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Abstract
Background  In Nigeria, very young adolescents face overlapping risks (early marriage, GBV, poor SRH knowledge, 
low HPV vaccination, and limited opportunities for girls) driven by social, economic, and institutional barriers. 
Understanding these determinants is crucial for targeted interventions. This study explored behaviours and norms 
shaping VYAs in Nigeria.

Methods  We used a qualitative, multi-state design with social-ecological and norms frameworks plus Five Whys 
analysis to map behaviours and drivers. Our research in 12 states examined early marriage, gender-based violence, 
HPV vaccination, SRH gaps, and barriers to girls’ economic empowerment.
We purposively sampled diverse stakeholders. About 35 participants per state participated in workshops using 
discussion guides, mapping, and dot voting to prioritize behaviours and drivers. We included participants from 
urban, rural, and conflict-affected settings. We used thematic analysis with deductive and inductive coding, 
guided by a codebook aligned to the Social Ecological Model and Social Norms Framework. We applied cross-
case synthesis and triangulation to link behaviours with drivers and norms, and prioritized findings by prevalence, 
impact, feasibility, and intersectional vulnerabilities.

Results  Stakeholders indicated that behaviours, underlying drivers, and social norms strongly affect the well-being of 
very young adolescents in Nigeria. Harmful practices, such as early sexual initiation, transactional relationships, child, 
early and forced marriage, and limited use of health services, are widespread. Protective behaviours, including school 
participation and community engagement, are present but differ by location and population group. Key drivers 
include poverty, parental expectations, peer influence, gender norms, inadequate services, and media exposure. 
Norms that tie girls’ value to marriageability, discourage discussion of sexuality and abuse, and promote scepticism 
toward vaccination continue to increase risk.
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Background
It is well known that very young adolescents (VYAs), 
aged 10 to 14, are at a crucial developmental phase in 
their lives where they undergo significant changes that 
impact their health and well-being [1]. They encounter 
physiological and developmental transitions, which are 
often accompanied by unique challenges, and are exacer-
bated by social determinants of health (SDH) that influ-
ence health and well-being [2]. These challenges include 
the social and physical conditions and systems due to 
which people are born, grow, live, and spend the rest of 
their lives [3, 4]. Studies have shown that gender norms, 
which are rigidly defined for any society, play a key and 
often negative role in determining the behaviours, oppor-
tunities, and risks available to VYAs as well as their 
access to fundamental resources such as education and 
health services [5–8]. Sadly, these norms can also act as 
a key social determinant, having a long-lasting negative 
impact on inequalities and multiple vulnerabilities across 
domains [9–11].

In Nigeria, these challenges are reinforced by 
entrenched social and gender norms that shape adoles-
cents’ lived realities and contribute to persistent dispari-
ties in wellbeing [9]. Despite national efforts to promote 
gender equality and adolescent well-being, profound 
disparities persist, particularly in areas critical to holistic 
development. These challenges are often compounded 
by deep-seated cultural beliefs, traditional practices, and 
structural factors (e.g., poverty, limited access to quality 
services, and weak social protection systems) that dic-
tate acceptable behaviours, roles, and expectations from 
an early age [2]. The resultant effects of these SDH ele-
ments are profoundly felt in communities, manifesting 
in specific behaviours and practices that can either sup-
port or undermine adolescents’ holistic development and 
well-being.

This study focuses on five thematic areas where the 
impact of social and gender norms on adolescent well-
being is most visible: child, early, and forced marriage 
(CEFM); gender-based violence (GBV); girls’ economic 
empowerment (GEE); sexual and reproductive health 
(SRH); and Human Papillomavirus (HPV) vaccination. 
These themes reflect the critical intersections between 
sociocultural norms and health outcomes and serve as 
practical indicators of adolescent well-being in Nigeria. 
The impact of social and gender norms as critical social 
determinants of health is most pronounced in areas that 
affect adolescent health. These influences can be broadly 
understood as two interconnected clusters.

First, structural and systemic barriers, including 
CEFM, GBV, and GEE, directly shape adolescents’ life 
trajectories. Harmful gender norms, for example, inten-
sify the problem of CEFM, depriving adolescent girls 
of basic rights, educational opportunities, and lifelong 
health prospects. Similarly, GBV remains an ever-present 
threat. The widespread prevalence and cultural accep-
tance of violence, reinforced through everyday language, 
social practices, and the glorification of violent lifestyles 
by celebrities and elites, make GBV more pervasive and 
further obstructs access to reliable healthcare and well-
ness services. An illustration of this is the local ideal of 
toughness and dominance associated with masculinity, 
which often justifies aggressive behaviours among young 
men. This hegemonic masculinity not only normalizes 
violent actions but also restricts adolescents, especially 
females, from making autonomous life choices 10]. In the 
same way, approaches to GEE are constrained by socio-
cultural constructs that limit girls’ access to education, 
skills, and economic resources, thereby undermining 
their ability to make future-oriented health decisions.

Second, health service-related barriers (including 
access to SRH services and the uptake of preventive 

Intersectional vulnerabilities worsen these challenges. Stakeholders observed that girls in rural and conflict-
affected areas face higher risks of child marriage, gender-based violence, and limited access to services. Urban 
and peri-urban girls are more exposed to sexualized media, economic instability, and transactional risks. Economic 
constraints, restrictive inheritance practices, and limited financial skills further limit girls’ economic opportunities. 
HPV vaccine uptake is hindered by misinformation, concerns about side effects or infertility, religious beliefs, and 
gender norms that shape decision-making. Stakeholders identified priority behaviours and drivers that can be 
addressed through multi-level interventions.

Conclusion  Very young adolescents in Nigeria face interconnected risks stemming from social norms, economic 
constraints, and gaps in service delivery. Persistent harmful practices and structural inequities restrict protective 
behaviours and limit access to opportunities. Addressing these challenges requires targeted, multi-level interventions 
to change harmful norms, improve adolescent-friendly services, and increase protective and economic opportunities 
for girls.
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interventions such as the HPV vaccination) are also 
strongly shaped by social and gender norms. Entrenched 
taboos and restrictive attitudes surrounding sexuality 
often hinder adolescents from seeking SRH information 
or care, resulting in avoidable health complications [6, 12, 
13]. Likewise, despite its proven protective value, HPV 
vaccination remains subject to gendered attitudes, mis-
conceptions, and community sentiments that discourage 
health-promoting behaviours [14–16].

These five thematic areas (CEFM, GBV, GEE, SRH, 
and HPV vaccination) represent critical and interlinked 
domains through which social and gender norms directly 
influence adolescent well-being. By systematically exam-
ining the behaviours, drivers, and norms across these 
domains from diverse stakeholder perspectives, this 
study adopts them as practical indicators of adoles-
cent well-being in Nigeria, capturing both the systemic 
constraints on adolescents’ life chances and the social 
determinants of their health-seeking behaviours. This 
framing directly informs the study objectives, which seek 
to explore these domains as entry points for understand-
ing and addressing the social determinants of adolescent 
well-being.

Recognizing the urgent need for a nuanced, context-
specific understanding of these interconnected dynamics 
and their roots in the SDH, a comprehensive multistate 
behavioural mapping exercise was conducted. This foun-
dational exploration was critical not only for informing 
targeted interventions but also for prioritizing specific 
behaviours and norms that warranted deeper investiga-
tion through subsequent social norms exploration phases 
and baseline studies. This systematic approach was 
essential to identify and understand the intricate web of 
social and gender norms, their underlying drivers, and 
the prevailing behaviours affecting very young adoles-
cents across Nigeria’s diverse sociocultural landscapes 
and multisectoral challenges.

Therefore, this study presents findings from foun-
dational work that involved extensive stakeholder 
engagement across 12 states in Nigeria. While existing 
empirical studies have examined how social and gender 
norms shape outcomes for older adolescents, there is 
scant evidence on the experiences of VYAs, despite their 
critical importance as a group. VYAs represent a forma-
tive life stage where identities, aspirations, and health 
behaviours begin to take shape. They are uniquely vul-
nerable to harmful norms yet hold strong potential for 
early interventions that can yield lifelong benefits. By sys-
tematically landscaping behaviours, drivers, and norms 
across diverse stakeholder perspectives on CEFM, GBV, 
GEE, HPV vaccination, and SRH, this study fills a key evi-
dence gap in the literature. It provides formative insights 
into the social determinants influencing adolescent well-
being in Nigeria and illuminates the complex realities 

faced by VYAs. This not only lays the foundation for sub-
sequent in-depth research but also informs the design 
of contextually relevant interventions that address root 
social causes, foster positive gender norms, and advance 
comprehensive adolescent well-being.

The theoretical model
This study deliberately combined the Social Ecological 
Model (SEM) with a Social Norms Analytical Frame-
work, further strengthened by the “Five Whys” approach 
for root cause probing. The helped to map adolescent 
behaviours and their drivers in a layered, nuanced way, 
while still digging into the real forces and actors that 
uphold these patterns [17].

