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Abstract
To assessed the availability, accessibility, appropriateness and quality of ASRH services in Primary health care facilities in Plateau State,
Nigeria, a cross sectional study was conducted in 230 PHCs across the three senatorial zones of Plateau state. Primary data was obtained
through face to face interview with heads of facilities from December 2018 to May 2019 using an adapted questionnaire from WHO with
�ve domains ascertaining the extent that ASHR services were available and provided. The questionnaires were administered to the head of
the facilities. Very few PHCs in the state had space (1.3%) and equipment (12.2%) for ASRH services. The proportion of PHCs offering
counselling on sexuality was 11.3%, counselling on safe sex was 17%, counselling on contraception was 11.3%, and management of gender
based violence was 3%. Most facilities were not operating at convenient time for adolescents. Only 2.6% PHCs had posters targeted at ASRH
and just 7% of the PHCs had staff trained on ASRH. It was concluded that majority of the PHCs surveyed in Plateau State Nigeria lacked
dedicated space, basic equipment and essential sexual and reproductive health care services for ASRH  

Background
Adolescents worldwide, including in sub-Saharan Africa, are known to engage in sexual behaviors that place them at risk of adverse sexual
and reproductive health outcomes, such as condom less sex and multiple sexual partners.1Despite a declining trend in HIV incidence
globally, the HIV infection rate remains high among adolescents in sub-Saharan Africa, including Nigeria.1,2 Some studies have reported HIV
prevalence of 14–17% among adolescents in Nigeria, and the prevalence of other sexually transmissible infections (STIs) among
adolescents has been found to range from 29–48.8% in different parts of the country.3,4,5

In addition to increased risk of infection with HIV and other STIs, condom less sex is also related to the high rates of teenage pregnancy that
are reported in most sub-Saharan African countries.6,7,8 A systematic review of evidence from 52 African countries reported an overall
pooled adolescent pregnancy rate of 18.8%, and a pregnancy rate of 19.3% in sub-Saharan African countries.9This is similar to the
pregnancy rate of 17% reported among adolescent girls in Plateau state, Nigeria which is the region of focus in the current research as
well.10 In most instances, adolescent pregnancies in Nigeria end in termination, despite the illegality of abortion. Nigeria records a yearly rate
of 25 abortions per 1000 women,11,12 and a study conducted in the southern part of the country reported that 32% of these illegal, and often
unsafe, abortions occur among adolescents girls.12 There is also evidence that some of these abortions are carried out by the adolescents
girls themselves, using various dangerous local concoctions to terminate pregnancy.12,13 In most cases, these girls end up with serious
complications while some die in the process, adding to the burden of maternal mortality in the country.

Furthermore, teenage pregnancies that are not terminated are associated with maternal reproductive risks for the teenage mother, since they
are at higher risk of pre-eclampsia and eclampsia, antepartum hemorrhage and feto pelvic disproportion, as well as obstructed labor and its
sequelae, notably genital �stulae. Teenage pregnancy also contributes signi�cantly to maternal mortality rates.14 Furthermore, there are also
potential social and psychological consequences for these girls. For example, teenage pregnancies in lower and middle income countries
can and often do end in child marriage, whereby girls are forced to marry the men responsible for the pregnancy.15 Indeed, unintended
pregnancy has been identi�ed as a main reason for child marriage in Nigeria,16 and most married adolescents girls drop out of school,
thereby becoming educationally and economically disadvantaged.17

There is thus a clear need to reduce the risk of HIV and STIs as well as teenage pregnancy among adolescents in Nigeria. The World Health
Organization (WHO) notes that availability and access to quality sexual and reproductive health (SHR) information and services for
adolescents is essential to reduce STI/HIV infections and teenage pregnancies.18The provision of these services therefore seems essential
for Nigerian adolescents as well. However, although family planning and maternal health care services are provided in health facilities
across Nigeria, these are often adult-centered and not speci�c to adolescents’ needs. 19,20 Indeed, this lack of appropriate reproductive and
sexual health care for adolescents is rapidly emerging as a public health concern in Nigeria, especially given the serious sexual and
reproductive health risks adolescents face.20,21

