
people living with HIV continues to rise. In 2009, prevention for rural youth in Edo State, Nigeria.
that number reached 22.5 million, 68% of theThe fourth section outlines the components of the
global total. Sub-Saharan Africa has more wometction Research while the final section concludes
than men living with HIV. The largest epidemicsthe paper.

in sub-Saharan Africa—Ethiopia, Nigeria, South

Africa, Zambia, and Zimbabwe—have eitherH|\//AIDS Situation and Response in
stabilized or are showing signs of decline. Th ) :
estimated 1.3 million people who died of HIVQSUb Saharan Africa

related illnesses in sub-Saharan Africa in 200%0,[h HIV prevalence rates and the numbers of

comprised 72% of the global total of 1.8 million :

: . o people dying from AIDS vary greatly among
deths_ attrlbutable' to .the ep@em@mce the_ African countries. In Somalia and Senegal the HIV
beginning of the epidemic an estimated 15 m'”'or]orevalence is under 1% of the adult population,

Afru\:{ans have d'led frorg 'i‘ISDJZSS for 45% hereas in Namibia, Zambia and Zimbabwe

new ggggspsngva?niectioh Wiﬁg?/&:g; Ol\r/lost ‘;foﬁlround 1Q-15% of adults are infeqted with HIV. I'n

the people infected with HIV/AIDS ' in sub- South Africa the HIV preyalence is 1_7.8% and in
three other southern African countries Botswana

Saharan Afriqa are Wit_hin the age bracket of 15t 24.8%), Lesotho (23.6%) and Swaziland (25.9%),
35 years. This group Is the main work force an he national adult HIV prevalence rate now

potential leaders of any nation. It has bee%x(ceeds 20%. Adult HIV prevalence in East Africa

estimated that 80% of the infected group are age ceeds 5% in Uganda, Kenya and Tanzania. The
20-29 years. Youth and young adults are therefor<‘,3ountries in West Africa have been less affected

a vulnerable group susceptible to HIV infection.b .
: g ey y HIV and AIDS, but some countries are
http://www.avert.org/aids-impact-africa.htmAIDS experiencing rising HIV prevalence rates. In

has caused_ immense h_uman suffering in su “ameroon HIV prevalence is now estimated at
Saharan Africa. Through its impacts on the Iabougls% and in Gabon it stands at 5.2%. In Nigeria,

folrce,d hous_eh(ztl_ds tandl e_nterr?rlsc_es, S‘IDS haI§|IV prevalence is relatively low (4.6%) compared
played a signicant role In SIowing down Of,, na  rast of Africa. However, because of

reversing human development in this region. Onﬁ. o, ! .
; igeria’s large population, this equates to around
aspect of this reversal of development has been t%eg ge pop ' 9

: . -3 million people living with HIV, placing it
damage_ that the epidemic has_ done to .th mong countries with the most people infected.
economies of sub-Saharan African countries

which, in turn, has made it more difficult for themOveralI, rates of new HIV infections in sub-
’ ’ 1. Saharan Africa appear to have peaked in the late
to respond to the crigis

It is against the background of the challengelggos’ and HIV prevalence seems to have declined

posed by HIV/AIDS to young people in Sub_gllghtly, although it remains at an extremely high

X . - levelt 2
Saharan African countries that the Canadian- The vast majority of people newly infected

N enion o R Voute sonceac s U0 HV in subSaharan Afica are ineced
introduct £ thi ol edit ' £ th during unprotected heterosexual intercourse with
Introductory paper: ot this special ediion ot t€q,arq transmission of HIV to newborns and

Alrican Journal of Reproductive Healgrovides breastfed babies. Having unprotected sex with

the background to the Action Research ou'[Comel*%ultiple partners remains the greatest risk factor

reported in this edition. The remaining part of thefor HIV in sub-Saharan Africa Research in 12

paper is divided into five sections. The first gatt C :
reviews the HIV/AIDS situation in Sub_Sahamn’i{(;aro\untrles in eastern and southern Africa shows that

Africa and the associated response. The seco e prevalence of discordant couples (i.e. couples

i : the chall q ; ere one partner is infected and the other is not)
section examines the challenge and experiences Q high, ranging between 36% and 5%
HIV prevention among young people in sub-