At the heart of this approach is SEM, which situates 
adolescents at the center of a web of influences [18, 19]. 
The individual-level homes in on young people’s knowl-
edge, aspirations, and ability to make decisions. The 
interpersonal layer includes family, peers, and caregiv-
ers, highlighting their roles in shaping expectations and 
boundaries. Institutions (schools, government struc-
tures, NGOs, and faith-based groups) come next, act-
ing as both facilitators and gatekeepers. At the broadest 
level, policies and national initiatives create a structural 
backdrop that can either build bridges or erect barriers 
to adolescent well-being. Notably, the framework intro-
duces an uptake factor dimension, a methodological twist 
that examines whether adolescents are aware of, able to 
access, or incentivized to adopt various behaviours.

The addition of a social norms model [20, 21] within 
SEM allows for a more detailed examination of the soci-
etal pressures and expectations at play. It distinguishes 
between descriptive norms (what people believe oth-
ers do) and injunctive norms (what people think others 
expect of them) and focuses on the sanctions (rewards or 
punishments) that maintain these norms. The framework 
also identifies the key norm enforcers (whether indi-
viduals or institutions) who actively maintain or police 
these expectations, making it possible to see not only 
the abstract existence of norms but also their real-world 
guardians.

To prevent the analysis from stopping at surface-
level explanations, the “Five Whys” technique is woven 
throughout, iteratively drilling down to the foundational 
causes behind observable behaviours. This way, the study 
does not just catalogue what young people do; it uncov-
ers why those behaviours persist and how the different 
layers of the ecological model interact to sustain them.

Overall, this hybrid model is methodologically robust 
in three major ways. First, it anchors adolescent prac-
tices in a complex ecological system, emphasizing the 
importance of social norms. Second, it elevates social 
norms analysis by explicitly connecting expectations to 
the people and structures that enforce them, illuminating 
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underlying power dynamics. Third, by employing causal 
tracing, it goes beyond superficial explanations to reveal 
the root causes across individual, social, institutional, and 
policy domains. This approach equips researchers and 
practitioners with a rigorous, context-sensitive frame-
work for understanding adolescent behaviours in Nigeria 
that may be relevant for designing interventions to trans-
form harmful gender norms.

Methods
Study design
A qualitative exploratory design was utilized, incorporat-
ing structured stakeholder dialogues to capture a range 
of perspectives from government actors, civil society 
organizations, service providers, community leaders, and 
organizations focused on adolescents. These dialogues 
enabled comprehensive discussions through guided 
prompts, targeted questions, and collective reflection on 
social norms, behavioral drivers, and structural factors 
influencing VYAs. Thematic analysis was conducted to 
synthesize data and identify recurring patterns and key 
insights.

Study setting
The study was conducted in 12 selected states in Nige-
ria: Benue, Nasarawa, FCT, Kano, Kaduna, Adamawa, 
Enugu, Ebonyi, Cross River, Edo, Lagos, and Oyo. These 
states were chosen using a rigorous multi-criteria frame-
work to ensure their contextual relevance and national 
representativeness. This framework combines demo-
graphic, epidemiological, geographic, socio-cultural, and 
programmatic indicators to capture Nigeria’s complex-
ity. State selection prioritized areas with high burdens 
and clear opportunities for impact within the five core 
thematic areas central to adolescent well-being and gen-
der equality. For instance, states were included where 
the prevalence of CEFM remains above Nigeria’s 43% 
national average, GBV rates for physical, emotional, and 
sexual violence continue to be high, and HPV vaccination 
coverage is low. Gaps in adolescent-friendly SRH services 
and persistent barriers to girls’ economic agency also 
justified their inclusion. The selection also ensured rep-
resentation across all six geopolitical zones and Nigeria’s 
rich religious, cultural, and linguistic diversity, includ-
ing conflict-affected and rapidly urbanizing areas of the 
country. This stratified, theory-driven approach ensured 
robust, disaggregated data capable of informing national 
policy while remaining grounded in diverse local reali-
ties, consistent with best practices in social norm and 
behavioural research.

Sample and sample size
This study employed a purposive sampling strategy for 
participant identification, consistent with its qualitative, 

exploratory design aimed at generating rich, context-
specific insights rather than statistical generalizability. A 
total of 12 states (Benue, Nasarawa, FCT, Kano, Kaduna, 
Adamawa, Enugu, Ebonyi, Cross River, Edo, Lagos, and 
Oyo) were selected randomly, as detailed in the study set-
ting section, to ensure broad contextual relevance and 
national representativeness.

Within each selected state, participants for the multi-
sectoral consultative workshops were identified through 
systematic stakeholder-driven landscape mapping and 
profiling [22] during the preparatory stage. This ensured 
broad and representative participation, including gov-
ernment officials, traditional rulers, faith leaders, civil 
society organizations, community leaders, educators, 
healthcare workers, parents/caregivers, social workers, 
law enforcement officials, representatives of adolescent-
focused organizations, and media professionals. An 
average of 35 participants engaged in the consultative 
workshops in each state. The participant sample size 
was thus determined by this inclusive, multi-stakeholder 
engagement approach across the 12 states, aiming for 
depth and breadth of perspectives on the issue.

Data collection
This study employed a robust, multi-phase qualitative 
methodological framework grounded in participatory 
principles to generate nuanced, context-specific insights 
into adolescent behaviours, key drivers, and pervasive 
gender norms across the 12 selected states. The prepa-
ratory stage involved systematic state-level stakeholder 
landscape mapping and profiling to identify and priori-
tize key actors across the sectors. This analysis informed 
targeted engagement strategies and invitation protocols, 
ensuring broad-based and representative participation 
that included diverse voices, from community gatekeep-
ers to government officials and frontline personnel. Con-
currently, critical policy and strategic documents related 
to adolescent protection, gender equity, child rights, 
and health were reviewed to align local insights with the 
national frameworks.

Data were primarily collected through multisectoral 
participatory consultative workshops, complemented by 
extensive desk reviews, to generate harmonized, action-
able evidence. These workshops utilized standardized 
participatory tools and structured discussion guides 
to facilitate the process (see supplementary materials 
attached – standardized participatory tool). The discus-
sions systematically explored five key thematic areas: 
CEFM, GBV, GEE, HPV vaccination, and SRH. Within 
each theme, participants identified and mapped key 
behaviours, their enabling and hindering drivers, and 
the underpinning social and gender norms. To enhance 
diagnostic rigor, the “Five Whys” technique was used for 
root cause analyses, and dot voting enabled stakeholders 
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to prioritize critical issues for intervention. Facilita-
tors guided discussions to ensure comprehensive input, 
with all data systematically captured through real-time 
notetaking, flip chart synthesis, and audio recordings, 
ensuring accuracy, triangulation, and data integrity. 
While the core methodology remained consistent, state-
specific augmentations, such as institutional protocol 
reviews, enriched the contextual depth and utility.

Data analysis
The analysis aimed to provide a comprehensive land-
scape of the complex factors influencing the well-being 
of very young adolescents, ultimately serving as a robust 
evidence base for prioritizing areas for deeper social 
norms exploration and informing future interventions. 
The qualitative data collected from the workshop discus-
sions were subjected to thematic analysis. Notes from all 
workshops were collated, transcribed, and systematically 
reviewed to identify recurring themes, patterns, and key 
insights related to behaviours, drivers, and norms across 
the five thematic areas. Data were analyzed to synthesize 
commonalities and highlight significant differences in 
perspectives across states and stakeholder groups.

Results
Participants’ characteristics
Overall, men accounted for 53.8% and women 46.2% of 
participants, with men dominating the Government 
(60.3% male; 39.7% female) and Traditional and Religious 
Leaders groups. This strong male representation offers a 
clear entry points to engage men in transforming harm-
ful norms. Nonetheless, CSOs had higher female engage-
ment (55.8% female versus 44.2% male), ensuring strong 
women’s voices. This disaggregation highlights how 
diverse stakeholder engagement supports norms shifting 
(see Fig. 1).

Key CEFM behavioural patterns, drivers and norms
Behaviours
Stakeholder evidence regarding behaviours associated 
with child, early, and forced marriage (CEFM) reveals 

several recurring patterns in some states. A prominent 
behaviour is the arrangement or acceptance of marriage 
following adolescent pregnancy. In numerous contexts, 
marriage is regarded as a socially acceptable response to 
pregnancy, especially where stigma and concerns about 
family reputation are pronounced. These findings indi-
cate that early marriage often serves as a mechanism for 
managing perceived social risk, rather than reflecting 
girls’ preferences or readiness for union.

“Teenage pregnancy… is sometimes used to justify 
child marriage.”. MSD, Benue.
“Families force unions to avoid shame associated 
with pregnancy.”--MSD, Enugu.
“Pregnancy often prompts families to arrange mar-
riage to avoid stigma.” -- MSD, FCT.

Another observable behaviour is girls’ compliance with 
their parents’ or guardians’ decisions about marriage. 
Stakeholder insights indicate that adolescents frequently 
possess limited agency in these decisions, particularly in 
settings where family authority and cultural expectations 
strongly influence life transitions. In certain contexts, 
girls may also enter relationships or unions in response 
to economic hardship, parental neglect, or the need to 
secure material support, reflecting adaptive strategies 
within constrained circumstances.

“Adolescents accept parental decisions regarding 
marriage.”-- MSD, Benue.
“Families view early marriage as a pathway to social 
security and economic relief.” -- MSD, Kano.
“Girls enter relationships for economic survival in 
contexts of financial vulnerability.” -- MSD, Lagos.

