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ABSTRACT 

Health service provision integrates the provision, effectiveness, and efficient use of health 

services vis-a-vis the health needs of a population. Developing countries such as Nigeria and 

Cameroon with diverse ethnic and cultural groups face enormous challenges on one or more of 

these health service provision facets. These challenges are translated into poor health outcomes 

for several health indicators (such as HIV/AIDS, and hygiene and sanitation) especially in rural 

communities such as Tole (South West Region, Cameroon) and Gujungu (Jigawa State, Nigeria). 

This study aimed at exploring the baseline indicators for health service provision especially 

indicators for: availability of health services, HIV/AIDS and menstrual hygiene in Tole and 

Gujungu. Specifically, to assess the extent of health service provision in Tole and Gujungu; to 

explore youths’ knowledge, perception, believes and attitudes on HIV/AIDS and menstrual 

hygiene in Tole and Gujungu; and lastly to propose an intervention plan for health service 

provision vis-à-vis HIV/AIDS and Menstrual Hygiene in Tole and Gujungu. A descriptive study 

was used where in-depth interviews, group discussions, field observations and survey 

questionnaire were used to collect data. A sample size of 364 each from both Tole and Gujungu 

was selected from a population of 5000 and 4000 respectively. The collected data was analyzed 

using SPSS version 20 and results presented as percentages and charts. The results revealed that 

community members of both Tole and Gujungu are aware of the health services provided by their 

clinics but just 59% of Tole and 71% in Gujungu of this populations do not use these services. 

67.82% of the population of both communities have good knowledge on menstrual hygiene 

management and appropriate materials to use during menstruation but only about 46% in 

Gujungu and 79% in Tole of these populations use the appropriate materials. Also, both 

communities are aware of HIV/AIDS and have good knowledge on its spread, treatment and 

method of prevention 45% in Tole of people still practice unsafe sex.43.74% in both communities 

consider it a spiritual thing and patients are still stigmatized. We therefore recommend that 

communities should be encouraged to use hospital services through sensitization and the use of 

community health workers who will bring these services to household and discuss difficulties 

faced by the community. Also the use of appropriate sanitary materials should be encouraged, 

menstrual hygiene management should be taught in schools and reusable sanitary pads should be 

encouraged in areas where disposable sanitary pads are not affordable. 

Key words: HIV/AIDS, Menstrual Hygiene, Stigmatization, Service delivery, health service 

utilization. 
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CHAPTER ONE 

 

INTRODUCTION 

 

1.1. Background to the Study 

1.1.1 Health Service Delivery 

Health service provision or delivery is concerned with the relationship between the provision, 

effectiveness and efficient use of health services and the health needs of a population. It 

entails the relationship between the population’s needs, demands and the supply, use, and 

acceptability of the health services coupled with the manner in which these services are 

delivered. (Bowling, 2014). 

Strengthening service delivery is a key strategy to achieve the Sustainable Development 

Goals. This includes the delivery of interventions to reduce child mortality, maternal 

mortality, and the burden to HIV/AIDS, tuberculosis and malaria (WHO, 2008). Service 

delivery is a direct output of the inputs into the health system, such as health workforce, 

procurement and supplies, and finances. Improving the health workforce, increasing funding 

for strengthening health systems and expanding the knowledge base about how to make health 

systems work better would greatly benefit the over 800 million people living in the WHO 

African Region (WHO, who.int>hospital, 2018). However, increased finances expanded 

inputs in health service delivery (including the construction and location of health facilities) 

and improved availability of health technology or medicines do not necessarily lead to better 

health outcomes (Travis, Bennett, Haines, Pang, & Bhutta, 2004) 

Improving the health of the nationals of any given country is a national and international 

priority as well as the Development Goals (Madinah, 2016). To this effect since the late 

1980s, many nations have instituted numerous health sector reforms and policies aiming at 

improving the functioning and performance of the health sector and ultimately, the health 

status of their population. Despite these reforms and policies, including an overall 

decentralization of government, health services, and health status remain mostly unchanged in 
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most developing countries. The health care and health status indicators for some like Uganda 

have remained poor (Madinah, 2016). 

Health service in Nigeria is provided by the Federal Ministry of Health (FMOH), State 

Ministry of Health (SMOH), Local Government Area (LGA), and private and non-

government organizations (Revised National Health Policy, 2006). FMOH is responsible for 

planning and developing health policies and for providing health care in all government 

hospitals while the SMOH is in charge of health care delivery at the state level and Local 

Government controls health service delivery at the LGAs and below. The NGOs provide 

services both in hospitals and in smaller medical units. The current health system is organized 

under three levels of health care: primary which is controlled by the local government; 

secondary controlled by the SMOH; and tertiary controlled by FMOH (Revised National 

Health Policy, 2006). 

Gujungu uses the health system put in place by the Jigawa State known as the Gunduma 

Health System (GHS), and it has been argued that this system is not aligned with FMOH 

policies of Primary Healthcare. One could easily say that GHS is responsible for the gaps in 

health service delivery in Gujungu as it does not tie to the national health policies. 

In Cameroon, health service is provided by the Ministry of Public Health (Minister De la 

Santé-MINSANTE), the Regional Delegation of Public Health (RDPH), District Health 

Service (DHS) and private and non-government organizations (2nd Survey on the Monitoring 

of Public Expenditures and the Level of Recipients’ Satisfaction in the Education and Health 

Sectors in Cameroon , 2010) Cameroon`s health sector has three sub‐sectors, namely the 

public sub-sector, the private sub-sector and the traditional medicine sub‐sub‐sector. The 

interveners in this sector comprise of the State, households/communities, Civil Society 

Organizations (CSO), private, traditional practitioners and finally, technical and financial 

partners (Health, 2006).  All these sub-sectors are divided into three levels which are: the 

central or tertiary level headed by MINSANTE; intermediate level made up of ten regional 

delegations each headed by RDPH, and the peripheral or primary level made up of 189 Health 

Districts each led by DHS. 
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Tole community is one of the seven villages that make up the Tole health area under the Buea 

Health District. The health area follows the policies and strategies put in place by 

MINSANTE and RDPH but yet experiences gaps or difficulties in health service delivery.  

The challenges of health service delivery in developing countries such as Nigeria and 

Cameroon with their diverse ethnic and cultural groups are enormous. Poverty, ignorance, 

lack of resources and health facilities and bad leadership acting in concert produce a broad 

spectrum of disease on the one hand. And on the other hand, insufficient personnel and 

appropriate equipment to provide the services as well as lack of roads to access the services 

provided (Ameh & Opaluwa, 2005)  

Due to these challenges, a multi-annual Health Sector Development Program (HSDP) 

financed by the government and its development partners was created in Cameroon birthing 

the Health Sector Strategy (HSS) in 2001 and was later evaluated and updated in 2006 to run 

through 2015 aimed at attaining the health goals of the MDGs (Egbe, 2013). With the coming 

of the SDGs and the GESP (Growth and Employment Strategy Paper), Cameroon has adopted 

a new healthcare strategy which embodies two major healthcare approaches: Primary 

Healthcare Approach and the complex Specialized Healthcare Approach. This strategy is 

aimed at increasing healthcare service provision (Nzima, Ndougsa, & Mfouapon) 

At the national level, Nigeria just like Cameroon turned towards the Primary Healthcare 

Policy to resolve some of these challenges. At the level of the states, semi-autonomous Jigawa 

Primary Health Care Agency (PHCA) was created by law in 1999 and the Jigawa State 

Hospitals Management Board and its zonal structures scrapped (Revised National Health 

Policy, 2006) At the same time, Governor Turaki redistributed the State’s Ministries, 

Departments and Agencies (including health sector ones) across Jigawa’s five Emirates. Some 

people argued that this action made budgeting difficult and increased inability governance and 

hence poor health outcomes 

These challenges in health service delivery are translated to poor health outcomes in several 

health indicators. This is especially prominent in rural communities such as Gujungu and 

Tole. The health outcomes of these communities can be improved with effective and adequate 
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disease prevention and health promotion models. The health indicators amongst others 

include HIV/AIDS, WASH (particularly hygiene and sanitation-menstrual hygiene and 

sanitation).  

1.1.2 HIV/AIDS 

HIV (Human Immunodeficiency Virus) is the virus which causes AIDS (Acquired Immune 

Deficiency Syndrome) and originated from non-human primates in Central and West Africa. 

While various sub-groups of the virus acquired human infectivity at different times, the global 

pandemic had its origins in the emergence of one specific strain (HIV-1 subgroup M) in 

Léopoldville in the Belgian Congo (now Kinshasa in the Democratic Republic of the Congo) 

in the 1920s (Gallagher James, 2014). A recent serological survey showed that human 

infections by SIV (the chimpanzee version of the immunodeficiency virus called simian 

immunodeficiency virus) are not rare in Central Africa: the percentage of people showing 

seroreactivity to antigens (evidence of current or past SIV infection) was 2.3% among the 

general population of Cameroon, 7.8% in villages where “bushmeat” is hunted or used, and 

17.1% in the most exposed people of these villages (Kalish et al., 2005). 

Some of the factors which led to the early spread of HIV from Africa to other parts of the 

world include but are not limited to: female genital mutilation since sex with a female who 

has undergone clitorectomy is conducive to exchange of blood (Quinn, Mann, Curran, & Piot, 

2001); Colonialism in Africa - The colonial authorities also gave many vaccinations against 

smallpox, and injections, of which many would be made without sterilizing the equipment 

between uses (unsafe or unsterile needles). Chitnis et al. proposed that both these parenteral 

risks and the prostitution associated with forced labour camps could have caused serial 

transmission (or serial passage) of SIV between humans (Chitnis, Rawls, & Moore, 2000); 

and unsterilized injections (between 1921 to 1959), the incidence of diseases requiring 

intravenous injection such as syphilis, jaws, and trypanosomiasis were on the rise especially 

in Cameroon and French Equatorial Africa (Pepin & Labbe, 2008), also, the use of antibiotics 

was on the increase in Africa between 1950 to 1970 (Pepin & Labbe, 2008). 



      

5 

 

Nowadays, the primary modes of transmission include unprotected sexual intercourse 

(heterosexual and homosexual), injectable drug use and mother-to-child with the most 

common being unprotected sexual intercourse.  

 The name HIV was finally established in May 1986 by the International Committee on 

Taxonomy of Viruses after several other names such as LAV (Lymphadenopathy-Associated 

Virus) and HTLV (Human T Lymphotropic Virus) have been turned down (Coffin et al., 

1986) 

Since 1982, people including PLHIV started writing articles and books on how to prevent 

HIV/AIDS and how to live with it.  Several international bodies have come up with agendas 

and strategies such as the national Aids programme in each country to fight this pandemic. 

Currently, the UN has as an objective to “End the AIDS epidemic by 2030” as part of the 

2030 agenda for the Sustainable Development Goals. 

Globally, there are 36.9 million PLHIV as of 2017, with about 7000 young women aged 15–

24 years become infected with HIV every week and around 940.000 AIDS-related deaths 

(UNAIDS, 2018). 

HIV/AIDS has been a global pandemic but with the most significant burden in Africa. Sub-

Saharan Africa remains the “global epicenter” of the HIV/AIDS epidemic. The region 

contains only 10% of the world’s population but carries more than 60% of the global 

HIV/AIDS burden (www.unsaids.org, 2011).  

In 2010, an estimated 68% (22.9 million) of all HIV cases and 66% of all deaths (1.2 million) 

occurred in this region. This means that about 5% of the adult population in this area is 

infected. Here, in contrast to other regions, women comprise nearly 60% of cases (UNAIDS 

2011 World AIDS Day report, 2011). In addition to facing the enormous burden of 

heterosexually transmitted HIV, some sub-Saharan African countries are experiencing 

significant changes in the patterns of illicit drug use, through both non-injection and injection 

drug use, which has implications for the potential spread of HIV (UNAIDS 2011 World AIDS 

Day report, 2011). 
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In West Africa, both the rate of new HIV infections and the burden of HIV remain high in 

western and central Africa. The incidence: prevalence ratio in the region has changed little 

since 2010: it stood at 0.06 [0.04–0.09] in 2017, twice as high as the epidemic transition 

benchmark of 0.03. Deaths from AIDS-related illness in the region have declined by nearly a 

quarter since 2010, and annual new HIV infections decreased by 8%. Cameroon, Côte 

d’Ivoire, and Nigeria together accounted for approximately 71% of new HIV infections in the 

region in 2017. Nigeria alone accounted for more than half of new infections and deaths from 

AIDS-related illness, in part reflecting its large population size compared to other countries in 

the region (UNAIDS, 2018). 

1.1.3 Menstrual Hygiene Management 

Menstruation is a normal biological process and a vital sign of reproductive health, yet in 

many cultures, it is treated as something negative, shameful or dirty. The prevailing silence 

around menstruation combined with limited access to information at home and in schools’ 

results in millions of women and girls having very little idea about what is happening to their 

bodies when they menstruate and how to deal with it.  

In many places, menstruation is generally not considered something to be proud of: it is 

engulfed by silence, shame and social taboos that are further manifested in social practices 

that in many cultures restrict mobility, freedom, and access to normal activities and services 

(Operational Research on Menstrual Hygiene Management (MHM) Kit for Emergency, 

2015).  

Menstruating women and girls are often well thought-out impure, unclean and unfit during 

this period. The situation is further worsened by the lack of washing and bathing facilities, 

materials and spaces that can help women and girls manage the menstrual discharge with 

dignity and safety. 

In addition to persisting taboos, women and girls’ capacity to manage their periods is affected 

by some other factors, including limited access to affordable and hygienic sanitary materials 

and disposal options leaving many to handle their periods in ineffective, uncomfortable and 

unhygienic ways. In some contexts, natural materials such as mud, leaves, and dung or animal 

skins are used to manage the menstrual flow (Puberty Education & Menstrual Hygiene 
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Management, 2014). As a result, menstruating girls and women often feel ashamed and 

embarrassed, and this predisposes them to infections and other associated diseases. 

Due to the challenges surrounding menstruation, the idea of menstrual hygiene management 

was introduced but have been ignored or misunderstood. Menstrual hygiene management is 

described as the process whereby women and young girls use a clean menstrual hygiene 

management (MHM) material to absorb or collect blood that can be changed in privacy as 

often as important for the duration of the menstruation period, using soap and water for 

washing their bodies as required and having access to facilities to dispose of used menstrual 

management material (Johnson, Calderon, Hilari, & Long, 2016). Menstrual Hygiene Day 

(MHD or MH Day) was created in 2014 by WASH (a German-based NGO) to bring together 

individuals, organizations, social businesses, and the media to create a united and strong voice 

for women and girls around the world, helping to break the silence about menstrual hygiene 

management. MHD is celebrated on May 28 each year.     

1.2 Statement of the Problem  

People’s perceptions of health and health service delivery provide valuable insights that could 

help to improve health systems’ responsiveness and effectiveness in the African Region 

(Amazigo et al., 2012). 

Every decade since the 1940s, health policymakers, professionals, and providers have 

launched new global and national initiatives in an attempt to address the health challenges and 

needs of populations, particularly those living in Sub-Saharan Africa. However, few reforms 

have been successful (Amazigo et al., 2012). 

Despite the increase in healthcare financing and declarations, challenges and barriers such as 

bribery, transportation, distance, and low perceived quality persist (Peden et al., 2004). 

Despite the efforts of HSS, the Cameroon health sector faced significant challenges as noted 

in the HSS mid-term evaluation in 2006 such as high cost of healthcare limiting access; 

excessively centralized healthcare system; poor governance; slow and cumbersome flow of 

public sector funds; skewed financing standards in the public sector which favors urban areas 
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and specific disease programs; relatively neglect of preventive and promotional healthcare 

and fragmented and unreliable monitoring and evaluation systems (Egbe, 2013). 

So while the typical barriers are known, there is little information available to national and 

local level planners or district health officials on how to identify which barriers to service use 

are pronounced in an area, or crucially limiting the application at a specific facility. In this 

way, using routinely available local data from various studies, hospital records, and census 

information, it was possible to draw preliminary conclusions about which barriers are more or 

less critical in particular health facilities and service delivery. This is particularly true for 

specific HIV/AIDS and issue touching on hygiene and sanitation. 

HIV/AIDS is a global pandemic has received more attention than the most tropical disease, 

and several structures and programmes have been put in place to prevent the spread and the 

stigmatization of PLHIV. Despite all these, PLHIV are still being stigmatized, and in 

Cameroon, women are more stigmatized than men  (News, 2017) Michel Sidibé, UNAIDS 

Executive Director made the following remarks in the UNAIDS 2018 Data Report: There is 

still a prevention crisis; the success in saving lives has not been matched with equal success in 

reducing new HIV infections, new HIV infections are not falling fast enough; HIV prevention 

services are not being provided on an adequate scale and with sufficient intensity and are not 

reaching the people who need them the most; and the acceptance of condoms, voluntary 

medical male circumcision, pre-exposure prophylaxis, cash transfers must be increased 

rapidly and not be secondary prevention tools. She further added that stigma and 

discrimination still have terrible consequences. The very people who are meant to be 

protecting, supporting and healing people living with HIV often discriminate against the 

people who should be in their care, denying access to critical HIV services, resulting in more 

HIV infections and more deaths (UNAIDS, 2018) 

Resources available for HIV responses in western and central Africa came to approximately 

US$ 2.1 billion in 2017, even with all this, there is slow progress in reducing HIV infections 

among adults in this region (UNAIDS, 2018).  Advertisements and talks on HIV/AIDS run on 

both national and local radio and Television stations, billboards carry messages and domestic 

and international NGOs through the ministries of health have carried out HIV/AIDS 
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campaigns in this region. Despite all these, both pieces of knowledge about HIV and condom 

use remain low among young people. This is typical of communities like Tole and Gujungu 

were literacy rate is meagre especially among girls. Population-based surveys conducted 

between 2012 and 2017 indicate that fewer than one in three (29%) young men (aged 15–24 

years) and one in four (23%) young women (old 15–24 years) had comprehensive and correct 

knowledge of how to prevent HIV (UNAIDS, 2018). 

From the government, the Ministry of Social Affairs through the Regional Delegation in 

South West, the Ministry of Public Health through the Regional Delegation, Civil Society 

Organizations (CSOs), NGOs and other institutions have been engaged in a number of 

programs or projects in Tole on general sensitization and prevention HIV/AIDS and sexually 

transmitted diseases. 

Similarly, in Gujungu, the Ministry of Health, the Local Government department of Health, 

the local hospitals through the Community Health Workers, Civil Society Organizations 

(CSOs), NGOs and other institutions have been engaged in a number of programs or projects 

in the community on general sensitization and prevention HIV/AIDS and sexually transmitted 

diseases.  

Also, the respective delegations in charge of public health in South West Region and Jigwa 

state indicated a high prevalence of HIV/AIDS in these communities with Tole having a 

prevalence of 3.2% (Health District Report, 2017) and Gujungu a prevalence of 2.9% 

(Country Operational Plan (COP 2017), 2017). This study therefore seeks to know if this is 

linked to the knowledge, attitudes, perception, and practices of the people or is it just a gap in 

health service delivery.  

Both menstrual hygiene and HIV/AIDS have been considered taboo topics and has led to the 

stigmatization of people suffering from HIV/AIDS and women/girls during their 

menstruation. Stigmatization has led to various psychological problems for those stigmatized. 

And strangely enough, there are still myths about menstruation which are still buried deep in 

African communities. 
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In recent years, the issue of Menstrual Hygiene Management (MHM) in post-conflict and 

post-disaster settings has increasingly drawn the attention of the international humanitarian 

community. Despite this, menstrual hygiene continues to be overlooked and is still not 

effectively or comprehensively addressed in emergencies. 

“Many women suffer embarrassment, infections and even risk of violence if they have to wait 

until dark to find a private place to change their feminine hygiene products,” says Chelsea 

Giles Hansen, a water and sanitation delegate with the IFRC 

Water facilities are essential for the sanitary management of menstruation but this, however, 

is not the case in developing countries particularly in rural areas (such as Tole and Gujungu) 

where most girls and women use the reusable pads. Other challenges faced by girls and 

women are social norms and beliefs. In many cultures, menstruating women are considered 

impure and are systematically excluded from participating in every-day activities, such as 

education, employment, and cultural and religious practices (Who We Are/News, 2018) This 

is the situation with Gujungu community which is a typical Muslim community. Women are 

excluded from religious practices and household chores when on their period.  

A study carried out in 2015 by UNICEF in Nigeria reveals that: many young girls still use 

tissue and other inappropriate materials during their periods; school girls stay for long with 

one sanitary pad due to the lack of facilities to change and deposit the used pad  (An 

Assessment of Menstrual Hygiene in Secondary Schools, 2015)  Similarly, a study published 

by Cameroon Tribune on November 3rd 2015 reveals that: there is a low level of knowledge 

on menstrual hygiene management for both those in school and out of school; school facilities 

used by women are poorly maintained and are sparsely used by girls, even during 

menstruation, and general absence of menstrual pad disposal solutions has a negative impact 

on the livelihoods of women  (National-Societe, 2015). 

Vision in Action Cameroon (VIAC), in collaboration with Community and Public Health 

students from the Pan African Institute for West Africa and YALDA (PAIDWA) on World 

Menstrual Hygiene Day in 2015, observed that there was a high rate of teenage pregnancy 

women and girls within the age of menstruation complained of vaginal itches. On the other 



      

11 

 

hand, in Gujungu a group of environmental health workers during their rounds in the 

community observed that used menstrual materials were found along their streets, indicating 

poor menstrual hygiene management. Poor menstrual hygiene management could lead to 

several reproductive tract infections and other health and environmental complications. This 

study therefore seeks to know if this is linked to the knowledge, attitudes, perception, and 

practices of the people or is it just a gap in health service delivery. 

1.3 Objectives of the Study  

1.3.1 Main Objective 

To conduct a study which will be informative on the baseline indicators for health service 

provision, HIV/AIDS and menstrual hygiene in Tole (South West Region, Cameroon) and 

Gujungu (Jigawa State, Nigeria). 

1.3.2 Specific Objectives 

1. To assess the extent of health service provision in Tole (South West Region, Cameroon) 

and Gujungu (Jigawa state, Nigeria).  

2. To explore the knowledge, attitudes, perception, and practices of youths on menstrual 

hygiene in Tole (South West Region, Cameroon) and Gujungu (Jigawa state, Nigeria).  

3. To explore the knowledge, attitudes, perception, and practices of youths on HIV/AIDS in 

Tole (South West Region, Cameroon) and Gujungu (Jigawa state, Nigeria).  

4. To propose interventions for health service provision vis-à-vis HIV/AIDS and Menstrual 

Hygiene in Tole (South West Region, Cameroon) and Gujungu (Jigawa state, Nigeria).  

1.4 Research Questions 

1. What is the extent of health service provision in Tole (South West Region, Cameroon) and 

Gujungu (Jigawa state, Nigeria)? 

2. What are the knowledge, attitudes, perception, and practices on menstrual in Tole (South 

West Region, Cameroon) and Gujungu (Jigawa state, Nigeria)? 

3. What are the knowledge, attitudes, perception, and practices of HIV/AIDS in Tole (South 

West Region, Cameroon) and Gujungu (Jigawa state, Nigeria)? 



      

12 

 

4. What are the possible interventions for health service delivery vis-à-vis HIV/AIDS and 

Menstrual Hygiene in Tole (South West Region, Cameroon) and Gujungu (Jigawa state, 

Nigeria)? 