To meet the WHO recommendations, the Nigerian government has introduced a policy to address the lack of adolescent-friendly sexual and
reproductive health (ASRH) services in health facilities, especially in primary health care facilities, which are the �rst point of call and the
nearest health facilities in communities22. The aim of this policy is to integrate ASRH services into primary health care facilities, to ensure
the availability, accessibility, appropriateness, and quality of ASRH in Nigeria. However, despite the existence of this policy, it appears these
services are not yet provided as intended. Notably, the �ndings from an earlier study we conducted in Plateau state, Nigeria,23 showed that
adolescents experienced various SRH challenges, including poor knowledge of SRH and poor health seeking behaviour. Also, majority of
adolescents in that study indicated they did not seek SRH services in health facilities, due to the absence of the services they required, an
experienced lack of con�dentiality, or negative attitudes of health care providers.23
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Extending our earlier research on the sexual behaviour, SRH challenges of adolescents and factors in�uencing the health seeking behaviour
of adolescents, the objective of this study is to contribute to an assessment of the state of implementation of the national reproductive
health policy for adolescents in Nigeria. Speci�cally, the aim was to assess the current provision of comprehensive ASRH services in primary
health care facilities in Plateau State, Nigeria and to compare if there are any differences across the senatorial zones. This is because of the
variation in the settings, the Northern zone is considered to be an urban zone, the Central zone is semi-urban and the Southern zone could be
said to be rural. To assess the ASRH services, we drew on the WHO guidelines for youth friendly health care services, 24 that underscore the
importance of ascertaining the extent to which the ASHR services are available, accessible, appropriate, and of su�cient quality as
determinants to the effective utilization of the services by adolescents in Plateau State.

Methods
Study setting and sampling

This study was conducted in 230 public primary health care facilities (PHC) in six Local Government Areas (LGA) in Plateau State, Nigeria.
This state consists of a total of 17 LGA across three senatorial zones; The Northern zone has six LGAs, the Central zone has �ve LGA’s and
the Southern zone consists of six LGAs. We selected health facilities in two stages. Firstly, two LGAs were selected from each of the three
senatorial zones, using a simple random sampling technique. Secondly, we identi�ed and included all the PHCs that provide services in the
selected LGAs while the PHCs that no longer provide services were excluded from the study.

The Cochran formula (n0 = Z2pq/e2) was used to calculate the sample size of health facilities to be included in the study.25 The margin of
error (e) for the sample size calculation was set at 5%, and the proportion of primary health facilities in each zone providing ASRH services
(p; q = 1-p) was set at 50%, equivalent to the national policy target. After applying the correction for smaller population sizes (nf = n0/1+(n0-
1)/N), the estimated required sample size was 217 facilities but eventually assessed 230 facilities
Data collection

A cross sectional survey was conducted in all the included PHCs in the six selected LGAs across the three senatorial zones of Plateau state.
Each participating PHC was visited by the research team which consisted of the �rst author and ten research assistants who administered
the survey questionnaires to the heads of the facilities. Seven of the research assistants were resident doctors and three were community
health workers. Team members were all trained before data collection commenced, and could speak English, Hausa, and the common
dialect in the study areas. A mapping of the number, the locations and distance between the PHC in each LGA was done to enable smooth
logistics, considering that some PHCs are more than 5 km from the main access road.

In addition to basic information, such as senatorial zone and LGA, the names and location of the health facilities were recorded. Further, we
assessed the availability of space and equipment for ASRH, availability of speci�c ASRH services, accessibility of ASRH services,
appropriateness of ASRH services, and quality of ASRH services. The assessment of ASRH was based on the WHO guidelines for youth
friendly health service.24The survey questionnaire was pre-tested in Jos South LGA, an LGA that was not included in the selected 6 LGAs in
which study data were collected.

Several questions were asked to assess each of the factors, as detailed below. The responses to each question were dichotomized, whereby
a�rmative responses (e.g., item is present, available, provided, carried out) were scored 1, whereas negating responses (e.g., item is not
present, not available, not provided, not carried out) were scored 0.

Availability of ASRH space and equipment was assessed with �ve items regarding the availability of a dedicated ASRH waiting area, a
dedicated space for ASRH consultation, a dedicated area for ASRH counselling, a dedicated ASRH examination room and ASRH speci�c
equipment (e.g appropriate size speculum).

Availability of ASRH services was assessed with nine items regarding the provision of counselling on sexuality, prevention of
pregnancy/contraception, safe sex/STI prevention and gender based violence (GBV), as well as the management of GBV, voluntary
counselling and testing(VCT) for HIV, and post-abortion care.