Findings suggest that school disengagement may be 
attributable to these behaviours. Pregnancy, stigma, or 
impending marriage frequently precede school dropout, 
and in some cases, marriage is positioned as a practical 
alternative to continued education. This pattern indicates 

Fig. 1  Types of stakeholders engaged
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a behavioural pathway in which educational exit and 
early union mutually reinforce each other.

“Early marriage disrupts education and contributes 
to school dropout.”-- MSD, Kano.
“School dropout and teenage pregnancy increase 
vulnerability to early marriage.” -- MSD, Edo.
“Marriage is used to manage social consequences 
associated with pregnancy and honour.”-- MSD, 
Enugu.

We found that normative pressures also influence behav-
iour. Community expectations, considerations of family 
honour, and social acceptance of early marriage shape 
decisions and responses to adolescent sexuality. In sev-
eral states, peer and community norms reinforce the 
acceptability of early marriage. However, evidence from 
Benue indicates that structural pressures, including pov-
erty and displacement, may play a more significant role 
than peer influence.

“Early marriage persists due to socio-cultural and 
economic pressures.” --MSD, Kano.
“Poverty and weak protection systems contribute to 
early marriage decisions.” -- MSD, Nasarawa.
“Early marriage is used as a coping mechanism in 
contexts of poverty and displacement.” -- MSD, 
Adamawa.

Drivers
In this study, economic hardship consistently emerged as 
a primary factor influencing decisions regarding CEFM 
in several contexts. Stakeholders reported that poverty, 
displacement, and household financial strain often com-
pel families to consider marriage as a strategy to alleviate 
economic burdens or secure material support. In such 
circumstances, early marriage functions less as a cultural 
ideal and more as a survival mechanism within limited 
livelihood options.

“Early marriage is used as a strategy to reduce 
household burden.”--- MSD, Kano.
“Girls are married off to ease family financial pres-
sure.”--- MSD, Nasarawa.
“In displacement settings, marriage becomes a cop-
ing mechanism for survival.” --- MSD, Adamawa.

Social norms related to honour, morality, and gender 
expectations were also identified as significant drivers. 
Stakeholders indicated that concerns regarding fam-
ily reputation, cultural expectations of chastity, and 
the desire to avoid social shame following pregnancy 

or sexual activity strongly influence decisions to marry 
girls early. These norms perpetuate the belief that mar-
riage safeguards family honour and restores social 
respectability.

“Families marry girls early to protect honour and 
avoid shame.” -- MSD, Enugu.
“Pregnancy outside marriage is seen as a disgrace 
that must be corrected.” -- MSD, FCT.
“Marriage is used to preserve family dignity.” -- 
MSD, Kaduna.

Nevertheless, we found that limited access to sexual and 
reproductive health information and services constituted 
another recurring driver. Stakeholders observed that 
insufficient sexuality education, lack of open discussion 
about adolescent sexuality, and widespread misinforma-
tion contribute to early pregnancy, which subsequently 
precipitates marriage decisions. In contexts where ado-
lescents lack accurate knowledge and support, families 
frequently regard marriage as the most socially accept-
able solution.

“Lack of sexual health education contributes to teen-
age pregnancy and early marriage.” -- MSD, Oyo.
“Silence around sexuality leaves girls uninformed 
and vulnerable.” -- MSD, Cross River.
“Girls learn from peers and misinformation, leading 
to early pregnancy.” -- MSD, Lagos.

Gender norms and power dynamics further influence 
early marriage decisions. Stakeholders explained that 
patriarchal expectations position girls as dependents 
whose futures are determined by marriage, while restrict-
ing their involvement in decisions that affect their lives. 
In numerous contexts, girls are socialised to accept fam-
ily decisions, thereby reinforcing early marriage as a nor-
mative life course transition.

“Girls are expected to be submissive and accept deci-
sions made for them.”-- MSD, Benue.
“A girl’s value is tied to marriage and obedience.” -- 
MSD, Ebonyi.
“Families prioritise marriage over girls’ autonomy 
and aspirations.” -- MSD, Edo.

Norms
Findings show that social expectations regarding girls’ 
sexuality and chastity significantly influence norms 
that perpetuate child, early, and forced marriage. Stake-
holders reported a widespread belief that a girl’s purity 
requires protection and that marriage is considered the 
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appropriate response to pregnancy or perceived sexual 
activity. These norms position early marriage as a moral 
corrective action rather than recognizing it as a violation 
of rights.

“Girls are married early to preserve purity.” -- MSD, 
Kano.
“Pregnancy outside marriage brings shame to the 
family.” -- MSD, Enugu.
“Marriage is seen as the proper response when a girl 
becomes sexually active.” -- MSD, FCT.

Norms associated with family honour and social repu-
tation further reinforce early marriage practices. Fami-
lies often experience community pressure to conform 
to expectations that prioritize respectability over girls’ 
autonomy. Within this context, early marriage is viewed 
as a means to maintain social standing and avoid stigma 
or gossip.

“Families act quickly to avoid community shame.”…
MSD, Kaduna.
“Honour is protected when a girl is married early.”--- 
MSD, Nasarawa.

Community pressure pushes patriarchal norms that 
define girls primarily as dependents and future wives, 
also influencing expectations regarding early marriage. 
Stakeholders observed that girls are socialized to accept 
marriage as their primary life trajectory, whereas boys 
are encouraged to pursue education and leadership roles. 
These norms perpetuate unequal power relations and 
reinforce compliance with early unions.

“A girl is raised to become a wife.” ---MSD, Ebonyi.
“Families invest more in boys because girls will 
marry out.” --- MSD, Edo.
“Girls are expected to accept marriage as their des-
tiny.” --- MSD, Benue.

Cultural and religious interpretations also help legitimise 
early marriage norms. In some contexts, early marriage is 
framed as consistent with tradition or faith values, which 
can discourage questioning or reform. These interpreta-
tions may coexist with evolving views but continue to 
shape community acceptance.

“Early marriage is seen as part of our tradition.” -- 
MSD, Adamawa.
“Religion is used to justify early marriage practices.” 
-- MSD, Kano.
“Custom supports marriage once a girl reaches 
puberty.” -- MSD, Cross River.

Key GBV Behavioural Patterns, Drivers and Norms
Behaviours
Stakeholder discussions across multiple states reveal 
that GBV against adolescent girls frequently occurs in 
environments characterized by silence, normalization, 
and fear. Adolescent girls commonly experience verbal 
abuse, harassment, coercion, and sexual violence, yet 
often remain silent due to stigma, fear of retaliation, and 
the absence of safe reporting mechanisms. This pervasive 
silence enables the continuation of violence and perpetu-
ates impunity within homes, schools, and communities.

“Girls keep quiet because they are blamed when they 
speak.” -MSD, Nasarawa.
“Rape cases are hidden to protect family reputation.” 
-MSD, Cross River.
“Victims fear reporting abuse due to stigma.” - MSD, 
Kaduna.

Victim-blaming and the normalization of harmful male 
behaviour consistently emerged as key behavioural pat-
terns. Girls are frequently held responsible for provok-
ing abuse based on their dress, behaviour, or mobility, 
whereas boys’ aggression is often minimized or excused. 
These responses discourage disclosure and reinforce 
unequal power dynamics that sustain violence.

“Girls are blamed for dressing wrongly.” - MSD, 
Nasarawa.
“Communities question the girl instead of the perpe-
trator.” - MSD, Enugu.
“Boys’ actions are excused while girls are judged.” - 
MSD, Kano.

The informal settlement of GBV cases represents another 
recurring pattern. Families and community leaders fre-
quently resolve such cases privately to avoid stigma, legal 
proceedings, or social conflict. Although these practices 
are intended to maintain social harmony, they ultimately 
deny survivors justice, protection, and access to psycho-
social support.

“Families settle rape cases privately.” - MSD, Cross 
River.
“Community mediation is preferred over formal 
reporting.” - MSD, Benue.
“Cases are resolved quietly to avoid public shame.” - 
MSD, FCT.

Stakeholders further identified behaviors that reflect 
the early normalization of harassment, coercion, and 
sexual aggression among boys. Street harassment, coer-
cive touching, and pressure within relationships are fre-
quently dismissed as typical adolescent behavior, thereby 
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reinforcing patterns of violence and control in both inti-
mate and social contexts.

“Harassment of girls is treated as normal behaviour.” 
- MSD, Lagos.
“Boys are encouraged to show dominance over girls.” 
- MSD, Ebonyi.
“Young boys grow up believing control demonstrates 
strength.” - MSD, Edo.

Psychological and emotional violence also emerged as a 
significant pattern affecting adolescents. Verbal abuse, 
intimidation, bullying, cyber harassment, and emotional 
suppression were identified as common experiences that 
frequently go unrecognized as forms of violence, yet con-
tribute to trauma, fear, and diminished self-worth.

“Adolescents experience verbal abuse and bullying.” 
- MSD, Benue.
“Emotional suppression prevents adolescents from 
speaking out.” - MSD, Kano.
“Cyberbullying and stalking affect girls’ safety.” - 
MSD, Kaduna.

Drivers
Entrenched patriarchal norms and unequal gender power 
relations were identified as primary drivers of gender-
based violence across multiple states. Stakeholders indi-
cated that social systems position males as dominant and 
females as subordinate, reinforcing entitlement, control, 
and tolerance of violence against girls. These norms 
shape expectations within households, schools, and com-
munities, resulting in environments where abuse is nor-
malized rather than challenged.