: . . . . Increasing evidence indicates that unprotected paid
Saharan Africa while the third section dlscussegex sex tg)]etween men. and the use oﬁ‘) contaminpated
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drug-injecting equipment by two or more peopleln 2004 the number of condoms provided to sub-
on the same occasion, are significant factorsen thSaharan African countries by donors was the
HIV epidemics of several countries with equivalent of 10 for every man, compared to 4.6
generalized epidemics. Together, those modes &dr every man in 2001. However, this was still
transmission are believed to account for aboutstimated to represent an annual gap of anywhere
33% of new HIV infections in Kenya and almostbetween 1.9 to 13.1 billion condoms fewer than
40% in Ghana. Paid sex remains an importanwhat was needed. Relative to the enormity of the
factor in many of the HIV epidemics in all regionsHIV/AIDS epidemic in Africa, providing condoms
of sub-Saharan Africa. It is estimated that almosis cheap and cost effective. Even when condoms
one third (32%) of new HIV infections in Ghana,are available, there are still a number of social,
14% in Kenya and 10% in Uganda are linked tacultural and practical factors that may prevent
sex work (HIV infection among sex workers, theirpeople from using thehf.
clients, or their other sex partners) The provision of voluntary HIV counseling
A number of African countries have conductedand testing (VCT) is an important component of
large-scale HIV prevention initiatives in an effortany national HIV prevention programme. It is
to reduce the scale of their epidemics. Senegal, fovidely recognized that individuals living with HIV
example, responded early to the emergence of HIWho are aware of their status are less likely to
with strong political and community leadership. Ittransmit HIV infection to others, and are more
is impossible to predict how Senegal's epidemitikely to access treatment, care and support that
would have progressed without intervention, butan help them to stay healthy for longer. A number
Senegal now has one of the lowest HIV prevalencef countries in sub-Saharan Africa have
rates in sub-Saharan Africa. The situation irimplemented national campaigns to encourage
Uganda was similarly successful. HIV prevalenceiptake of HIV testing. Since 2004, Burkina Faso
among pregnant women in Uganda fell from aas conducted annual testing campaigns, and in
high of around 30% in the early 1990s to aroun@009 more than one million people were
10% in 2001 and is now estimated to be 6.5%reportedly tested there for HIV. Lesotho, Kenya,
This change is thought to have been largely due fbanzania and Malawi have also conducted testing
intensive HIV prevention campaigns. However, acampaigns which have significantly increased the
high rate of new HIV infections in Uganda has ledhumbers of people tested. In 2009, for example, a
to fears that HIV prevalence may increase agairihird of Kenyan women and a fifth of Kenyan men
Declines in HIV prevalence have also been seen ireported that they had been tested for HIV in the
Kenya, Zimbabwe and urban areas of Zambia andst 12 months, compared to less than 10 percent
Burkina Faso. However, not all African countriesof Kenyan women and men in 2002\cross sub-
have had such successful HIV preventiorSaharan Africa it is estimated that 66 out of every
campaigns. In South Africa, the government'st000 people were tested for HIV in 2009, an
failure, over many years, to respond to the AlDSncrease of more than a third compared to 2008.
crisis has led to an unprecedented number &fhe provision of VCT has become easier, cheaper
people living with HIV. An estimated 70,000 and more effective as a result of the introduction
babies are born with HIV every year, reflectingof rapid HIV testing, which allows individuals to
significant failures in prevention of mother-to- receive a test and the results in the same day.
child transmission initiativeés’ HIV also has its impact on children in sub-
Condoms play a key role in preventing HIV Saharan Africa with about 300,000 children being
infection around the world. In sub-Saharan Africajnfected in 2009. The vast majority of these
most countries have seen an increase in condochildren have been infected with HIV during
use in recent years. In studies carried out betwegmwegnancy, childbirth or breastfeeding. Without
2001 and 2005, eight out of eleven countries imnterventions, there is a 20-45% chance that an
sub-Saharan Africa reported an increase ikIV-positive mother will pass the virus on to her
condom usk The distribution of condoms to child. If a woman is supplied with antiretroviral
countries in sub-Saharan Africa has also increasedrugs, however, this risk can be significantly
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reduced. Before these measures can be taken theAfrica doubled in 2005 alone. By the end of
mother must be aware of her HIV infection, s02009, almost 4 million people in Africa were
testing also plays a vital role in the preventidn oreceiving antiretroviral treatment
mother-to-child transmission (MTCT). In many There are still, however, a number of
developed countries, these steps have helped itmpediments to ARV provision in sub-Saharan
virtually eliminate MTCT. Yet sub-Saharan countries. One major challenge is the fact that the
African continues to be severely affected by themajority of the countries have a poor healthcare
problem, due to a lack of drugs, services anéhfrastructure and a shortage of medical
information, and a shortage of testing facilitigs. professionals. A considerable emphasis needs to
2009, preventive drugs reached 68% of HIV-be placed not only on the availability of ARVSs, but
infected pregnant women in Eastern and Southeriso the availability of professionals who are able
Africa, and 23% in West and Central Africa.to administer the drugs. Another major challenge
Given the scale of the MTCT crisis in Africa, it isis ensuring that drugs are not only supplied to
remarkable that more is not being done to prevemhore localities, especially the remote ones, but
the rising numbers of children becoming infectedhat sufficient quantities of drugs are supplied to
with HIV, and dying from AIDS. those areas. This is critically important because
Antiretroviral drugs (ARVs) have been once an individual starts to take ARVs they have
available in richer parts of the world since thiela to take them for the rest of their life. To improve
1980s and Highly Active Anti-Retroviral treatment programs, sub-Saharan African countries
Therapies (HAART) since shortly after 1996.face the double challenge of getting new people to
Distributing these drugs requires money, a wellstart treatment and maintaining the supply of
structured health system and a sufficient supply dfeatment to those who are already receiving
healthcare workers. This explains why for mostARVSs.
Africans living with HIV, ARVs are still not