Accessibility of ASRH services was assessed with four items regarding distance of the facility from the main road, distance from places in
the locality where adolescents gather, distance from school in the locality, and opening/closing hours of the PHCs.

Appropriateness of ASRH services was assessed based on the availability of speci�c clinic hours for adolescent consultations, availability
of posters and other ASRH educational materials, the availability of dedicated ASRH peer education staff, the provision of outreach services
for adolescents, and the availability of ASRH services without parental consent.
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Quality of ASRH services was assessed with three items regarding the availability of guidelines for provision off ASRH services, whether
staff were trained on ASRH and the availability of referrals to specialized services if necessary.
Data analysis

Data were analysed using SPSS version 23. For each of the three senatorial zones, we �rst computed the proportion of PHC responding
a�rmatively to each of the items pertaining the various domains of the adapted WHO guideline for ASRH (i.e, availability of space and
equipment, availability of ASRH services, accessibility of ASRH services, appropriateness of ASRH services and quality of ASRH services).
For each domain, we also established if a PHC responded a�rmatively to all items, re�ecting that PHC met all criteria for that domain. We
also compared the proportions of PHCs across the three senatorial zones that responded a�rmatively to speci�c items per domain using
chi-square tests or Fisher’s exact tests, as appropriate. Furthermore, for each of the domains we compared the observed proportions of PHC
per senatorial zone that met all criteria to the target of the National Sexual and Reproductive Health Policy stipulating that at least 50% of
PHC should provide comprehensive ASRH services.

Patient and public involvement
No patient involved

Ethical considerations
Ethical approval was obtained from the Jos University Teaching Hospital Human Research and Ethics Committee with ref number
JUTH/DCS/ADM/127/XXVIII/1187 before commencement of the study. Permission to undertake the research was also obtained from the
Ministry of Health as well as from the chair persons of all LGAs. At each PHC facility, written informed consent was obtained from the o�cer
who completed the questionnaire.

Results
Overall adolescent friendliness of SRH services

The �ndings from this study shows that the entire state has not met the criteria for adolescent friendly SRH service as stated in the policy.
As shown in Table 1, the domains of ASRH all received a poor score, indicating that across facilities substantially lower services than
recommended within the policy are being provided. For example, in the Northern zone, only 17.8% of PHCs had su�cient availability of
ASRH services while in the Central Zone, only 13,5% of the facilities had ASRH services and the Southern zone with the highest score, only
had 22.8% facilities provided the recommended level of care. The difference in the scoring for all the domains was not statistically
signi�cant (p = 0.630)

Table 1
proportion of health facilities per senatorial zone meeting all criteria for domains of adolescent

friendly health services.
Domains of adolescent friendly service Senatorial zones 2 p-value

  Northern Central Southern    

Availability of structure for ASRH 7.6% 5.4% 10.1% 1.652 0.44

Availability of services for ASRH 17.8% 13.5% 22.8% 2.218 0.33

Accessibility of ASRH services 45.5% 50% 55.3% 0.808 0.67

Appropriateness of ASRH services 10.2% 6.5% 13% 1.800 0.41

Quality of ASRH services 25.3% 22.6% 28.2% 0.500 0.78

Overall 21.3% 19.6% 25.9% 0.925 0.63

 
Availability of ASRH space and equipment

With regards to the availability of dedicated space and equipment for ASRH, the results shown in Table 2 highlight that very few PHC
facilities in the entire state had a dedicated waiting area or consultation space for adolescent ASRH. Further, only about one in ten facilities
had a speci�c counselling area, and only just over one in ten facilities had a dedicated examination room for ASRH and equally just over one
in ten facilities had dedicated equipment for ASRH. There was no signi�cant differences across the senatorial zones in terms of the
proportion of facilities that had any dedicated space for ASRH service delivery, dedicated waiting area for ASRH, or dedicated ASRH
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equipment. There were however signi�cant difference between senatorial zones with respect to the availability of a dedicated ASRH
counselling area and examination room. The southern zone had a signi�cantly higher number of facilities with dedicated counselling areas
than other zones, while facilities in the central zone were signi�cantly less likely to have dedicated ASRH examination rooms. See Table 2
for an overview

Table 2
proportion of health facilities per senatorial zone with dedicated ASRH space and equipment
Space/equipment Senatorial zones   p-value