“Boys are taught to dominate girls.” - MSD, Ebonyi.
“Male authority is rarely questioned in the home.” - 
MSD, Edo.
“Violence is tolerated because men are seen as heads 
of households.” - MSD, Kano.

Social stigma, victim-blaming, and cultural silence were 
also identified as significant barriers to reporting and 
accountability. Fear of shame, reputational harm, and 
social exclusion frequently lead families and survivors 
to conceal abuse, enabling perpetrators to avoid conse-
quences and perpetuating a culture of impunity.

“Families hide abuse to avoid shame.” - MSD, Cross 
River.
“Victims are blamed instead of supported.” - MSD, 
Nasarawa.

“Speaking out brings stigma to the family.” - MSD, 
Kaduna.

Weak enforcement of laws and limited access to survi-
vor-centred services further contribute to gender-based 
violence. Although legal frameworks exist, stakehold-
ers noted gaps in implementation, a lack of safe shelters, 
inadequate reporting systems, and insufficient psychoso-
cial support. These institutional weaknesses reduce trust 
in formal systems and discourage survivors from seeking 
justice.

“Survivors have nowhere safe to go.” - MSD, Benue.
“Cases are rarely pursued through the legal system.” 
- MSD, FCT.
“Reporting mechanisms are weak and poorly 
trusted.” - MSD, Enugu.

Regardless, economic vulnerability and dependency were 
highlighted as structural drivers that increase girls’ expo-
sure to violence and limit their ability to leave abusive 
situations. Poverty, transactional relationships, and finan-
cial reliance on male partners or family members reduce 
girls’ bargaining power and reinforce tolerance of harm-
ful treatment.

“Girls endure abuse because they depend financially 
on men.” - MSD, Lagos.
“Poverty forces girls into risky relationships.” - MSD, 
Oyo.
“Economic hardship limits options for leaving abu-
sive situations.” - MSD, Nasarawa.

However, harmful masculinities and the early socializa-
tion of boys into aggressive gender roles also contribute 
to gender-based violence. Stakeholders described that 
boys are encouraged to display dominance, suppress 
emotion, and assert control, reinforcing behaviours that 
normalize coercion and violence in relationships.

“Boys learn that control shows strength.” - MSD, Edo.
“Harassment is seen as part of growing into man-
hood.” - MSD, Kaduna.
“Young males are encouraged to assert dominance 
over girls.” - MSD, Kano.

Norms
Patriarchal norms prevalent across states position men as 
authority figures and girls as subordinate, reinforcing the 
acceptance of male control and limiting girls’ autonomy. 
Stakeholders indicated that dominant social expectations 
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normalize male dominance within households and rela-
tionships, creating environments where coercion and 
violence are tolerated as expressions of authority rather 
than recognized as violations of rights.

“Men are seen as heads of households whose author-
ity should not be challenged.” - MSD, Kano.
“Girls are expected to be submissive to male author-
ity.” - MSD, Ebonyi.
“A woman is taught to endure rather than question 
male control.” - MSD, Edo.

Norms emphasizing silence and family reputation sig-
nificantly influence responses to violence. Communities 
often prioritize preserving family honour over reporting 
abuse, reinforcing expectations that survivors remain 
silent to avoid shame or social stigma. This culture of 
silence perpetuates impunity and discourages help-seek-
ing behaviour.

“Family honour is protected by keeping abuse pri-
vate.” - MSD, Cross River.
“Speaking about sexual violence brings shame to the 
household.” - MSD, Kaduna.
“Families prefer silence to avoid community stigma.” 
- MSD, FCT.

Victim-blaming norms perpetuate gender-based violence 
(GBV) by shifting responsibility onto girls. Stakehold-
ers noted that prevailing beliefs attribute abuse to girls’ 
dress, mobility, or behaviour, while minimizing or justify-
ing boys’ actions. These norms discourage reporting and 
normalize harmful treatment.

“Girls are blamed for attracting attention.” - MSD, 
Nasarawa.
“Communities question what the girl did wrong.” - 
MSD, Enugu.
“Boys’ behaviour is excused as natural.” - MSD, 
Kano.

Norms associated with masculinity shape expectations 
that boys demonstrate dominance, toughness, and emo-
tional restraint. These beliefs discourage empathy and 
reinforce aggression as acceptable male behaviour, con-
tributing to coercion and violence in adolescent relation-
ships and peer interactions.

“A real man is expected to be strong and controlling.” 
- MSD, Kaduna.
“Boys are discouraged from showing emotions.” - 
MSD, Edo.
“Dominance is equated with masculinity.” - MSD, 
Lagos.

Cultural and traditional beliefs legitimize GBV by fram-
ing certain forms of violence as disciplinary or corrective. 
Stakeholders described that physical punishment, forced 
control, or coercion are often perceived as acceptable 
methods for maintaining order, morality, or obedience 
within families and relationships.

“Violence is seen as discipline within the family.” - 
MSD, Benue.
“Correcting a girl’s behaviour may involve force.” - 
MSD, Adamawa.
“Control is justified to protect moral values.” - MSD, 
Oyo.

Key GEE Behavioural Patterns, Drivers and Norms
Behaviours
In multiple states, girls’ involvement in economic activi-
ties is predominantly marked by early entry into low-
income and informal sectors. Stakeholders indicated 
that girls commonly participate in petty trading, hawk-
ing, domestic labour, and small-scale services to support 
household needs or address personal expenses. While 
these activities may provide immediate income, they 
frequently limit opportunities for skill acquisition and 
impede long-term economic advancement.

“Girls are pulled from school to hawk and support 
the family.” - MSD, Nasarawa.
“Most girls engage in petty trading rather than skill-
building work.” - MSD, Oyo.
“Domestic labour and street vending are common 
among adolescent girls.” - MSD, Cross River.

Economic dependency emerged as a widespread behav-
ioural pattern. Even when girls generate income, parents, 
guardians, or male partners generally retain financial 
decision-making authority. This arrangement restricts 
girls’ autonomy and reinforces dependency as a social 
norm.

“Even when girls earn money, parents control how it 
is used.” - MSD, Benue.
“A girl’s income is managed by her father or hus-
band.” - MSD, Ebonyi.
“Girls are expected to rely on men for financial sup-
port.” - MSD, Lagos.

School withdrawal for income generation is closely 
linked to prevailing economic behaviours. Stakeholders 
observed that financial pressures often compel girls to 
discontinue their education to support household sur-
vival, thereby perpetuating cycles of limited educational 
attainment and constrained livelihood prospects.
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“Parents withdraw girls from school to contribute 
financially.” - MSD, Kano.
“Economic hardship forces girls to choose work over 
education.” - MSD, Adamawa.
“Girls leave school early to support family income.” - 
MSD, Kaduna.

Occupational segregation and restricted skill develop-
ment were also evident. Girls are frequently steered 
toward traditionally feminine trades such as hairdressing, 
tailoring, food vending, and caregiving, while boys are 
encouraged to pursue technical or higher-earning fields. 
This practice perpetuates long-term income disparities 
and occupational inequality.

“Girls are trained in hairdressing while boys learn 
technical skills.” - MSD, Enugu.
“Vocational training for girls focuses on low-income 
trades.” - MSD, Edo.
“Communities steer girls toward ‘safe’ but low-earn-
ing jobs.” -MSD, Oyo.

Unrecognized and unpaid labour further shapes girls’ 
economic experiences. Stakeholders noted that girls 
make significant contributions to household work, care-
giving, and family enterprises without acknowledgement 
or financial compensation, thereby reducing the time 
available for education, rest, or skill development.

“Girls handle most household chores without pay.” - 
MSD, Benue.
“Caregiving responsibilities fall mainly on girls.” - 
MSD, Cross River.
“Girls support family businesses without financial 
benefit.” - MSD, Kaduna.

Drivers
Household poverty and economic insecurity are key 
determinants of girls’ economic participation in some 
contexts. Stakeholders indicated that financial hardship 
often compels families to rely on girls’ labour to supple-
ment household income, prioritizing immediate survival 
over long-term investments in education and skill devel-
opment. Under these conditions, girls’ economic contri-
butions are considered vital to family resilience.

“Economic hardship pushes families to rely on girls’ 
income.” - MSD, Nasarawa.
“Girls work to support household survival.” - MSD, 
Adamawa.
“Poverty forces families to depend on girls’ labour.” - 
MSD, Kano.

Prevailing gender norms and expectations perpetuate 
economic dependency and limit girls’ financial auton-
omy. Stakeholders noted that girls are socialized to 
depend on male providers, while boys are prepared for 
financial leadership. These norms influence household 
decisions related to resource allocation, education, and 
economic opportunities.

“Girls are raised to depend on men for financial 
security.” - MSD, Ebonyi.
“Families invest in boys because they will become 
providers.” - MSD, Edo.
“Economic independence is not expected of girls.” - 
MSD, Kaduna.

Limited access to education and market-relevant skills 
further constrains girls’ economic opportunities. Stake-
holders emphasized that early school withdrawal, inad-
equate vocational training, and insufficient exposure to 
contemporary skills reduce girls’ capacity to participate 
in higher-value economic sectors.