available. Millions are not even receivingThe Challenge and Experiences of

treatment for opportunistic infections, which affec : :
individuals whose immune systems have beeHIV Prevention among the Youth in

weakened by HIV infection. These facts reflect theoUD-Saharan Africa

world’'s continuing failure, despite the progress of

recent years, to mount a response that matches tieuth are defined by the United Nations as people
scale and severity of the global AIDS epidemicbetween the ages of 15-24. The youth are
While most African countries have now started tg@enerally energetic, dynamic and adventurous.
distribute ARVs, progress in providing sufficient Nearly half the world’s population is under the age
quantities of the drugs has been unewstost 25, with two thirds of all young people living in
peop|e receiving antiretroviral therapy in Sub_sub-Saharan Africa. Due to SOCial, Cultural,
Saharan Africa start treatment late, which limits€conomic and biological reasons, young people are
the overall impact of HIV treatment programmesparticularly vulnerable to HIV. They are more
In Cameroon, Cote d’lvoire, Kenya, Malawi, likely to experiment with dangerous behaviours
Chad, and Zimbabwe between 25% and 50% dhat favour HIV transmission. Risky behaviours
people requiring antiretroviral drugs werethat youth engage in that facilitate HIV
receiving them in December 2009. While Souttransmission include early engagement in pre-
Africa is the richest nation in sub-Saharan Africamarital sexual relationships with the opposite sex,
and should have led the way in ARV distribution keeping of multiple sexual partners, drug abuse
its government was slow to act, and so far, onlfgnd engaging in sex for morféyGlobally 25% of
37% of those in need of treatment in South Africghose living with HIV are under the age of 25. One
are receiving it. In other Countries, such as N@er third of women who are HIV infected are between
Congo, Ghana, and Sudan the figure is less thdRe 15-24 years of age. The rate of HIV infection
25%. Nonetheless, the overall situation is slowlys higher among young women than young men
improving; the number of pe0p|e receiving ARVSand the reasons attributed to this include greater
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biological susceptibility, gender inequality, socio people. Schools have great potential for HIV
cultural norms, lack of financial security, forcedprevention education in that students are expected
and early marriage, sexual abuse and th® attend regularly and the great majority begins
trafficking of young womeh attending school prior to becoming sexually active.
In sub-Saharan Africa, youth aged 15-24Also, some of what a young person learns while in
constitute between 20 and 25 per cent of thechool affects their lifelong norms, attitudes and
population yet are estimated to account for 45% dbehaviours. Schools therefore play a significant
new HIV infectiond. Global goals to reduce role in HIV prevention among young people, both
vulnerability and prevent HIV in young people while they are within the young person’s age
highlight the growing consensus that HIVgroup (10-24 years) and thereaiter A
prevention efforts must include a focus on youngonsiderable number of interventions in schools
people. This has generated considerable interest lrave been evaluated to date, and many show that
the promotion of HIV prevention among thethis type of intervention can be effective at
youth. However, in spite of recent calls forincreasing sexual and reproductive health
increased attention to the high levels of HIVknowledge. Prior reviews of youth intervention
transmission to youth, little scientific consensusstudies in both developed and developing
exists about how best to prevent HIV infectioncountrie§ **'***¥syggest an important role for
among them. In countries where HIV prevalenceschool-based interventions in increasing young
has declined at the population level, sexuapeople's knowledge of sexuality, reproductive
behaviour change among young people has beé&ealth, and HIV prevention. Reviews of school-
cited as an important contributing factolt has based interventions specific to sub-Saharan Africa
been argued that the disease can be tacklédve found greater intervention impact on HIV-
effectively by transforming the social environmentrelated knowledge and attitudes than on reported
of the youth so as to enable them to form positiveexual behaviour¥; ** °a finding reinforced by
relationships between themselves and their peersyo recent large-scale trials in Tanzania, the
parents, teachers, religious groups and healtdlema kwa Vijana (MkV) Proje@t and
services that will contribute to the prevention ofZimbabwe, the Regai Dzive Shiri (RDS) Project
the spread of HIV among them. By so doing, the\However, several evalua-tions of school-based
acquire the right type of knowledge, life skilleda interventions have demonstrated the ability to
attitudé®. It is only when concerted efforts are produced behaviour change that is sustained for 1-
directed towards increasing the knowledge base & year§ "
youth on reproductive health (RH) issues that the The second type of intervention to prevent
rapid spread of HIV can be reversed. Yet questiondlV among youth focuses on improving health
remain regarding how to achieve and sustain thgervices which play a vital role in the prevention,
individual-level behavioural changes needed teare and treatment of HIV/AIDS in young people.
reduce HIV incidence among the yotlth Access to high-quality health care is not only a
A number of reviews of interventions to global goal, but also a basic aim of all national
prevent HIV among young people in developinghealth services. There is now strong evidence of
countries have been carried out but few havéhe potential efficacy of several HIV prevention
focused on the situation in sub-Saharan Afriéa interventions that can be delivered by health
Y This is largely due to the fact that in sub-services, such as male circumcision, condom use,
Saharan Africa, experience with youth HIVand possibly HIV testing and couselling’
prevention programmes is limited with evidenceHowever, these specific interventions cannot have
regarding effectiveness still emerging. Howeverany direct population-level effect on the HIV
three major types of interventions in the contdxt oepidemic among young people unless they are
contemporary sub-Saharan Africa can be identifiechade accessible and acceptable to, and therefore
in the literatur&®. The first focuses on schools used by, young peogfe The most common type
which are regarded as the most appropriate settiraf interventions reported in the literature focus o
for targeted HIV prevention intervention in youngtraining service providers, including taking acgon
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to make the improved health facility more youth-  To understand current evidence for youth HIV
friendly as well as activities in the community to prevention in sub-Saharan Africa, and to answer
link or refer young people to health services. €herthe question 'which interventions work, and why',
is strong evidence of the effectiveness of thiseviews of intervention content and characteristics
approach in various evaluations in the literatureof successful interventions are needed. Thus there
However, evidence on the most appropriate way ts the great need for interventions aimed at
deliver health care to young people in order taeducing STI/HIV/AIDS in a sub-Saharan African
maximize their access to, and appropriate use @bntext, targeting adolescents still in school and
such services remains incompfefé ~ Finally, the out-of-school. On the basis of the present review
third type of interventions focuses onof available interventions in sub-Saharan African
geographically-defined communities. These areountries it can be concluded that it is relatively
generally the most difficult to evaluate in ternfs o easy to effect changes in knowledge and attitudes
their effectiveness. Community level interventionsregarding STI/HIV/AIDS using school-based
have the potential to change established normterventions that have been carefully designed to
values and traditions that may impede HIVsuit the sub-Saharan African environment. It is
prevention and care. In addition, community-basedhore challenging to effect changes in positive
interventions may increase the support youngntentions regarding sexual risk reduction, and
people need, and increase access to necessamgst of all, changes regarding sexual risk
information and servicés Despite their potential, behaviour§"*°