1.5  Significance of the Study 

This study will inform the government and non- governmental organizations and community 

leaders, working in these communities on recent and reliable data on the extent of health 

service delivery to promote and improve the healthcare services of these communities. 

It will help the people of Tole and Gujungu to reduce the spread of HIV/AIDS within their 

communities, their knowledge and practices on menstrual hygiene management will improve, 

and more of them will tend to seek healthcare services from the health facilities within their 

communities.  

The researchers will gain more knowledge and better understand different opinions on 

HIV/AIDS, menstrual hygiene management and health service delivery. 

To other researchers, it will set a platform for further research or intervention as this study 

will make available recent and reliable information or data. 

Furthermore, it will serve as a guide to health promotion officers to address issues of 

HIV/AIDS and menstrual hygiene and to know what other activities to carry out in these 

communities to promote health. 

1.6  Scope of the Study  

The baseline study is focused on health service delivery with emphasis laid on accessibility, 

coverage, continuity, comprehensiveness and coordination. HIV/AIDS and menstrual 

hygiene. It covers two rural areas; Gujungu, Jigawa state Nigeria and Tole, South West 

Region Cameroon. These communities have common characteristics such a high level of 

promiscuity and low literacy level especially for girls which are factors that favour the 

prevalence of HIV/AIDS and poor menstrual hygiene respectively. It was carried out in 

households, schools and community groups such as youth, women and men groups in 

Gujungu and Tole 
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This study will last from December 2017 to August 2018. The researchers will collect 

information in May 2018. This period was found most convenient to collect reliable data and 

analysis by the researchers.   

1.7 The Study Area 

1.7.1 Geographical Delimitation  

This work should cover the community of Gujungu Jigawa State Nigeria and Tole community 

of Cameroon geographically. This community is bounded to the east by Hadejia local 

Government Area, to the west by Taura Local Government Area to the south by Miga Local 

Government Area to the North Gumel Local Government Area. Geographical coordinates are 

12⁰ 21⁰ 48⁰” North 9⁰ 34⁰ 56⁰ East. The community is situated to the North about 120km 

from the capital city of Dutse (Jigawa state). And Tole community is a small cosmopolitan 

village at the foot of Mount Cameroon, about three kilometres away from Buea in the South 

West Region. It became famous for its vast tea plantation which occupies some 453 hectares 

of land Tole is situated in Fako South West, Cameroon, its geographical coordinates are 4⁰ 6⁰ 

0⁰” North 9⁰ 13⁰ 0⁰.” 
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1.7.2 The Physical Milieu  

 

 

Figure 1.1 Location of Gujungu 

Source: nona.net 

According to the National population census of Nigeria in 2006 the Gujungu community has a 

total of 8,382 inhabitants. This number will serve as the universe study. Jigawa has a youthful 

population that is readily available for industrial activities. More than 49% of the population 

is between the age of 18 and 59 years. It is the 10th largest non-oil and gas economy in 

Nigeria with an estimated Gross Domestic Product (GDP) of nearly N800 billion. Agriculture 

remains the dominant economic activity contributing to the bulk of GDP and engaging, 

directly and indirectly, more than 80% of the population. Jigawa has a predominantly 

informal domestic trade sector, consisting of thousands of subsistence enterprises. In addition 

to the hundreds of regular markets spread across towns and villages, Jigawa has some specific 

markets at SARA, GUJUNGU, MAIGATARI, KUPSA, and HADEJIA dealing in large-scale 

agricultural commodities and livestock merchandising. 
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A section of great Gujungu market in Taura local government area of Jigawa state is said to 

be a wrong spot (red light district) which harbors prostitutes, gamblers, singers and others 

who showcase their nightlife activities in public. According to an exclusive report by Arewa 

daily post, the government authorities have failed to curtail the kind of events going on there 

despite a series of reports brought to their attention. Young children and underage residents 

are said to have made this place their second home due to the kind of pleasure they derive 

from there. (Staff, 2017). Agricultural products market with weekly visitors from across 

Nigeria and also from Niger, Chad and Cameroon etc. 

 

Figure 1.2 Location of Tole. 

Source: nona.net  
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Tole is found in the South West Region of Cameroon about a few kilometres from Buea. It is 

made up of a well-known extensive tea plantation between small Soppo and Wotutu village 

with approximately 5000 inhabitants living in it, the predominant ethnic groups are the North 

West, who are settlers and Bakweri, the indigenous people. The leading climate of Tole is that 

of the tropical rainforest zone with high humidity and average rainfall. The topography of the 

area is sloppy. It has a rich volcanic soil which is fertile, and most crops are grown such as 

cocoyam, cassava, bananas, tomatoes, etc. this has accounted for the rich nature of the tea 

plantation which is widely known in Cameroon. The climates of this area contribute to the 

high yield of these food crops. Socially there are a few governments, mission and private 

owned primary and secondary schools in Tole and the immediate neighborhood of Sasse and 

Buea municipality. This area and surrounding also have some health centers and hospitals like 

Buea General Hospital that provides the people in that community good medical services. 

They are also some government offices like the ministries of women’s empowerment and the 

family, social affairs; NGOs like Out Reach Buea Cameroon which their socio-economic and 

political activities are felt or influence livelihood in the Tole community. 

The majority of the people in this area are farmers, some are workers in the Tole Tea estate, 

and a few engage in businesses. Through their farming, they get money to support themselves 

and their families and generally some families are poor living below average with their 

children and grandchildren under the same roof. 

1.8 Organization of the Study  

This study is organized into five chapters: chapter one on the background of the study, 

statement of the problem, objectives, research questions, significance of the study, scope of 

study, area of study, and operational definition of terms; chapter two on literature and 

theoretical; chapter three on the methodology of the study, the target population, the sample 

size, data collection, validity and reliability of instruments, data analysis and presentation and 

ethical consideration; chapter four on the presentation and analyses of data, presentation of 

data according to specific objectives, discussions of findings, implications of the findings, 

implication of finding on development and limitations of the study; and chapter five on 

summary of the finding, limitation of the study, conclusion, recommendations and action 

plan. 
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1.9 Operational Definition of Terms 

Menstrual hygiene management: could be defined as women and adolescent girls using a 

clean menstrual, material to absorb and collect blood that can be changed in privacy as often 

as needed for the duration of the menstrual period using soap and water for washing the body 

as needed and having facilities to dispose of used menstrual management material.  

Menstrual cycle: is the regular natural change that occurs in the female reproductive system 

that makes pregnancy possible 

Menstruation: is the proper discharge of blood and mucosal tissue (known as menses) from 

the inner lining of the uterus through the vagina. 

Menstrual material: these are materials used during menstruation that are made to absorb 

blood during menstruation.  

HIV: Stands for Human Immunodeficiency Virus. It attacks the immune system of the body 

destroying specifically the T cells or CD4 cells. 

AIDS:  Stands for Acquired Immune Deficiency Syndrome it is a disease in which there is a 

severe loss of the body's cellular immunity, significantly lowering the resistance to infection 

and malignancy. 

Health: The state of being free from disease or injury or a person’s mental and physical 

condition  

A health system: Sometimes referred to as the health care system is the organization of 

people, institutions, and resources that deliver health care services to meet the health needs of 

target populations. 

Health Service Delivery: Service delivery is the part of a health system where patients 

receive the treatment and supplies they are entitled to. 

Health promotion:  is defined as a combination of educational and environmental supports 

for actions and conditions of living conducive to health. 

Youths: A young person between childhood and adulthood. 
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Gujungu: refers to a community in Northern Nigeria, in Jigawa state 

Tole: is a small farming community at the foot of Mount Cameroon, in the South West 

Region. 
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CHAPTER TWO 

 

LITERATURE REVIEW AND THEORETICAL FRAMEWORK 

 

This chapter discusses related literature and theories to the study under the following 

headings; literature review, Theoretical Framework, Gaps Identified in the Literature and how 

the work shall attempt to fill them 

2.1 Literature Review                  

2.1.1. Conceptual Review   

2.1.2 Concept of Health Care Services 

(WHO, 2017) Health service delivery systems that are safe, accessible, high quality, people-

centered, and integrated are essential for moving towards universal health coverage. Service 

delivery systems are accountable for providing health services for patients, persons, families, 

communities and populations in general, and not only care for patients. While patient-

centered care is commonly thought of as focusing on the individual seeking care (the patient), 

people-centered care involves these clinical encounters and also includes thoughtfulness to the 

health of people in their communities and their vital role in shaping health policy and health 

services. 

Service delivery systems should also involve the whole range of care from promotion and 

prevention to diagnostic, rehabilitation and palliative care, as well all levels of care including 

self-care, home care, community care, primary care, long-term care, hospital care, to provide 

integrated health services throughout the life course. WHO is assist countries in moving 

towards universal health coverage by improving the efficiency and effectiveness of their 

health service delivery systems (WHO, 2017). 

Access to health care may differ across countries, communities, and individuals, largely 

influenced by social and economic conditions along with the health policies in place. 

Countries and jurisdictions have different policies and plans in respect to the personal and 
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population-based health care goals within their societies. Healthcare systems are organizations 

created to meet the health needs of targeted populations. 

Healthcare is the maintenance or improvement of health through the prevention, diagnosis, 

and treatment of disease, illness, injury, and other physical and mental deficiencies in human 

beings. Healthcare is delivered by health providers or practitioners in allied health fields 

(WHO, 2017). 

2.1.3 Types of Health Care Services 

A health system also called a healthcare system is an organization of people, institutions, and 

resources that deliver health care services to populations in need. It also includes the 

followings: 

2.1.3.1 Health Services Research 

The Health Services Research is also known as health systems research or health policy and 

systems research (HPSR). It is a multidisciplinary scientific field that looks at how people get 

access to health care practitioners and health care services, the costs of care and what happens 

to patients as a result of this care (Academy Health, 2000). 

2.1.3.2 Health Care Financing 

In all countries and jurisdictions, there is evidence that the decision of a government, private 

sector business or other groups to adopt a specific health policy regarding the financing 

structure is influenced by many topics in politics of these countries. There are generally five 

primary methods of funding health care systems: General taxation to the state, county or 

municipality, Social health insurance, Voluntary or private health insurance, Out-of-pocket 

payments, Donations to health charities, and Health Care Administration and Regulation 

The organization and administration of health care is another sector important for the delivery 

of health care services. In particular, the practice of health professionals and operation of 

health care institutions is typically regulated by national or state/provincial authorities through 

appropriate regulatory bodies for purposes of quality assurance (World Health Organization, 

2003). 
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Most countries have credentialing staff in regulatory boards or health departments who 

document the certification or licensing of health workers and their work history (Tulenko et 

al., 2012). 

2.1.3.3 Health Information Technology 

Health information technology (HIT) is "the application of information processing involving 

both computer hardware and software that deals with the storage, retrieval, sharing, and use of 

health care information, data, and knowledge for communication and decision making (Health 

Information Technology, 2014). 

Technology is a broad concept that deals with a species’ usage and knowledge of tools and 

crafts, and how it affects a species’ ability to control and adapt to its environment. 

Excellent service delivery is an essential element of any health system. Service delivery is a 

crucial input to population health status, alongside other factors such as social determinants of 

health. The organization and content of health services will be different from one country to 

another, but in a well-functioning health system, the system of service delivery should have 

the following key characteristics; 

Comprehensiveness: A comprehensive array of health services is provided, suitable to the 

needs of the target population, comprising preventative, curative, palliative and rehabilitative 

services and health promotion activities. 

Accessibility: Services are directly and permanently accessible with no unwarranted barriers 

of cost, language, culture, or geography. Health services are close to the people, with a 

repetitive point of entry to the service network at primary care level. Services may be 

delivered in the home, the community, the workplace, or health facilities as need be. 

 Coverage: Service delivery is intended to all people in a defined target population are 

covered, i.e. the sick and the healthy, all income groups and all social group. 

Continuity: Service delivery is designed to provide an individual with continuousness care 

across a network of services, health situations, levels of care, and over life-cycle. 
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Quality: Health services are of high quality, i.e. they should be effective, harmless, provided 

according to the patient’s needs and in a timely fashion. 

Person-centered: Services are structured around the person, not the disease or the financing. 

Users see health services to be quick to respond and acceptable to them. There is participation 

in service delivery design and assessment by the target population. People are partners in their 

health care. 

Coordination: Local area health service systems are actively coordinated, through types of 

provider, models of care, levels of service delivery, and for both routine and emergency 

preparedness. The patient’s primary care provider simplifies the route through the needed 

services and works in collaboration with other levels and types of providers. Coordination is 

also carried out with other sectors (e.g. social services) and partners (e.g. community 

organizations). 

Accountability and efficiency: Health services are managed to achieve the core elements 

described above with the lowest wastage of resources. Managers are given the necessary 

authority to achieve planned objectives, and they are held accountable for overall performance 

and results in Assessment consist of appropriate mechanisms for the participation of the target 

population and civil society. (WHO, 2010).  

2.1.4 Concepts of HIV/AIDS 

HIV is a virus that attacks the immune system, which is our body’s natural defence against 

illness. The virus kills a type of white blood cell in the immune system called a T-helper cell 

and made copies of itself inside these cells. T-helper cells are also known as CD4 cells. AIDS 

is not a virus but a set of symptoms (or syndrome) caused by the HIV. A person is said to 

have AIDS when their immune system is less resistance to fight off infection, and they 

develop specific defining symptoms and illnesses. This is the last stage of HIV when the virus 

is very advanced, and if left untreated will lead to death (AIDS.gov, 2016). 

HIV is a sexually transmitted infection (STI). It can also be spread by contact with infected 

blood or from mother to child during pregnancy, childbirth or breastfeeding. Without 

medication, it may take years before HIV weakens your immune system to the point that you 
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have AIDS. Acquired immunodeficiency syndrome (AIDS) is a chronic, potentially life-

threatening condition caused by the human immunodeficiency virus (HIV). By damaging 

your immune system, HIV interferes with your body's capability to fight the organisms that 

cause disease (Mayo, 2018). 

The human immunodeficiency virus (HIV) is a lent virus (a subgroup of retrovirus) that 

causes HIV infection and over time acquired immunodeficiency syndrome (AIDS), AIDS is a 

condition in humans in which progressive failure of the immune system allows life-

threatening opportunistic infections and cancers to thrive (Weiss, 1993). 

HIV is a virus spread through certain body fluids that bouts the body’s immune system, 

precisely the CD4 cells, often called T cells. Over time, HIV can terminate so many of these 

cells that the body can’t combat infections and diseases. These special cells help the immune 

system combat infections. Untreated, HIV decreases the number of CD4 cells (T cells) in the 

body. This damage to the immune system makes it tougher and tougher for the body to fight 

off infections and some other diseases. Opportunistic infections or cancers take advantage of a 

fragile immune system and signal that the person has AIDS. Acquired immunodeficiency 

syndrome (AIDS) is a term which relates to the most advanced stages of HIV infection. It is 

defined by the incidence of any of more than 20 opportunistic infections or HIV-related 

cancers (CDC, 2018) 

The human immunodeficiency virus (HIV) infects cells of the immune system, abolishing or 

impairing their function. Infection with the virus results in progressive deterioration of the 

immune system, leading to "immune deficiency." The immune system is seen deficient when 

it can no longer achieve its role to combat infection and disease. Infections associated with 

severe immunodeficiency are known as "opportunistic infections" because they take 

advantage of a weakened immune system (WHO, 2017). 

AIDS is not a virus but a set of symptoms (or syndrome) caused by the HIV. A person is said 

to have AIDS when their immune system is too weak to fight off infection, and they develop 

specific defining symptoms and illnesses. This is the last stage of HIV when the virus is very 

advanced, and if left untreated will lead to death (AIDS.gov, 2016). 
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2.1.4.1 Concepts of Menstrual Hygiene 

Menstruation, also known as a period or monthly, is the regular discharge of blood and 

mucosal tissue (known as menses) from the inner lining of the uterus through the vagina. The 

first period usually begins between twelve and fifteen years of age, a point in time known as 

menarche. 

Menstrual hygiene management has been defined as: ‘Women and adolescent girls using a 

clean menstrual management material to absorb or collect blood that can be changed in 

privacy as often as necessary for the duration of the menstruation period, using soap and 

water for washing the body as required, and having access to facilities to dispose of used 

menstrual management materials’ (UNICEF & WHO, 2014). 

2.1.4.2 Concept of Health Promotion 

Health promotion is the process of enabling people to increase control over, and to improve, 

their health. To reach a state of complete physical mental and social well-being, an individual 

or group must be able to identify and to realize aspirations, to satisfy needs, and to change or 

cope with the environment (Ottawa, 1986). 

2.1.5 Prerequisites for Health 

The fundamental conditions and resources for health are peace, shelter, education, Food, 

income, a stable ecosystem, sustainable resources, social justice and equity. Improvement in 

health requires a secure foundation in these essential prerequisites. 

2.1.5.1 Healthcare Policies in Cameroon and in the Jigawa State, Nigeria 

Health policy can be defined as the decisions, plans, and actions that are undertaken to 

achieve specific healthcare goals within a society. According to the World Health 

Organization, an explicit health policy can accomplish several things: it defines a vision for 

the future; it outlines priorities and the expected roles of different groups; and it builds 

consensus and informs people (WHO, 2011). 

Health policy refers to decisions, plans, and actions that are undertaken to achieve specific 

health care goals within a society. Explicit health policy can accomplish several things: it 

defines a vision for the future which in turn helps to establish targets and points of reference 
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for the short and medium term. It outlines priorities and the expected roles of different groups, 

and it builds consensus and informs people. 

2.1.6 Worldwide Healthcare Policies for Countries  

Public policies in the health sector, together with those in other sectors, have a high potential 

to secure the health of communities. They represent an essential complement to universal 

coverage and service delivery reforms. Unfortunately, in most societies, this potential is 

mostly untapped, and failure to adequately engage other sectors is widespread. Looking ahead 

at the different range of challenges associated with the growing importance of ageing, 

urbanization and the social determinants of health, there is, without question, a need for a 

higher capacity to seize this potential. That is why a drive for better public policies forms a 

third pillar helping the move towards primary health care, along with universal coverage and 

primary care (WHO, 2009). Primary health care reforms are important to refocus health 

systems towards health for all. The following policies must be in place: 

Systems policies – the arrangements that are required across health systems’ building blocks 

to support global coverage and effective service delivery. These are the health systems 

policies (related to important drugs, technology, quality control, human resources, 

accreditation, etc.) on which primary care and universal coverage reforms depend (WHO, 

2009). 

Public health policies – the specific actions necessary to address priority health problems 

through cross-cutting prevention and health promotion. Without adequate public health 

policies that address important health problems, primary care and universal coverage reforms 

would be hindered. These covers technical policies and programmes that guide primary care 

teams on how to deal with priority health problems. They also include the classical public 

health interventions from public hygiene and disease prevention to health promotion (WHO, 

2009). 

Policies in other sectors – contributions to health that can be made through inter-sectoral 

collaboration. These policies, which are of vital concern, are regarded as “health in all 

policies”, based on the recognition that a population’s health can be enhance through policies 

that are largely controlled by sectors other than health. The health content of school curricula, 
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industry’s policy towards gender equality, or the safety of food and consumer goods are all 

issues that can largely influence or even determine the health communities as a whole and that 

can cut across national boundaries. It is not possible to address such issues without intensive 

inter-sectoral collaboration that gives due weight to health in all policies (WHO, 2009). 

2.1.7 Cameroon Healthcare Policy 

Cameroon aims to achieve universal health coverage by 2035; to realize this objective, 

policies targeting training, recruitment, retention and effective deployment of motivated and 

supported health workforce as well as the development and improvement of health 

infrastructures remain the primary challenge (Tandi, 2015). 

In 1993, Cameroon prepared and adopted a health policy strategy through the “National 

Primary Health Care Policy Paper” generally referred to as Primary Health Care Reorientation 

and Revitalization (REOSSP). The objectives of this policy, based on the concept and 

principles of the Bamako Initiative, are: (i) to speed up accessibility of primary health care 

(PHC) to all; (ii) to decentralize decision-making in PHC management to the districts; (iii) to 

promote the decentralized management of community resources, so that the collected funds 

should remain under their control; (iv) to promote the financial participation of the 

community in health expenses at all levels of the health system; (v) to ensure substantial 

financial support by the Government to PHC, through an increase in the national budget 

allocations to health; (vi) to define an essential drugs policy in line with PHC extension; and 

(vii) to ensure accessibility by the most deprived social groups to PHC through exemptions or 

subsidies. To implement this policy, some measures and legal instruments have been adopted 

by the Government upstream and downstream. They include, in particular: (i) the adoption, in 

1990, of texts relating to freedom of association and providing a legal framework for dialogue 

structures, or community participation structures; (ii) the adoption, in 1992, of a national 

population policy; (iii) the inclusion, in 1993, of AIDS control in IEC (Information, 

Education, Communication) programmes; iv) the adoption, in 1995, of the decree to organize 

external health services into health districts, and define their territorial areas of jurisdiction; 

(v) the adoption, in 1996, of the health outline law; and (vi) the adoption, in 1999, of a PNDS 

for the 1999-2008 period. The Plan will be enhanced by the Health Sector Plan of Action 

2000-2008, under preparation. 
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2.1.7.1 Organization of the Sector 

The health pyramid has three levels: the peripheral level corresponding to the health district, 

the intermediate or provincial level, and the national or central level. The outer level, which is 

the operational level of health care, comprises 135 health districts and 1,298 health areas. 

Health care is provided at three levels:  

The health area which is a well-defined geographical area around a health center (HC) and 

which comprises an integrated health center (IHC) with a minimum package of curative, 

preventive and promotional activities. Important communication and partnership relations 

have been established between the HCs and the population, by putting in place dialogue 

structures. Periodic home visits are organized by the health staff for the community in the 

most peripheral areas to the HC. 

The health district (HD) which has a district hospital (DH), the referral structure for HCs, 

which has a higher technical level. 

The health district service, which coordinates and supervises all health activities including 

those of traditional doctors and the private sector.  

The Intermediate or Provincial Level which provides technical support for DHs and is 

responsible for training, refresher courses, supervision, the supply of essential drugs, as well 

as the control and evaluation of DHs in the province. It plays a vital role in operational 

research and technical support, particularly in the maintenance and repairs of equipment and 

vehicles in the district. A Provincial Management Committee (COGEPRO), comprising 

senior health staff, representatives of the population and the Government, manages the 

Special Provincial Health Fund (FSPS). The provincial hospital is the second referral structure 

for the DH. 

The National Level: This level comprises the central administrative structures of the 

Ministry of Public Health (MINHEALTH) and related national technical fabrics such as 

primary and regional hospitals. These hospitals are referral structures for provincial hospitals. 

It is at this level that national health policies, standards, and strategies are prepared. The 

Private Sector is very dynamic in health activities, especially the various denominational 
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private sector comprising mainly the Catholic and Protestant Churches, which provide 43% of 

the health services in the country. The Protestant Church has 26 hospitals and 100 HCs and 

dispensaries. They are autonomous and receive external funding. As for the Catholic Church, 

it has 11 hospitals, 190 HCs and dispensaries and two schools for the training of State- 

registered nurses, staff nurses, midwives, and anesthetists as well as nursing aids and assistant 

laboratory technicians. The State is supposed to give them annual subsidies, but the grants are 

irregular and low. For example, in 1998, out of a total budget of CFAF 4.8 billion for the 

health services of the Catholic Church, subsidies accounted for 0.52%. 

