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The worldwide HIV/AIDS epidemic disproportionately affects sub-Saharan Africa, where nearly

two-thirds of the world’s HIV-infected people live. As of December 2005, women accounted for

nearly half of all adults living with HIV worldwide and for 57% in sub-Saharan Africa (1). An esti-

mated 3.2 million Africans became infected in 2005 alone, with people aged 15 to 24 accounting for

half of new infections worldwide.

Since the first AIDS case was reported in Nigeria in 1986, the HIV prevalence has grown exponen-

tially from 1.8% in 1991 to 5.8% a decade later. The most recent survey, in 2003, showed a slight but

uncertain dip to about 5.0%. HIV is most widespread among adults aged 20 to 24 years, with an average

national prevalence of approximately 5.6% in 2003 (2). The significance of these high rates at lower age

groups is that people are becoming increasingly exposed to HIV at much younger ages. The surveillance

data also reveal that marriage is a risk factor, with 96.6% of HIV-positive women in Nigeria married.

The HIV epidemic in Nigeria has moved from the nascent stage, in which prevalence is less than 5%

in all subpopulations, through the concentrated stage, in which prevalence is more than 5% in high-

risk populations, to the generalized stage, in which prevalence is greater than 5% among women

attending antenatal clinics. Even though HIV is now widespread in Nigeria, evidence strongly suggests
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While HIV epidemics follow diverse courses in different countries, they share common threads with

regard to the principal transmission modes and distribution patterns, which help account for the rapid

spread of the virus globally since the early 1980s (8). Population subgroups with similar behavior patterns

should be exposed to similar risk. But because the socioeconomic context, underlying vulnerabilities, pol-

icy, and legal frameworks differ, “high-risk groups” vary from one geographic area to the other. In Nigeria,

high-risk groups include FSWs, long-distance truck drivers, commercial motorcyclists, military person-

nel, police officers, migrant and mobile populations, prisoners, men who have sex with men, and injection

drug users. It is important to note, too, that high-risk groups transmit the virus to the general population

through their interaction with other population subgroups, known as bridge populations, which in

Nigeria include the clients of sex workers and the sexual partners of people in high-risk groups.

High-risk groups engage in risky behaviors such as unsafe sex, commercial sex, injection drug use with

contaminated needles, and substance abuse, which beclouds judgment about unprotected sex. For interven-

tions to be effective, their designers much clearly understand the factors that drive people to risky behaviors.

FACTORS CONTRIBUTING TO HIV/AIDS
SUSCEPTIBILIT Y, VULNER ABILIT Y, AND RISK

Many complex and interrelated factors influence people’s susceptibility, vulnerability, and risk to HIV.

These factors can be classified as biological, sociocultural, gender based, and economic.

Biological Factors
Women are likely more susceptible than men to contract HIV in any given heterosexual encounter because

of several naturally occurring biologic factors: the greater area of mucous membrane exposed during sex in

women than in men; the greater quantity of fluids transferred from men to women; the higher viral content

of male sexual fluids; and the micro tears that can occur in vaginal or rectal tissue from sexual penetration.

Young women may be especially susceptible to infection (9). Other cofactors—including the presence of

sexually transmitted infections (STIs), especially ulcerative ones such as chancroid, syphilis, and herpes—

increase women’s vulnerability. While it is relatively easy to diagnose and treat STIs in men, most STIs are

asymptomatic in women, and the women may not realize they need treatment. This situation impedes

early detection and timely treatment of STIs in women, thus increasing their chances of contracting HIV.

Sociocultural Factors
Sociocultural practices, which differ in many parts of the country, influence behavior and affect access

to information, education, counseling, and treatment. In addition, some cultural norms relegate women

to a lower social status, thus limiting their access to education, information, employment, training,

resources, and the freedom to make choices about their own sexuality. Women, particularly young

women, are constrained by prevalent norms that allow them minimal opportunity to negotiate for

consensual and safe sex. This lack of control over their own sexuality heightens their risk of HIV
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that regardless of the stage of the epidemic, the most efficient method to reduce the spread of HIV in the

general population is to reduce its transmission among high-risk groups. It is therefore crucial to continue

strong HIV interventions targeted at high-risk and bridge populations. The increasing prevalence of HIV

among sex workers in Nigeria has been well documented, as evidenced in the national prevalence of HIV

among female sex workers (FSWs), which rose from 17.5% in 1991 to 22.5% in 1993 to 36.5% in 1995 (3,4).