community interventions face a number of The magnitude of the HIV epidemic, and
challenges, including the inherent difficulty in current evidence of relative lack of sexual health
changing established norms, community diversityinterventions targeting young people in sub-
sustainability and difficulty with monitoring and Saharan Africa countries calls for more research
evaluation of these interventions. Interventions irand scrupulous use of available resources to
geographically-defined communities can benform the design and delivery of well-tailored
categorized into two broad groups: interventionsnterventions to meet the unique needs of this
that focus on providing information, skills buildin population group. Future studies employing a
and behavior change targeting young people antore systematic approach, conducted after an
interventions that target the entire community irestablished contextual framework for the
which various traditional kinship networks andintervention is determined are urgently needed to
community activities are used to deliver thehelp halt and possibly reverse the course of the
intervention. Reviews and evaluations ofAIDS pandemit® *°

community interventions are limited in sub-

Saharan Afric& which is also a reflection of the Rationale for the Action Research on

scarcity of such interventions. The reports of : :
reviews and evaluations in the literature show thalt_”V Prevention for Rural Youth in

intervention types which target the community as 00 State, Nigeria
whole, rather than just young people, were mor
effective at improving reported sexual risk
behavior and impacting on biological outcomes
which suggests that it may be particularly
important to explore interventions to change th
social and sexual norms within the wider allen 'to 48 for women and 4(.5 for_ men.
community. Overall, however, there has bee@pprquately 80-95 percent of HIV infections in
some evidence in the literature that intervention§ Jc & ar€ a res'uIF of heterosexual Sex. Fa.ctors
in geographically defined communities can haVé:ontrlbutlng to this include a lack of information
the potential to positively impact a number ofabOUt sexual health and HIV, low levels of