  Northern Central Southern Total  

Space for ASRH Available 1(1.5%) 1(1.1%) 1(1.4%) 3(1.3%) 0.97

Counselling area Available 5(7.6%) 5(5.4%) 12(16.9%) 22(9.6%) 0.04

Examination room Available 11(16.7%) 5(5.4%) 11(15.5%) 27(11.7%) 0.05

Waiting room Available 3(4.5%) 1(1.1%) 0(0%) 4(1.7%) 0.10

Equipment Available 5(7.6%) 13(14%) 10(14.1%) 28(12.2%) 0.40

 

Availability of ASRH services

The availability of seven ASRH counselling services was assessed: counselling for sexuality, counselling on contraception, counselling on
STI/safe sex, counselling on GBV, management of GBV, counselling on VCT, and post abortion care. The results showed counselling on safe
sex was least likely to be provided in the central zone, more likely in the Northern zone, and most likely to be provided in the Southern zone.
Post abortion care was also least provided in the central zone, more in the Northern zone and most likely provided in the Southern zone,
however, all the items assessed under availability of services were poorly provided across the three senatorial zones. For an overview, see
Table 3.

Table 3
proportion of health facilities per senatorial zone with dedicated ASRH services

Services available Senatorial zones   p-value

  Northern Central Southern Total  

Counselling on sexuality Carried out 8(12.1%) 7(7.5%) 11(15.5%) 26(11.3%) 0.27

Counselling on Contraception

Done

7(10.6%) 7(7.5%) 12(16.9%) 26(11.3%) 0.17

Counselling on STI

Done

11(16.7%) 13(14%) 19(26.8%) 43(18.7%) 0.10

Counselling on safe sex

Done

12(18.2%) 9(9.7%) 18(25.4%) 39(17%) 0.03

Counselling on GBV

Done

4(6.1%) 6(6.5%) 8(11.3%) 18(7.8%) 0.43

Management of GVB

Done

1(1.5%) 2(2.2%) 4(5.6%) 7(3%) 0.30

Counselling on VCT

Done

41(62.1%) 52(55.9%) 37(52.1%) 130(56.5%) 0.49

Post abortion care

Provided

5(7.6%) 2(2.2%) 11(15.5%) 18(7.8%) 0.01
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Accessibility of ASRH facilities and Services

With regards to the accessibility of the health facilities and services, the results shows that less than half of the facilities in the three
senatorial zones were located near the main road, and more than half of the facilities across the zones were situated close to places where
adolescents gather in the locality and where schools were located. However, less than half of the facilities in the three zones had opening
and closing hours that were convenient for adolescents (see Table 4 for an overview).Speci�cally, more than half of the facilities in the three
senatorial zones were located in areas accessible to adolescents but less than 50% of the facilities in the three zones had operating hours
that were convenient for adolescents. This was however signi�cantly better (p = 0.021) in the southern zone (45.1%) compared to northern
zone (30.3%) and the central zone (24.7%).

Table 4
proportion of health facilities per zone with ASRH services that are accessible

Access Senatorial zones   p-value

  Northern Central Southern Total  

Distance of HF from main road

Close

27(40.9%) 37(39.8%) 34(47.9%) 98(42.6%) 0.55

Distance of HF from where

Adolescents gather

Close

37(56.1%) 63(67.7%) 45(63.4%) 145(63%) 0.32

Distance from school

In locality

Close

36(54.5%) 63(67.7%) 46(64.8%) 145(63%) 0.22

Opening/closing hour

Close

20(30.3%) 23(24.7%) 32(45.1%) 75(32.6%) 0.02

Key: Close is any distance within 30 minutes’ walk and convenient is when clinic is open after school closing hours

 

Appropriateness of ASRH services

Overall, the SRH services in the state were generally not appropriate for adolescents (see Table 5), and all three zones scored poorly. Only
4.3% PHCs had separate hours for adolescents, 2.6% had posters as educational materials targeted at ASRH, peer educators were found in
3.9% PHCs and only 1.7% of the PHCs organized outreaches for adolescents once in a while in the State. Only one (1.5%) facility in Northern
zone, three (3.2%) facilities in Central zone, and two (2.8%) facilities in Southern zone had educational material like posters for adolescents.
The southern zone however had a signi�cantly higher number of peer educator staff (p = 0.01) and were more likely to provide ASRH
services without parental consent (p = 0.03).
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Table 5
Services appropriate for adolescents