2.1.7.2 The Lay Private Sector (Private Consulting Offices and Clinics, and NGOs) 

Private consulting offices are widespread in Cameroon, especially in urban areas. The private 

sector has 78 general practitioners out of the 658 in the country, 78 clinics and polyclinics, 

101 consulting and dental offices and 23 health care offices. NGOs/Associations, 160 in 

number, are distributed in all the provinces of the country with, however, more concentration 

in the Littoral, South-West, Centre and North-West Provinces. Their areas of operation cover, 

in part or entirely, the health sector. Thus, according to a GTZ study: (i) 54.5% operate 

exclusively in the area of STD/AIDS; (ii) in addition to STD/AIDS, 11.4% deal with 

reproductive health, especially family planning (FP) and follow-up of youths and adolescents; 

(iii) 24% generally operate in the area of PHC (vaccination, FP, STD/AIDS, body and 

environmental hygiene, dental care, campaigns for treatment of common diseases in rural 

areas and development of water points; and (iv) 10% work in the more general areas of 

development, mutual assistance and culture. All NGOs generally operate through sensitization 

activities, counselling, and home visits and pair formation. They receive multi-faceted support 

from donors of which they are often primary partners in the field (OCDC, 2000). 

2.1.8 Nigerian and the Jigawa State Healthcare Policies 

The National Health Policy represents the collective will of the governments and people of 

this country to provide a comprehensive health care system that is based on primary health 

care. It describes the goals, structure, and strategy and policy direction of the health care 

delivery system in Nigeria (NHP, 2014). 
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According to Nigeria’s health policies and convention, States and LGAs are responsible for 

delivering both primary and secondary care, with responsibilities for supervision and 

management by the State Ministry of Health (SMOH), State Ministry of Local Government 

(SMOLG) and the Local Government Service Commission (LGSC). This confusion has 

enabled different actors to vie for access to resources rather than deliver their responsibilities. 

For example, States that set up capital-expensive tertiary hospitals, in theory, a federal-level 

responsibility, generate another source of rents and access to better services for their urban 

elites. In 1999, Jigawa’s health sector was similarly comprised of a series of organizations 

with different interests and capacities. The SMOH was responsible for secondary (hospital) 

care and supporting LGAs in providing Primary Health Care (PHC). The SMOLG 

coordinated all the LGAs and their PHC activities and was meant to act as a liaison with the 

SMOH. A semi-autonomous Jigawa Primary Health Care Agency (PHCA) was created by 

law in 1999 and the (military era) Jigawa State Hospitals Management Board and its zonal 

structures scrapped. At the same time, Governor Turaki redistributed the State’s Ministries, 

Departments and Agencies (including health sector ones) across Jigawa’s five Emirates. 

Interviewees complained this further undermined the sector’s coherence and ability to plan, 

budget, or manage staff. 

2.2 Empirical Review  

This empirical review of the relevant write-ups is done in accordance with the research 

objectives. 

2.2.1 Youth Knowledge, Attitude, Perception and Belief with regard to HIV/AIDS 

The issue of knowledge, attitude, perception, and belief about HIV/AIDS had always been a 

major concern in research. Several researchers have investigated that issue. It is the case of 

the study carried out in Cameroon Tarkang (2009) with the purpose to explore the knowledge, 

attitudes and perceptions regarding HIV/AIDS and condom use, and sexual behaviors among 

senior secondary school students in Kumba, Cameroon employing the Health Belief Model 

(HBM) as the theoretical framework. The ultimate goal was to determine how at-risk learners 

were of contracting HIV/AIDS. A quantitative, non-experimental descriptive, explorative and 

correlational research design was adapted; using self-designed questionnaires for data 

collection. Respondents were sampled through proportionally stratified simple random 
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sampling resulting in 480 (240 male and 240 female) grade 10 to grade 12 learners from two 

participating high schools. Descriptive and inferential statistics were calculated using the 

SPSS version 12 software program. This study found out that, most learners were 

knowledgeable about HIV transmission; the prevention of HIV/AIDS; and sexual risk 

behaviours about HIV transmission. Learners also showed positive attitudes towards 

PLWHA. Most learners did not perceive themselves to be at high risk of contracting 

HIV/AIDS. Up to 52.3% who were sexually active, only 30,0% used condoms consistently. 

The respondents knew about condoms but had poor attitudes towards condom use. Most 

respondents got information on HIV/AIDS, condoms and sexuality from 

magazines/newspapers and teachers.  

(Chiamaka et al., 2008) carried out a study in Nigeria on the knowledge, beliefs, and attitudes 

about HIV/AIDS-related issues and the sources of knowledge among health care professionals 

in Southern Nigeria. The aim of the study was to assess the care of people living with AIDS 

presents a significant challenge to the health care sector by exploring the relationship between 

sources of HIV/AIDS information and knowledge, and the relationship between awareness of 

HIV/AIDS and care for people with AIDS among health care providers in three diverse levels 

of health care institutions in the Southern region of Nigeria. Health care workers from two 

states in southern Nigeria finished a questionnaire that was designed to assess knowledge, 

attitudes and practices about HIV/AIDS. The sample was made up of 277 (65%) females and 

135 (31.7%) males. The results showed a fair level of awareness among all health care 

professionals, with the highest knowledge among the doctors and the lowest among laboratory 

workers. There was a significant gender variance in the level of knowledge, but the data 

suggested that knowledge did not differ 

By hospital settings. There were generally negative feelings and views about the care of 

HIV/AIDS patients among the professionals, these views being worst at the Community 

Health Centres and best at the Government Hospital. The highest source of information for 

the majority of professionals was health talks/seminars, and those respondents who got their 

information from school scored the highest on the items on general knowledge of HIV/AIDS 

incidence, cause, transmission, and clinical treatment. That study showed a fair level of 
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knowledge among all health care professionals, with the highest knowledge among the 

doctors and the lowest among laboratory workers and a significant gender difference in the 

level of knowledge, though the data suggested that this did not differ by hospital settings. This 

has vital implications for future interventions designed for health care professionals including 

doctors, nurses and laboratory workers. 

(Akol, 2000) carried out a study in Uganda with as the main objective, to investigate the 

relationship between socio-economic characteristics, knowledge, and attitudes towards 

HIV/AIDS among youth in Northern Uganda Region.  Data on 910 youth from Northern 

Uganda was gotten from the national Uganda demographic and health survey of 2006. 

Univariate, bivariate and multivariate analyses were applied to the data.  There is evidence of 

some positive behaviour in that most youth (88%) with knowledge of AIDS, were willing to 

test for HIV. A high percentage (88%) of those who knew someone with AIDS were willing 

to test for HIV. Also, a large majority (85%) of the respondents who could recognise persons 

at risk of HIV infection were willing to test. However, the above does not translate into 

positive behaviour. For instance, the study findings indicated that 67% of the youth were 

currently married; 17% is cohabiting and 6% divorced/separated/widowed, and only 10% 

were never married. Although the respondents with knowledge of HIV/AIDS were 98%, 

those who knew persons sick or dead of AIDS-related diseases were 86% and knew who were 

at risk of HIV were 66%. Only 7% of the respondents were abstaining from sex at the time of 

the survey, and 40% had used condoms in the last 12 months preceding the survey. Total, 

68% of the males and 64% of the female youth had sex in the past 12 months and of this 23 % 

had sex with at least two partners. At the bivariate analysis, the mean number of multiple 

sexual partners was significantly associated with age, education, and marital status. Also, 

condom use at last sex in the last 12 months was significantly associated with sex, age, 

residence, education, marital status, and religion. Furthermore, a significant association was 

found between willingness to test for HIV and sex and residence. Results from multivariate 

analysis showed that age, residence, education, occupation, knowledge of one dead or sick of 

AIDS and risk perceptions were significant predictors of condom use at last sex. Only sex was 

observed to be significantly related with a willingness to test for HIV. That research 
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concluded that, although knowledge about HIV is important, translating it into behaviour or 

practices to prevent or protect individuals against contracting HIV is essential. 

2.2.2 Challenges in Health Service Delivery 

Madinah (2008), summarized the barriers of the health service delivery system in Uganda 

including but not limited to policy matters, medical staff, transport, distance and referral 

mechanism, drugs and medical facilities, costs and financing of services, corruption, and 

bribery, culture and attitudes. She expounded that health service delivery in Uganda is often 

characterized by weak public health systems, with insufficient financial and human resources, 

poor organization of health services, and lack of information about the local disease burden, 

are an underlying cause of these constraints. Some of patients concerns or some of the reasons 

cited for the low level of demand for services at lower level centres and dispensaries were: 

lack of medically trained personnel at these levels, lack of diagnostic facilities and clinical 

support services, lack of transfer facilities for patients who may get complications, and total 

breakdown in the referral system (Okello et al., 1998). The paper ended with future 

recommendations to government of Uganda in terms of improving the referral mechanism, 

encourage community financing health schemes, adopt collaborative practices, conceptualize 

and implementation of the Alma-Ata-Declaration of 1978, recognize the importance of 

informal providers of healthcare to the poor, sensitization of health workers on infection 

control and post-exposure prophylaxis, government should develop strategies to enhance 

public hospital management and awareness of threats related with expiry medicines 

2.2.3 Youth Knowledge, Attitude, Perception and Belief with regard to menstrual 

hygiene 

A study carried out by Bharadwaj and Patkar, (2004) on menstrual hygiene and management 

in developing countries: Taking stock. Junction Social indicates that: 

In several Asian and African cultures, women were put in seclusion in individual menstrual 

huts. These are still in use today in some parts.  

The ability to bleed and not die equaled control of life powers in some religions. In goddess 

worship, a woman's menses determines the status of her influence in the maiden, mother and 
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crone figures. Menopausal women are sometimes revered and looked up to for their wealth of 

knowledge and experience.  

The Roman author, Pliny, in his Natural History, wrote that a menstruating woman could turn 

wine sour, cause seeds to be sterile, wither grafts, cause garden plants to become parched and 

fruit to fall from a tree she sits under. Aspects of this are echoed in Hindu socio-cultural 

practices. 

A Hindu woman abstains from worship and cooking and stays away from her family as her 

touch is considered impure during this period.  

Jewish tradition regards a woman as ritually impure during menstruation, and anyone or 

anything she touches becomes impure as well. As time went on, more items were added to 

include her breath, saliva, footprints, voice and nail clippings.  

Under Islamic law, a menstruating woman is not allowed to pray, fast or have sex. She is not 

allowed to touch the Koran unless it is a translation (as only the Arabic version is considered 

to be the holy book). 

Another study carried out by (Stacey, 2013) in Uganda to identify the impact of teaching 

menstrual health and hygiene with reusable menstrual pads on knowledge retention and 

school attendance, qualitative and quantitative data was collected from three rural schools in 

three districts of eastern Uganda: Amuria, Bukedea, and Ngora. Research techniques 

employed were preliminary and posted surveys of 85 young women; average age 16.9 years. 

Findings included positive and negative results. Participants’ feelings of normalcy and 

comfort increased, and participants had improved understanding of sexual climax and 

appropriate menstrual management strategies. There was no statistically significant impact of 

teaching on topics of sexual intercourse or pregnancy. The effect of reusable menstrual pad 

sanitary technology on school attendance was adverse as more young women reported 

missing up to a full day of school during their menstrual period (χ2 (3, 73) = 7.81, p = 0.05).  

Crofts and Fisher, (2012) carried out a study on the menstrual hygiene in Ugandan schools: an 

investigation of low-cost sanitary pads, from which they found out that, Menstrual hygiene 

management (MHM) is a largely overlooked issue in the water, sanitation, and hygiene 
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(WASH) sector. Every day, millions of menstruating girls and women in low-income 

countries struggle to find clean water for washing, private places for changing and adequate 

blood absorbing materials. This study had as aim to explore the difficulties experienced by 

schoolgirls in Uganda in managing menstrual hygiene and investigates the extent to which 

low-cost sanitary pads are part of the solution. Cheap sanitary pads, either reusable or 

disposable, are timely, innovative and straightforward means of improving menstrual hygiene 

and of addressing a broader set of problems related to MHM in schools. Other factors 

highlighted are pain relief, education, safe water provision, clean and private latrines, sanitary 

and secure bathing facilities, use of soap, fixed waste disposal points, secret drying places, 

anal cleansing materials, and effective facility operation and management strategies. 

Kirk and Sommer, (2006) conducted a study on menstruation and body awareness: linking 

girls’ health with girls’ education. That paper examined the relationships between adolescent 

girls’ health and well-being, with a particular emphasis on the intersection between post-

pubescent girls’ menstrual management and education. The paper focused on developing 

country contexts, such as sub-Saharan Africa and Asia, where physical, socio-cultural, and 

economic challenges may render girls’ menstrual management in school particularly difficult. 

The authors began with a general introduction to menstruation issues for girls and then focus 

on its relationship to girls’ educational participation and success. They examined how poor 

sanitary facilities, provision of sterile supplies, and instructional practices could impact 

negatively on girls regarding school access and experience. The authors also examined the 

possibilities for school-based programs to address some of these menstrual or maturation-

related concerns and to improve the situation for post-pubescent girls. The authors ended with 

a series of broad, overarching recommendations for further work on this topic, including a call 

for additional research, policy, and programming on this critical issue for girls. 

2.2.4 Challenges hindering the Sufficient Provision of Health Care Services and good 

Menstrual Hygiene  

Crofts and Fisher, (2012) carried out a study on the menstrual hygiene in Ugandan schools: an 

investigation of low-cost sanitary pads, from which they found out that, Menstrual hygiene 

management (MHM) is a largely overlooked issue in the water, sanitation, and hygiene 

(WASH) sector. Every day, millions of menstruating girls and women in low-income 
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countries struggle to find clean water for washing, private places for changing and adequate 

blood absorbing materials. This study had an aim to explore the difficulties experienced by 

schoolgirls in Uganda in managing menstrual hygiene and investigates the extent to which 

low-cost sanitary pads are part of the solution. Cheap sanitary pads, either reusable or 

disposable, are timely, innovative and straightforward means of improving menstrual hygiene 

and of addressing a broader set of problems related to MHM in schools. Other factors 

highlighted are pain relief, education, safe water provision, clean and private latrines, sanitary 

and secure bathing facilities, use of soap, fixed waste disposal points, secret drying places, 

anal cleansing materials, and effective facility operation and management strategies. 

A study carried out by (UNICEF, 2013) on WASH in school empowers girls’ education, since 

this was a qualitative study with limited sample size, the results could not necessarily be 

extrapolated to populations other than those who participated in the study. It is clear that the 

data gathered from six schools in the two countries was not sufficient to make any region-

wide generalizations. Despite the limited number of schools, responses from 60 girls in 

Burkina Faso and Niger provide rich information on current MHM knowledge and practices. 

The girls shared their ideas and opinions openly. However, it is important to note that girls’ 

responses from Burkina Faso and Niger could not be compared without bearing in mind their 

different ages and levels of education. The interviews were conducted in primary schools in 

Burkina Faso and junior secondary schools (collèges) in Niger. The age ranges of the 

interviewed girls were 10-17 years in Burkina Faso and 15-19 years in Niger. The average age 

of the participating girls in Burkina Faso was 14.2 years and in Niger 16.8 years. In general, 

older girls were less shy about discussing MHM than younger girls, especially in semi-urban 

or urban settings. In Burkina Faso, two of the pre-selected schools had to be changed during 

the data collection due to lack of adolescent/menstruating girls. In those cases, other 

government-supported primary schools nearby were chosen. Only ten female teachers were 

interviewed in total since there were no female teachers in one of the schools in Burkina Faso 

and one of the schools in Niger. Due to the long distances between the selected schools and 

the limited time, it was not possible to conduct focus group discussions in each school, as 

planned. During an open dialogue with these girls, basic feminine hygiene questions were 

brought up. Many girls asked, “Am I normal?” It has been a challenge to think about solutions 
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to the problem of inaccessibility to sanitary products in this context of lack of understanding 

and openness, but at least the girls have been interested during the information sessions with 

health professionals. For example, here are some student comments: “Please lend us more 

books to understand more about the menstrual cycle”, “I wish someone to give me guidance 

like those that you gave us this day” and “Please try to help us so that we can know how to 

keep ourselves during menstruation. 

2.3 Theoretical Framework 

2.3.1 Health Belief Model (HBM) 

The health belief model is considered a psychological health behaviour change model that 

explains and predicts health behaviours particularly to the uptake of health services (Siddiqui, 

2016). Social psychologist Hochbaum, Rosenstock and Kegels workers in the public health 

service developed this model in the 1950s. As a response to the failure of free tuberculosis 

(TB) health screening programme, this was developed and has since been used to explain a 

variety of long and short-term health behaviours, as well as sexual risk behaviour and the 

transmission of HIV/AIDS (Twente, 2017). 

This model proposes that people’s beliefs about health problems, perceived benefits of action 

and barriers to activity and self-efficacy explain commitment to health-promoting behaviour 

(Rosenstock, 1974) (Carpernter, 2010). 

2.3.2 Conceptual Basis 

While stimulus-response approach noted the importance of the consequences of conduct in 

predicting actions, while cognitive theory modified this by observing the significance of the 

person’s subjective valuations, and their judgment of the likelihood that an effort would have 

anticipated consequences. This combined methodology was termed value-expectancy theory: 

reinforcements and incentives do not influence activity directly, but via affecting the person’s 

valuation of the work and their judgment of the likelihood that it will produce results (IM, 

1974). In this perspective, health behaviours are influenced by a person’s desire to avoid 

illness or to get well, and by their confidence that the recommended action will achieve this 

(2, p47). This implied a phenomenological approach: it is not the actual world, but the 

person’s perceptions of it that influence their behaviour. It extended the descriptive method of 
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associating health behaviours with demographic factors such as social class or ethnicity and 

emphasized the role of personal characteristics and perceptions. It was an early attempt to 

improve on a behaviourist stimulus-response model and to incorporate cognitive components. 

During the early 1950s, a variety of health screening (e.g., tuberculosis and Pap smear) and 

preventive care services (e.g., immunizations, polio vaccine) were offered to the public for a 

nominal fee. Observers within the U.S. Public Health Service noted some persons did not 

participate in the services. Researchers sought to identify a framework to ascertain why a 

person would/would not engage in the desired health activity/behaviour.  

 

Figure 2.3 Theoretical Propositions of the Health Believe Model 

Source: Pinterest/health believe model  

While generally accepted as a theoretical model of health behaviour, upon closer review it 

does appear to be merely an articulation of variables potentially affecting behaviours. A 

review of forty-six studies which utilize the HBM as the health behaviour framework 

examined the model from the standpoint of the sick-role behaviour, clinic utilization and 

preventive health behaviours, through both prospective and retrospective examinations. The 

results were that perceived susceptibility was the strongest predictor for preventive health 

behaviours. The strongest predictor for sick-role behaviour was the perceived benefits. The 
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studies support the HBM as a disease avoidance or disease protective model, as opposed to 

the eudemonistic appeal.                              

The Health Belief Model, social learning theory (recently relabeled social cognitive theory), 

self-efficacy, and locus of control have all been applied with varying success to problems of 

explaining, predicting, and influencing behaviour. There is conceptual confusion among 

researchers and practitioners about the interrelationships of these theories and variables. This 

article attempts to show how these explanatory factors may be related, and in so doing, posits 

a revised explanatory model which incorporates self-efficacy into the Health Belief Model. 

Specifically, self-efficacy is proposed as a separate independent variable along with the 

traditional health belief variable of perceived susceptibility, severity, benefits, and barriers. 

The incentive to behave (health motivation) is also a component of the model. Locus of 

control is not included explicitly because it is believed to be incorporated within other 

elements of the model. It is predicted that the new formulation will more fully account for 

health-related behaviour than did earlier formulations and will suggest more effective 

behavioural interventions that have hitherto been available to health educators. 

2.3.3 Assumption of Health Belief Model 

The Health Belief Model assumes that people are mostly rational in their thoughts and actions 

and will take the best health-supporting action if they: Feel that it is possible to address an 

adverse health issue. Have a confident expectation that taking the proposed action will be 

useful in addressing the issue. Believe they can make the proposed work. 

The HBM is based on the understanding that a person will take a health-related action (i.e., 

use condoms, practice good menstrual hygiene, seek and use health services) if that person: 

feels that an adverse health condition (i.e., HIV, reproductive tract infections and other health-

related issues) can be avoided, has a confident expectation that by taking a recommended 

action, he/she will avoid an adverse health condition (i.e., using condoms will be effective at 

preventing HIV, using clean and safe sanitary materials to prevent infections and using health 

services to prevent and manage health issues), and believes that he/she can successfully take a 

recommended health action (i.e., he/she can use condoms comfortably and with confidence, 

use appropriate menstrual materials and using health services). 
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2.3.4 The relevance of this theory to the work 

The health belief the model is of utmost importance to this work as it will aid identify 

individual’s perceptions believes and environmental factors that can cause an individual to 

practice a particular health behaviour about HIV/AIDS and menstrual hygiene. Enabling the 

researchers to be able to predict what health behaviours are practiced why they are drilled and 

to be able to derive action plans to encourage and maintain good health practices about 

menstrual hygiene, HIV/AIDS, promote the use of hospital services and useful health 

promotion actives. 

2.4 Gaps identified in the Literature and how the Study shall attempt to fill them 

Globally, a lot of studies have been done on HIV/AIDS and menstrual hygiene management, 

but not much has been done on the challenges of health service delivery and how these 

challenges impact people`s knowledge, attitudes, perceptions and beliefs on HIV/AIDS and 

menstrual hygiene. 

Madinah (2008), covers the entire nation of Uganda while this study will focus on Tole and 

Gujungu which are small communities on the outskirts of urban cities. 

Tole has benefited from interventions on HIV/AIDS, and menstrual hygiene and these 

interventions were based on statistics (prevalence) from the Regional Delegation of Health, 

the Buea Health District and observations by health workers the Health Area chairman said 

during one of our discussions. Hence this study will be one of the few baseline studies on 

HIV/AIDS and menstrual hygiene. 

Therefore, the purpose of this study seeks to fill the following gaps: WATSAN characteristics 

will be related to menstrual hygiene to see the effects it has on menstrual health. Also, this 

study will show the relation of stigmatization and taboos on menstrual hygiene management 

and the relationship between stigmatization and behaviours and attitudes towards HIV/AIDS. 

And lastly, this study used the correlative research method making use of quantitative and 

qualitative analysis, questionnaire and interview guide for in-depth interviews and focus 

group discussions. 
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CHAPTER THREE 

  METHODOLOGY 

 

3.1 Model Specification 

The model of the study was adopted from the health promotion model as elaborated by the 

diagram below: 
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Figure 3.4 description of variables in the model 
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Dependent variable: HIV/AIDS status, menstrual hygiene management state and health 

services utilization 

Independent variables: age, level of education, religion, marital status, level of income, 

gender. 

Table 3.1 Explanation of variables. 

Variable  Explanation  

Age  Youth is 15 to 35 according to Cameroon’s National 

Policy. 18 to 35 years for Nigeria, so we decided to 

take the wider margin to capture more information 

Level of education  Highest educational qualification of respondent at the 

time of the study. 

Religion  Religious belief at the time of the study as the study 

covers two different communities with different 

characteristics 

Marital status Being legally or traditionally married 

Level of income Amount of money made from job per month 

Gender  Biologically and psychological state of being either 

male or female. 