The major mode of transmission of HIV in Nigeria is through unsafe sexual intercourse—mainly het-

erosexual, though anecdotal evidence suggests that the homosexual route is increasing—and, to a less-

er extent, through unsafe blood transfusions, unsafe injections, and mother-to-child transmission. The

epidemic is being driven by ignorance, fear, stigma, poverty, the low status of women, and sociocultural

practices that include high-risk sexual behavior. In developing interventions, policy makers and pro-

gram designers must take into account the deep-seated, complex factors that fuel the epidemic in terms

of what makes people vulnerable and places them at higher risk for contracting HIV.

VULNER ABILIT Y AND RISK

Program designers need to understand such terms as “susceptibility,” “vulnerability, and “risk” when

developing interventions for vulnerable and high-risk groups.

Susceptibility
“Susceptibility” includes those features of a society that make it more or less likely that an infectious

disease will attain epidemic proportions (5). Within the context of HIV/AIDS, women have a biologic

vulnerability that makes them more susceptible to contracting HIV than men.

Vulnerability
“Vulnerability” describes those features of a society, social or economic institution, or process that affect

the likelihood that excess morbidity and mortality associated with disease will have a negative impact

(5). These are beyond the natural factors associated with susceptibility. Poverty, fragmented social

issues, and gender inequality all exacerbate vulnerability. These deep-rooted factors weaken people’s

ability to cope with the impact of AIDS. Addressing vulnerabilities therefore requires long-term, sus-

tainable strategic solutions linked to the development process.

In the context of HIV/AIDS, vulnerability means having little or no control over one’s risk of acquiring

HIV infection or—for those already infected with or affected by HIV—little or no access to appropriate

care and support. Vulnerability has been identified as a major determinant of the spread of HIV (6). Women,

children, adolescents, and young adults are considered more vulnerable to HIV/AIDS than older men.

Risk
“Risk” refers to the probability of contracting HIV; it is not a moral judgment on behavior. People at high-

est risk of transmitting or becoming infected with the virus are known as “high-risk core transmitters” (7).
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left without any assets or prevented from using their property. The denial of these basic human rights

increases women’s and girls’ vulnerability to sexual exploitation and abuse—and consequently to HIV.

Women’s low socioeconomic status—marked by low income levels, poverty, limited education, and

subordination, especially in sexual decision-making—exposes them to a greater risk of HIV infection.

The situation is compounded by unhealthy traditional practices such as wife inheritance and wife

cleansing, which increase the risk of HIV transmission. Women are frequently blamed for the spread of

HIV. They may be barred from inheriting property, dispossessed, and stigmatized.

Economic Factors
It is well established that poverty helps drives the HIV epidemic. Poverty also affects access to good pre-

ventive services, care, and treatment. HIV/AIDS sustains the vicious cycle, as the epidemic continues to

reverse the gains of productivity and development, widens the gap between the rich and the poor, and

undermines economic security.

The poor economic backgrounds of women heighten their vulnerability. Poor people are more prone

to transactional sex and are more likely to become involved or be coerced into unprotected intercourse.

Children, especially girls, may be removed from school to reduce expenses and increase the household

labor capacity. Widowed and deserted women may have to resort to providing sexual favors to survive.

WHO ARE NIGERIA’S VULNER ABLE AND HIGH-RISK GROUPS?

Vulnerable and high-risk populations vary from place to place and depend on the prevalent behavior

patterns and sociocultural context. In Nigeria, vulnerable groups include women, youth, and orphans.

High-risk groups include sex workers, truck drivers, military personnel, prisoners, migrant workers and

other mobile people, men who have sex with men, and injection drug users. Other subgroups, of course,

could emerge and be classified as high risk. Each subpopulation has its own epidemiology, context,

issues relating to vulnerability and risks, and challenges in terms of being reached with interventions.

Women
The number of women living with HIV/AIDS has been increasing steadily worldwide, and Nigeria is no

exception. Women should not, of course, be treated as a homogeneous group. They may be poor or rich,

young or old, educated or uneducated, in purdah or not—and each group has different needs requiring spe-

cific targeted interventions. Both the low status of women and the other gender issues that place them at risk

complicate the picture. Thus, more women-specific and comprehensive interventions are needed to respond

to the causes of women’s vulnerabilities and risk. Components to address include sexuality, family, culture,

empowerment, self-esteem, negotiating skills, violence, and interventions in various community settings.