“Girls lack access to modern skills training.” - MSD, 
Enugu.
“Limited education restricts girls’ earning potential.” 
- MSD, Oyo.
“Early school dropout limits future economic 
options.” - MSD, Benue.

Institutional and structural barriers also impede girls’ 
economic empowerment. Stakeholders identified limited 
access to credit, safe training environments, mentorship, 
and supportive policies as significant obstacles to the 
development of sustainable livelihoods.

“Girls have little access to credit or financial ser-
vices.” - MSD, Lagos.
“Safe training hubs and mentorship opportunities 
are limited.” - MSD, Cross River.
“There are few programs supporting girls’ economic 
growth.” - MSD, FCT.

Safety concerns and mobility restrictions substantially 
limit girls’ economic participation. Families often restrict 
girls’ movement due to fears of harassment, violence, 
or reputational risk, which reduces access to training, 
employment, and market opportunities.

“Parents restrict girls’ movement for safety reasons.” 
- MSD, Kano.
“Fear of harassment limits girls’ mobility.” - MSD, 
Kaduna.
“Safety concerns prevent girls from pursuing oppor-
tunities.” - MSD, Edo.
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Norms
According to the stakeholders in this study, prevailing 
gender norms across states designate men as primary 
providers and girls as dependents, shaping economic role 
expectations from an early age. Stakeholders reported 
that girls are socialized to expect financial support from 
male relatives or future husbands, rather than to pursue 
economic self-reliance. These norms reinforce depen-
dency and constrain aspirations for economic autonomy.

“Girls are raised to depend on men for financial 
security.” - MSD, Ebonyi.
“A woman who relies on her husband is seen as well 
cared for.” - MSD, Enugu.
“Men are expected to provide while women depend.” 
- MSD, Kano.

Norms regarding appropriate work for girls significantly 
influence their economic trajectories. Communities fre-
quently encourage girls to pursue traditionally feminine 
trades and discourage participation in technical, leader-
ship, or higher-earning sectors. These expectations per-
petuate occupational segregation and limit long-term 
earning potential.

“Girls are guided toward hairdressing and tailoring.” 
- MSD, Edo.
“Technical trades are seen as unsuitable for girls.” - 
MSD, Oyo.
“Communities steer girls into ‘safe’ but low-income 
jobs.” - MSD, Kaduna.

Nonetheless, social expectations that prioritize domes-
tic responsibilities over economic advancement fur-
ther restrict girls’ opportunities. Stakeholders observed 
that caregiving, household work, and support for fam-
ily enterprises are regarded as natural duties for girls, 
thereby reducing the time available for education, skills 
development, or paid employment.

“Girls are expected to handle household chores first.” 
- MSD, Benue.
“Caregiving responsibilities fall mainly on girls.” - 
MSD, Cross River.
“Domestic duties take priority over girls’ education 
or work.” - MSD, Adamawa.

Norms that associate female respectability with mod-
est economic ambition also affect girls’ participation in 
income-generating activities. In certain communities, 
assertive economic behaviour or financial independence 
is perceived as inappropriate, discouraging girls from 
pursuing entrepreneurship or leadership roles.

“A girl who earns too much may be seen as disre-
spectful.” - MSD, Nasarawa.
“Ambitious girls are sometimes viewed as challeng-
ing social order.” - MSD, FCT.
“Economic independence in girls can be perceived as 
defiance.” - MSD, Lagos.

Marriage expectations further reinforce norms of eco-
nomic dependency. Stakeholders indicated that girls are 
frequently socialized to regard marriage as their primary 
source of financial security, thereby diminishing motiva-
tion to pursue long-term economic independence.

“Marriage is seen as a girl’s economic future.” - MSD, 
Kano.
“Parents prepare girls for marriage rather than 
careers.” - MSD, Ebonyi.
“A girl’s stability is expected to come through mar-
riage.” - MSD, Enugu.

Key SRH Behavioural Patterns, Drivers and Norms
Behaviours
From the multi-sectoral dialogue across states, wide-
spread silence and secrecy surrounding sexual and repro-
ductive health shape adolescents’ information-seeking 
behaviours. Stakeholders noted that environments dis-
couraging open discussion of sexuality force adolescents 
to rely on peers, media, or the internet for guidance. This 
dependence often results in misinformation and confu-
sion about puberty, relationships, and safe practices.

“We avoid discussing sexuality with adolescents.” - 
MSD, Nasarawa.
“Young people learn from friends instead of trusted 
adults.” - MSD, Oyo.
“They rely on the internet because no one explains 
these issues.” - MSD, Lagos.

Early sexual initiation and engagement in unsafe sex-
ual practices were identified as recurring behavioural 
patterns. Stakeholders indicated that curiosity, peer 
influence, and limited access to accurate information 
contribute to sexual experimentation without sufficient 
knowledge of protection, increasing vulnerability to unin-
tended pregnancy and sexually transmitted infections.

“Adolescents experiment sexually without under-
standing the risks.” - MSD, Enugu.
“Peer pressure influences early sexual activity.” - 
MSD, Edo.
“Girls engage in relationships without knowledge of 
protection.” - MSD, Kaduna.
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Evidence reluctance to seek sexual and reproductive 
health (SRH) services is another prevalent behaviour. 
Adolescents often avoid health facilities due to fear of 
judgment, concerns about confidentiality, or negative 
attitudes from providers. This avoidance limits their 
access to contraceptives, counselling, and treatment 
services.

“Girls fear being judged when they visit health facili-
ties.” - MSD, Cross River.
“Health workers question adolescents seeking con-
doms.” - MSD, Benue.
“Lack of privacy discourages adolescents from seek-
ing care.” - MSD, FCT.

The use of unsafe or unreliable sources for sexual and 
reproductive health (SRH) solutions was also reported. 
Stakeholders described adolescents’ reliance on tradi-
tional remedies, misinformation from peers, or unveri-
fied products when attempting to manage pregnancy 
risks or address sexual health concerns.

“Adolescents rely on unverified remedies shared by 
peers.” - MSD, Kano.
“They use unsafe methods to prevent or terminate 
pregnancy.” - MSD, Adamawa.
“Misinformation spreads quickly among young peo-
ple.” - MSD, Nasarawa.

Gendered behavioural expectations significantly influ-
ence sexual and reproductive health (SRH) decision-
making. Girls are often expected to remain silent and 
passive regarding sexuality, while boys are encouraged to 
be sexually assertive. These expectations limit girls’ abil-
ity to negotiate safe practices and increase their vulner-
ability to coercion and risk.

“Girls are expected to remain silent about sexual 
matters.” - MSD, Ebonyi.
“Boys are encouraged to prove masculinity through 
sexual experience.” - MSD, Lagos.
“Girls struggle to negotiate protection in relation-
ships.” - MSD, Kaduna.

Drivers
Sexual and reproductive health SRH challenges for ado-
lescents in Nigeria result from strict cultural Limited 
access to comprehensive and accurate sexuality educa-
tion emerged in several settings as a primary determinant 
of adolescents’ sexual health behaviours. Stakehold-
ers indicated that cultural discomfort, parental resis-
tance, and inconsistent school-based implementation 
restrict access to reliable information. In the absence of 

structured guidance, adolescents frequently turn to peers 
or media sources, which increases their susceptibility to 
misinformation and risky sexual decision-making.

“Sexuality education is avoided because parents 
may object.” - MSD, Nasarawa.
“Schools skip sensitive topics to prevent controversy.” 
- MSD, Oyo.
“Adolescents rely on peers when formal education is 
absent.” - MSD, Lagos.

Cultural taboos and societal silence surrounding ado-
lescent sexuality further contribute to negative sexual 
and reproductive health (SRH) outcomes. Stakeholders 
described dominant social norms that inhibit open dis-
cussion of puberty, relationships, and protective mea-
sures, leaving adolescents uninformed and unprepared to 
make safe decisions.

“Talking about sexuality is considered inappropri-
ate.” - MSD, Kaduna.
“Parents avoid these discussions out of cultural dis-
comfort.” - MSD, Enugu.
“Silence leaves adolescents to figure things out alone.” 
- MSD, Cross River.

Stigma and judgment within health systems further 
discourage adolescents from accessing SRH services. 
Stakeholders reported that negative provider attitudes, 
inadequate confidentiality, and fear of recognition at clin-
ics deter adolescents from seeking contraception, coun-
selling, and testing services.

“Health workers question adolescents seeking con-
traceptives.” - MSD, Benue.
“Fear of judgment prevents girls from visiting clinics.” 
- MSD, FCT.
“Lack of privacy discourages adolescents from seek-
ing care.” - MSD, Edo.

Gender inequality and power imbalances significantly 
influence SRH decision-making. Stakeholders empha-
sized that girls frequently lack the agency to negotiate 
safe practices, while boys are often encouraged to dem-
onstrate sexual assertiveness. These dynamics heighten 
vulnerability to coercion, unsafe sexual practices, and 
unintended pregnancy.

“Girls cannot insist on protection in relationships.” - 
MSD, Ebonyi.
“Boys are encouraged to prove masculinity through 
sexual activity.” - MSD, Lagos.
“Power imbalance limits girls’ decision-making.” - 
MSD, Kano.
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Economic vulnerability and engagement in transac-
tional relationships further exacerbate SRH risks. Stake-
holders described how financial hardship may compel 
girls to enter relationships for material support, thereby 
increasing their exposure to unsafe sexual practices and 
exploitation.