HIV/AIDS Status Determined by the respondent`s knowledge, belief and 

attitude towards HIV/AIDS  

Menstrual hygiene management 

state 

Determined by the respondent`s knowledge, belief and 

attitude towards menstrual hygiene 

Health services utilization Determined by the respondent`s knowledge, belief and 

attitude towards health services 

 

3.2 The Study Design  

An action-oriented design was used. The first phase used descriptive study where quantitative 

and qualitative methods were used to source, process and analyze data. The quantitative 

method provided quantifiable and numeric data on health promotion, hospital care, HIV/AIDS 

and menstrual hygiene which was used to generate descriptive and inferential results. 
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Qualitative methods were used to collect data for HIV/AIDS and menstrual hygiene. The 

second phase involved the implementation of interventions specific to HIV/AIDS and 

Menstrual Hygiene in Tole and Gujungu. 

3.3 Population and target Population  

Tole has a population of about 5000 (Delegation of Public Health) inhabitants made up of 

settlers and indigenes.  These inhabitants are mostly plantation workers, farmers and petty 

traders. 

Gujungu is a village in the densely populated area of Jigawa state with 4000 inhabitants and a 

majority of them being between 15 to 64 years (National population census of Nigeria) . The 

inhabitants practice mostly trading, farming, and fishing. 

The target groups were youths of Tole (South West Region, Cameroon) and Gujungu (Jigawa 

state, Nigeria) between the ages 15 and 35 according to Cameroon’s national youth policy 

(2006) which defines youth as persons between the age of 15 and 35.  

3.4 Sampling Technique and Sample Size  

3.4.1 Sampling Technique 

The study areas Tole and Gujungu were divided into two clusters and four clusters 

respectively using the interior motorable roads as landmarks (for Tole), and federal/state roads 

(for Gujungu). Within each group, respondents were selected depending on their availability 

and willingness to participate in the study, which is convenient sampling. Youth aged 15–35 

years who agreed to participate were included irrespective of their educational level, marital 

status or socioeconomic level and gender. 

3.4.2 Sample Size  

The Taro Yamane formula was used to determine sample size; as stated below 

                           n=                N 

      1+ Ne2 

Where, n=sample size 

N = Population 
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e = Error margin 

Using the above sample size formula with a population of 4,000 inhabitants and error margin 

(e^2) 0.05 the sample size of Gujungu is  

                                N 

                              1+Ne2 

                 =               4000 

                           1+4000(0.0052) 

                     = 363.63 

Approximately 364  

While for Tole: 

                                              N 

                                 1+Ne2 

                   =          5000 

                          1+5000(0.0052) 

                     = 370 

These sample sizes were used for both baseline survey for Tole and Gujungu where 364 each. 

For Tole, the population was 5000 and as at the time of the study, an estimated 1000 people 

had moved out of Tole due to the ongoing crisis in the country, as reported by the chief. 

It was a challenge to access data on the youthful population of both Gujungu and Tole and as 

a result, the general population.   

3.5 Data Collection Techniques / Instruments  

The research instruments included questionnaires, focus group discussions and observations 

for the collection of primary data. Secondary data which was collected from literature 
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reviews. The study made use of pre-tested structured questionnaires which took about 10 

minutes to complete. 

3.5.1 Primary Data Collection Techniques  

Questionnaires were administered to interested households and focus group discussions were 

carried out using social groups. 

3.5.1.1 Field Observations (field observation guide)  

Observations were made of the general health status of the community at their daily 

organization of different activities. These observations were also done during informal 

meetings with the community members and staff of the health facilities within the 

communities to review the overall environmental health status and way of health care delivery 

at health facilities as a check for problems that could occur during implementation of an 

intervention. 

3.5.1.2 Questionnaire 

Questionnaire for the community was distributed at the households and convenient sampling 

within the clusters which the city was divided into using motorable roads for Tole and state 

roads for Gujungu as landmarks were included in the study. Also, public areas like 

prostitutes’ hub and markets were used in Gujungu since according to their culture men are 

not allowed to visit households without an invitation.  

The pre-tested structured questionnaire which took about 07 minutes to complete elicited data 

on essential personal characteristics, reproductive status, water hygiene, and sanitation 

characteristics, health perceptions, believes, knowledge, practices and attitudes towards 

menstrual hygiene and HIV/AIDS for community members; and utilization of different health 

facilities for health personnel. 

3.5.1.3 Focused-group discussions (focused-group discussion guide)  

15-18years and 19-25years youths were engaged in exploring their perceptions, beliefs, 

attitudes, and knowledge of menstrual hygiene and HIV/AIDS. This was done in sub-groups 

to enable participants to feel comfortable to express themselves without a difference in age 

groups posing as a barrier. Also, drawbacks to the practice of menstrual hygiene and possible 

solutions were discussed. This included the participation of five groups of about a maximum 
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of fifteen participants for each community. Here questions were asked to introduce the topic 

to understand their beliefs, perceptions, attitudes, and knowledge on the issues everyone was 

given the opportunity to say their ideas and also to ask questions on some of the things they 

didn’t understand 

3.5.2 Secondary data collection  

Secondary data was collected both from published internet sources and from the following 

institutions: 

IN TOLE: Regional delegation of public health, District health center, Tole health clinic 

IN GUJUNGU: Jigawa state ministry of health, Taura local government health department, 

Gujungu health center 

3.6 Validity and Reliability of Instruments  

All data collection tools were pre-tested for acceptability and clarity before commencing the 

practical phases. This was done through presenting the methodology of the project for 

approval by the Pan African Institute for West African Development Buea and the Regional 

Delegation of Public Health in Cameroon and Jigawa state ministry of health in Nigeria. 

Also, a pilot testing was done in Muea because Muea has similar population characteristics to 

Tole and Gujungu. Twenty households were included in the pilot study. The twenty 

questionnaires were filled and returned to the researchers. This was reviewed to check for 

understandability of the questions. Also, the responses were analyzed to check if the 

responses answer research questions as intended. 

3.7 Data Analysis and Presentation  

SPSS, version 20 was used for data entry and analysis. Simple frequencies and post-hoc tests 

of significance were used as required. A P value < 0.05 was considered significant 

3.8 Ethical Consideration  

The required administrative regulations were being fulfilled (Letters of introduction from 

PAID-WA, Authorization to conduct research from the Regional and/or State Government of 

the two communities, letters of approval from the various community leaders, letters of 

approval from the health facilities within these communities were obtained) see appendix 
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1,2,3…etc. respectively. Influential community leaders were informed about the objectives 

and phases of the study from the beginning to solicit their co-operation. Written consents were 

obtained from the participants themselves or from the caretakers of participants aged < 18 

years (Appendix and respectively) Confidentiality was assured throughout the study. 

Participants were assured participation is voluntary and they were allowed to withdraw at any 

point in the course of the study without consequences. 
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CHAPTER FOUR 

 

PRESENTATION AND ANALYSIS OF DATA 

 

This chapter presents the results and analysis of the data under the following; 

4.1 Socio-demographic profile of respondents 

 

 

Figure 4.5 Location of respondents 

 

This shows that 364 (50%) of the respondents are from Gujungu and the other 364 (50%) of 

the respondents are from Tole. 

 

Figure 4.6 Gender of respondents 

 



      

48 

 

For the general study 392 (54%) of the respondent were female and 332 (46%) of the 

respondent were males. 

 

Figure 4.7 gender differences study population 

 

In Gujungu, 196 (53.85%) of the 364 respondents were females and 168 (46.15%) were males 

while in Tole amongst 362 respondents 196 (53.85%) were females and 164 (45.05%) were 

males.  

 

Figure 4.8 Age group of respondents 
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Amongst 728 respondents, 720 responded with 241 (33.10%) between 15-20 years of age, 

202 (27.75%), between 21-25 years of age, 116 (15.93%), between 26-30 years of age and 

161 (22.12%) between 31-35 years of age.  

 

Figure 4.9 Level of education of respondents 

 

The level of education of most of the 721 respondents was secondary education with 340 

(46.70%) followed by primary education with 141 (19.37%) thirdly no formal education with 

105 (14.42%) followed by vocational education with 51 (7.01%), then university education 

with 48 (6.59%) and lastly high school education with 36 (4.95%).   

 

 

Figure 4.10 Differences in the level of education in Tole and Gujungu 
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For all the respondents in Gujungu, 88 (24.18%) had no formal education, 69 (18.96%) had 

primary level of education, 163 (44.78%) had secondary level of education, 5 (1.37%) had a 

high school education, 29 (7.96%) had University education, and 10(2.75%) had vocational 

training while for the 357 respondent in Tole who reported, 17 (4.76%) had no formal 

education, 72 (20.17%) had primary level of education, 177 (49.58%) had secondary level of 

education, 31 (8.68%) had a high school education, 19 (5.32%) had University education, and 

41 (11.48%) had vocational training. 

 

 

Figure 4.11 Religion of respondents 

 

Of the 728 respondents, 338 (48%) of the respondent were Christian’s and 361 (52%) were 

Muslims.  
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Figure 4.12 Difference in religion. 

    

Amongst the respondents in Gujungu 333 (91.48%) of the respondents in Gujungu were 

Muslims and 31 (8.52%) were Christian’s while for the 335 who responded in Tole, 5 

(1.49%) were Muslims and 330 (98.51%) were Christian’s. 

 

Figure 4.13 Marital status of respondents. 

 

Of the 670 who responded their marital status, 26 (3.88%) of them were either widows or 

widowers, 14 (2.08%) were divorced, 356 (53.13%) were single, and 274 (40.91%) were 

married. 
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Figure 4.14 Differences in marital status. 

 

For the 363 respondents in Gujungu 168 (46.28%) where married, 157 (43.25%) where single, 

12 (3.31%) divorced and 26 (7.16%) were either widow or widowers while in Tole 265 

responded with 106 (40%) married, 199 (59.25%) single, 2 (0.75%) divorced and there was 

neither a widow nor widowers. 

 

Figure 4.15 Number of children of respondents 

 

Amongst the 499 that reported their number of children they have, 157 (31.46%) had no 

children, 232 (51.67%) had 1 to 3 children, 84 (18.71%) had 4 to 6 children and 26 (5.21%) 

had more than 7 children.  
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Figure 4.16 Differences in number of children. 

 

In Gujungu, 201 responded amongst which 33 (16.42%) had no children, 96 (47.76%) had 1 

to 3 children, 52 (25.87%) had 4 to 6 children and 20 (9.95%) had 7 and above children, while 

amongst the 298 respondents who responded in Tole 124 (41.61%) had no children, 136 

(45.64%) had 1 to 3 children, 32 (10.74%) had 4 to 6 children and 6 (2.01%) had 7 and above 

children.  

 

Figure 4.17 Household size of respondents 
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Amongst the 626 who reported, 323 (51.60%) have household sizes of 1 to 5 persons, 227 

(36.36%) have household sizes of 6 to 10 persons, and 76 (12.14%) have household sizes of 

above 10 persons.  

 

Figure 4.18 Differences in household sizes of respondents. 

 

In Gujungu of the 286 who indicated their household sizes, 139 (48.60%) had household sizes 

of 1 to 5 persons, 109 (38.11%) had 6 to 10 household sizes persons, and 38 (13.29%) had 

above 10 persons while in Tole, amongst the 346 who responded 184 (54.12%) had household 

sizes of 1 to 5 persons, 118 (34.71%) had 6 to 10 household sizes persons, and 38 (11.18%) 

had above 10 persons 
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Figure 4.19 Occupation of respondents 

 

Amongst 595 who indicated their occupation 26 (4.37%) were public servants, 364 (61.18%) 

were self-employed and 205 (34.45%) were students.  

 

Figure 4.20 Differences in occupation of respondents 

 

In Gujungu amongst 316 who reported their occupation 68 (21.52%) were students, 224 

(70.89%) were self-employed, and 24 (7.59%) were public servants while In Tole amongst 

279 who reported, 137 (49.10%) were students, 140 (50.18%) were self-employed, and 2 

(0.72%) were public servants. 
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Figure 4.21 Livelihood activities of respondents. 

 

Of the 450 respondents who reported their livelihood activities, 53 (11.78%) were either 

“Okada” or taxi drivers, 184 (40.89%) were traders, 60 (13.33%) were paid employees, 7 

(1.56%) were livestock farmers and 146 (32.44%) were famers. 

  

 

Figure 4.22 Differences Livelihood activities of respondents. 
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In Gugungu, of the 269 who reported their livelihood activity, 25 (9.29%) were either “okada” 

or taxi drivers, 144 (53.53%) were traders, 8 (2.97%) were paid employees, 1 (0.37%) was a 

livestock famer and 91 (33.83%) were famers while of the 181 who reported in Tole, 28 

(15.47%) were either “okada” or taxi drivers, 40 (22.10%) were traders, 52 (28.73%) were 

paid employees, 6 (3.31%) was a livestock famer and 55 (30.39%) were famers 

 

Figure 4.23 Origin of the respondents 

 

In Tole and Gujungu, 369 (63.29%) of the respondents were indigenes and 214 (36.71%) 

were non indigenes amongst the 583 who reported their origin.  

 

Figure 4.24 Differences in the Origin of the respondents 
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In Gujungu, 296 responded their origin, of which 261 (88.18%) were indigenes of Gujungu 

and 35 (11.82%) were non-indigenes while in Tole, of the 287 who responded, 108 (37.63%) 

were indigenes of Tole and 179 (62.37%) were non-indigenes of Tole.   

 

Figure 4.25 Characteristics of residence of the respondents 

 

Of the 728-sample size, 696 reported the characteristics of their residence of which 4 (0.57%) 

were thatched houses, 123 (17.67%) mud houses apartements, 74 (10.63%) block apartments, 

149 (21.41%) “carabot” apartments, 117 (16.81%) single mud rooms, 101 (14.51%) single 

block rooms and 128 (18.39%) single “carabot” rooms.  
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Figure 4.26 Differences in the characteristics of the residence of the respondents 

 

In Gujungu, 4 (1.10%) respondents had thatched houses, 121 (33.24%) had mud house 

apartments, 37 (10.16%) had block apartments, 1 (0.27%) had  a “carabot” apartments, 103 

(28.30%) had single mud rooms, 91 (25%) had single block rooms and 7 (1.92%) had single 

“carabot” rooms of the 364 who responded while in Tole, 332 responded with no respondent 

having a thatched house, 2 (0.60%) having mud house apartments, 37 (11.14%) having block 

apartments, 148 (44.58%) having “carabot” apartments, 14 (4.22%) having single mud rooms, 

10 (3.01%) having single block rooms and 1281(36.45%) having single “carabot” rooms.  
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4.2 Presentation of data according to specific objectives of the study  

4.2.1 Presentation of Data according to Specific Objective one:  

 

  

Figure 4.27 Health promotion activities in secondary schools in Tole and Gujungu 

 

Amongst the 124 respondents in Gujungu who reported the health promotion activities carried 

out in their secondary school, 26 (20.97%) said vaccination activities are carried out in their 

schools, 56 (45.16%) said health talks are carried out, no respondent reported that programs 

with the ministry of health are carried out and 42 (33.87%) reported that health club activities 

are carried out in their schools while Amongst the 201 respondents in Tole who reported the 

health promotion activities carried out in their secondary school, 48 (23.88%) said vaccination 

activities are carried out in their schools, 94 (46.77%) said health talks are carried out, 16 

(7.96%) respondent reported that programs with the ministry of health are carried out and 43 

(21.39%) reported that health club activities are carried out in their schools 
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Figure 4.28 Difference in sexual and reproductive health education in Tole and Gujungu 

 

In Gujungu 60 respondents reported that 39 (65%) of them were taught reproductive health 

only in school and 21 (35%) were taught both reproductive and sexual health in school while 

in Tole 137 respondent reported that 25 (18.25%) of them were taught reproductive health 

only, 3 (2.19%) were taught sexual health only, 98 (71.53%) were taught both reproductive 

and sexual health and 11 (8.03%) where not taught any at all.  

4.2.2 Types of services provided in the Health Centres
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Figure 4.29 Health Centre service provision in Tole and Gujungu
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For the respondents who reported on the health centre’s service provision in the study: 

Out of 334 respondents who reported in Tole, 95.21% reported that vaccination services where 

present and 4.79% reported that there was no vaccination service while in Gujungu, out of 364 

respondents, 87.64% reported that there was vaccination services, and 12.36% reported that there 

was no vaccination service.  

Out of 315 in Tole who reported, 97.78% reported that there where services for the treatment of 

common diseases and 2.22% reported that there was not, while of the 364 who responded in 

Gujungu, 90.93% reported there where services for the treatment of common diseases and 9.07% 

reported that there was not.  

In Tole, 52.62% out of 302 respondents reported that there was the presence of counseling 

services and 47.35% reported that counseling services where not while in Gujungu, 76.92% out 

of 364 respondents reported that counseling services where provided and 23.08% said there were 

not provided. 

Amongst 320 respondents in Tole, who reported about the provision of antenatal services, 

87.19% reported that it was present and 12.81% reported that it was not present, while in 

Gujungu out of 364 respondents, 79.95% reported that antenatal services where provided and 

19.78% reported that it was not.  

Out of 319 respondents in Tole, 80.71% reported that there was the provision of postnatal 

services and 11.29% reported that there was not while out of 364 respondents in Gujungu, 

76.37% reported that there was the provision of postnatal services and 23.63% reported that there 

was not.  

Amongst 320 respondents in Tole, 86.88% reported that there were prenatal services and 13.13% 

reported that there wasn’t while in Gujungu, 76.37% out of 364 reported that there were prenatal 

services and 23.63% reported that there wasn’t.  

Out of 326 respondents in Tole, 93.25% reported that there was the provision of drugs services 

and 6.75% reported that there was not while out of 364 respondents in Gujungu, 89.29% reported 
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that there was the provision of drugs services and 10.71% reported that there was no provision of 

drugs.  

Out of 325 respondents in Tole, 93.54% reported that there was provision for the treatment of 

injury services and 6.46% reported that there was not while out of 364 respondents in Gujungu, 

89.56% reported that there was provision for the treatment of injury services and 10.44% 

reported that there were no such services.  

Out of 327 respondents in Tole, 80.43% reported that there was the provision of family planning 

services and 19.57% reported that there was not while out of 364 respondents in Gujungu, 

72.53% reported that there was the provision of family planning services and 27.47% reported 

that there was no provision of family planning services.  

Out of 306 respondents in Tole, 68.63% reported that there was the provision of reproductive 

health services and 31.37% reported that there was not while out of 364 respondents in Gujungu, 

63.19% reported that there was the provision of reproductive health services and 36.81% 

reported that there was no provision for reproductive health services.
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Figure 4.30 Health service use in Tole and Gujungu 
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For the respondents who reported on the use of health services provided in the health center, the 

study shows that: 

Out of 313 respondents who reported in Tole, 30.99% reported that they used vaccination 

services and 69.01% reported that there they do not use vaccination service while in Gujungu, 

out of 364 respondents, 65.38% reported that they use vaccination services, and 34.62% reported 

that they do not.  

Out of 331 in Tole who reported, 52.87% reported that there use services for the treatment of 

common diseases and 47.12% reported that they do not, while of the 364 who responded in 

Gujungu, 87.64% reported they use treatment of common disease services and 12.36% reported 

that there was not.  

In Tole, 12.09% out of 306 respondents reported that they use counseling services and 87.91% 

reported they do not counseling services while in Gujungu, 53.3% out of 364 respondents 

reported that they use counseling services and 46.78% said there do not use counseling services. 

Amongst 314 respondents in Tole, who reported about the use of antenatal services, 22.93% 

reported they use the service and 77.07% reported they don’t use it, while in Gujungu out of 364 

respondents, 43.43% reported they use antenatal services and 56.59% reported they do not use it.  

Out of 315 respondents in Tole, 20% reported that they use postnatal services and 80% reported 

that they do not while out of 364 respondents in Gujungu, 40.38% reported that they use 

postnatal services and 59.62% reported that they do not.  

Amongst 315 respondents in Tole, 20% reported that they use prenatal services and 80% 

reported that they do not use prenatal services, while in Gujungu, 41.21% out of 364 reported 

that they use prenatal services and 58.79% reported that they do not use it.  

Out of 329 respondents in Tole, 46.20% reported that they use provision of drugs services and 

53.80% reported that they do not while out of 364 respondents in Gujungu, 83.24% reported that 

they use provision of drugs services and 16.76% reported that they do not use drug provision 

services.  

 



      

67 

 

Out of 327 respondents in Tole, 30.28% reported that they use treatment of injury services and 

69.72% reported that they do not while out of 364 respondents in Gujungu, 79.22% reported that 

they use treatment of injury services and 20.78% reported that they do no use it.  

Out of 318 respondents in Tole, 13.84% reported that they use family planning services and 

86.16% reported that they do not use it while out of 364 respondents in Gujungu, 40.66% 

reported that they use family planning services and 59.34% reported that they do not use family 

planning services.  

Out of 317 respondents in Tole, 13.25% reported that they use reproductive health services and 

86.75% reported that they do not while out of 364 respondents in Gujungu, 36.26% reported that 

they use reproductive health services and 63.74% reported that they do not use reproductive 

health services.  
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Figure 4.31 Time taken to health centers in Tole and Gujungu 

 

Amongst 336 respondents who reported in Gujungu the time taken to get to the health center, 

224 (66.65%) said they can take 1 to 20 minutes, 105 (31.25%) reported that they can take 21 

to 45 mins and 7 (2.08%) reported that they can take above 45 mins to get to the health center 

while in Tole, amongst the 328 respondents who reported, 243 (74.09%) said they can take 1 

to 20 minutes, 79 (24.09%) reported that they can take 21 to 45 mins and 6 (1.83%) reported 

that they can take above 45 mins to get to the health center. 
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Figure 4.32 Accessibility of the road to the centers in emergency in Tole and Gujungu 

 

In Gujungu, 335 respondents reported that 326 (97.31%) had easy access to the health center 

and 9 (2.69%) did not have easy access to the health center while in Tole, of the 328 who 

responded, 277 (84.45%) had easy access to the health center and 51 (15.55%) did not have 

easy access to the health center. 

4.3 Presentation of data according to Specific Objective two:  

Youth’s knowledge, attitudes, practices, behaviors, and perception of Menstrual Hygiene. 

Table 4.2 Differences in knowledge of menstrual hygiene in Tole and Gujungu 

Knowledge of 

menstrual hygiene  

Responses Location    χ² p 

Tole Gujungu Total 

Menstruation is a 

punishment that the 

devil has given to 

women. 

TRUE 45 

(53.6%) 

39 

(46.4%) 

84 0.599 0.439 

FALSE 286 

(49.1%) 

297 

(50.9%) 

583 

Menstruation is a 

natural occurrence for 

women of childbearing 

age. 

TRUE 304 

(48.6%) 

322 

(51.4%) 

626 4.41 0.036 

FALSE 28 

(65.1%) 

15 

(34.9%) 

43 
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Menstruation is a 

disease 

TRUE 58 

(59.2%) 

40 

(40.8%) 

98 4.19 0.041 

FALSE 274 

(48.0%) 

297 

(52.0%) 

571 

Every woman 

menstruates regardless 

of their age. 

TRUE 148 

(34.4%) 

282 

(65.6%) 

430 109.6 0 

FALSE 179 

(76.8%) 

54 

(23.2%) 

233 

 

Table 4.1 shows that among the 84 respondents who reported that menstruation is a 

punishment that the devil has given to women 45(53.6%) were respondents from Tole and 

39(49.4%) were from Gujungu while among the 583 who thought otherwise 286(49.1%) were 

from Tole and 297(50.9%) where from Gujungu. 