The burden of caring for AIDS orphans usually falls on women, creating extra demands on their

time and resources, especially in poor families. Efforts to alleviate these consequences especially for

women are also necessary.
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infection. They tend to have difficulty introducing condoms into a relationship, particularly with their

husbands, for fear of evoking displeasure or anger. Other cultural practices that expose women to HIV

include wife inheritance, traditional wife sharing, polygamy, and multiple sex partnering by their men.

Early and forced marriages of young girls and intergenerational sex similarly put women at greater risk

of contracting HIV. Some of these practices are changing, though.

Many societies, including those in Nigeria, maintain a culture of silence around sexual matters. These

sociocultural norms prevent parents from discussing sexually related issues with their children.

Furthermore, schools are constrained on the grounds of morals, culture, and religion. Yet studies have

found that many young people in Nigeria are sexually active from the age of 13.8 years; in urban areas 32%

of women and 57% of men aged 12 to 24 who are sexually active have had two or more partners. The 1992

National Demographic and Health Survey showed that nationally 63% of young people have engaged in

unprotected sex by age 19. Reducing HIV infection rates in Nigeria will require a deeper understanding of

how these sociocultural practices facilitate HIV transmission and affect prevention efforts (10).

Gender-Based Factors
The gender dimensions of HIV/AIDS have become all too obvious. Gender roles and relations have a sig-

nificant influence on the course and impact of the HIV/AIDS epidemic throughout the world, especially

Africa. Women are particularly vulnerable to HIV infection because of the interrelationships among

complex biological, cultural, and socioeconomic factors. The gender imbalance of infections appears

greatest among Africa’s young women, as those between the ages of 15 and 24 are at least three times

more likely to be infected than young men (11). A number of studies have found that male-to-female

transmission during sex is about twice as likely to occur as female-to-male transmission, if no other sex-

ually transmitted infections are present (11).

Several reasons are responsible for the feminization of the epidemic. First, as the UNAIDS 2004 report

shows, marriage and other long-term monogamous relationships do not protect women from HIV (11). In

fact, marriage seems to increases women’s risk, as married females have higher HIV infection levels than

non-married sexually active females of the same age. Studies in Cambodia have found that 13% of urban

and 10% of rural men reported having sex with both sex workers and their wives or steady girlfriends (11).

Yet only 1% of married women used condoms during their last sexual intercourse with their husbands.

Second, according to a World Health Organization report in 2002, one in five women report sexual

violence by an intimate partner. The abrasion caused by forced vaginal or anal penetration increases the

risk of HIV transmission (12).

Third, women shoulder a disproportionate burden of care for the family. While women and girls are

expected to provide care and support, men are not required to conform to such behavior. In some

instances, young girls are more likely than young boys to withdraw from school to care for ill relatives. This

increases their vulnerability to HIV. When people become ill, women and girls may face gender-related

issues of access and entitlement to health care and support. Ultimately, when partners die, women may be
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reported that knowledge of HIV prevention methods was low among FSWs, and consistent condom use

varied from 24% in Jigawa to 89% in Lagos. FSWs also had a low uptake of HIV testing; only 24%

reported having had an HIV test and learning the result (15).

The low economic status of FSWs heightens their vulnerability as they engage in unprotected sex. At

other times they may be raped or coerced into violent sex; dry sex, with its consequent abrasion and bleeding,

increases their risk of contracting HIV. They are disadvantaged by a lack of self-esteem and adequate negoti-

ation skills, which compromises their ability to manage the situation and to seek legal action (16–21). In addi-

tion, FSWs face constant sexual harassment and abuse from law enforcement agents such as police officers.

They may be forced to have sex without condoms, sometimes at gunpoint, and their money and valuables may

be seized. Their impoverishment makes quitting sex work difficult.

FSWs have clients from all walks of life, from artisans, to motorcyclists, military personnel, business-

men, civil servants, and politicians. These clients may contract HIV from commercial sex, then transmit

the virus to their partners in the general population. FSWs also have “boyfriends” with whom they may

feel obliged to have sexual intercourse without condoms. These factors militate against HIV/AIDS control.

The illegality of sex work makes legal protection of sex workers impracticable and HIV interventions for

them difficult. The daunting challenges contribute to the vulnerability, risk, and rising trend of infection

among FSWs. Yet targeting interventions to FSWs remains an effective way to reduce the spread of HIV.