Services Senatorial zones   p-value

  Northern Central Southern Total  

Speci�c clinic hours for adolescents

Yes

3(4.5%) 5(5.4%) 2(2.8%) 10(4.3%) 0.73

Availability of posters

Yes

1(1.5%) 3(3.2%) 2(2.8%) 6(2.6%) 0.79

Dedicated Peer education staff

Available

1(1.5%) 1(1.1%) 7(9.9%) 9(3.9%) 0.01

Organized Outreach services

Yes

2(3%) 0(0%) 2(2.8%) 4(1.7%) 0.25

Services offered without parental consent

Yes

QUALITY OF ASRH CARE SERVICES

Guideline for ASRH

Present

Staff trained on ASRH

Trained staff

Referrals made

Yes

31(47%)

0(0%)

5(7.6%)

45(68.2%)

27(29%)

0(0%)

5(5.4%)

58(62.4%)

32(45.1%)

0(0%)

6(8.5%)

54(76.1%)

90(39.1%)

0(0%)

16(7%)

157(68.3)

0.03

0.73

0.18

 
Quality of ASRH services

The quality of ASRH services was scored as poor across the three senatorial zones: there were no guidelines for ASRH service delivery, and
training of staff was very poor in the State with only 7% of the PHCs employing staff trained for ASRH. The Southern zone had the highest
number of staff trained on ASRH (8.5%), the difference was however not statistically signi�cant (p = 0.73). More than half (68.3%) of the
PHCs refer adolescents to secondary health facilities for treatment.

Discussion
One of the most critical and arguably fundamental areas of meeting the sexual and reproductive health needs of adolescents is the
provision of a comprehensive adolescent-friendly sexual and reproductive health care service in health facilities. Most adolescents are in
need of various SRH services and studies in Nigeria and India have shown they at times self-medicate or go to unquali�ed providers for help
and may risk their health and lives as a result of unsafe practices.23,26Many reasons have been given for this concerning state of affairs
with the extent of preparedness of health facilities to offer ASRH services critical to the utilization of the services by adolescents, and
ultimately to the reduction and prevention of unintended teenage pregnancies and maternal mortality which are unacceptably high in
Nigeria,27 as well as reduction of STI and HIV infections among adolescents.19 The aim of the current research was to assess the provision
of ASRH services in health facilities in Plateau State, Nigeria, in the light of the national policy which entails that ASRH be integrated into
PHC facilities across the country.

For SRH services to be adolescent friendly, several factors must be considered according to WHO guideline; availability of dedicated space
and equipment for ASRH, availability of speci�c ASRH services, accessibility of ASRH services, appropriateness of ASRH services and the
quality of ASRH services. The results of the assessment reported in this study revealed that overall, Plateau State is not meeting the
minimum standard requirement for the provision of ASRH services. Overall, the PHCs across the three senatorial zones did not meet the
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a�rmative criteria of the �ve domains. The national target of 50% PHCs providing adolescent-friendly SRH services was only met for the
accessibility of ASRH in the central and southern zones, with the northern zone approaching this target. Similar results were seen in a survey
conducted in other parts of Nigeria where health facilities had no dedicated space and equipment for ASRH and the facilities did not provide
speci�c ASRH services

This �nding is also in line with results of an assessment of adolescent and youth friendly health services in PHCs in two provinces in South
Africa using a similar approach, which found that none of the primary health care facilities met the guideline standard for providing
adolescent and youth friendly services.28In the present research, majority of the PHCs across the three zones did not meet basic
requirements for provision of ASRH services. Facilities that were sampled in this study generally lack space and equipment for ASRH. For
example, many of the facilities did not have dedicated space for consultation with adolescents, no waiting rooms to separate adult clients
from adolescents and no dedicated examination rooms for adolescents. The equipment were all adult sizes, they lacked
sphygmomanometer with the cuff for adolescents and no adolescent size speculum for vagina examination. Traditionally, health facilities
in Nigeria are designed for adults, with no consideration for adolescents: Many of the facilities lack separate spaces for adolescents, no
waiting room to separate adult clients from adolescents and no separate examination room for adolescents.21, 22

The provision of essential ASRH services was below the benchmark stipulated by the national policy. Very few PHCs in the three zones offer
critical ASRH services such as counselling on sexuality, counselling on contraception, and counselling on safe sex/ STI prevention. Although
family planning services were available in most facilities, these are usually not targeted at adolescents but married women. Generally,
counselling on HIV testing scored above 50% across the zones. This is not surprising following the Government focus on HIV prevention and
treatment which has driven so many non-governmental organizations to provide services targeted at HIV prevention in most facilities. This
�nding is a re�ection of the assessment of youth friendly health services conducted in Nigeria, which also found that speci�c ASRH services
such as counselling on safe sex and provision of contraceptive for adolescents were either not done or poorly provided in centres
designated to do so.23, 24The worst of the services provided was that of counselling on gender base violence, probably because it is not
recognized as a reproductive health problem but rather a domestic issue that should be handled privately at home.