Amongst 626 respondents 304 (46.6%) think menstruation is a natural occurrence for women 

of childbearing age as well as 322(51.4%) from Gujungu while amongst 43 respondents 

28(65.1%) in Tole reported that menstruation is not a natural occurrence for women of 

childbearing age as well as 15(34.9%) respondents from Gujungu.  Amongst 98 respondents 

58(59.2%) respondents from Toler ported that menstruation is a disease and 40(40.8%) 

reported the same while, amongst the 571 respondents who think menstruation is not a disease 

274(48%) respondents are from Tole and 297(52%) Gujungu. 

Amongst 430 respondents who reported that every woman menstruate regardless of their age 

148(34.4%) were from Tole and 282(65.6%) were from Gujungu while amongst 233 

respondents who thinks it is false for every woman to menstruate regardless of their age 179 

(76.8%) respondents are from Tole and 54(23.2%)  respondents from Gujungu. 

Table 4.3 Awareness of the menstrual cycle and ability to calculate/use it 

  location Total χ² P 

Tole Gujungu 

Are you aware of Yes 251 250 501 0.371 0.543 
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menstrual cycle? (50.1%) (49.9%) 

No 68 

(47.2%) 

76 

(52.8%) 

144 

Ability to calculate/use 

menstrual cycle 

Yes 128 

(36.8%) 

220 

(63.2%) 

348 73.1 0.00 

No 113 

(79.6%) 

29 

(20.4%) 

142 

 

From table 4.1.1 amongst 501 respondents who are aware of the menstrual cycle 251 (50.1%) 

are from Tole and (250 49.9%) respondents are from Gujungu while amongst 144 of the 

respondents who are not aware of the menstrual cycle 68(47.2%) were from Tole and 

76(52.8%) were from Gujungu. Generally 58.8% of respondents had appropriate knowledge 

on the menstrual cycle. 

Amongst 348 respondents who have the ability to calculate or use the menstrual cycle 

128(36.8%) were from Tole and 220(63.2%) were from Gujungu. While amongst the 142 

respondents who do not have the ability to use the menstrual cycle 113(79.6%) respondent 

were from Tole and 29(20.4%) were from Gujungu. 

 

Table 4.4 Appropriate material to use by girls/women during menstruation 

  Total  Tole Gujungu 

Old clothes 
112 23 89 

21.29% 20.5% 79.5% 

Toilet tissue 
75 38 37 

14.26% 50.7% 49.3% 

Disposable sanitary 

pads 

428 286 142 

81.37% 66.8% 33.2% 
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Reusable sanitary 

towels 

284 172 112 

54.0% 60.6% 39.4% 

Tampons 
6 6 0 

1.14% 100.0% 0.0% 

Sanitory cups 
1 0 1 

0.19% 0.0% 100.0% 

Dry Leaves 
4 3 1 

0.76% 75.0% 25.0% 

  526 322 204 

 

 

Figure 4.33 Knowledge of appropriate materials to use during menstruation 

 

From Amongst the 526 respondents who reported the appropriate material to be used by girls/ 

women during menstruation: 

112(21.29%) respondents reported that old cloths were appropriate of which 23(20.5%) are 

from Tole and 89 (79.5%) from Gujungu. 
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79(14.26%) respondents reported that toilet tissue was appropriate of which 38(50.7%) are 

from Tole and 37 (49.3%) from Gujungu. 

428(81.37%) respondents reported that disposal sanitary pad was appropriate of which 

286(66.8%) are from Tole and 142 (33.2%) from Gujungu. 

284(54%) respondents reported that reusable sanitary towels were appropriate of which 

172(60.6%) are from Tole and 112(39.4%) from Gujungu. 

6 (1.14%) respondents reported that tampons were appropriate of which 6(100%) are from 

Tole and 0 (0%) from Gujungu. 

1(0.19%) respondents reported that sanitary cups was appropriate of which 0(0%) are from 

Tole and 1 (100%) from Gujungu. 

4(0.76%) respondents reported that dry leaves were appropriate of which 3(75%) are from 

Tole and 1 (25%) from Gujungu. 

4.3.1 Menstrual hygiene practices  

 

Table 4.5 Materials used most often during menstruation 

  

Location 

Total Tole Gujungu 

Old clothes 51 169 220 

23.2% 76.8% 100.0% 

Toilet tissue 14 87 101 

13.9% 86.1% 100.0% 

Disposable 

sanitary pads 

184 3 187 

98.4% 1.6% 100.0% 

Reusable 

sanitary towels 

65 0 65 

100.0% 0.0% 100.0% 
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Tampons 6 0 6 

100.0% 0.0% 100.0% 

 320 259 579 

55.3% 44.7% 100.0% 

 

 

 

Figure 4.34Materials used most often during menstruation 

 

Amongst the 579 respondents who reported material used often during menstruation: 

112(21.29%) respondents reported that old cloths were appropriate of which 23(20.5%) are 

from Tole and 89 (79.5%) from Gujungu. 

79(14.26%) respondents reported that toilet tissue was appropriate of which 38(50.7%) are 

from Tole and 37 (49.3%) from Gujungu. 

428(81.37%) respondents reported that disposal sanitary pad was appropriate of which 

286(66.8%) are from Tole and 142 (33.2%) from Gujungu. 
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284(54%) respondents reported that reusable sanitary towels were appropriate of which 

172(60.6%) are from Tole and 112(39.4%) from Gujungu. 

6 (1.14%) respondents reported that tampons were appropriate of which 6(100%) are from 

Tole and 0 (0%) from Gujungu. 

1(0.19%) respondents reported that sanitary cups was appropriate of which 0(0%) are from 

Tole and 1 (100%) from Gujungu. 

4(0.76%) respondents reported that dry leaves were appropriate of which 3(75%) are from 

Tole and 1 (25%) from Gujungu. 

 

Table 4.6 Use/advice of locally made reusable sanitary towels 

Response Location χ² P 

Tole Gujungu Total 

Yes 188 (44.9%) 231 (55.1%) 419 11.68 0.001 

No 136 (58.9%) 95 (41.1%) 231 

 

 

Table 4.7 Management practices for sanitary towels 

Management of 

reusable sanitary towels 

location Total χ² P 

Tole Gujungu 

Use all through the 

menstrual period and 

wash on the last day. 

6 (42.9%) 8 

(57.1%) 

14 23.48 0.00 

Wash after every two 

days 

1 (4.8%) 20 

(95.2%) 

21 
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Wash each time it is 

sucked, dry and iron 

for reuse. 

139 

(47.9%) 

151 

(52.1%) 

290 

Wash each daily and 

dry in the room and 

reuse. 

46 (34.3%) 88 

(65.7%) 

134 

 

 

Table 4.8 Disposal practices 

  

location 

Total Tole Gujungu 

Throw in a pit 

toilet. 

259 

(63.0%) 

152 

(37.0%) 

411 

Throw in a dust bin. 12 

(12.6%) 

83 

(87.4%) 

95 

Wash dry and iron. 7 (7.8%) 83 

(92.2%) 

90 

Throw in the river 

or bush. 

3 

(100%) 

0 (0.0%) 3 

Others 36 

(78.2%) 

10 

(21.8%) 

45 
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Figure 4.35 The management of reusable sanitary Towel 

 

Table 4.9 Self-management conduct during menstruation 

Self-management conduct  Total  Tole Gujungu 

Take a bath at least twice a day 
371 178 193 

60.7% 48.0% 52.0% 

Take a bath as often as it is 

necessary 

161 153 8 

26.4% 95.0% 5.0% 

Change menstrual material at most 

every 6 hours. 

299 175 124 

48.9% 58.5% 41.5% 

Should not do house chores or 

exercise. 

3 2 1 

0.5% 66.7% 33.3% 

Should not go to public places or 

school. 

27 24 3 

4.4% 88.9% 11.1% 

  611 332 279 
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Figure 4.36 Self-management conduct during menstruation period 

4.3.2 Perception on menstrual hygiene  

Table 4.10 Influence on the type material used during the menstrual period 

  

Location 

Total Tole Gujungu 

Your level of income 
45 (29.4%) 

108 

(70.6%) 
153 

What your mother and 

older sister used 
55 (61.1%) 

35 

(38.9%) 
90 

What is considered most 

hygienic 
212 (80.0%) 

53 

(20.0%) 
265 

What is easily available 
48 (38.7%) 

76 

(61.3%) 
124 

What your friends use. 
10 (50.0%) 

10 

(50.0%) 
20 

  318 204 522 
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Figure 4.37 Determinants of materials used during menstruation 

 

 

Table 4.11 Community treatment of women during menstruation 

Community treatment Location  Total 

Tole Gujungu 

Normally as when not on their 

period. 

301 (50.1%) 300 

(49.9%) 

601 

Treated differently by being 

exempted from activities such as 

sports, cooking, others. 

7 (19.4%) 29 (80.6%) 36 

Not allowed to leave the house and 

isolated 

5 (100%) 0 (0.0%) 5 

Restricted from sporting activities 1 (100%) 0 (0%) 1 

Abstain from sexual intercourse 0(0%) 2 (100%) 2 
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Table 4.12 Public discussions of menstruation 

  Location Total χ² P 

Tole Gujungu 

Yes 148 (42.0%) 204 

(58.0%) 

352 17.29 0.00 

No 180 (58.3%) 129 

(41.7%) 

309 

Total 328 (49.6%) 333 

(50.4%) 

661 

 

Table 4.13 Myths on menstruation 

  

Location 

Total Tole Gujungu 

Yes 21 (63.6%) 12 

(36.4%) 

33 

No 290 (48.1%) 313 

(51.9%) 

603 

Total 311 (48.9%) 325 

(51.1%) 

636 

Source: 
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Figure 4.38 Existence of myths and ancient stories on menstruation 

Table 4.14 ancient stories on menstruation 

  Tole Gujungu 

Girls should not go beside boys 2 0 

Some people don’t allow women to cook or touch certain kitchen 

utensils 

3 0 

Some say it’s a disease 3 0 

Some women do not manage their self during the menstrual 

period 

0 2 

Some form of odor is produced during menstruation 0 2 

Women should avoid being close to the fire during their period 2 0 

Women should not cook during their period because it comes with 

anger 

1 0 

 

 

4.4 Presentation of data according to specific objective three 

HIV/AIDS knowledge, practices, attitudes, behaviors, and perception. 
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Table 4.15 Awareness of HIV/AIDS 

Response location Total χ² p 

Tole Gujungu 

Yes 330 (50.1%) 329 

(49.9%) 

659 28.8 0.00 

No 0 (0%) 30 

(100%) 

30 

 

 

Table 4.16 Modes of transmission 

Modes of transmission 

Tole Gujungu 

Count Percent Count Percent 

Unprotected sexual intercourse 294 80.8 160 43.96 

Homosexuality 0 0.0 1 0.27 

Looking at a woman  0 0.0 2 0.55 

Accident 0 0.0 6 1.65 

Use of contaminated sharp objects and equipment 158 43.4 133 36.54 

Sharing of toothbrush, cups, towels and other 

utensils 
14 3.8 10 2.75 

During blood transfusion 92 25.3 33 9.07 

Breast feeding 2 0.5 7 1.92 

Through marriage 0 0.0 1 0.27 

When having a second child 0 0.0 1 0.27 

Kissing 7 1.9 3 0.82 

By having multiple partners 6 1.6 31 8.52 

Illiteracy  0 0.0 2 0.55 

Organ transplantation 0 0.0 4 1.10 
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Poverty 0 0.0 1 0.27 

From hair saloons 5 1.4 6 1.65 

During childbirth 12 3.3 7 1.92 

Over crowding 0 0.0 1 0.27 

Interacting with infected person 0 0.0 2 0.55 

Through air 0 0.0 1 0.27 

Transmitted genetically  0 0.0 1 0.27 

Using condom 0 0.0 1 0.27 

Wound 0 0.0 1 0.27 

Source: 

 

For Tole, the modes of transmissions where as follows; unprotected sexual intercourse 80.8%, 

use of contaminated sharp objects and equipment’s 43.4%, sharing of toothbrush, cups, towels 

and other utensils 3.8%, during blood transfusion 25.3%, breast feeding 0.5%, kissing 1.9%, 

by having multiple partners 1.6%, from hair salons 1.4%, during child birth 3.3%, while in 

Gujungu, the mod of transmissions where; unprotected sexual intercourse 43.96%, 

homosexuality 0.27%, looking at a woman 0.55%, accident 1.65%, use of contaminated sharp 

objects and equipment’s 36.54%, sharing of toothbrush, cups, towels and other utensils 

2.75%, during blood transfusion 9.07%, breast feeding 1.92%, through marriage 0.27% , 

when having a second child 0.27%, kissing 0.82%, by having multiple partners 8.52% , 

illiteracy 0.55%, organ transplant 1.10%, poverty 0.27%, from hair salons 1.65%, during child 

birth 1.92%, overcrowding 0.27%, interacting with infected person 0.55%, through air 0.27%, 

transmitted genetically 0.27%, using condoms0.27%, wound 0.27%. 

Table 4.17 Perception on existence of HIV treatment 

Response location Total χ² P 

Tole Gujungu 
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Yes 271 (50.3%) 268(49.7%) 539 2.6 0.109 

No 51(42.1%) 70 (57.9%) 121 

Source: 

In the study, 50.3% (271) respondents from Tole, and 49.7% (268) of the respondents from 

Gujungu out of 539 reported that there was treatment for HIV while out of the 121 repondents 

who reported that there is no treatment for HIV, 42.1% (51) where from Tole and 57.9% (70) 

where from Gujungu.  

 

Table 4.18 Reasons for treatment 

Perceptions about HIV treatment 
Tole Gujungu 

Count Percent Count Percent 

ARV drugs are available at the hospital 

which can reduce viral load and reduce 

disease outcomes 

40 11.0 154 42.3 

By taking medicine from the hospital 10 2.7 51 14.0 

Heard of treatment or drugs being prescribed 30 8.2 0 0.0 

Any disease has treatment 3 0.8 2 0.5 

Nutrition and healthy diet 2 0.5 1 0.3 

Know someone on ARV or people living 

with HIV 
20 5.5 2 0.5 

It can be treated through regular medical 

checkup 
2 0.5 2 0.5 

Use of condom 0 0.0 3 0.8 

Using an herbal medicine 0 0.0 1 0.3 

Withdrawal 0 0.0 1 0.3 

Health education 0 0.0 2 0.5 
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It can be reduced but not cured 0 0.0 2 0.5 

Prayers  2 0.5 0 0.0 

Cooler 7 1.9 0 0.0 

There is a treatment that reduces the 

progression of the disease 
7 1.9 27 7.4 

There is a treatment for opportunistic 

infections 
1 0.3 0 0.0 

 

 

The following was recorded as reasons for perceptions about HIV treatment in Tole; ARV 

drugs are available at the hospital which can reduce viral load and reduce disease outcomes 

11%, by taking medicine from hospital 2.7%, heard of treatment or drugs being prescribed 

8.2%, any disease has treatment 0.8%, nutrition and healthy diet 0.5%, know someone on 

ARV or people living with HIV 5.5%, it can be through regular medical checkup 0.5%, 

prayers 0.5%, cooler 1.9%, there is treatment that reduces the progression of disease 1.9%, 

there is treatment for opportunistic infections 0.3%. And the following was as well recorded 

in Gujungu ARV drugs are available at the hospital which can reduce viral load and reduce 

disease outcomes 42.3%, by taking medicine from hospital 14%, any disease has treatment 

0.5%, nutrition and healthy diet 0.3%, know someone on ARV or people living with HIV 

0.5%, it can be through regular medical checkup 0.5%, use of condoms 0.8%, using a herbal 

medicine 0.3%, withdrawal 0.3%, health education 0.5%, it can be reduced but not cured 

0.5%, there is treatment that reduces the progression of disease 7.4%.  

Table 4.19 Perception on the existence of a cure for HIV 

Response Location Total χ² p 

Tole Gujungu 

Yes 100 (69%) 45(31%) 145 36.13 0.000 
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No 211 

(41.9%) 

292 

(57.9%) 

503 

 

In the study, 69% (100) respondents from Tole, and 31% (45) of the respondents from 

Gujungu out of 145 reported that there was a cure for HIV while out of the 503 respondents 

who reported that there is no cure for HIV, 41.9% (211) where from Tole and 57.9% (292) 

where from Gujungu..   

 

Table 4.20 Reasons for perception about the existence of a cure for HIV/AIDS 

Reasons for perception about the existence of a cure 

for HIV/AIDS 

Location 

Tole Gujungu 

Count Percent Count Percent 

By going to the hospital for checkup and taking your 

medicines 
4 1.10 3 0.8 

By medication 2 0.55 1 0.3 

Through prayers in faith 50 13.74 0 0.0 

More condom and health education 0 0.00 1 0.3 

I have seen people cured of HIV/AIDS in the hospital 4 1.10 0 0.0 

Through a combination of drugs and prayers  5 1.37 0 0.0 

There is a long term treatment 3 0.82 0 0.0 

HIV can be manage but not cured. 0 0.00 3 0.8 

Many people die from the disease 0 0.00 6 1.6 

Never heard of anybody been cured 42 11.54 15 4.1 

There is no cure for HIV/AIDS 0 0.00 28 7.7 

No cure has been discovered yet 0 0.00 23 6.3 
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Only preventives. 0 0.00 1 0.3 

Proper use of dry and regular testing 0 0.00 3 0.8 

Through reduction of unprotected sex 0 0.00 3 0.8 

Stop using protectives 0 0.00 1 0.3 

The drugs are to calm down the situation but does not 

treat it 
9 2.47 2 0.5 

There is a cure for HIV but no cure for AIDS 2 0.55 60 16.5 

Traditional medicine 0 0.00 2 0.5 

The use of condom 0 0.00 17 4.7 

The following reasons from Tole were recorded as a reasons of the perception about the 

existence of a cure for HIV/AIDS; by going to the hospital for checkup and taking your 

medicine 1.10%, by medications 0.55%, through prayers in faith 13.74%, I have seen people 

cured of HIV/AIDS in the hospital 1.10%, through a combination of drugs and prayers 1.37%, 

there is a long term treatment0.82%, ever heard of anyone being cured 11.54%, the drugs are 

to calm down the situation, but does not treat it 2.47%, there is a cure for HIV but no cure for 

AIDS 0.55%  and also, the following reasons from Gujungu were recorded as reason for the 

perception about the existence of a cure for HIV/AIDS; by the going to the hospital for 

checkup and taking your medicine 0.8%, by medications 0.3%, more condoms, and healthy 

education 0.3%, HIV can be managed but not cured 0.8%, many people die from the disease 

1.6%, ever heard of anyone being cured 4.1%, there is no cure for HIV 7.7%, no cure has 

been discovered yet 0.3%, only preventives 0.3%, proper use of dry and regular testing 0.8%, 

through reduction of unprotected sex 0.8%, stop using protective, 0.3% the drugs are to calm 

down the situation, but does not treat it 0.5%, there is a cure for HIV but no cure for AIDS 

16.5%, traditional medicine 0.5%, the use of condoms 4.7%. 
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4.4.1 Practice/Attitude/Behavior on HIV/AIDS 

Table 4.21 HIV testing 

Response location Total χ² p 

Tole Gujungu 

Yes 226(44.2%) 285 

(55.8%) 

511 26.4 0.000 

No 97 

(66.4%) 

49(33.4%) 146 

 

Amongst 511 respondents, 44.2% (226) from Tole and 55.8% (285) from Gujungu reported 

they have been tested for HIV while 66.4% (97) form Tole and 33.4% (49) of 146 respondent 

reported that they haven’t been tested.  

Table 4.22 Nature of HIV testing 

Response location Total χ² P 

Tole Gujungu 

Voluntary 138 (40.8%) 200 

(59.2%) 

338 1.6 0.102 

Coerced 75 

(46.9%) 

85(53.1%) 160 
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Figure 4.39 Nature of HIV testing 

Amongst 338 respondent, 40.8% (138) from Tole and 59.2% (200) from Gujungu reported 

their HIV tests were voluntary while 46.9% (75) form Tole and 53.1% (85) of 160 respondent 

reported that their test were coerced.  

Table 4.23 Reason for not testing 

Reasons for not testing 

Location 

Tole Gujungu 

Count Percent Count Percent 

 I am not interested 0 0.0 2 0.5 

I am abstaining from sex, so I cannot have HIV 5 1.4 0 0.0 

Because I believe in myself 8 2.2 0 0.0 

Because I don't have time to do a test 4 1.1 0 0.0 

Because I have never had the opportunity to do so 8 2.2 0 0.0 

Because I stay away from prostitutes 0 0.0 2 0.5 

Because my parents do not care about it 3 0.8 0 0.0 

Because I don't like to do it  0 0.0 5 1.4 

Because I have never practice any unprotected sexual intercourse 5 1.4 1 0.3 
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Busy nature of my job 1 0.3 0 0.0 

Fear 8 2.2 1 0.3 

Lack of finance 10 2.7 0 0.0 

I already know through my girlfriend`s status 1 0.3 0 0.0 

I’m not aware of HIV testing 0 0.0 1 0.3 

I have always taken precaution not to get infected 4 1.1 0 0.0 

I have never been sick 1 0.3 0 0.0 

I have never seen the necessity 7 1.9 0 0.0 

I have never thought of doing it 10 2.7 0 0.0 

I think I don't have HIV 7 1.9 2 0.5 

I am very healthy and God has protected me 0 0.0 1 0.3 

I’m young 0 0.0 3 0.8 

I think my husband does not have it, so I cannot have it too 0 0.0 1 0.3 

No particular reason 4 1.1 0 0.0 

Self-conscious 3 0.8 0 0.0 

 

In Tole, these were recorded as reasons for not doing the HIV test; I am abstaining from sex, 

so I cannot have HIV 1.4%, because I believe in myself 2.2%, because I don’t have time to do 

a test 1.1%, because I have never had the opportunity to do so 2.2%, because my parents do 

not care about it 0.8%, because I have never practiced any unprotected sexual intercourse 

1.4%, busy nature of my job 0.3%, fear 2.2%, lack of finance 2.7%, I already know my 

girlfriend’s status 0.3%, 0.3%, I have always taken precautions not to get infected 1.1%, I 

have never been sick 0.3%, I have never seen the necessity 1.9%, I have never thought of 

doing it 2.7%, I think I don’t have HIV 1.9%, no particular reason 1.1%, self-conscious 0.8% 

and in Gujungu, these were recorded as reasons for not doing the HIV test; I am not interested 

0.5%, because I stay away from prostitutes 0.5%, because I don’t like to do it 1.4%, because I 

have never practiced any unprotected sexual intercourse 0.3%, fear 0.3%, I am not aware of 

HIV testing 0.3%, I think I don’t have HIV 0.5%, I am very healthy and God has protected 

me 0.3%, I’m young 0.8%, I think my husband does not have it, so I cannot have it too 0.3%. 
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Table 4.24 Prevention Methods 

Methods of prevention 

Location 

Tole Gujungu 

Count Percent Count Percent  

Faithful to partner (s) 102 28.0 108 29.7 

Abstain from sexual intercourse 77 21.2 21 5.8 

Use condoms 146 40.1 163 44.8 

Avoid use or sharing of sharp objects 87 23.9 106 29.1 

Regular testing 75 20.6 65 17.9 

Stop sharing of clothes and towels 23 6.3 19 5.2 

Sterilization of equipment 49 13.5 42 11.5 

Know the status of the partner 45 12.4 43 11.8 

Avoid blood contact 26 7.1 38 10.4 

Avoid going to barber 2 0.5 9 2.5 

Avoid multiple sexual partners 45 12.4 35 9.6 

Avoid sexual intercourse with commercial sex 

workers 
23 6.3 45 12.4 

Conduct HIV Test before marriage 56 15.4 46 12.6 

Circumcision 12 3.3 2 0.5 

No breastfeeding when the mother is HIV+ 25 6.9 12 3.3 

No use of blood that has not been properly tested 23 6.3 12 3.3 

Stop sharing of toothbrushes and other personal items 18 4.9 15 4.1 

Marry many wives 3 0.8 24 6.6 

No use of old condom  1 0.3 4 1.1 

Avoid any contact with HIV+ patients 6 1.6 15 4.1 

  



      

92 

 

.   