Long-Distance Truck Drivers and Commercial Motorcyclists
Long-distance truck drivers in Africa, India, and Thailand have been found to participate in vigorous sex-

ual cultures at roadside settlements and border crossings whose transient residents include poor, often

young, women from rural areas. Many of these truckers have multiple sexual partners, and they spread

HIV widely through the rural byways. Although long-distance truck drivers have long been implicated in

the spread of HIV, the number of published reports on their sexual practices is limited (22). A behavioral

surveillance survey conducted in Nigeria in 2000 reported that only 23.6% had knowledge of HIV preven-

tion methods, only 26% consistently used condoms with non-regular partners, and only 13% had ever been

tested for HIV (15). Commercial motorcyclists, who tend to be much younger, have access to disposable

income, which they often use to engage in high-risk sexual behavior.

Military Personnel and Police Officers
Several aspects of the military environment contribute to their high risk of HIV infection, such as their age

group (15 to 24 years old); a professional ethos that excuses risk-taking; and lengthy periods away from

home, which can result in their purchasing sex to relieve loneliness (23). In concert, these factors place

military and police personnel at high risk for contracting STIs, including HIV. In particular, police have

been reported to engage in unsafe sexual behaviors with sex workers or casual contacts. This high-risk

subgroup is easier to reach with interventions than others because of the military tradition of discipline.

A knowledge, attitudes, and sexual behavior survey conducted among the Nigerian Armed Forces in

2002 showed Nigerian military personnel are more aware of HIV/AIDS than the general population (24). At
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Young People
Half of all people newly infected with HIV worldwide are young people, with more than 10 million 15-

to 24-year-olds now living with HIV/AIDS (11). In sub-Saharan Africa, more than 60% of all new infec-

tions are among youth. Young people are not a homogenous group, of course, and they can be categorized

in many ways, such as by gender, school status, and marital status. Such classifications help us under-

stand what makes them vulnerable, why they engage in high-risk behaviors, and what kinds of interven-

tions are appropriate.

In-school youth include those in primary, secondary, and tertiary schools. They are usually literate,

and because they attend school, they tend to be easier to reach with prevention interventions, including

integration of HIV/AIDS into school curricula. The prevention programs of most schools focus on absti-

nence even though some students are already sexually active. Program designers face difficulty in

including condoms in their prevention initiatives as a result of religious and parental pressures.

Out-of-school youth include street children and hawkers, unemployed youths, artisans, and unskilled

laborers. They are often engaged in some economic activity that provides them with access to dispos-

able income, which in turn allows them to engage in risky behaviors such as unsafe sex.

Nongovernmental organizations (NGOs) sometimes find it challenging to reach these youth and must

develop innovative ways to reach them.

As young people become sexually active, many lack the necessary information and skills needed to pro-

tect themselves from contracting HIV. In addition, economic issues make many—especially girls—engage

in transactional sex; others are pressured into sex in exchange for good grades or money for fees or clothes.

Female Sex Workers
In many societies, sex work is illegal, resulting in clandestine practices. Nigeria is no exception, with a

constitution that is silent on sex work. As a result, sex workers, brothel operators, implementing part-

ners, and even policy makers are uncertain of the legal status of sex work. Nigeria is guided by two legal

frameworks: the Penal Code, which operates in northern Nigeria, and the Criminal Code, which oper-

ates in southern Nigeria. Both codes criminalize sex work and therefore hinder advocacy efforts on

behalf of sex workers’ rights. The recent adoption of the Moslem Sharia law in some northern parts of

the country has resulted in sex work going underground or relocating to other, more conducive envi-

ronments, making it more difficult to reach FSWs with interventions.

FSWs in Nigeria are characteristically poor, marginalized, and stigmatized. They lack both formal educa-

tion and empowerment. Frequency of sex with multiple partners and a high burden of STIs place them at

high risk of HIV infection. They often engage in unprotected sex and other risky behaviors, such as sub-

stance abuse.