: : dom wuse, and high levels of sexually
reproductive health outcomes in young pedple ~ 0Nndon . .
P young pecp transmitted diseases. Women are particularly

affected by HIV. In 2009 women accounted for 56

9Vith AIDS claiming so many lives in Nigeria, life

expectancy has declined significantly. In 1991 the

average life expectancy was 54 years for women
nd 53 years for men. In 2009 these figures had
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percent of all adults aged 15 and above living wittHIV-infected women and men were receiving
the virus. HIV transmission through unsafe bloodantiretroviral therapy and only 7 percent of
accounts for the second largest source of HI\pregnant women were receiving treatment to
infection in Nigeria. Not all Nigerian hospitals reduce the risk of mother-to-child transmission of
have the technology to effectively screen bloodHIV*’. In 2010 NACA launched its comprehensive
and therefore there is a risk of using contaminateNational Strategic Framework to cover the period
blood. Each year around 57,000 babies in Nigerid010 to 2015. This framework requires an
are born with HIV. It is estimated that 360,000estimated N756 billion (around USD 5 billion) to
children are living with HIV in the country. Most implement. Some of the main aims included in the
of them became infected from their mothers. Thisramework are to reach 80 percent of sexually
figure represents an increase from 220,000 whichctive adults and 80 percent of most at-risk
prevailed in 2007 *. A number of small-scale populations with HIV counseling and testing by
studies have indicated a steady rise in HIV2015; to ensure 80 percent of eligible adults and
prevalence among injecting drug users. Although00 percent of eligible children are receiving ART
HIV transmission through injecting drug use is notoy 2015; and to improve access to quality care and
one of the main transmission routes, it appears support services to at least 50 percent of people
be accounting for an increasing number of neviving with HIV by 2015™.

HIV infections in the country. The National Education Sector HIV/AIDS
The first two cases of HIV and AIDS in Strategic Plan for Actiof(NESSPY specifically
Nigeria were identified in 1985 and were reportecaddresses the role of the education sector as an
at an international AIDS conference in 1986. Inagent of change and declares that every child has a

1987 the Nigerian health sector established theght to participate in the Nigerighamily Life and
National AIDS Advisory Committee, which was HIV Education (FLHE) programme in their
shortly followed by the establishment of theschools. This programme was developed by the
National Expert Advisory Committee on AIDS Nigerian Educational Research and Development
(NEACA). At first the Nigerian government was Council (NERDC)? together withAction Health
slow to respond to the increasing rates of HIMncorporated (AHI) It has been endorsed by the
transmission and it was only in 1991 that the~ederal and State Ministries of Education, as well
Federal Ministry of Health made their first attemptas by faith-based leadéts *. The Nigerian

to assess Nigeria's AIDS situation. The result&ducational Research and Development Council
showed that around 1.8 percent of the people @nd Action Health Incorporated AHI) together
Nigeria were infected with HIV. Subsequentwith State Ministries of Education have developed
surveillance reports revealed that during the 19908nd mobilized a training model that has insured
HIV prevalence rose from 3.8% in 1993 to 4.5% irthat there are master trainers in each state and an
1998. When Olusegun Obasanjo became thiefrastructure and method to train teachers for
president of Nigeria in 1999, HIV prevention, delivery of FLHE through carrier subjects in each
treatment and care became one of thechoof.