 

 

Figure 4.40 Prevention Methods 
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The following were recorded as methods of prevention in Tole; faithful to partner 28%, 

abstain from sexual intercourse 21.2%, use condoms 40.1%, avoid use or sharing of sharp 

objects 23.9%, regular testing 20.6%, stop sharing of cloths and towels 6.3%, sterilization of 

equipment 13.5%, know status of partner 12.4%, avoid blood contact 7.1%, Avoid going to 

barber 0.5%, avoid multiple sexual partners 12.4%, avoid sexual intercourse with commercial 

sex workers 6.3%, conduct HIV test before marriage 15.4%, circumcision3.3%, no 

breastfeeding when mother is HIV positive 6.9%, no use of blood that has not been properly 

tested 6.9%, stop sharing of tooth brushes and other personal items 4.9%, marry may wives 

0.8%, no use of old condoms 0.3%, avoid any contact with HIV positive patients 1.6% and 

the following were recorded as methods of prevention in Gujungu; faithful to partner 29.7%, 

abstain from sexual intercourse 5.8%, use condoms 44.8, avoid use or sharing of sharp objects 

29.1%, regular testing 17.9%, stop sharing of cloths and towels 5.2% sterilization of 

equipment 11.5%, know status of partner 11.8%, avoid blood contact 10.4, avoid going to 

barber 2.5%, avoid multiple sexual partners 9.6%, avoid sexual intercourse with commercial 

sex workers 12.4%, conduct HIV test before marriage 12.6%, circumcision 0.5%, no 

breastfeeding when mother is HIV positive 3.3%, no use of blood that has not been properly 

tested 3.3%, stop sharing of tooth brush and other personal items 4.1%, marry may wives 

6.6%, no use of old condoms 1.1%, avoid any contact with HIV positive patients 4.1% 

 

Table 4.25 Safe sex practice 

Response Location Total χ² P 

Tole Gujungu 

Yes 163 (98.2%) 3 (1.8) 166 2.4 0.289 

No 134 

(100.0%) 

0 (0%) 134 
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Figure 4.41 Safe sex practice. 

 

Amongst 166 respondents, 98.2% (163) in Tole and 1.8% (3) in Gujungu reported that they 

practice safe sex while 100% (134) responded that they did not practice safe sex, amongst the 

134 respondents.  

Table 4.26 In the absence of condoms 

Alternatives in the absence of condoms 

Location 

Tole Gujungu 

Count Percent Count Percent 

Abstain 104 28.6 274 75.3 

Coitus interruptus 7 1.9 0 0.0 

Use plastic bag 2 0.5 0 0.0 

Use a fighter drink 3 0.8 0 0.0 

Have sex if I know partner status 2 0.5 0 0.0 

Use salt and water  0 0.0 1 0.3 

Still have sex without condom 3 0.8 2 0.5 

Use lubricant/Groundnut oil  14 3.8 0 0.0 

I don't know  0 0.0 9 2.5 
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Use saliva 3 0.8 0 0.0 

Smoke cigarette 0 0.0 1 0.3 

Trust partner and hope that he/she is not 

HIV+ 3 0.8 0 0.0 

Use medicine 0 0.0 1 0.3 

Family planning 3 0.8 0 0.0 

 

The following was reported as alternatives in the absence of condoms in Tole; abstain 28.6%, 

coitus interrupts 1.9%, use plastic bags0.5%, us fighter drink 0.8%, have sex if you know 

partners status 0.5%, still have sex without condom 0.8%, use lubricant/ groundnut oil 3.8%, 

use saliva 0.8%, trust partner and hope that he/she I not HIV+ 0.8%, family planning 0.8% 

and the following was reported as alternatives in the absence of condoms in Gujungu; abstain 

75.3%, use salt and water 0.3%, still have sex without condom 0.5%, I don’t know 2.5%, 

smoke cigarette 0.3%, use medicine 0.3%. 

Table 4.27 Taboo, stigma, spiritual and myths on HIV 

Myths 

Location 

Tole Gujungu 

Count Percent Count Percent 

A disease gotten from carelessness 3 0.8 0 0.0 

Anyone with HIV will die 2 0.5 0 0.0 

Deadly disease 4 1.1 0 0.0 

It is a normal disease like any other  68 18.7 0 0.0 

I know with the power any sickness can be 

cured so HIV can be cured 
5 1.4 0 0.0 
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It is a spiritual disease and can be cured 

spiritually 
35 9.6 14 3.8 

It’s not a myth its real 9 2.5 0 0.0 

It is a myth 0 0.0 6 1.6 

Normal disease and people should show 

concern and consideration to the infected. 
3 0.8 0 0.0 

Normal disease though sometimes spiritual 3 0.8 0 0.0 

Disease with stigma 15 4.1 71 19.5 

Taboo 6 1.6 22 6.0 

  

 

Tole had the following myths on HIV; a disease gotten from carelessness 0.8%, anyone with 

HIV will die 0.5%, deadly disease 1.1%, it is a normal disease like any other 18.7%, I know 

with the power any sickness can be cured so HIV can be cured 1.4%, I is a spiritual disease 

and can be cured spiritually 9.6%, it’s not a myth, it is real 2.5%, normal disease and people 

should show concern and consideration to the infected 0.8%, normal disease though 

sometimes spiritual 0.8%, disease with stigma 4.1%, Taoo 1.6%, and Gujungu had the 

following myths on HIV; I is a spiritual disease and can be cured spiritually 3.8%, it is a myth 

1.6%, disease with stigma 19.5%, Taboo 6%. 
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Table 4.28 What can be done to reduce HIV? 

Measures to reduce HIV/AIDS 

Locality 

Tole Gujungu 

Count Percent Count Percent 

Community mobilization, sensitization and 

education 
254 69.8 267 73.4 

Distribution of free condoms to a vulnerable 

population 
306 84.1 327 89.8 

Enforcement of laws 98 26.9 105 28.8 

Increase ARV coverage  126 34.6 97 26.6 

Provision of care to PLWHA 265 72.8 247 67.9 

Free screening 189 51.9 154 42.3 

Free consultation 201 55.2 156 42.9 

Research should be conducted on a cure  25 6.9 14 3.8 

Young people should be encouraged to abstain 105 28.8 75 20.6 

Free HIV counselling  125 34.3 107 29.4 

People should consistently and correctly use 

protective devices 
204 56.0 198 54.4 

Kill everybody who has HIV in the hospital 4 1.1 26 7.1 

Open specialize HIV centers 24 6.6 17 4.7 

Patients should be encouraged to take drugs 29 8.0 42 11.5 

Conduct test before marriage 34 9.3 26 7.1 

 

The following was recorded as what could be done to reduce HIV in Tole; Community 

mobilization, sensitization and education 69.8%, distribution of free condoms to vulnerable 

population 84.1%, enforcement of law 26.9%, increase ARV coverage 34.6%, Provision of 

care to PLWHA 72.8%, free screening 51.9%, free consultation 55.2%, research should be 

conducted on a care 6.9%, young people should be encouraged to abstain 28.8%, free HIV 
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counseling 34.3%, people should consistently and correctly use protective devices 56.0%, kill 

everybody who ha HIV in the hospital 1.1%, other specialized HIV centers 6.6%, patients 

should be encouraged to take drugs 8.0%, conduct test before marriage 9.3% and Gujungu 

had the following myths on HIV; Community mobilization, sensitization, and education 

73.4%, distribution of free condoms to vulnerable population 89.8%, enforcement of law 

28.8%, increase ARV coverage 26.6%, Provision of care to PLWHA 67.9%, free screening 

42.3%, free consultation 42.9%, research should be conducted on a care 3.8%, young people 

should be encouraged to abstain 20.6%, free HIV counseling 29.4%, people should 

consistently and correctly use protective devices 54.4%, kill everybody who ha HIV in the 

hospital 7.1%, other specialized HIV centers 4.7%, patients should be encouraged to take 

drugs 11.5%, conduct test before marriage 7.1%. 

4.4.2 Presentation of data according to specific objective four:  

To propose interventions plan for health service provision vis-à-vis hiv/aids and menstrual 

hygiene in tole (south west region, cameroon) and gujungu (jigawa state, nigeria).  

Based on the above findings, we propose that an attempt to improve health service utilization 

as a step towards improving health outcomes vis-à-vis HIV/AIDS and personal hygiene 

specifically menstrual hygiene. 

This should integrate aspects of access to health care services and a corresponding health 

seeking behavior. This can be achieved by developing and implementing health promotion for 

disease prevention action plans within the community settings by the health facilities within 

these communities.  Health promotion interventions like regular health education for health 

promotion on HIV/AIDS, menstrual hygiene management, health service utilization and other 

specific matters of interest in the specific community 

As a step towards achieving this, we proposed the following as reflected on the action plan 

below:  

Talks were held with these small groups and schools to educate them on menstrual hygiene 

and HIV/AIDS with emphasis laid on the use of excellent and hygienic menstrual hygiene 
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materials and good self-hygiene practice for menstrual while for HIV/AIDS emphasis was put 

on prevention, treatment and how to treat people leaving with HIV/AIDS. 

Male and female condoms were distributed in both communities using schools (for pad 

distribution only), and small women and youth groups (for delivery of both pads and 

condoms).  

Also, the community members were taught how to make reusable sanitary pads, bags to keep 

them in and how to manage these pads. This was done in schools and small youth and women 

groups in the communities. Disposal sanitary pads were distributed to the women and girls as 

well.  

Unfortunately, due to the current insecurity in the NWR and SWR of Cameroon, this 

intervention was carried out only for a few days and couldn’t reach completion. 

We are proposing that the interventions outlined in the action plan below be adopted and 

scaled up   for effectiveness and impact.
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4.5 Action Plan 

Table 4.29: Proposed Action Plan for Health service utilization, health promotion and disease prevention 

Objective1:    TO IMPROVE ASSESS TO HEALTH SERVICE PROVISION IN TOLE South West Region, Cameroon) and Gujungu (Jigawa state, 

Nigeria) 

TARGET  INPUTS 

 

HUMAN AND 

MATERIAL  

FINANCIAL 

COST 

OUTPUT INDICATOR VERIFICATION 

MEANS  

ASSUMPTION 

PRE-

CONDITION  

TIME 

To sensitize 60% of 

youths in both Tole 

and Gujungu 

communities on the 

importance of the use 

of health facility and 

the services they 

provide.  

 

Qualified and 

motivated 

personnel 

 

Good health 

infrastructure 

 

Sensitization 

kits: fliers 

150,000FCFA Over 300 Youths were 

reached and educated 

on the importance of 

the use of health 

facility and services 

they provide. Emphasis 

was laid more on 

reproductive health, 

family planning, 

prenatal, postnatal, 

antenatal and 

counseling in Gujungu 

while in Tole all 

essential services will 

be considered. 

Number of 

youths in 

Tole and 

Gujungu 

using health 

services  

Reports of Public 

and private 

hospitals in Tole 

(South West 

Region, 

Cameroon) and 

Gujungu (Jigawa 

state, Nigeria) 

Wiliness of 

community to 

participate  

June 2018 
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Objective 2: To improve and encourage menstrual hygiene and menstrual management practices in Tole South West Region, Cameroon) and Gujungu 

(Jigawa state, Nigeria) 

TARGET INPUTS 

HUMAN AND 

MATERIAL  

FINANCIAL 

INPUT 

OUTPUT INDICATOR VERIFICATION 

MEANS  

ASSUMPTION  TIME 

To sensitize 60% of 

youths in both Tole 

and Gujungu 

communities on the 

importance of 

menstrual hygiene 

and menstrual 

management  

Qualified and 

motivated personnel 

 

Sensitization kits:  

fliers, posters, short 

notes 

150,000FCFA 300 youths in Tole 

and Gujungu 

respectively were 

educated on good 

menstrual hygiene 

and menstrual 

management 

practice in Tole and 

Gujungu 

Number of 

youths in Tole 

and Gujungu 

with adequate 

knowledge on 

good menstrual 

hygiene and 

menstrual 

management 

practice  

Reports 

Surveys 

Wiliness of 

community to 

participate  

June 

2018 

To educate 500 

youths on how to 

make reusable 

sanitary pads and 

teach girls how to 

manage their period 

so they feel 

confidence and stay in 

schools among the 

communities 

Qualified and 

motivated personnel 

Reusable Menstrual 

materials: Napkins, 

cloth, threads, 

needles, 

PowerPoint 

presentation 

600,000FCFA 160 youths were 

educated on how to 

make reusable 

sanitary pads and 

how to preserve 

them 

150 youths can 

correctly state how 

to manage the 

menstrual period 

Number of 

youths educated 

on how to 

produce 

reusable 

sanitary pads in 

Tole and 

Gujungu 

Reports 

Surveys 

Wiliness of 

youths to 

participate  

June 

2018 
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To create safe spaces 

for promoting 

menstrual hygiene 

education through 

community platforms 

such as girls’ clubs.  

Qualified and 

motivated 

personnel’s 

Educational kit: 

fliers, posters, short 

notes 

350,000FCFA Three girls’ clubs 

created in Gujungu 

and one Tole  

 

Number of 

girls’ clubs 

available with 

each of these 

communities  

Reports 

Surveys 

All the 

stakeholders 

should accept 

to participate 

 

July 

2018 

To break the silence 

and dispel the stigma 

by engaging with 

communities through 

channels such as 

posters, local radio 

stations and fliers  

 

Qualified and 

motivated personal 

(CoPH Students) 

 

Local 

communication 

media 

 

Fliers, posters 

300,000fcfa Distribution of 1000 

fliers and 4 posters 

on menstrual 

hygiene 

management in Tole 

and Gujungu. 

One Radio program 

in Gujungu 

Number of 

posters posted 

within each 

community 

Number of 

fliers produced 

and distributed   

Reports 

Surveys 

All the 

stakeholders 

should accept 

to participate 

 

June 

2018 
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Objective 3: To increase the knowledge and change the Knowledge, attitudes, perceptions and practices of youths on HIV/AIDS IN TOLE 

South West Region, Cameroon) and Gujungu (Jigawa state, Nigeria) 

ACTIVITY/INPUT INPUTS  

HUMAN AND 

MATERIAL 

FINANCIAL 

COST 

OUTPUT INDICATOR VERIFICATION 

MEANS  

ASSUMPTION  TIME 

To distribute 

100,000 condoms 

among sex 

workers, youths 

and older 

community 

members in both 

communities 

- Volunteers 

- Qualified and 

motivated 

personal (CoPH 

Students) 

- Condoms 

 

250,000FCFA 100,000 

male and 

female 

condoms 

each 

distributed 

to youths, 

sex workers 

and the 

community  

Distributed 

condoms to 

sex workers, 

youths and 

older 

community 

members in 

both 

communities  

Reports 

Survey 

Wiliness of 

community to 

participate  

 

Sex workers 

are willing to 

participate 

 

June 

2018 

To conduct free 

HIV screening, and 

counselling at least 

every three (3) 

weeks during the 

year 2019, to 

support vulnerable 

and those who are 

at risk and improve 

prevention and 

control measure 

Qualified and motivated 

personal 

Sensitization agents 

 

 

4 Million FCFA To be done  Number of 

Voluntary 

free 

screening, 

HIV test, 

guidance and 

counselling 

conducted at 

least every 

three (3) 

weeks 

throughout 

2019 

Reports 

Survey 

 

Resources are 

available 

 

2019 
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To sensitize 60% 

of youths in both 

Tole and Gujungu 

communities on 

prevention of 

HIV/AIDS 

- Volunteers 

- Qualified and 

motivated 

personnel (CoPh 

students) 

- Sensitization 

kits:  fliers, 

posters, short 

notes 

200,000 CFAF 300 youths 

were 

sensitized 

on the 

practices of 

prevention 

and control 

methods of 

HIV/AIDS 

in Tole and 

Gujungu 

Number of 

youths 

sensitized of 

on 

prevention of 

HIV/AIDS in 

Tole and 

Gujungu 

Reports  

Surveys 

Wiliness of 

community to 

participate 

June 

2018 

To break the 

silence and dispel 

the stigma by 

engaging with 

communities 

through 

participatory 

channels such as 

posters, fliers and 

interactive 

trainings 

 

- Volunteers 

- Qualified and 

motivated 

personnel 

(CoPH students) 

- Sensitization 

kits:  fliers, 

posters, short 

notes 

3,000,000CFAF Distribution 

of 1000 

fliers and 4 

posters on 

HIV/AIDS 

in Tole and 

Gujungu 

Number of 

posters and 

fliers 

produced and 

distributed 

Reports  

Surveys 

Availability of 

funds  

June 

2018 
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4.6 Discussion of Findings of the Study  

The study depicts that an equal number of respondents in both Tole and Gujungu implying 

that there was no divergence in the study the sample size. More females than male 

respondents took part in the study, which is line with the population structure of Cameroon 

(male 49.9 and female 50.1) (2017 revision of the world population prospects, 2017) in the 

case of Tole. In Nigeria the population structure (males 50.6, females 49.4) reveals otherwise, 

but more women responded in Gujungu which ties with a study conducted in Nigeria (Mahon, 

Tripathy, & Singh, 2015) which shows that most men do not discuss menstrual issues with 

their wives and daughters or provide money for menstrual material. This implies that more of 

the women were willing to talk about menstrual hygiene and HIV/AIDs than men. The study 

revealed that majority of the respondents have attained secondary education followed by 

primary education, thirdly no formal training, followed by vocational education, university 

education and high school education which is in line with UNESCO report which says there 

has been a 43% increase in the number of children who enrolled in secondary education 

(UNESCO). 

4.6.1. Discussion of Findings according to Specific Objective One:  

To assess the extent of Health Service Provision in Tole and Gujungu 

From figure 4.27 we found out that essential health services are provided in these 

communities even though a few members of these communities are not aware of the provision 

of these services. 

Even though higher numbers of the populations are aware of these services, some of these 

services are poorly or fairly used by members of these communities. This is most visible in 

Tole where in most cases more than half the number of respondents reported that they do not 

use these health services provided by the health clinic an indication that the use of these 

health services is poor or fair in few cases. While in Gujungu most of her members are aware 

of these services and they use them. This is as a result of the structure of their health system, 

that allows Community health and environmental workers (CHEW) who work within the 

community. Also, Gujungu relatively has more health facilities that Tole. From focus group 
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discussion, the majority of the respondent who reported that they would go to a clinic in their 

community when they are sick said it is cheaper (affordable) and closer (accessible) to them 

than health facilities out of their respective communities. For the respondent who reported 

that they would not use the health facilities in their community when they are sick, indicated 

that they do not trust the quality of the health personnel and the equipment.  Generally, the 

study shows that most respondents in the study said it takes 1 to 20 minutes to go to the health 

center, but in Gujungu more respondents reported that it takes 21 to 45 minutes to get to the 

clinic. This could be as a result of the difference in a surface area with Gujungu having a 

larger surface area than Tole.  

The observational guide showed that in Tole, health promotions activities were ongoing and 

they were sensitization of the community on health issues and free consultation in the 

community. Hospital staffs present in the Tole Health Centre were nurses, a laboratory 

technician and the nurse-in-charge of the health centre while in Gujungu health promotion 

activities were ongoing such as a door-to-door, talk on breastfeeding. The health centre had as 

workers:  nurses, community health and environmental workers, a laboratory technician and a 

doctor. In Gujungu, health centre staff could be seen exchanging pleasantries with patients 

while in Tole, staff mostly talked amongst. The health centre in Gujungu received more 

patients than Tole health centre. 

From the interviews with the chief of centre or nurse-in-charge at the Tole health centre, 

showed that the health centre carries out promotion activities in the community. They 

sensitize the community on health issues they feel is vital and carry out free consultation in 

the community. They face a significant challenge, the acceptance of the people to use these 

services despite free consultation in the community and very cheap rates of consultation, free 

immunization and low drug prices. This finding indicates that the use of health services in 

Tole is small, but this is not as a result of high cost and that other factors have to be 

considered such as acceptability, accessibility, quality of personnel and equipment, and 

quality of service provided. While the interview with the chief of post at the Gujungu health 

centre revealed that a lot of health promotion activities are carried out in the community more 

than that carried out in Tole such as sensitization of the community on health issues and 
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immunization programs in the community, nutritional programs, community dialogue issues 

and challenges the community faces just to name a few. Lots of the community members use 

the clinic's services and are always ready to work with the clinic during their activities in the 

community. These findings indicate that the use of health services in Gujungu and one can 

say is due to the continuous sensitization of the community by CHEWs and the success of the 

health promotion activities. 

4.6.2. Discussion of Findings According to Specific Objective two:  

To Explore the Knowledge, Attitudes, Practices, Behaviors, and Perception of Youths on 

Menstrual Hygiene 

The community knowledge on menstrual hygiene is good enough with 67.82% though some 

small groups of people do not know how women/girls should take care of themselves and 

what materials to use during menstruation. 

Also, the people are aware of the menstrual cycle but are unable to calculate or use it to helps 

them better manage themselves during their menstrual period.     

For materials used during menstruation more of the people use unhygienic materials like old 

clothes and toilet tissue especially in Gujungu which is not a healthy habit to practice despite 

the high acceptance of the use of sanitary pads this might be attributed to the level of income. 

If this habit continues, there is a risk of urinary tract infections such as yeast infection and 

bacterial vaginosis, amongst girls and women who menstruate (Das et al., 2015).  

Generally, their knowledge on menstrual hygiene management and appropriate materials used 

during menstruation is good, but the fact that more people in Tole and most people in 

Gujungu predominantly use unhygienic materials may have negative impacts on their health 

such as infections. This also exposes them to high risk of contracting STI’s which can lead to 

further complications when not adequately treated.  

Most people properly dispose of sanitary materials although a tiny number of people don’t do 

so correctly by either throwing in the river. 
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From the observation guide, used pads were not seen in the environment, but a few could be 

found around dumpsters in Tole, there were a few old pieces of towels on drying lines, but 

researchers did not confirm they were menstrual material. Toilets were visible especially in 

residence with pit toilets though most of the newly constructed houses at the outskirt of the 

community had no toilets visible. While in Gujungu the sunning of reusable sanitary pads as 

well as toilets in were visible and used sanitary pads were seen in the environments. In both 

communities, shops carried reusable sanitary pads. 

The communities accepted the use of reusable sanitary pads, and although a good number of 

people are aware of how to manage them, a handful of people don’t know how to handle 

them. A majority of the community members know how a girl/woman should lead herself 

during her period hence the poor menstrual hygiene practices are not due to the lack of 

knowledge but due to the lack of resources/finances and WASH facilities. 

Materials used are influenced by the level of income and what the individual perceives as 

most hygienic. 

Menstrual hygiene in these communities isn’t considered a taboo topic, and it isn’t considered 

a myth in these communities. 