“Poverty pushes girls into relationships for financial 
support.” - MSD, Nasarawa.
“Economic hardship increases vulnerability to trans-
actional relationships.” - MSD, Adamawa.
“Girls exchange relationships for basic needs.” - 
MSD, Oyo.

In a nutshell, these findings indicate that adolescent SRH 
outcomes are shaped by intersecting factors, includ-
ing limited sexuality education, cultural silence, stigma 
within health systems, gender-based power imbalances, 
and economic vulnerability. These conditions create 
environments in which adolescents lack the information, 
support, and agency needed to make safe and informed 
decisions.

Norms
Our findings show that entrenched cultural norms inhibit 
open discussion of sexuality with adolescents. Stakehold-
ers reported widespread beliefs that conversations about 
sexual and reproductive health encourage promiscuity or 
undermine moral values. Consequently, silence is often 
regarded as protective, even though it leaves adolescents 
without reliable guidance.

“Talking about sex with young people encourages 
promiscuity.” - MSD, Kaduna.
“Parents avoid these discussions to preserve moral 
values.” - MSD, Enugu.
“Silence is seen as protecting children from immoral 
behaviour.” - MSD, Oyo.

Norms concerning sexual purity and respectability sig-
nificantly shape expectations for girls’ behaviour. In some 
communities, there is considerable emphasis on chastity, 
with expectations that girls remain uninformed and pas-
sive regarding sexuality. These norms deter girls from 
seeking information or services, even when health risks 
are present.

“A respectable girl should not discuss sexual mat-
ters.” - MSD, Ebonyi.
“Girls must remain pure and uninformed until mar-
riage.” - MSD, Kano.
“Seeking contraception suggests immoral behaviour.” 
- MSD, Nasarawa.

Gender norms also contribute to unequal expectations 
for boys and girls. Stakeholders note that boys are often 
encouraged to explore sexuality as a marker of masculin-
ity, while girls are expected to demonstrate modesty and 
restraint. These double standards perpetuate unequal 
power dynamics and increase girls’ vulnerability to coer-
cion and unsafe practices.

“Boys are expected to prove manhood through sex-
ual experience.” - MSD, Lagos.
“Girls are taught to be modest and silent.” - MSD, 
Edo.
“Sexual freedom is tolerated for boys but condemned 
for girls.” - MSD, Cross River.

Norms within health systems and communities reinforce 
stigma associated with adolescent access to sexual and 
reproductive health (SRH) services. Adolescents who 
seek contraception or counselling are frequently per-
ceived as immoral or disobedient, discouraging service 
utilization and perpetuating secrecy.

“Girls who request condoms are seen as wayward.” - 
MSD, Benue.
“Health providers assume adolescents should not be 
sexually active.” - MSD, FCT.
“Community members judge young people who seek 
SRH services.” - MSD, Kaduna.

Religious and traditional beliefs influence norms gov-
erning adolescent sexuality. In certain communities, 
religious teachings and customary values emphasize 
abstinence before marriage and discourage contracep-
tive use, shaping attitudes toward SRH education and 
services.

“Religious beliefs discourage discussion of reproduc-
tive health.” - MSD, Adamawa.
“Tradition promotes silence on sexual matters.” - 
MSD, Enugu.

Key HPV Vaccination Behavioural Patterns, Drivers and 
Norms
Behaviours
Finding revealed that HPV vaccine uptake among eli-
gible girls remains low across states, with stakeholders 
reporting delayed acceptance, refusal, and incomplete 
vaccine schedules. Caregivers often hesitate to provide 
consent, and some adolescents miss school-based vac-
cination opportunities due to absence, parental refusal, 
or inadequate follow-up. These behaviours reflect uncer-
tainty, limited awareness, and inconsistent delivery 
mechanisms.
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“Many parents decline consent for the HPV vaccine.” 
- MSD, Kano.
“Girls miss vaccination when parents refuse 
approval.” - MSD, Kaduna.
“Some adolescents do not return for subsequent 
doses.” - MSD, FCT.

Avoidance and passive resistance to vaccination were 
also observed. Stakeholders noted that caregivers may 
delay decisions, avoid interactions with health workers, 
or quietly opt out rather than openly refuse vaccination. 
These behaviours contribute to incomplete coverage and 
insufficient follow-through.

“Parents postpone decisions until the opportunity 
passes.” - MSD, Lagos.
“Some families avoid vaccination teams entirely.” - 
MSD, Nasarawa.
“Caregivers quietly opt out instead of refusing 
openly.” - MSD, Oyo.

Peer and community influences significantly shape vac-
cination behaviour. Acceptance or refusal often spreads 
through social networks, as rumours and shared experi-
ences influence parental decisions and adolescents’ will-
ingness to receive vaccination.

“Parents follow what other families decide.” - MSD, 
Cross River.
“When neighbours refuse, others follow.” - MSD, Edo.
“Community rumours influence acceptance.” - MSD, 
Adamawa.

Drivers
Misinformation and concerns regarding vaccine safety 
emerged as primary drivers of low uptake. Stakehold-
ers frequently report apprehensions that the vaccine 
may cause infertility, promote promiscuity, or result in 
unknown long-term effects. These fears significantly 
influence parental decision-making.

“Parents fear the vaccine will cause infertility.” - 
MSD, Kano.
“Rumours say the vaccine affects future childbirth.” - 
MSD, Enugu.
“Caregivers worry about hidden side effects.” - MSD, 
Kaduna.

Limited awareness and inadequate communication about 
HPV and cervical cancer prevention further contribute 
to low uptake. Some caregivers lack understanding of the 
vaccine’s purpose, benefits, and eligibility criteria, which 
diminishes their motivation to provide consent.

“Many parents do not understand what the vaccine 
prevents.” - MSD, Benue.
“There is little awareness about cervical cancer pre-
vention.” - MSD, Oyo.
“Families lack clear information about HPV vacci-
nation.” - MSD, Nasarawa.

Health system and delivery challenges also affect vac-
cine uptake. Stakeholders identified gaps in community 
engagement, insufficient health worker training, and 
inconsistent school-based delivery as factors undermin-
ing trust and reducing coverage.

“Health workers need more training to address con-
cerns.” - MSD, Cross River.
“School-based delivery is inconsistent.” - MSD, FCT.
“Community engagement before vaccination is lim-
ited.” - MSD, Edo.

Norms
Norms linking vaccination to sexuality and morality 
influence acceptance. In some communities, the HPV 
vaccine is perceived as encouraging early sexual activity 
or indicating promiscuity, leading caregivers to hesitate 
in consenting for young girls.

“Some believe the vaccine encourages sexual activ-
ity.” - MSD, Kano.
“Parents fear vaccination will promote promiscuity.” 
- MSD, Kaduna.
“Immunization is seen as unnecessary for ‘good 
girls.’” - MSD, Ebonyi.

Gender norms and decision-making hierarchies further 
influence acceptance. Fathers, elders, or male household 
heads often make health decisions, and mothers may lack 
the authority to provide independent consent. This struc-
ture can delay or prevent vaccination.

“Fathers often make final decisions on vaccination.” - 
MSD, Nasarawa.
“Mothers cannot consent without approval.” - MSD, 
Benue.
“Household heads determine health decisions.” - 
MSD, Adamawa.

Trust in religious and community leaders shapes norma-
tive acceptance. Communities often seek guidance from 
these leaders, and their endorsement or scepticism can 
influence collective attitudes toward vaccination.

“Religious leaders’ views influence acceptance.” - 
MSD, Oyo.
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“Community leaders shape trust in vaccination.” - 
MSD, Cross River.
“Families follow guidance from faith leaders.” - MSD, 
Enugu.

These findings indicate that HPV vaccination uptake is 
shaped by behavioural hesitancy, misinformation, lim-
ited awareness, challenges in health system delivery, and 
norms related to morality, gender authority, and commu-
nity trust. Addressing these factors requires trusted com-
munication, community engagement, and norm-sensitive 
strategies to enhance acceptance.

Cross-cutting behaviours
Multi-state consultations revealed a wide range of behav-
iours affecting adolescent girls across several thematic 
areas, including gender-based violence, child, early and 
forced marriage, economic empowerment, sexual and 
reproductive health, and HPV vaccination. Recurring 
patterns across these domains demonstrate how harm-
ful norms, economic hardship, misinformation, and ser-
vice delivery gaps interact to shape the risks, decisions, 
and opportunities available to girls. The findings indicate 
that addressing harmful behaviours requires more than 
awareness campaigns; coordinated efforts are necessary 
to strengthen institutional systems, expand access to safe 
and adolescent-friendly services, and support commu-
nity-led transformation of harmful norms.

Silence and non-disclosure emerged as a cross-cut-
ting behaviour across thematic areas. Survivors of GBV 
frequently avoid reporting abuse due to fear of blame, 
retaliation, or family shame. Adolescents rarely dis-
cuss sensitive topics such as sexuality, contraception, or 
menstruation with parents or trusted adults. Girls infre-
quently challenge forced marriage decisions or express 
concerns about vaccinations. This silence also extends 
to economic opportunities, where girls seldom ques-
tion unequal access to education, training, or financial 
resources.