Surveys have consistently shown a high and rising HIV prevalence among sex workers, who are said

to be the major reservoir of HIV infection. In some states, such as Lagos, the rates have increased from

2% in 1988–1989 to 12% in 1990–1991 to a whopping 70% by 1995–1996 (13). In Jos, a 52% infection rate

has been recorded among brothel-based FSWs (14). A behavioral surveillance survey conducted in 2000
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HIV transmission results from high-risk factors such as unprotected sex, STIs, and non-condom use

during anal sex with a non-regular partner. The use of alcohol and illicit drugs continues to be prevalent

among some men who have sex with men (MSM) and is linked to risk for HIV and other STIs. The stig-

ma associated with homosexuality makes reaching MSM difficult. It is therefore important that efforts

be made to break all barriers so they can be offered AIDS education, preventive services, and HIV care.

Injection Drug Users
Using or sharing unsterile needles when injecting heroin, cocaine, or other drugs leaves people vulnera-

ble to contracting or transmitting HIV. Another way people may be at risk for contracting HIV is simply

by using drugs of abuse, as research has shown that drug and alcohol use can impair judgment and

increase the likelihood of engaging in unplanned and unprotected sex (26). Although research has been

scanty on the HIV prevalence among drug users in Nigeria, anecdotal data suggest that it is on the rise

as more Nigerians are involved in drug use, including alcohol (27,28).

HIV/AIDS POLICIES AND INTERVENTIONS TARGETED AT
VULNER ABLE AND HIGH-RISK GROUPS

Policies
On the whole, the policy environment for HIV control activities in Nigeria is positive, with a high political

commitment by President Olusegun Obasanjo. The implementation of HIV/AIDS control measures in Nigeria

is guided by a number of instruments, including the HIV/AIDS Emergency Action Plan (HEAP) (29), the

National Policy on HIV/AIDS (3), and the National HIV/AIDS Strategic Framework, launched in 2005 (30).

These frameworks all recognize the need to prioritize targeted interventions for vulnerable and high-risk

groups. One stated objective of HEAP is “to promote behavior change in both low and high-risk populations.”

Among its behavior change communication (BCC) strategies, the National HIV/AIDS Strategic Framework

recommends that advocacy to brothel owners be increased, long-distance truck drivers be engaged in BCC,

and mobile communication units be used at hotspots, in junction towns, and among military personnel.

Interventions
The National Action Committee on AIDS was established to coordinate the country’s multisectoral

response to HIV/AIDS. Interventions targeted at vulnerable and high-risk groups are therefore implement-

ed by government agencies in collaboration with development partners, civil society organizations, and

people living with HIV/AIDS. Even though several interventions are ongoing, the response is still inade-

quate. A 2005 World Bank report states that the failure to reach people with the highest risk behaviors has

likely reduced the efficiency and impact of assistance (31). The government, international donors agencies,

and development partners have supported numerous programs whose strategies for working with vulner-

able and high-risk groups include prevention, care, support, treatment, and impact mitigation.
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the same time, however, many of those same personnel have a poor understanding of HIV and other STIs,

underestimate their own risk of contracting HIV, and find themselves in professional and personal situa-

tions that lead to behavior that places them at risk of contracting STIs, including HIV. Almost half of the

respondents who participated in the various peacekeeping operations admitted having sexual partners dur-

ing the period away. Furthermore, only half the respondents claimed to use condoms regularly with their

non-regular partners. And only 40% of the respondents had been tested for HIV. The fact that military per-

sonnel live with and interact freely with the civilian population suggests that they may serve as a potential

core transmission group of HIV to the larger population.

Prisoners
Prisoners are at exceptional risk for infection with HIV because of both the connection between injec-

tion drug use and incarceration and the not-uncommon practice of unprotected intercourse, both con-

sensual and forced, between male inmates. Other high-risk behaviors during incarceration include the

sharing of needles and shaving appliances.

Prisoners are difficult to reach with critical health information, which exacerbates their vulnerability to

HIV. There are several controversial issues about prison inmates and HIV/AIDS. Policy does not allow con-

dom distribution to inmates. A recent survey showed that inmates tend to have a poor knowledge of HIV/

AIDS, to engage in high-risk behavior, and to have a low uptake of voluntary counseling and testing (VCT)

services. The survey further revealed a seroprevalence of 8.82% among prison inmates (25).

Migrant and Mobile Populations
Seasonal workers, including rural farmers, are often away from home for long periods of time, and the

social disruption and loneliness resulting from their migration is associated with a higher incidence of

casual sexual partners. While away from home, loneliness and stress drive many of these migratory

laborers to frequent FSWs. Sexual contact between migrant men and FSWs has helped spread the virus,

which advances over an even wider geographic area when the migrants return home to visit their fami-

lies. Conversely, women whose partners are migratory workers may resort to commercial sex work for

economic survival while their partners are absent.