4.6.3 Discussion of Findings According to Specific Objective three:  

To explore the knowledge, attitudes, practices, behaviors, and perception of youths on 

HIV/AIDS  

Almost all community members (95%) are aware of HIV/AIDS, and the modes of 

transmission and most of the community members are aware of the availability of treatment 

for HIV/AIDS. 

Most respondents have voluntarily done an HIV test while those who have never done a test, 

say it is either because of lack of finance or lack of opportunities to do so or that they believe 

that they do not have the disease. 

Most people know how to prevent themselves from getting HIV/AIDS due to the level of 

knowledge they have on its prevention. 
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Most people think it’s not a common disease like others attributing it to spirituality, 

stigmatization, and other reasons. 

Condoms sales were not visible in Tole but were evident in Gujungu, but used condom 

packets were being spotted in the environment especially in Tole. Posters on HIV/AIDS were 

only found in the health centres, no billboard carrying a message on HIV/AIDS. Which 

implies sensitization on HIV/AIDS in both communities does not include posters. 

A large number of the respondents in Tole do not practice safe sex and considering that most 

of them are not married (60%), these expose them to the risk of contracting HIV/AIDS. In 

Gujungu, the study shows that participants were reluctant to respond about their sex practices. 

4.7 Implications of Study on Development  

This study brings out issues that if solved will enhance development such as the use of proper 

menstrual materials and hygiene during menstruation will help reduce infections due to poor 

menstrual health and improve the comfort women/girls feel thus, increasing their comfort 

during menstruation also increasing their productivity during this period, especially for young 

girls. 

Despite the knowledge of the people on HIV/AIDS and its prevention a large number of 

people still practice unsafe sex this which exposes them to the risk of HIV/AIDS. Therefore, 

there is the risk of increase of the incidence of HIV/AIDS which treatment is costly and also a 

condition that may reduce the activities and productivity of its patients thus affecting the rate 

of development. 

Also, the perception of the disease not being a normal disease affects how people see and treat 

those that have this disease and also affects the different ways in which people seek treatment 

and in most cases is often not the right ones addressing issues like this help solve problems of 

stigmatization and marginalization that are stumbling blocks to development. 

Also, this project provides possible solutions to these problems which will bring about the 

creation of jobs, enhance the productivity of individuals as “a healthy person is a productive 

person”. 
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4.8. Limitations of the Study 

The study initially set out to do a comparative analysis of the community-based health 

promotion models in primary healthcare in these two regions. However, over the time allotted 

for the study, Tole (and the South West Region of Cameroon in general) experienced political 

instability due to armed conflicts. This rendered the in-depth survey difficult or near 

impossible. 

We were not able to lay hands on the youthful population of both Gujungu and Tole, and as a 

result, we used the general population.   
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CHAPTER FIVE 

 

SUMMARY OF FINDINGS, CONCLUSION AND RECOMMENDATIONS 

 

This chapter presents a summary of the study; its findings and the implications HIV/AIDS, 

Menstrual Hygiene and Health Service Provision research. Conclusions and recommendations 

for ongoing Health care education that have emanated from this study will be discussed. The 

limitations to this study will also be presented. 

5.1 Summary of Findings  

5.1.1 Summary of Findings in Relation to Objective one 

 To assess the health service provision in tole (south west region, cameroon) and 

gujungu (jigawa state, nigeria). 

According to the Regional Delegation for Health, for South West Region there exists a state-

run district hospital and a privately-run clinic within the locality. They are charged with the 

role of providing primary healthcare services; carrying out sensitization, consultations, family 

planning, IWC/ANC, administering of drugs and more. Same applies for the Gujungu 

Community, Jigawa State, Nigeria. 

5.1.2 Summary of Findings in Relation to Objective two 

 To explore the knowledge, perception, beliefs and attitudes of youths on menstrual 

hygiene. 

Awareness; this involves aspects like Menstrual Cycle, Ability to Calculate, Material Used 

during Menstruation, Disposal Mechanisms. On a block, both communities showed a 

significant rate of awareness about menstruation even though the ability to calculate the 

cycle’s evolution was reduced. Also, improper items were being used to absorb the fluid and 

dispose of the waste later on. 

Perception; A lot of respondents thought that menstruation is a natural occurrence for women 

of childbearing age. However, an overwhelming majority still considered it a disease. 
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Beliefs; Surprisingly, despite the varying difference in religious inclinations with Tole 

professing to be in majority Christian and Gujungu Moslem, 87.4% believe menstruation is a 

punishment that the devil has given to women.  

Attitudes; this has to do with what materials are used to absorb the flow and how they are 

disposed of. The use of Old Clothes and Disposable Sanitary Pads are prevalent (70.3%). 

Other elements include toilet tissue, reusable sanitary towels and tampons. Upon usage, 

throwing away is the most dominant method of disposal (pit toilet – 63.7% and dustbin – 

14.8%). Some people go through the pains of washing dry and ironing, while others just 

device other means of getting rid of it. 

5.1.3 Summary of Findings in Relation to Objective three 

 To explore the knowledge, perception, believes and attitudes of youths on HIV/AIDS. 

Awareness; in both Tole and Gujungu communities, well over 95% of the youths know about 

the disease. From an open-ended question, unprotected sexual intercourse and use of 

contaminated sharp objects and equipment were said to be the primary means by which the 

virus is transmitted. This was done so specifically to ascertain the degree of knowledge of 

respondents. 

Perception; on whether or not there is a treatment for HIV/AIDS, 81.7% of the people 

sampled are of the opinion that a cure exists. The procedure in question involves taking ARVs 

from hospitals. 

Beliefs; myths surrounding the disease include (i) it is a spiritual disease and can be thus 

cured (ii) it is a disease with stigma (iii) it is a common disease like any other.   

Attitudes; this study reveals that 77.8% of the communities have once in their lifetimes been 

tested for the HIV, more often than not on a voluntary basis than coerced. To avoid the 

infection and spread of the disease, many tend to (i) use condoms (42.4%) (ii) Faithful to their 

partners (28.9%) among other measures. 

5.2. Conclusion 

It is important to note that no such survey had been carried out concurrently for the two 

regions. A strong association was found between the two regions along some lines; 
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Menstrual Hygiene; Menstruation is not a myth in both communities, but even though a 

significant number of residents know about there is still the use of unclean menstrual 

materials and poor menstrual hygiene. This is partly due to the need for more sensitization 

and also the relative average income levels of the community.  

HIV/AIDS; everyone can be said to know about the disease. They are knowledgeable about 

transmission modes and methods of prevention. Most of the people have at least had 

themselves tested and are willing to undergo such, but the rates of unsafe sex are high and call 

for attention as it increases the risk of having HIV/AIDS. 

Healthcare Provisions; there are a few health care facilities in these communities, both state-

run and privately owned. They provide a vast number of primary healthcare facilities, but the 

use of these services is reduced. 

The purpose of this study was to carry out a baseline study on HIV/AIDS, menstrual hygiene 

and health service provision in Tole, South West Region of Cameroon and Gujungu, Jigawa 

State Northern Nigeria. The study examined the knowledge, perception, beliefs and 

corresponding actions taken by community members on Menstrual Hygiene, HIV/AIDS and 

the role of the health care providers. Findings show a direct correlation between the presence 

of health care providers in the community and the prevalence of health hazards in the domains 

of HIV/AIDS and Menstrual Hygiene. There is, therefore, need to reinforce the work done by 

health care providers in these domains. 

5.3 Recommendations 

 Directed at the major stakeholders involved in the study.  

Recommendations on Menstrual Hygiene 

The study clearly illustrates that the communities are aware of menstrual hygiene. We, 

however, see a great use (or misuse) of hygiene materials during flow and its consequent 

improper disposal. We suggest that menstrual hygiene should be enshrined in academic 

syllabuses in schools and in areas with low or absent sensitization should be done within these 

communities. Also incentives should be put to ensure that each girl has access to proper 

sanitary materials among others. 
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Recommendations on HIV/AIDS 

This study shows that much work has been done not only to sensitize the population on the 

disease, but they have an intern actively been involved in the preventive actions proposed by 

the health personnel. Thus, action has to be consistently put in carrying out regular tests; 

follow up of infected persons with ARVs, among others. 

In other to stop the stigmatization around HIV/AIDS the  government and other stakeholders 

should sensitization campaigns on how to treat HIV/AIDS  patients and the benefit it will 

have on both the patients and the community. 

Recommendations on Health Service Provision 

There exist fewer than you would expect health care providers - all primary health care 

providers. There is need to encourage the communities to use health care service
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APPENDICES 

 

Appendix I: Questionnaire for the General Population-Tole 

 

PAN AFRICAN INSTITUTE FOR DEVELOPMENT – WEST AFRICA 

P.O. BOX 133, BUEA, CAMEROON 

 

 

 

 

 

DEPARTMENT OF DEVELOPMENT STUDIES 

 

 

QUESTIONNAIRE FOR THE POPULATION  

 

Dear Respondent,  

We are students of the Pan-African Institute for Development - West Africa (PAID-WA) 

Buea, on research visit to Tole Community to collect information that will support our school 

project titled:  

“A BASELINE STUDY ON HIV/AIDS, MENSTRUAL HYGIENE AND 

HEALTH SERVICE DELIVERY: COMPARING TOLE (SOUTH WEST 

REGION, CAMEROON) AND GUJUNGU (JIGAWA STATE, 

NIGERIA)”. 

This is an academic which will also support other ongoing and future health promotion 

initiatives in Tole. 
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The objectives of this survey are to include 

- To conduct a baseline study of socio-economic status visa vie HIV/AIDS and menstrual 

hygiene management (15-35) in Tole.  

- To explore the knowledge, attitudes, practices, behavior and perceptions of critical health 

issues of the youth (15 to 35) of Tole.  

PART 1: PERSONAL CHARACTERISTICS 

Section 1: General characteristics 

Please tick (√) the relevant option  

1. Gender:        Male |_|  Female |_|                                                                                                

2. Age bracket:        15 – 20 |_|, 21 – 25 |_|, 26 – 30 |_|, 31 - 35 |_|   

3. Level of education:  None |_|, Primary |_|, Secondary |_|,  

High school |_|, University |_|, Vocational |_| 

4. Marital status:   Single |_|,  Married |_|, Divorced |_|,  Widow/Widower |_| 

5. If married, was the marriage solemnized? (You can tick more than an option) 

a. At marriage registry  |_|,  b. In Church |_|,   c. Traditional  |_|,   

d. Mosque |_|, e. any other (please specify) …………………………… 

6. Number of wives:          a. 1 |_|, b. 2 |_|, c. 3 |_|, d. 4 |_| 

7. Number of children:    0 |_|, 1 – 3 |_|, 4 – 6 |_|, 7+ |_| 

8. Your children were born in:  1. A single marriage |_| 2. More than one marriage |_|,  

                                          3. no marriage |_| 

9. Family/Household size:     a. 1 – 5 |_|,  6 – 10 |_|,   11+ |_| 

10. Occupation (tick more than one option as applicable)  

a. Student |_|, b. Self-employed |_|, c. Civil Servant |_|,  

d. Others (Please specify) …………………………………………. 

11. Livelihood activities (tick more than one option as applicable) 

a. Farming |_|    b. Livestock |_|   c.  Paid employment |_|    d.  Trading |_|     
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e.  Motor Bike/Taxi Rider |_| 

12. Kindly tick (√) the relevant ownership type of the activities chosen above: 

a. The capital asset (farm, bike, taxi, etc,) belongs to you |_| 

b. The capital asset was acquired with personal saving, pension, or loan |_| 

c. The capital asset was inherited from parents/guardians |_| 

d. The capital asset was rented or leased |_| 

13. Place of origin:  

a. You are originally an indigene of Tole |_| 

b. You are a settler (1st generation, 2nd generation, others) |_| 

c. If not an indigene of Tole, please indicate your place of origin 

………………………………. 

Section 2: Residence and WATSAN characteristics 

14. Description of residence characteristic:  

a. (Single carabot* room) |_| b. (Single block room) |_| c. (Single mud room) |_|  

d. (Carabot apartment) |_| e. (Block apartment) |_| f. (Mud house apartments) |_| 

 

WATSAN Characteristics  

15. Types of Toilets and Bathrooms: (tick more than one option as applicable) 

15.1 a. Shared toilet |_|,  b. Private toilet – used by you and family only |_|,  c. No toilet |_| 

15.2 a. Shared bathroom |_|, b. Bathroom – used by you and family only |_|, c. No bathroom 

|_| 

15.3 a. Pit toilet & open bath |_|, b. Water system toilet and bath) |_| 

16.  Availability and source of water (tick the relevant option as applicable) 

a. Is your area connected to pipe borne water?        (Yes) |_|, (No) |_| 

b. If yes, is the pipe borne water functional?              (Yes) |_|, (No) |_| 

c. If there is pipe borne water identify supplier, a. CAMWATER |_|, b. Community Water 

|_| 

d. Pipe borne water; a. Connected to the house |_|, b. Public tap |_| 
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e. Pipe borne water; a. flowing regularly |_|, b. not functional |_|, c. flowing sparingly |_|,  

d. flowing at specific time of the day or week |_| 

f. Other water sources used: a. Stream water |_|, b. Spring water |_|, c. Bore hole |_|, d. 

Surface wells |_|, e. Rain-fed storage |_|, f. Ponds |_|, g. Others (Please Specify) 

………………………………….     

                                                                                                                                                 

                                                                                                                               

PART 2: HEALTH SERVICES PROVISION  

(ACCESSIBILITY AND AFFORDABILITY OF HEALTHCARE SERVICES IN 

TOLE) 

17. Is there a Health Center in Tole? Yes |_|, No |_| 

18. Do you know where the Health Center in Tole is located? Yes |_|, No |_| 

19. If yes, estimate the time from your home to the Health Center  

a. 1 – 20mins |_|, b. 21 – 45mins |_|, c. above 45mins |_|, 

20. How accessible is the road to the Health Center in case of an emergency?  

a. Easily accessible |_|, b. not easily accessibly |_| 

21. Who works at the health center? (Tick more than one) 

a. Doctor |_|, b. Nurse |_|, c. Social worker |_|, d. Lab technician |_|, e. CHW |_|, f. 

Environmental Health Officer |_|, g.  Pharmacy technician |_|, h. Health information 

record officer |_| 

22. Where will you go to for treatment when sick or ill? a. Clinic at Tole |_|, b. Clinic or 

hospital out of Tole |_|, c. Stay home and buy drugs |_|, d. Consult a traditional healer |_| 

23. Please provide brief reason for your answer in question 21 above 

………………………………………………………………………………………………

………………………………………………………………………………………………

…………………………………………………………………………………… 

24. What type of health services are provided at the health center?  

a. Vaccination     a. Yes |_|, b. No |_| 
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b. Treatment of common disease like malaria, typhoid, dysentery and other. a. Yes |_|, b. 

No |_|                                                                                     

c. Counselling                        a. Yes |_|, b. No |_| 

d. Antenatal                          a. Yes |_|, b. No |_| 

e. Postnatal                            a. Yes |_|, b. No |_| 

f. Prenatal                              a. Yes |_|, b. No |_| 

g. Provision of drugs             a. Yes |_|, b. No |_| 

h. Treatment of injuries       a. Yes |_|, b. No |_| 

i. Family planning                 a. Yes |_|, b. No |_| 

j. Reproductive health         a. Yes |_|, b. No |_| 

                                                                                      

25. Tick (√) which service(s) you use  

No Services Response 

1 Vaccination Yes No 

2 Treatment of common disease like malaria, typhoid, dysentery and 

other 

Yes No 

3 Counselling Yes No 

4 Antenatal Yes No 

5 Postnatal Yes No 

6 Prenatal Yes No 

7 Provision of drugs Yes No 

8 Treatment of injuries Yes No 

9 Family planning     Yes No 

10 Reproductive health Yes No 
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PART 3: ECONOMIC FACTORS (FARMERS ONLY; 26-32) 

26. What kind of crops are grown in Tole? a. Cash crops only |_|, b. Food crops only |_|, c. 

Both |_|   

27. Are you a Laborer or a farm owner? a. Plantation work |_|, b. Famer |_|, c. Both |_| 

28. What kind of crops do u cultivate? .....................................................................................       

29. How much can a bag of these crops be sold for? 

a. 1000-5,000 |_|, b. 6,000-20,000 |_|, c. 21,000-40,000 |_|, d. 41,000-50,000 |_|, e. 51,000 

above |_|                         

30. How does your job affect your health? 

………………………………………………………………………………………………

…………………………………………………………… 

31. Does your income conveniently cover your medical bills?   a. Yes |_|, b. No |_| 

32. Please comment generally how privatization of Tole Tea ESTATE has affected 

livelihoods in the area 

.………………………………………………………………………………………………

……………………………………………………  

 

PART 4: HEALTH PROMOTION (33-34 are directed to secondary school students 

only) 

33. Which of these health promotion activities are carried out in your school?       

a. Vaccination |_|, b. Health talks |_|, c. Programs with the ministry of health and other 

structures |_|, d. Health clubs |_|, e. Others (Please specify) |_|, 

………………………………………………………………….    

34. Are students taught reproductive and sexual health in school?                

a. Reproductive health only |_|, b. Sexual health only |_|, c. Both |_|, d. Not at all |_| 

35. Who is responsible for making decisions for the health of your family?        

a. Father |_|, b. Mother |_|, c. Children |_|, d. Others (please specify) |_|, 

………………………………………  

36. Do you think the Tole Tea Estate has contributed towards health promotion in the 

community?  
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a. Yes |_|, b. No |_| 

37. The health situation in Tole improved after the Tea Estate was privatized? a. Yes |_|, b. No 

|_| 

38. Briefly comment on your answer for question 37 above 

………………………………………………………………………………………………

………………………………………………………………… 

39. Kindly suggest how Tole Tea Estate can support health promotion in the community 

a. ………………………………………………………………………………………

………………………………………. 

b. ………………………………………………………………………………………

………………………………………. 

c. ………………………………………………………………………………………

………………………………………. 

 

PART 5:  MENSTRUAL HYGIENE (knowledge, attitude, practices, behaviors, 

perceptions, prevalence) 

Knowledge on menstrual hygiene 

40. Tick either true or false.   

a. Menstruation is a punishment that the devil has given to women.       a. True |_|, 

b. False |_| 

b. Menstruation is a natural occurrence for women of child bearing age a. True |_|, 

b. False |_| 

c. Menstruation is a disease       a. True |_|, 

b. False |_| 

d. Every woman menstruates regardless of their ages   a. True |_|, b. False 

|_| 

e. Women have different menstrual cycle     a. True |_|, 

b. False |_| 

41. Are you aware of the menstrual cycle?         a. Yes |_|, b. No |_|                  

42. If yes can you calculate and/or use it?                               a. Yes |_|, b. No |_| 
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43. Indicate what materials you know is appropriate for use by girls/women during 

menstruation 

a. Old clothes |_|, b. Toilet tissue |_|, c. Disposable sanitary pads |_|,  

d. Reusable sanitary towels |_|, e. Tampons |_|, f. Sanitary cups |_|, g. Dry leaves |_| 

 

Section 2: Behaviors, Attitudes and Practices on menstrual hygiene 

 

44. What materials do you use/advice to be used during menstrual period?                

a. Sanitary pads |_|, b. Sanitary towels |_|, c. Tampons |_|, d. Sanitary cups |_|, e. Others 

(please specify) |_| 

…………………………………………………………………………………………

…………………………………….……… 

45. Do you use/advice the use of locally made  reusable sanitary towels  a. Yes |_|, b. No |_| 

46. If your answer in 45 is YES how do you manage / advice the management of these 

reusable sanitary towels 

a. Use all through the menstrual period and wash on the last day  |_|, 

b. Wash after every two days       |_|, 

c. Wash each time it is sucked dry and iron for reuse    |_|, 

d. Wash each daily and dry in the room and reuse.   |_|, 

47. How do you dispose of/advice the disposal of used materials?  

a. Throw in a pit toilet |_|, b. Throw in a dust bin |_|, c. Wash dry and iron |_|,  

d. Throw in the river or bush |_|, e. Others (please specify) |_| ……………………………                                                                     

48. Tick the appropriate self-management conduct during menstruation period.                             

a. Take a bath at least twice a day         |_|, 

b. Take a bath as often as it is necessary                     |_|,                                      

c. Change menstrual material at most every six hours   |_|, 

d. Should not do house chores or exercise   |_|, 

e. Should not go to public places or school    |_|, 
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Section 3: perception on menstrual hygiene 

49.  The type of material used during menstrual period is influenced by: 

a. Your level of income,       |_|, 

b. What your mother and older sister use.    |_|, 

c. What is considered most hygienic?     |_|, 

d. What is easily available     |_|, 

e.  What your friends use.      |_|, 

50. How does the community treat women on their period?                         

a. Normally as when not on their period            |_|,                                            

b. Treated differently by being exempted form activities such as sports, cooking, others 

|_|, 

c. Not allowed to leave the house and isolated   |_|, 

d. Others specify |_|, 

…………………………………………………………………………………………

…………………  

51. Are people allowed to talk about menstruation in public?         a. Yes |_|, b. No |_| 

52. Are there myths or ancient stories on menstruation in your community?     a. Yes |_|, b. 

No |_| 

53. If the response to 52 above is yes, briefly identify and discuss them  

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

…………………………………….  

54. In your opinion, how can the government and Tole Tea Estate support promotion of 

menstrual hygiene in the Tole community  

………………………………………………………………………………………………

………………………………………………………………………………………………

…………..……………………………………………………………………….. 
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PART 6: HIV/AIDS 

Section 1: Knowledge of HIV/AIDS 

55. Have you ever heard of HIV/AIDS?                           a. Yes |_|, b. No |_|                            

56. If yes, how does one gets HIV? 

……………………………………………………………………………………………

……………………………………………………………………………………………

……………………………………………………………………………………………

………………………………………………………….…………………………………

……………………...……….. 

57. Do you think there is treatment for HIV?                   a. Yes |_|, b. No |_| 

Explain……………………………………………………………………………………

……………………………………………………………………………………………

………………………………………………………………………………… 

58. Do you think there is cure of HIV? Explain        a. Yes |_|, b. No |_| 

Explain……………………………………………………………………………………

……………………………………………………………………………………………

………………………………………………………………………………….. 

 

Section 2: Practice/Attitude/Behavior on HIV/AIDS 

59. Have you ever been tested?                          a. Yes |_|, b. No |_|  

60. If ‘Yes’, was it voluntary or coerced? (tick the appropriate answer) a. Voluntary |_|, b. 

Coerced |_| 

61. If ‘No’ in 59 above, Why? 

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

…………………………… 

62. How can you prevent yourself from getting HIV? 

………………………………………………………………………………………………
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………………………………………………………………………………………………

………………………………………………………………………………. 

63. Do you practice safe sex                         a. Yes |_|, b. No |_|  

64. In the absence of a condom, which other alternative do you use? …................................... 

 

Section 3: Perception on HIV/AIDS 

65. What are your beliefs (taboo, stigma, spiritual, myth)? 

………………………………………………………………………………………………

………………………………………………………………………………………………

…………………………..………………………………………………… 

66. What do you think can be done to reduce HIV/AIDS by the community, Tole Tea Estate 

and the government? 

.......................................................................................................................................................