This reluctance to disclose or challenge harmful 
practices does not reflect simple passivity, but rather 
constrained agency within unequal social structures. 
Stakeholders noted that fear of stigma, social exclusion, 
punishment, and loss of family support discourages girls 
from speaking out. Economic dependence, restricted 
mobility, and exclusion from decision-making further 
limit their ability to resist harmful practices. Socialization 
processes that emphasize obedience, respect for author-
ity, and conflict avoidance reinforce compliance. In this 
context, acceptance often serves as a protective coping 
strategy rather than genuine consent. Girls may accept 
family settlements in GBV cases, comply with marriage 
decisions, withdraw from school to support household 

priorities, or remain silent in the face of misinformation 
to avoid social repercussions.

Risky coping strategies and peer influence further rein-
force these dynamics. Peer pressure contributes to unsafe 
sexual practices, increasing the risk of unplanned preg-
nancy and sexually transmitted infections. Such pregnan-
cies may lead to early marriage, perpetuating harmful 
cycles. Peer norms also shape spending behaviours and 
financial decision-making, sometimes discouraging sav-
ing or long-term planning. Fear of stigma and rumours 
can deter HPV vaccination, while misinformation about 
infertility, contraception, and reproductive health con-
tinues to influence decision-making. Misconceptions 
regarding girls’ rights to inheritance and property owner-
ship further undermine their confidence to pursue eco-
nomic independence.

Consequently, these interconnected behaviours dem-
onstrate how silence, constrained agency, peer influence, 
and misinformation function within broader structural 
and normative systems. Addressing these challenges 
requires integrated strategies that strengthen protective 
systems, promote access to trusted information, expand 
youth-friendly services, and support community-led 
norm change to create environments where girls can 
exercise voice, choice, and agency.

Cross-cutting drivers
The research identified several interrelated drivers of 
adolescent girls’ well-being, many of which recur across 
thematic areas. These drivers illustrate how gender 
norms, economic hardship, misinformation, and institu-
tional gaps collectively shape risks, including early mar-
riage, violence, adverse health outcomes, and economic 
dependency. Addressing these challenges requires coor-
dinated efforts to strengthen protective systems, expand 
safe, youth-friendly services, improve access to accu-
rate information, and support community-led initiatives 
to transform social norms to safeguard girls’ rights and 
well-being.

Patriarchal gender norms emerged as a central social 
and cultural influence. Stakeholders indicated that these 
norms normalize violence, associate girls’ social value 
with marriageability, reinforce expectations of depen-
dency, discourage open discussion of sexuality, and 
perpetuate harmful myths. Economic hardship and 
survival-driven family decisions further contribute to 
early marriage, economic dependence, engagement in 
hazardous or low-return work, and restricted access to 
sexual and reproductive health services, including HPV 
vaccination.

Silence, stigma, and fear of disclosure pervasively influ-
ence. Underreporting of gender-based violence (GBV), 
reluctance to seek sexual and reproductive health (SRH) 
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services, and avoidance of vaccination are reinforced by 
fears of blame, social exclusion, and reputational harm. 
Weak law enforcement and limited accountability mech-
anisms further undermine responses to GBV, perpetuate 
harmful marriage practices, restrict girls’ economic par-
ticipation, and erode confidence in health and protection 
systems. The absence of safe spaces and youth-friendly 
services limits support for survivors, diminishes girls’ 
capacity to resist harmful practices, restricts access to 
skills training, and impedes adolescent-focused health 
outreach.

Misinformation and harmful myths exert significant 
influence on behaviours and decision-making. Miscon-
ceptions about contraception, infertility, vaccines, and 
gender roles contribute to fear and avoidance of sexual 
and reproductive health (SRH) services, reduced HPV 
vaccine uptake, reinforcement of victim-blaming atti-
tudes, and justification of early marriage. Inadequate 
parent–child communication further restricts adoles-
cents’ access to accurate information, perpetuates silence 
around gender-based violence (GBV), limits financial 
guidance and economic decision-making, and influences 
parental choices regarding vaccination.

Peer and community pressure reinforce social expec-
tations in multiple domains. Stakeholders indicated that 
social influence normalizes early marriage, perpetuates 
tolerance of violence, shapes financial behaviours, and 
contributes to risky sexual practices. Harmful peer group 
norms, such as substance abuse and exploitative social 
networks, were also reported to increase vulnerability to 
violence and sexual risk, while diminishing trust in health 
interventions. Furthermore, limited adolescent-focused 
education and outreach weaken prevention efforts, 

restrict comprehensive sexual and reproductive health 
(SRH) knowledge, constrain economic empowerment 
opportunities, reduce HPV vaccine uptake, and perpetu-
ate harmful practices.

These drivers interact within broader social, eco-
nomic, and institutional systems. Their interconnected-
ness underscores the need for integrated responses that 
address structural inequalities, strengthen protective 
services, promote access to reliable information, and 
support community-led change to foster safer and more 
enabling environments for adolescent girls.

Across the study states, certain factors often influenced 
adolescent vulnerabilities. Patriarchal gender norms, 
economic hardship, silence around sexuality and vio-
lence, and widespread misinformation were common 
challenges. However, how these factors manifested dif-
fered by location. In conflict-affected and displacement 
settings, the struggle to survive increased risks of early 
marriage, exploitation, and disrupted access to important 
services. Rural communities experienced the influence 
of traditional authority, long-standing norms, and lim-
ited services, while urban and peri-urban areas encoun-
tered greater media exposure, economic instability, and 
the risks of transactional relationships. These differences 
suggest that while root causes may be similar, their effects 
and intensity vary depending on the environment.

Intersectional vulnerabilities
The study identifies intersecting vulnerabilities among 
very young adolescents in Nigeria, where overlap-
ping social, structural, and institutional disadvantages 
increase their risk of harm. At this stage, adolescents rely 
on adults and institutions for information, protection, 
and essential services. Stakeholder discussions revealed 
that silence around sexuality, finances, and abuse, along 
with limited access to trusted guidance, often leaves ado-
lescents to navigate complex risks with little support. 
Peer influence, social media exposure, and a lack of men-
tors further shape decision-making and heighten vul-
nerability to risky behaviours. VYAs are often excluded 
from economic empowerment and sexual and reproduc-
tive health initiatives, even as they face early transitions 
such as pregnancy, forced marriage, and school dropout. 
These findings highlight the need for age-responsive pro-
grams that offer life skills, safe spaces, mentorship, and 
peer support tailored to early adolescence (Fig. 2).

Adolescent girls with disabilities experience multiple 
layers of exclusion and increased risk of hidden vio-
lence. Stakeholders noted that stigma, overprotection, 
and social invisibility often lead to neglected sexual and 
reproductive health needs and limited access to protec-
tion. Safe spaces, inclusive health services, GBV reporting 
pathways, and livelihood programs are often inacces-
sible. In some cases, abuse is hidden due to assumptions Fig. 2  Intersectional vulnerabilities
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that girls with disabilities cannot report or will not be 
believed. These findings emphasize the need for disabil-
ity-inclusive programs that ensure accessible SRH ser-
vices, targeted GBV protection, and equitable economic 
opportunities.

In conflict-affected areas, including IDP camps in 
Benue and Nasarawa, adolescents face compounded vul-
nerabilities from poverty, insecurity, and disrupted social 
support. Stakeholders reported that survival pressures 
can lead to early marriage, while girls are at greater risk 
of exploitation, transactional sex, and gender-based vio-
lence. Limited access to reporting mechanisms, shelters, 
health outreach, and schooling restricts SRH informa-
tion, HPV vaccination, and livelihood skills. Responses 
should prioritize mobile service delivery, peer support, 
and flexible cash or livelihood assistance to reduce vul-
nerability and strengthen protective networks.

Geographic context also shapes risk environments. 
In remote rural communities, patriarchal norms, early 
marriage traditions, and limited services restrict girls’ 
choices, with traditional authorities strongly influenc-
ing expectations. In urban and peri-urban areas, girls 
face pressures such as media exposure, peer influence, 
and economic insecurity, which can lead to early sexual 
activity, unsafe work, or exploitation. While services may 
exist in urban areas, cost, stigma, overcrowding, and con-
fidentiality concerns often limit access. Addressing these 
disparities requires context-specific approaches that 

combine norm change with practical service delivery, 
such as community mediation and mobile outreach in 
rural areas, and safe, confidential, youth-friendly centers 
in urban settings.

Opportunities and strategic entry points for adolescents’ 
wellbeing in Nigeria
The study demonstrates that achieving large-scale behav-
iour change to enhance adolescent wellbeing in Nigeria 
requires coordinated action across communities, insti-
tutions, and policy systems. Stakeholders emphasize the 
importance of trusted local leadership, effective service 
delivery systems, and clearly defined policy implemen-
tation frameworks that support adolescent protection, 
health, and development. Sustainable progress depends 
on empowering communities through long-term pro-
gramming and strengthening connections to state, fed-
eral, and donor-supported resources (Fig. 3).