government’s primary concerns. The President's Key strategic objectives of the NESSP
Committee on AIDS and the National Actioncommit Nigeria to implementing FLHE
Committee on AIDS (NACA) were created, and inthroughout the country. The educational model
2001 the government set up a three-ydéiAf/AIDS used in FLHE fits the criteria for success
Emergency Action PlagHEAPY®. In the same established by a WHO expert consultation grfup
year, Nigeria hosted the Organization of African®® and has garnered considerable international
Unity’s first African Summit on HIV/AIDS, support and acclaim. However, programme
Tuberculosis, and Other Related Infectiouglelivery remains scattered and the impact of the
Diseases. In 2005 a new framework wagrogramme on participating students has not been
developed covering the period from 2005 to 2009.rigorously evaluated. In addition, while HEAP
Despite increased efforts to control the epidemiczalls for the elimination of barriers to a
by 2006 it was estimated that just 10 percent ofommunity-based response, there is little evidence
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of community-based activities that could supporthis group is disproportionately affected by
the learning of youth and FLHE remains a “standeproductive  morbidity including STI/HIV,
alone” school-based initiative. Youth in Nigeria, unwanted pregnancies and their complicafibis
as in many countries, may learn how to protect’. For example, the age group 20-24 years had the
themselves against HIV, but they continue to livehighest prevalence of HIV in the national HIV
in communities where acting on what they havesero-prevalence sentinel survey of 260Forty-
learned is difficult, if not impossibfé * two percent of adolescent girls in a rural
A key component of the present policycommunity in Rivers state had had induced
framework in Nigeria in terms of containing the abortion or STI including gonorrh®aln Jos, 24%
spread of HIV/AIDS relates to reaching at least 8@f patients attending an STI clinic were aged less
percent of sexually active most at-risk adults witthan 25 yeard. In Calabar, 72% of patients
HIV counseling. The young persons in differentadmitted for complications of abortion are aged
parts of the country fall in this category of peopl between 12-20 yedfs The final justification for
that need to be reached. It is only when concertadrgeting young people is that many in this group
efforts are directed towards increasing theare in their most impressionable years when
knowledge base of youth on sexual andehaviors and character traits have not been fully
reproductive health (SRH) issues that the rapiformed. Therefore, sexuality education during
spread of HIV can be reversed. A primary reasoadolescence is likely to foster positive attitudes
for targeting young persons with sexualityand healthy behaviors in adult years
education is the fact that adolescents reach sexual Despite the benefits listed above, several
maturity before they develop mental/emotionalchallenges  undermine  implementation  of
maturity and the social skills needed to appreciateomprehensive sexuality education for young
the consequences of their sexual activify persons in Nigeria. In the first place, sex is
Secondly, in Nigeria it is a fact that the sexyalit traditionally a very private subject in Nigeria and
education needs of this age group are largelthe discussion of sex with teenagers is often seen
unmet. Evidence of unmet need is reflected ims inappropriate. Attempts at providing sex
research that confirms that some young peopleducation for young people have been hampered
have a poor understanding of the reproductivby religious and cultural objections. In some
process; others harbour misconceptions such as thegions of Nigeria girls marry relatively young,
belief that condoms contribute to pregnhancy andften to much older men. In North Western
infectiorf®*. Research in Nigeria also confirms Nigeria around half of girls are married by age 15
that many young people participate in risky sexuahnd four out of five girls are married by the time
activities, including early debut in sexualthey are 1¥&. Studies have found those who are
activities, sex with many partners, low andmarried at a younger age have less knowledge
inconsistent use of condoffis**¢ The data from about HIV and AIDS than unmarried women, and
the National HIV/AIDS and Reproductive Health are more likely to believe they are at low-risk for
Survey (NARHS) reveals that among the sexuallypecoming infected with HI%™
active 15 to 19 year olds only 34.4% used Secondly, there is the difficulty of coping with
condoms at their most recent sexual encoffhter the large population of young people (more than
Another survey found that by the age of 13 yearkalf of the national population) in Nigeria. Apart
over a quarter of a sample of secondary schoftom the difficulty of accessing funds for
students in Plateau State had had sexugrogrammes, the lack of political will by
intercoursé The explanation for these behaviorsappropriate government ministries to mobilize
includes earlier menarche, the effect of media thgirogrammes in schools and out-of-schools in
glamorize sex, and an increasing weakness dfifferent parts of the country is a major challenge
traditional control of the family system in To do this there is need for massive training of
Nigeria'®*®. teachers, primary health care personnel and
One of the consequences of the involvementommunity youth leaders, among others, in order
of young persons in risky sexual activities is thato have a meaningful impd&t* The large
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population of young people coupled with the lackdisease$. It is also consistent with the priorities
of adequate funds and political will have of the Canadian Embassy in Nigeria and Canadian
contributed to the neglect of rural communities ininternational Development Agency’s (CIDA)
sex education programmes in different parts ofontributions through  Nigeria  HIV/AIDS
Nigeria. Thus youth in rural areas are particularhResponsive Fund (NARF), UNICEF and
disadvantaged since educational and preventiofssociation of Universities and Colleges of
programming does not reach th€nleaving them Canada (AUCC)/CIDA funded initiative’s™®
more vulnerable to infection than their urban HP4RY’s focus on youth and communities
peers. also parallels priorities set in Canada’s assiganc