Migration of other workers —including civil servants, business executives, bankers, salesmen, and

politicians — both within and between states also poses a major risk factor, as they often engage in

unprotected sex away from home. At the same time, the workplace provides an ideal organized setting

to reach these workers with behavior change communication programs.

Men Who Have Sex With Men
Homosexuality is not prominent in Nigeria, possibly because male-to-male sex is highly stigmatized; in

some cultures it is either a taboo or legally prohibited. Same-sex contacts are becoming increasingly

practiced, however, and those who engage in them are becoming more open about it.
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• Motor park projects. Through peer educators, these programs provide HIV/AIDS education, BCC

strategies, condom distribution, STI prevention, and VCT at various motor parks.
• Junction town projects. These projects target long-distance truck drivers, the FSWs they patron-

ize, and vulnerable street hawkers at junction towns with HIV education, condom promotion, and

VCT.
• Sex work projects. These programs — both brothel and non-brothel based — include interven-

tions targeted at FSWs, their partners and clients, and brothel managers. Among the initiatives are

HIV/AIDS education and prevention programs, condom marketing, the training of peer educators,

and the empowerment of sex workers through vocational training.
• The Armed Forces Program on AIDS Control. AFPAC has been at the forefront of the national

battle against HIV/AIDS with expanded prevention and education programs, condom promotion

and distribution, provision of VCT services, and widespread training for its personnel. In addition,

AFPAC has begun providing treatment to personnel.
• The Prison Program. This program, in collaboration with a local NGO — the Life Link

Organization (LLO)—focuses on four main target groups: prison personnel, prison inmates, mem-

bers of the prison officers’ wives association, and young people within the prison barracks. The

prevention strategy includes HIV/AIDS education; seminars and workshops on HIV/AIDS; and IEC

materials, such as posters, handbills, booklets, flip charts, stickers, T-shirts, and face caps. In addi-

tion, LLO provides prison inmates with palliative drugs, needles, syringes, shaving instruments,

and food supplements. HIV testing services are limited, however, and almost no provision has been

made for the care, support, and treatment of infected people. A support group of people living with

HIV/AIDS has also been established within the sector.

SUCCESS STORIES

A number of NGOs have achieved remarkable results. Two in particular—the Society of Women Against

AIDS in Africa, Nigeria (SWAAN) and the Society of Family Health—merit showcasing.

Society of Women Against AIDS in Africa, Nigeria
With support from the AIDS Prevention Initiative in Nigeria (APIN) and the Bill & Melinda Gates

Foundation, SWAAN implemented a project whose goal was to reduce HIV transmission by promoting

safer sexual practices among FSWs. The project also targeted clients and brothel owners and managers.

The project employed a broad range of strategies, including prevention, care and support, and impact

mitigation. Specific prevention activities included provision of basic information and education on HIV/

AIDS. The behavior change strategies included development and distribution of IEC materials, condom

promotion, and social marketing of condoms. The emphasis on building capacity by training peer educa-

tors resulted in increased knowledge and consistent condom use among sex workers. Sex workers were

also counseled and referred to the APIN center in the Jos University Teaching Hospital for HIV testing
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Prevention

As UNAIDS pointed out in its 2004 report, prevention is the mainstay of the response to AIDS (11).

Interventions targeting vulnerable and high-risk groups resemble those targeting the general population:
• Efforts to raise awareness, which includes sensitization and mobilization of the subgroups through

outreach activities and rallies;
• The development and distribution of information, education, and communication (IEC) materials,

such as leaflets, posters, and face caps;
• The use of mass media through print and broadcast outlets;
• The employment of BCC strategies, including use of peer educators and condom distribution;
• VCT at the community level, with people referred to testing centers or mobile units; and
• The use of peer educators.

Unfortunately, prevention efforts have been neither comprehensive enough nor implemented at a scale

large enough to make a meaningful impact. Condom use has not gained widespread acceptance and VCT is

not used enough.

Care, Support, and Treatment

Some programs integrate care and support into prevention efforts or make referrals. This has been

largely inadequate, however, as the fact that treatments help to improve uptake of prevention efforts is

not maximized.