Similar �ndings of low ASRH services were reported in a Ugandan and South African research, where speci�c ASRH services were poorly
provided, except VCT for HIV that was fairly provided.20, 22 When ASRH services were compared across the zones, the southern zone had
better scores in counselling for safe sex and post abortion care but the reason for the difference was not established in this study. It may
probably be because the southern zone is more of a rural area, and perhaps the assumption that such areas are more in need of SRH care
services, thereby attracting the concentration of some NGOs in that region.

The government of Nigeria has admitted in the national Policy22 that adolescent and Youth Friendly services are an integral part of the PHC
System. These services should however be accessible to those who need it, while it was observed that most of the facilities were situated
close to schools and where adolescents gather in the localities, which should have been a strength and opportunity to leverage on in
reaching out to adolescents, that was not the case, as it was discovered that the opening and closing hours were not suited to adolescents’
needs in majority of the facilities. The facilities did not operate at hours convenient for adolescents (e.g. after school), and had no separate
hours for adolescent counselling. Again, the Southern zone did signi�cantly better in this area compared to the other zones but still below
50%. Studies have demonstrated that adolescents have preferred hours for visiting health facilities, usually when adults are not around
because of privacy and con�dentiality.15, 28they usually will not like to discuss their sexual issues where adults will hear. Indeed, the lack of
privacy was reported in Tanzania as one of the reasons for poor utilization of health facilities especially for SRH services by adolescents.15,

29

One important approach to meeting the SRH needs of adolescents is through health education carried out by health care providers, this was
lacking in almost all the PHCs. There were no appropriate SRH health education materials like posters, no peer educators and therefore peer
education was not done in most of the facilities. Once more, this was better done in the Southern zone compared to the others. Outreach
services have been identi�ed as an approach with great impact in meeting adolescent with SRH services bearing in mind that they value
con�dentiality and most will not want their parents to know they access such services.30, 31,32Unfortunately, not many health facilities
across the state were utilizing the opportunity, despite the proximity of the health facilities to adolescents.

It is important that the health care providers are knowledgeable about ASRH and that there is a standard policy guideline to enable quality
delivery of information and services to adolescents. Unfortunately, this was lacking across the three senatorial zones. Very few facilities had
staff trained speci�cally on delivery of ASRH especially in the central zone. This scenario was also reported in the studies conducted in
Tanzania and Nepal where lack of quali�ed staff affected the utilization of SRH services.30,33,34,35 Achieving a meaningful reduction in
adolescent sexual and reproductive health challenges faced by the country will require an urgent intervention in the area of training of health
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care providers which should be backed with a standard management guideline and procedure that should be available in all the health care
facilities

Although it is argued that the health system component is not the only aspect affecting the sexual and reproductive health of adolescents,
the lack of such structure contributes to the poor sexual and reproductive health challenges of adolescents in Nigeria.

This study was just limited to public primary health care facilities and did not explore the private health facilities, perhaps some private
health facilities may have ASRH friendly services in place. It would have been more holistic to assess all categories of health facilities.

Conclusion
This study revealed that majority of the public primary health care facilities that were surveyed in this study, lack basic structure, equipment,
and essential sexual and reproductive health care services for adolescents. A few of the PHC facilities especially in the Southern zone
provided counselling area for adolescents and also provided SRH services such as counselling on safe sex and prevention of pregnancy.
While about half of the facilities were situated around schools and where adolescents gather. Activities like outreaches to meet and provide
SRH services for adolescents were not carried out in most of the facilities and it was not surprising that basic ASRH services were not
provided as most of the health care providers had no training on ASRH and therefore lack skills and competencies in SRH service delivery
for adolescents. Overall, ASRH availability space and equipment, availability of ASRH services, appropriate ASRH service delivery and
quality of ASRH services were suboptimal across the three senatorial zones in Plateau State.
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