Thirdly, although FLHE has been approvedto Nigeria through Canadian International
for delivery in all Junior Secondary Schools inDevelopment  Agency’'s  (CIDA) Nigeria
Nigeria, because of the cost and logisticHIV/AIDS Responsive Fun(NARF)*® in which
associated with delivering this programme in suckeapacity building of NGOs and community-based
a large and diverse country, it is still not act®es organizations is a central component, as well as in
to the majority of young persons. Where sexualityfCanadian International Development Agency’s
education is available, the bulk of the schoolCIDA) support to the UNICEF HIV/AIDS
programmes continue to use extra-curriculaProgramme, a significant portion of which targets
methods, leaving many children not exposed tbllV prevention among youth. In addition, the
sexuality educatidfi. Fourthly, whereas out-of- principals on which HP4RY is grounded coincide
school adolescents are generally less informedith the Canadian Embassy’'s focus on human
about reproductive health and participate more inights and gender mainstreaming. Finally, the HIV
risky sexual activity than studefitsmost existing Prevention for Rural Youth project complements
sexuality education programmes for young personthe Association of Universities and Colleges of
are school-based. Consequently the reproductiveanada (AUCC)/CIDA funded Social Work in
health needs of the out-of-school youth are nodiigeria (SWIN) initiative that partners Canadian
being fully addressed. The most importantuniversities with the University of Benin
difficulty in implementing sexuality education (UNIBEN)*" to enhance UNIBEN's training
programmes for the out-of-school youths is theicapacity in applied social welfare research and
high mobility®. This undermines sustainability of community development programming. Together
programmes and their evaluation. Due to fundingvith linkages with AHI and theCentre for
and other constraints, many sexuality educatioRopulation and Environmental Development
programmes for young persons in Nigeria have ndiCPED), the two partner NGOs in HP4RY, the
been sufficiently sustained to ensure full positivenvolvement of SWIN created synergistic gains for
impact. Typically, programmes are implementedHP4RY as well as for each of these organizations
based on availability of funds from donors. and initiatives.

It is in the context of the need to reach youth
in rural schools and communities that the projecComponents of the HIV Prevention
titted HIV Prevention for Rural Youth: Mobilizing
Nigerian Schools and Communities (HP4R¥s for Rural Youth Research

conceived and implemented. The goal of HPARY p4rY was designed to address some of the key

is to contribute to the reduction of youth p,enges outlined in the previous section. It
vulnerability to HIV by building and evaluating a rgets youth and the communities in which they
research-based model that strengthens and expan with HIV prevention programming that

the influence of the Family Life and HIV 4qresses the gendered nature of vulnerability and
Education initiative. This objective is consistent g, |t translates the knowledge gained in regearc

with the priorities of the Nigerian government as,; annance the ELHE programme  already