................................................................................................................................. 
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Appendix II: Questionnaire for the General Population-Gujungu 

QUESTIONNAIRE FOR THE POPULATION OF GUNJUGU 

Dear Respondent, 

We are students of the Pan-African Institute for Development - West Africa (PAID-WA) 

Buea, on research visit to Gunjugu Community to collect information that will support our 

school project, titled “COMMUNITY BASED HEALTH PROMOTION MODELS IN 

PRIMARY HEALTHCARE: A COMPARATIVE ANALYSIS OF TOLE (SOUTH 

WEST REGION CAMEROON), GUJUNGU (JIGAWA STATE, NIGERIA)”.  

This exercise will assist us engage youth in a Health Dialogue and Campaign on Menstrual 

Management, Teenage Pregnancy and HIV/AIDS, and support other ongoing and future 

health promotion initiatives in Gunjugu. Be assured that the information you give will be 

treated with utmost confidentiality. 

Thank you. 

The objectives of this survey are:  

 To identify and prioritize the main health problems of youths (15 to 35) in Gujungu 

(Jigawa state, Nigeria). 

 To explore the perception of critical health issues of youths (15 to 35) of Gujungu (Jigawa 

state, Nigeria). 

 To define the main constraints facing the staffs of primary healthcare centers of Gujungu 

(Jigawa state, Nigeria) in delivering appropriate health promotion service. 

 

PART 1: PERSONAL CHARACTERISTICS 

SECTION 1: General Characteristics 

Please tick (√) the relevant option  
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1. Sex:   Male / Female                                                                                                     

2. Age bracket: (15 – 20) / (21 – 25) / (26 – 30) / (31-35)      

3. Level of education. (Non) /(primary) /(secondary) /(university) /(vocational) 

4. Marital status: (married) / (single) / (divorced) / (widow/widower) 

5. If married, was the marriage solemnized? (you can tick more than an option) 

a. At marriage registry. In church.

 Traditional. In Mosque Any Other 

6. Number of wives.    

a. 1  2  3  4 

7. Number of children. 

a. None as yet b. (1 – 3) c. (4 – 6)  d. (7 – and above) 

8. Your children were born in? 

A single marriage more than one marriage   

9. Family/Household size.  

(2 – 5) (6 – 10) (Above 10)  

10.  Occupation: (you can tick more than an option as applicable) 

a. Student self-employed public servant others – 

please specify……………… 

11.  Livelihood activities: (you can tick more than an option as applicable) 

 

12. kindly tick (√) the relevant ownership type of the activities chosen above: 

a. The capital asset (farm, bike, taxi, etc.,) belongs to you). 

b. The capital asset was acquired with personal saving, pension, or loan. 

c. The capital asset was inherited from parents/guardians. 

d. The capital asset rented or leased. 

a. livestock paid employment  

trading Okada/taxi driving Farming Fishing 
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13. Place of origin:  

a. You are originally an indigene of Gunjugu. 

b. You are a settler (1st generation, 2nd generation, others). 

c. If not an indigene of Gunjugu please indicate your place of origin. 

 

 

SECTION 2: WATSAN Characteristics 

14. Description of residence:  

a. single detached room single block room

 single mud room 

b. detached apartment block apartment mud house 

apartment 

 

15. Types of Toilet and Bathrooms: 

15.1.  

a. shared toilet) private toilet – used 

by you or family only no toilet 

15.2.  

a. shared bathroom bathroom – 

used by you or family only no bathroom  

15.3.   

a. Pit toilet & open bath b. water system toilet & bath  

16. Availability and source of water: 

Is your area connected to pipe borne water? Yes

 No 

If yes, is the pipe borne water functional? Yes

 No 

If there is pipe borne water, identified supplier. Government

 Community Water 

Pipe borne water Connected to the house public tap 
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a. Pipe borne water  

Flowing regularly not functional flowing sparingly flowing at specific time of the day 

or week 

b. Other water sources  

Stream water bore hole surface wells rain fed storage ponds others 

                                                                                                                                                                                                                                                                                    

PART 2: HEALTH SERVICES PROVISION (accessibility and affordability of 

healthcare services in gujungu) 

17. Is there a health facility in Gunjugu? (Yes)/ (No) 

18. Do you know where the health center in Gujungu? (Yes)/ (No) 

19. If yes, estimate the time from your home to the health center?  

(1-20mins) (21-45mins) (46mins and above) 

20. How accessible is the road to health center in case of an emergency?  

(Easily accessible)/ (not easily accessibly) 

21. Who works at the health center?  

(Doctor)/ (Nurse)/ (Chew/J-chew)/ (Lab technician)/ (Environmental Health officers)/ 

(Pharmacy technician)/ (Health information record officers).                                                     

22. Where will you go to for treatment when sick or ill?  

(Clinic at Gujungu)/ (Clinic or hospital out of Gujungu)/ (Private clinic)/ (Stay home and 

buy drugs)/ (Consult a traditional healer) 

23. Please provide a reason for your answer 21 above 

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………. 

24. What type of health services are provided at the health center?  

Vaccination Yes No 

Treatment of common disease like malaria, typhoid, dysentery and others. Yes No 

Counselling Yes No 
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Antenatal Yes No 

Postnatal Yes No 

Prenatal Yes No 

Provision of drugs Yes No 

Treatment of injuries Yes No 

Family planning Yes No 

Reproductive health Yes No 

 

25. Tick (√) which service(s) you use  

No Services Response 

1 Vaccination  

2 Treatment of common disease like malaria, typhoid, dysentery and other  

3 Counselling  

4 Antenatal  

5 Postnatal  

6 Prenatal  

7 Provision of drugs  

8 Treatment of injuries  

9 Family planning      

10 Reproductive health  
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PART3: ECONOMIC FACTORS.     

26. What kind of crops are planted in Gujungu?    (Cash crops only)/ (Food crops only) (Both)   

27. Are you a laborer or a farm owner?             (irrigation work)/(Farmer)/(Both) 

28. What kind of crops do you cultivate? 

………………………………………………………………………………………………

………………………………………………………………………………………………

…….................................................................................. 

29. How much can a bag of these crop(s) be sold for?  

(1000-5,000)/ (6,000-20,000)/ (21,000-40,000)/ (41,000-50,000)/ (51,000 above) 

30. How does your job affect your health?  

………………………………………………………………………………………………

………………………………………………………………………………………………

…………………………………………………………………………………… 

31. Does your income conveniently cover your hospital bills?         (Yes)/(No) 

32. Comment generally how the presence of the Gujungu market have affected the livelihood 

in the area. 

………………………………………………………………………………………………

………………………………………………………………………………………………

…………………………………………………………………………………                                                           

PART 4: HEALTH PROMOTION. 

Questions 33and 34 are directed to students only (secondary school students only) 

33. Which of these promotion activities carried out in your school such as? 

(Vaccination)/ (Health talks)/ (Programs with the ministry of health and other structures)/ 

(Health clubs)/ (Others specify 

………………………………………………………………….  

34. Are students taught reproductive health and sexual health in school?  

(Reproductive health only)/ (Sexual health only)/ (Both) 
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35. Who is responsible for making decisions for the health of the family? 

(Father)/ (Mother)/ (Children)/ (Others specify………………………………………  

PART 5: MENSTRUAL HYGIENE 

SECTION 1: Knowledge on menstrual Hygiene.  

36. Menstruation is a punishment that the devil gives to women? (True)/(False) 

37. Menstruation is a natural occurrence for women with child bearing age? (True)/(False) 

38. Menstruation is a disease (True)/(False) 

39. Every woman menstruates regardless of their age. (True)/(False) 

40. Women have different menstrual cycles (True)/(False) 

41. Indicate what materials you know is/are appropriate for use by girls/women during 

menstruation 

a. Old clothes 

b. Toilet tissue 

c. Disposable sanitary pads  

d. Reusable sanitary towels 

e. Tampons 

f. Sanitary cups 

g. Dry leaves 

 

SECTION 2: Attitude, Behavior and Practices on menstrual Hygiene.  

42. What materials do you use/advice to be used during menstrual period?   

(Sanitary pads)/ (Sanitary towels)/ (Tampons)/ (Sanitary cups)/ (Others 

specify…………..…… 

43. Are you aware of the menstrual cycle? (Yes)/ (No) 

44. If yes can you calculate and/or use it? (Yes)/ (No)  

45. Do you use/advice the use of locally made reusable sanitary towels? (Yes)/(No) 
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46. If your answer in question 43 above is yes, how do you manage or advice the management 

of these reusable sanitary towels? 

a. Use through the menstrual period and wash on the last day 

b. Wash after every two days 

c. Wash each time it is sucked dry and iron for reuse 

d. Wash each daily and dry in the room and reuse 

47. How do you dispose of/advice the disposal of these materials?  

(Throw in a pit toilet)/ (Throw in a dust bin)/ (Wash dry and iron)/ (throw in the river or 

bush) (others) 

specify………………………………………………………………………………………

……………….. 

48. Tick the appropriate self-management conduct during menstrual period?  

a. Take a bath at least twice a day                                                         

b. Use materials like pads, sanitary towels, tampons and others 

c. Change menstrual material at most every six hours 

d. Should not do house chores or exercise 

e. Should not go to public places or school   

 

SECTION 3: Perception on menstrual Hygiene.  

49. The type of material used during menstrual period is influenced by: 

a. Your level of income 

b. What your mother and elder sister use 

c. What is considered most hygienic 

d. What is easily available  

e. What your friends use 

 

50. How does the community treat women on their period?  
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a. (Normally as when not on their period)                                                       

b. (Treated differently by being exempted form activities such as sports, cooking, others)  

c. (Not allowed to leave the house and isolated) 

d. (Others specify 

…………………………………………………………………………………………

……………….  

51. Are people allowed to talk about menstruation in public?                                    (Yes)/ 

(No) 

52. Are there myths or ancient stories on menstruation in your community?          (Yes)/ (No) 

53.  If the response to question 50 above is yes briefly identify and describe 

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………… 

54. In your opinion, how can the government support the promotion of menstrual hygiene in 

Gujungu……………………………………………………………………………………

………………………………………………………………………………………………

…………………………………………………………………………    

PART 6: HIV/AIDS 

SECTION 1: Knowledge on HIV/AIDS.  

55. Have you ever heard of HIV/AIDS?                  (Yes) (No)                            

56. If yes, how does one get HIV? ---------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------

----------------------- 

57. Do you think there is treatment for HIV?                  (Yes)/ (No) 

Explain……………………………………………………………………………………

……………………………………………………………………………………………

………………………………………………………………………………… 
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58. Do you think there is cure of HIV? Explain       (Yes)/ (No) 

Explain……………………………………………………………………………………

……………………………………………………………………………………………

………………………………………………………………………………….. 

59. How can you prevent yourself from getting HIV? 

……………………………………………………………………………………………

……………………………………………………………………………………………

…………………………………………………………………………………… 

SECTION 2: Attitude, Behavior and Practices on HIV/AIDS.  

60. Have you ever been tested?                                                       (Yes) (No) 

61. If yes, was it voluntary or coerced? (Tick the appropriate answer) voluntary/Coerced 

62. If no, Why? ………………………………………………………………………………. 

63. In the absence of a condom, what other safe sex alternatives to you use? 

...............................................................................................................................................

.................................................................................................................................. 

SECTION 3: Perception on HIV/AIDS. 

64. What are your beliefs (taboo, stigma, spiritual, myth) on HIV/AIDS?  

65. What do you think can be done to reduce HIV/AIDS by the community, and the 

government?..........................................................................................................................

........................................................................................................................................ 
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Appendix iii: Observation guide 

 

FIELD DAY OBSERVATION 

LOCATION………………………………………………………. 

DATE………………………………………………………………. 

 

SERVICE DELIVERY 

 Are there on going promotion services in the community? 

 What types of hospital staffs are present at the health centre? 

 The number of patients consulting at the health centre 

 The various units present at the health centre 

 Are the health workers friendly with the patients? 

 What is the average time a patient spends at the health centre? 

 

MENSTRUAL HYGIENE MANAGEMENT 

 Are there used pads found lying around in the environment? 

 Is the sunning of reusable sanitary pads visible? 

 Are toilets visible in the community? 

 Are there shops selling menstrual materials? 

HIV/AIDS 
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 Are condom sales points evident in the community? 

 Are used condom packs found lying around in the environment? 

 Are there posters carrying information on HIV/AIDS in the community? 
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Appendix iv: Interview Guides 

INTERVIEW GUIDE FOR BOTH TOLE AND GUJUNGU 

Interview Guide for In-charge Of Health Centre in Gujungu Jigawa State 

We are students of the Pan-African Institute for Development - West Africa (PAID-WA) 

Buea, on research visit to Tole Community to collect information that will support our school 

project titled “A BASELINE STUDY ON HIV/AIDS, MENSTRUAL 

HYGIENE AND HEALTH SERVICE DELIVERY: COMPARING TOLE 

(SOUTH WEST REGION, CAMEROON) AND GUJUNGU (JIGAWA 

STATE, NIGERIA) 

”. This is an academic which will also support other ongoing and future health promotion 

initiatives in Gujungu. 

The objective of this survey is to define the main constraints facing the staff of the primary 

healthcare centre in Gujungu. 

Main question  

 What are some of the health promotion activities currently going on or that have been 

carried out in the community? 

 What are the major challenges in delivering the health promotion activity? 

 Kindly propose ways the government, NGOs and the community can address these 

challenges? 
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Interview Guide for In-charge Of the Health Centre in Tole 

We are students of the Pan-African Institute for Development - West Africa (PAID-WA) 

Buea, on research visit to Tole Community to collect information that will support our school 

project titled “A BASELINE STUDY ON HIV/AIDS, MENSTRUAL 

HYGIENE AND HEALTH SERVICE DELIVERY: COMPARING TOLE 

(SOUTH WEST REGION, CAMEROON) AND GUJUNGU (JIGAWA 

STATE, NIGERIA)”. This is an academic which will also support other ongoing and 

future health promotion initiatives in Tole. 

The objective of this survey is to define the main constraints facing the staff of the primary 

healthcare centre in Tole. 

Main question  

 What are some of the health promotion activities currently going on or that have been 

carried out in the community? 

 What are the major challenges in delivering the health promotion activity? 

 Kindly propose ways the government, NGOs and the community can address these 

challenges? 
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Appendix V: Focus Group Discussion Guides 

FOCUS GROUP DISCUSSION GUIDE ON MENSTRUAL HYGIENE 

MANAGEMENT 

We are students of the Pan-African Institute for Development - West Africa (PAID-WA) 

Buea, on research visit to Tole Community to collect information that will support our school 

project titled “A BASELINE STUDY ON HIV/AIDS, MENSTRUAL 

HYGIENE AND HEALTH SERVICE DELIVERY: COMPARING TOLE 

(SOUTH WEST REGION, CAMEROON) AND GUJUNGU (JIGAWA 

STATE, NIGERIA)”. This is an academic which will also support other ongoing and 

future health promotion initiatives in Gujungu. 

The objective of this survey is to explore the knowledge, attitude, practices and perception of 

secondary school students, women and men of the target population in Gujungu on menstrual 

hygiene. 

For secondary school students, women and men  

 What do you understand by menstruation? 

 How do you manage menstruation? 

 How would you react seeing a woman who is stained? 

Focus Group Discussion Guide on Menstrual Hygiene Management 

We are students of the Pan-African Institute for Development - West Africa (PAID-WA) 

Buea, on research visit to Tole Community to collect information that will support our school 

project titled “A BASELINE STUDY ON HIV/AIDS, MENSTRUAL 

HYGIENE AND HEALTH SERVICE DELIVERY: COMPARING TOLE 

(SOUTH WEST REGION, CAMEROON) AND GUJUNGU (JIGAWA 

STATE, NIGERIA)”. This is an academic which will also support other ongoing and 

future health promotion initiatives in Tole. 

The objective of this survey is to explore the knowledge, attitude, practices and perception of 

secondary school students, women and men of the target population in Tole on menstrual 

hygiene. 
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For secondary school students, women and men  

 What do you understand by menstruation? 

 How do you manage menstruation? 

 How would you react seeing a woman who is stained? 

 

FOCUS GROUP DISCUSSION GUIDE ON HIV/AIDS 

We are students of the Pan-African Institute for Development - West Africa (PAID-WA) 

Buea, on research visit to Tole Community to collect information that will support our school 

project titled “A BASELINE STUDY ON HIV/AIDS, MENSTRUAL 

HYGIENE AND HEALTH SERVICE DELIVERY: COMPARING TOLE 

(SOUTH WEST REGION, CAMEROON) AND GUJUNGU (JIGAWA 

STATE, NIGERIA)”. This is an academic which will also support other ongoing and 

future health promotion initiatives in Tole. 

The objective of this survey is to explore the knowledge, attitude, practices and perception of 

secondary school students, women and men of the target population in Tole on HIV/AIDS. 

For secondary school students, women and men  

 What do you understand by HIV? AIDs  

 What will you do to protect yourself from getting infected with HIV? 

 How will you behave towards or treat a friend, family member or neighbor who has HIV? 

 

Focus Group Discussion Guide on HIV/AIDS 

We are students of the Pan-African Institute for Development - West Africa (PAID-WA) 

Buea, on research visit to Tole Community to collect information that will support our school 

project titled “A BASELINE STUDY ON HIV/AIDS, MENSTRUAL 

HYGIENE AND HEALTH SERVICE DELIVERY: COMPARING TOLE 
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(SOUTH WEST REGION, CAMEROON) AND GUJUNGU (JIGAWA 

STATE, NIGERIA)This is an academic which will also support other ongoing and future 

health promotion initiatives in Gujungu. 

The objective of this survey is to explore the knowledge, attitude, practices and perception of 

secondary school students, women and men of the target population in Gujungu on 

HIV/AIDS. 

For secondary school students, women and men  

 What do you understand by HIV? AIDs  

 What will you do to protect yourself from getting infected with HIV? 

 How will you behave towards or treat a friend, family member or neighbor who has HIV 

 

FOCUS GROUP DISCUSSION GUIDE ON HEALTH SERVICE DELIVERY 

We are students of the Pan-African Institute for Development - West Africa (PAID-WA) 

Buea, on research visit to Tole Community to collect information that will support our school 

project titled “A BASELINE STUDY ON HIV/AIDS, MENSTRUAL 

HYGIENE AND HEALTH SERVICE DELIVERY: COMPARING TOLE 

(SOUTH WEST REGION, CAMEROON) AND GUJUNGU (JIGAWA 

STATE, NIGERIA)”. This is an academic which will also support other ongoing and 

future health promotion initiatives in Gujungu. 

 Why will you use or not use the health centre in Tole? 

 What can be done to better the health centre and the services they offer? 
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Appendix VI: Consent Forms. 

For healthcare workers and other persons in the community 

Introduction  

My name is .......................................…, a student of the Pan-African Institute for 

Development West Africa (PAID-WA) Buea. I am collecting information from healthcare 

workers and other personalities in Tole which is part of our school project titled “A 

BASELINE STUDY ON HIV/AIDS, MENSTRUAL HYGIENE AND 

HEALTH SERVICE DELIVERY: COMPARING TOLE (SOUTH WEST 

REGION, CAMEROON) AND GUJUNGU (JIGAWA STATE, 

NIGERIA)” 

This survey has been approved by the Regional delegation of Public Health for the South 

West Region, the Chief of Tole and the Head of the Tole Health Center.  

I humbly seek you effective participation and I will gladly answer questions on aspects you 

need further clarification. 

Purpose of the study 

To conduct a baseline study of socio-economic status visa vie Health services/facilities 

utilization, HIV/AIDS and menstrual hygiene management (15-35) in Tole. Secondly to 

explore the knowledge, attitudes, practices, behavior and perceptions of the youths (15 to 35) 

of Tole on menstrual hygiene and HIV/AIDS. Lastly, to define the main constraints facing the 

staff of the primary healthcare center. 

Participant selection  

Your participation is completely voluntary and we will be grateful share your knowledge and 

practices on menstrual hygiene, HIV/AIDS and use of the health center in your community. 

Incentives  
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There are no incentives or payments involved in taking part in the research. 

Potential risk. 

There is no risk involved in participating in this study. 

Confidentiality  

All personal information (names, date of birth, etc) relating to the respondents in this survey 

will not be collected nor published and/or shared with a third party. 

As a leader, you have the privilege to see the findings before they are published. 

Do you agree to be interviewed or take part in the discussions?  

Part 2: certificate of consent 

The above mentioned information has been read to me. I have had the opportunity to ask 

questions about the research that have been answered to my satisfaction. I consent voluntarily 

to be a participant in the research. 

Name of participant (optional): 

…………………………………………………………………………………………………

………….. 

Signature of participant 

…………………………………………………………………………………………………

………………………… 

Date 

…………………………………………………………………………………………………

………………………………………………………. 
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Statement by the Respondent. 

I have accurately read out the information sheet to the potential participant and to the best of 

my ability made sure that the participant understands what will be done. 

I confirm that the participant was given the opportunity to ask questions about the survey and 

all the questions were answered correctly and to the best of my ability. I confirm that the 

individual has not been coerced into giving consent, and the consent has been voluntarily 

given. 

A copy of this form has been given to the participant. 

Name of researcher 

…………………………………………………………………………………………………

……………………………… 

Signature of researcher 

…………………………………………………………………………………………………

………………………… 

Date 

…………………………………………………………………………………………………

………………………………………………………. 
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Appendix VII: Assent Form 

ASSENT FORM 

 

We are students of the Pan-African Institute for Development - West Africa (PAID-WA) 

Buea, on research visit to Tole Community to collect information that will support our school 

project titled “A BASELINE STUDY ON HIV/AIDS, MENSTRUAL 

HYGIENE AND HEALTH SERVICE DELIVERY: COMPARING TOLE 

(SOUTH WEST REGION, CAMEROON) AND GUJUNGU (JIGAWA 

STATE, NIGERIA) ”. This is an academic project which will also support other ongoing 

and future health promotion initiatives in Tole. 

 

Researcher……………………………………………………………………………………. 

Location: 

…………………………………………………………………………………………………

………………………………. 

We are doing a research study about menstrual hygiene, HIV/AIDS and health service 

delivery.  A research study is a way to learn more about people. If you decide that you want to 

be part of this study, you will be asked to answer questions related to menstrual hygiene, 

HIV/AIDS and health service delivery which will take about 5 minutes of your time.   

There are some things about this study you should know. There are questions that involve 

sexual health. 

When we are finished with this study we will write a report about what was learned.  This 

report will not include your name or that you were in the study. 

You do not have to be in this study if you do not want to be.  If you decide to stop after we 

begin, that’s okay too.  Your parents know about the study too. 

If you decide you want to be in this study, please sign your name. 
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I, _________________________________, want to be in this research study. 

___________________________________  

(Sign your name here)                                                         (Date) 
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Appendix VIII: Letters of Approval 

LETTER OF INTRODUCTION FROM THE DEAN OF STUDIES 
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LETTER OF APPROVAL FROM THE REGIONAL DELEGATION OF PUBLIC HEALTH 

BUEA, CAMEROON FOR AYUK BERTILLE 
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LETTER OF APPROVAL FROM THE REGIONAL DELEGATION OF PUBLIC HEALTH 

BUEA, CAMEROON FOR ELONG CARINE 
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LETTER OF APPROVAL FROM THE REGIONAL DELEGATION OF PUBLIC HEALTH 

BUEA, CAMEROON FOR FORKOM KEHBILA 
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APPROVAL FROM THE CHIEF OF TOLE 
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APPROVAL FROM THE CHIEF OF CENTRE AT THE TOLE HEALTH CENTRE. 

 

 