Impact Mitigation

The links between poverty and HIV/AIDS are well known, with poverty contributing to the increasing

vulnerability of certain individuals, especially women and girls. The Nigerian government has launched

initiatives aimed at alleviating poverty in the general population. These efforts include the National

Poverty Alleviation Program, the National Economic Empowerment and Development Strategy, and the

New Partnership for African Development. The Federal Ministry for Women’s Affairs and Social

Development also has a program for orphans and vulnerable children that is part of the federal govern-

ment’s impact mitigation strategies.

NGOs have supported vocational skills acquisition for vulnerable and high-risk groups. These are

inadequate, however, as the lack of economic empowerment could further increase the vulnerability of

the groups. Despite the merits of the poverty reduction strategies, linkages with HIV interventions

remain weak and require strengthening.

Specific programs include:
• School-based programs. These programs serve in-school and out-of-school youth in secondary

and tertiary institutions. They focus on such areas as HIV/AIDS education and prevention, use of

peer educators, integration of HIV/AIDS into the curriculum, training in life skills, and formation of

anti-AIDS youth clubs.
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CONCLUSION

Nigeria still faces a number of constraints and challenges in tackling the range of interventions needed

to help prevent HIV among vulnerable and high-risk groups:
• The legislation guiding sex work remains unclear, thereby constraining interventions targeted at

sex workers.
• The legal environment needs to be made to respond to the rights of vulnerable and high-risk

groups. This dilemma has grave implications for the control of HIV among these groups. For

instance, stigma-reduction strategies are ongoing, but their pace is slow. Policies to better promote

and support gender equality relating to HIV/AIDS issues have still not been addressed.
• FSWs have a high attrition rate, which makes it difficult to follow through and sustain initiatives.
• The cost of services is often prohibitive. Many of the high-risk and vulnerable groups cannot afford

prevention services such as HIV testing or condoms.
• Access to treatment for high-risk groups is limited, which could negatively affect other services.

Despite these challenges, targeting high-risk groups remains an effective way to reduce the spread of HIV

regardless of the stage of the epidemic. Designing appropriate targeted interventions requires an in-depth

understanding of the risk and vulnerabilities associated with various subgroups. HIV interventions need

an enabling environment to be successful, and efforts such as reducing stigmatization should be devoted to

providing such a conducive environment. To date targeted interventions have mainly focused on preven-

tion, yet for those interventions to work, treatment and poverty reduction strategies also need attention.
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and STI management. The project also included an advocacy component targeted at the police with an

aim to reducing harassment of FSWs.

The empowerment program includes vocational training, as FSWs acquire various skills in hairdress-

ing, catering, computer applications, tailoring, fashion design, knitting, tie-dye arts, and baking (32).

The challenge was to provide funds for the sex workers to set up their own trade.

The Society for Family Health
The Society for Family Health is implementing the MARC (most-at-risk-community) Programme, a

community-level, quasi-experimental demonstration involving 26 communities spread across Nigeria’s

six health zones. The program consists of six core interventions: edutainment for community residents;

participatory interpersonal communication for young persons and most-at-risk males; parent-child

communication initiatives for young people; peer activities for both young persons and FSWs; a massive

youth awareness program for young people; and access to services for all community residents.

Implementation took place at the same pace in all intervention communities from January 2003 to June

2004. MARCs were identifiable by a combination of poverty and high levels of transactional sex, includ-

ing multiple sexual partnering far higher than the national average.

LESSONS LEARNED

Those working in the HIV/AIDS field have learned a number of valuable lessons in working with vul-

nerable and high-risk groups:
• Political commitment and leadership at all levels are important ingredients for successful HIV

interventions.
• The root causes of poverty must be tackled. Linkages with poverty alleviation programs must be

strengthened, as HIV/AIDS interventions alone cannot address vulnerability issues adequately.
• Interventions targeted at vulnerable and high-risk groups must include prevention, care, support,

and treatment. Linkages should be encouraged when individual programs cannot provide services.
• The difficulty of reaching some high-risk groups calls for innovative approaches to programming.

Programs tailored and responsive to the needs of the groups are more effective than general

programs.
• The size and diversity of the Nigerian population have led to a fragmentation of efforts.

Coordination and additional resources will be required to scale up efforts and to make any mean-

ingful impact.
• Experience from the field has shown that faith plays a role in sex workers quitting the trade; sex

workers who leave or express an intention to leave tend to be those with strong religious back-

grounds.
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