elaborated in HEAP, NESSP, and its approved for delivery in all Junior Secondary
commitment to thévlillennium Development Goal gcgos in Nigeria and to work with communities
of reduction of HIV and AIDS, malaria and other
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to raise theirAIDS Competencas outlined by The second component of the research project,
Catherine Campbell and her colleagli€ the intervention component, focuses on translating
and described in detail in the articles by Matickaresearch into action by building on the foundation
Tyndalé and Omorodion and colleag®s Local  of the FLHE curriculum developed by AHI and
resources and infrastructures are used ardERD* and identified in the NESSPas the
strengthened in both research and interventionprogramme designated for roll-out in the Junior
The capacity of local institutions and organizasion Secondary Schools of Nigeria. It combines this
to conduct and support research and interventigprogramme with community mobilization to
resources is enhanced as part of the programmgevelop activities to raise the AIDS competence of
The goal is to develop effective and efficaciouscommunities. Together these two types of
models of interventions and intervention deliveryinterventions — school-based and community-
that are sustainable and deliverable in rurabased — represent two of the most well-
Nigerian communities. documented and widely used approaches to
The research component of HP4RY wasehavioural and social change related to HIV risk
guided by both academic and applied questionsnd vulnerability of youth™
The central academic question is: What are the key Knowledge transfer and communication
personal, interpersonal and community-levekonstitute the third component of the research
factors that contribute to youth vulnerability andproject. This entails knowledge transfer to the Edo
risk related to HIV infection? Applied researchState Ministry of Education, AHI, CPED and
guestions were answered the evaluation of Participating communities that takes place
nested interventions: 1) Delivery of theamily throughout the programme in accordance with the
Life and HIV Educationschool curriculum, Action Research Framewdf®® Meetings were
referred to as FLHE; and 2) Delivery of FLHE held in each of the three Senatorial Districts do E
with community mobilization to enhance theState where the programme operated (9-12
community’s AIDS Competence, referred to ascommunities in each Senatorial District) following
FLHE+C. The specific research questions are: laseline data collection and the final evaluatibn o
To what extent does the FLHE school-basedhe results. Seven representatives from each
programme contribute to: (a) delayed initiation ofparticipating community were invited: the
sexual intercourse; (b) reduction of sexuaprincipal and 2 teachers from the Junior Secondary
behaviours that carry a heightened risk of HIVSchool (JSS), 2 JSS students (1 male, 1 female)
transmission (e.g. multiple partners, sexuabnd 1 male and 1 female community leader.
violencefforce); (c) increased sexual behaviourResults, lessons learned, and ways forward were
that carry low or no risk of HIV transmission (e.g.presented at these meetings with opportunity for
condom use)? 2. What is the effect of the FLHE+Qeedback from those in attendance. The
model on the outcomes listed in research questiqresentations were made jointly by representatives
1? 3. What are the comparative gains in outcomef the research team, other programme personnel,
of the FLHE+C model over the FLHE model?and some community members. In addition
Finally, through in-depth comparison of youth andcomponents of HP4RY have been presented at a
communities that are more and less responsive t@riety of conferences and workshops both in
each of the interventions was used to answer tHéigeria and other parts of Africa and Canada.
guestions: 4. What are the characteristics of youth A seminar was held to present baseline
who are more and less responsive to theesearch findings and discuss their implicatioms fo
programmes? 5. What are the characteristics @nd translation to programme components with
communities that are more and less likely taepresentatives from government (e.g. Ministry of
increase their AIDS Competence? The firstEducation) and nongovernment organizations
through fourth questions are addressed in lateworking with youth and on sexual health. The
articles in this issu® ®*which begin to answer the discussions at this seminar contributed to
fifth question. development of the community and enhanced
school programming. A second seminar was held
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to present and discuss mid-point research findingsvaluation used a mixed-methods design and
after the school and community programmes haohcluded a baseline, 2 mid-course and a final
been in place for half a year. Reflections and inpuevaluation report to the team, identifying areas of
from seminar participants helped identifystrength and areas where improvements were
additional areas to address in the programmingieeded in order to meet the programme objectives.
Final evaluation results are being presented to the
education sector and the National Youth Servic€onclusion
Corps (NYSC) Directorate in Edo State. The
specific participants in these presentations wéll b Young people are generally more vulnerable to
set in collaboration with the State Ministry of HIV and AIDS compared with adults because they
Education and the NYSC Directorate. The focus ofre disadvantaged with respect to the key tools
the presentations will be on knowledge generatedecessary to combat the epidemic. The youth in
and lessons learned that are particularly releiant most cases lack the knowledge, life skills,
the delivery of FLHE and to methods forfinancial resources and access to needed health
supplementation of the basic programme t@are services to help protect themselves against
strengthen impact and to development of @arly sexual debut, sexual coercion, and
sustainable community programme involvingunprotected sex. Although young people are major
Youth Corps members. Similar presentations argictims of the HIV epidemic, they have not, over
being made to the Centre on Education, a nationghe years, been given the required attention in
body that includes representation from everyactions designed to control its spread. It is is th
province, and to the federal office of the NYSC.context that young people have been
Meetings with national government offices, acknowledged as a special risk population at the
national offices of international nongovernmentglobal level for attention in efforts to controleth
organizations  working in  Nigeria, and spread of HIV/AIDS. Both the Millennium
representatives from the Canadian HighDevelopment Goal$ and the global goals
Commission and the International Developmentndorsed by the UN General Assembly’s Special
Research  Council of Canada directingSession on HIV/AID& have explicitly focused on
programming in Nigeria are being held to deliverthe unique vulnerability of young people. In
project and evaluation results and promote policigeria the needed attention on young people must
initiatives that would build on the lessons learnedtart from the rural communities where young
in the HP4RY project. people are greatly disadvantaged compared with
Finally, the fourth component of the researchthose in urban areas. The Action Research findings
project focuses on capacity building throughand conclusions reported in the articles in this
increased capacity to conduct and partner ifjournal reflect the concern for the challenges
research among students, graduates, and facultyfating young people in rural communities in
the University of Benin as well as staff of partnemigeria with respect to combating the HIV
NGOs; enhanced capacity of participants in thepidemic in the country.
partner project, SWIN at the University of Benin
and the African Regional Sexuality ResourceACkn0W|edgementS
Centre (ARSRC) and strengthened capacity of
Nigerian and Canadian team members in norththis work was carried out with the aid of a grant
south Action Research partnerships. These affom the International Development Research
discussed in greater detail in the final articléhis  Centre, Ottawa, Canada, on behalf of the Global
issué’. Health Research Initiative (www.ghri.ca). We
An external evaluator was contracted tothank the staff and research assistants at theeCent
conduct a process evaluation of the full HP4RYfor population and Environmental Development,
programme. Consistent with the Action ResearciNigeria, Action Health Incorporated, Nigeria, the
Framework and combined quantitative/qualitativeEdo State Ministry of Education, the principals,
methodologies of the programme itself, theteachers and students in participating schools and
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the

community leaders and residents

participating communities.
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