 
The findings identify strategic entry points for enhanc-

ing adolescents’ access to information, protection, and 
economic opportunities. Schools serve as critical plat-
forms for delivering age-appropriate sexuality education, 
financial literacy, gender equality messaging, and market-
relevant skills. Peer-led clubs, mentorship programs, and 
school-based counselling units provide safe spaces for 
dialogue, support, and early referral. Faith-based institu-
tions and traditional councils are essential channels for 

Fig. 3  Opportunities and strategic entry points for adolescent wellbeing
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reaching households that are less accessible to formal 
systems; their leaders can challenge harmful norms, rein-
force protective practices, and address misinformation. 
Nigeria’s expanding digital ecosystem offers additional 
opportunities for youth engagement through helplines, 
moderated platforms, and peer-led storytelling that 
counters misinformation and promotes positive norms.

Stakeholders identified effective community-driven 
approaches that address harmful norms and strengthen 
protective environments. Women’s cooperatives have 
facilitated financial literacy circles for adolescents, tra-
ditional leaders have intervened to prevent child mar-
riage, and peer educators have established safe spaces in 
displacement settings. These locally grounded initiatives 
demonstrate how protective alternatives, trusted com-
munity networks, and adaptable support mechanisms 
can enhance resilience and promote normative change.

Encouragingly, several states are piloting coordinated 
initiatives with potential for scale. Benue has integrated 
HPV vaccination into routine immunization platforms. 
Cross River has strengthened referral pathways and 
layered support services for GBV survivors. Nasarawa 
and Ebonyi are localizing child protection laws through 
multi-stakeholder task forces and community account-
ability mechanisms. These state-level innovations sug-
gest that coordinated, locally adapted approaches can 
strengthen service delivery, improve accountability, and 
support sustained behaviour change.

Discussion
This study, “Landscaping the behaviours, drivers, and 
norms influencing the well-being of VYAs: an explora-
tion of stakeholders’ perspectives in Nigeria”, provides 
an in-depth look at the social factors affecting the health 
and lives of VYAs aged 10–14 across 12 Nigerian states. 
The findings confirm that harmful gender norms, socio-
cultural expectations, and structural inequities strongly 
shape outcomes related to CEFM, GBV, GEE, SRH, and 
HPV vaccination [8, 23, 24]. While consistent with global 
evidence on adolescent vulnerabilities, they also highlight 
context-specific dynamics that require closer attention. 
The findings emphasize the urgent need to align exist-
ing national policy frameworks with practical actions and 
donor investments, noting that current donor resources 
may become scattered unless routed through trusted 
local systems. Additionally, strengthening coordination 
among different ministries is crucial for unifying mes-
saging, addressing service gaps, and creating a consistent 
environment for protective behaviours.

In relation to CEFM: early pregnancies, parental 
neglect, and school dropout converge to heighten girls’ 
risk of marriage. This parallels evidence from sub-Saha-
ran Africa and South Asia, where economic survival and 
gender inequality drive families into early unions [25–27]. 

The Nigerian pattern of pregnancies outside marriage 
leading to rushed unions echoes findings from Ghana 
and Mexico, where family honour remains decisive [25, 
28, 29]. By contrast, evidence from Mozambique and 
Bangladesh shows that higher educational attainment 
and shifting parental aspirations can delay marriage even 
in poor households [28, 30, 31]. Our results, therefore, 
point not only to poverty but also to weak school sys-
tems and limited parental investment as critical drivers. 
Comparative evidence from Ethiopia, India, and Malawi 
demonstrates that stronger school retention mechanisms 
substantially reduce early marriage risk [32–36].

Findings on GBV reveal widespread silence, limited 
parental supervision, and a lack of safe reporting spaces. 
These dynamics reflect patterns in Uganda and Nepal, 
where stigma and fears of dishonour deter disclosure [10, 
37–39]. Our results also highlight community reluctance 
to discuss sexual matters, blurring the boundary between 
GBV and broader SRH vulnerabilities. Similar cultures 
of silence have been reported in conservative contexts, 
where sexuality remains shrouded in shame. Interven-
tions from other settings show, however, that silence is 
not inevitable: confidential safe spaces and engagement 
with trusted leaders can begin to dismantle taboos and 
encourage reporting [40–42].

Regarding GEE, girls often leave school or miss oppor-
tunities so their brothers can advance, reinforcing a gen-
dered division of labour where male siblings are expected 
to provide [43–45]. This mirrors findings from Ethiopia 
and India, where girls’ education is frequently depriori-
tized. However, studies show that introducing social pro-
tection or conditional cash transfers leads households to 
prioritise girls’ schooling [46]. This indicates that Nige-
ria’s challenge is both cultural and economic, and that 
targeted incentives, combined with norm change strate-
gies, could encourage greater investment in girls.

The study identifies high rates of unprotected sex, early 
pregnancies, STIs, and low contraceptive use, largely due 
to poor parent-adolescent communication and unwel-
coming health services. This aligns with broader trends 
in sub-Saharan Africa, where communication barriers 
and unresponsive facilities limit SRH access [47–51]. 
Evidence from Latin America shows that comprehen-
sive sexuality education increases contraceptive use and 
delays sexual debut [52]. In Nigeria, the National Sexual-
ity Education Curriculum has had limited effect because 
of cultural resistance and inconsistent implementation 
[53]. Adolescents’ distrust of health providers, seen as 
judgmental and unapproachable, is another barrier. This 
is similar to findings in Malawi and Zambia, but con-
trasts with Rwanda, where school-based health initiatives 
have built trust [54–58]. These comparisons indicate that 
Nigeria should pair education reforms with adolescent-
friendly, community-based health services.
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Results on HPV vaccination reveal alarmingly low 
uptake, driven by myths, misinformation, and parental 
consent requirements. Similar barriers are documented 
in Kenya and Zambia [14, 57–59]. However, Rwanda 
and Tanzania provide counterexamples, achieving high 
coverage through political commitment, school-based 
delivery, and intensive community mobilisation [60–62]. 
These contrasting reports show that low coverage is not 
inevitable: systemic reforms and trusted community 
engagement can dramatically improve uptake.

A striking feature of our findings is the relative unifor-
mity of behaviours and norms across Nigeria, despite its 
cultural and ethnic diversity. This consistency reflects 
the pervasive influence of patriarchal gender norms and 
poverty, which cut across ethnic and religious divides [63, 
64]. The perspectives of parents, teachers, health work-
ers, CSOs, and community leaders reinforce this pic-
ture, highlighting that these vulnerabilities are perceived 
not as isolated problems but as systemic, multi-layered 
challenges. For example, some parents emphasized fam-
ily honour, while teachers pointed to school dropout, 
yet both concerns converged on the same outcomes 
of early marriage, limited education, and constrained 
opportunities.

While there is convergence, the study also identified 
differences in how risks are experienced and managed. 
In conflict-affected and displacement settings, survival 
pressures and disrupted protection systems increased 
vulnerabilities to early marriage, exploitation, and lim-
ited-service access. Rural communities showed greater 
influence of traditional authority structures and ongoing 
service gaps, while urban and peri-urban environments 
saw more exposure to sexualized media, peer pressures, 
and transactional risks tied to economic instability. These 
variations do not contradict the shared structural drivers 
identified across states but instead show how local condi-
tions shape how vulnerabilities emerge.

The study also identified recurring behaviours that cut 
across domains and frequently reinforce one another. 
School dropout consistently emerged as a gateway 
behaviour, heightening vulnerability to CEFM, reduc-
ing economic opportunities, and restricting access to 
accurate sexual and reproductive health information. 
Silence and non-disclosure in cases of GBV mirrored 
adolescents’ reluctance to seek SRH services or vaccina-
tion, both shaped by stigma and fear of judgment. Early 
unprotected sex was directly linked to pregnancy, often 
triggering rushed marriages, interrupted schooling, and 
cycles of exclusion. These interconnected behaviours 
demonstrate that vulnerabilities rarely occur in isolation 
but cluster and intensify across multiple aspects of ado-
lescent life.

Underlying these patterns are interconnected drivers. 
Patriarchal norms devalue girls’ education, normalize 

early marriage, silence discussions of sexuality, and rein-
force expectations that men provide, producing a self-
reinforcing system of exclusion. Poverty intensifies these 
dynamics, pushing families to prioritize boys’ education 
or arrange early marriages as a survival strategy. Weak 
institutional systems (under-resourced schools, judg-
mental health services, and ineffective GBV response 
mechanisms) further exacerbate risks by failing to protect 
or empower adolescents. Misinformation and cultural 
taboos cut across domains, discouraging contraceptive 
use, limiting dialogue about GBV, and fuelling resistance 
to HPV vaccination. Once an adolescent becomes vul-
nerable in one area, he/she is likely to face compounded 
risks in others, highlighting how these drivers intersect to 
sustain cycles of disadvantage.

In summary, these results demonstrate that Nigeria’s 
VYAs face both unique and globally recognized chal-
lenges. Where our findings align with international evi-
dence (such as poverty-driven child marriage, silence 
around GBV, and vaccine hesitancy) they underscore the 
urgency of a coordinated policy action. Where contrast-
ing evidence exists (such as the success of sexuality edu-
cation in Latin America or higher HPV coverage in East 
Africa) they provide practical lessons for adaptation in 
Nigeria. Addressing these interlinked challenges requires 
coordinated, multi-sectoral interventions spanning edu-
cation, health, justice, and community systems, as well 
as deliberate efforts to break cultural silences, strengthen 
accountability, and rebuild trust in institutions. Without 
such measures, cycles of vulnerability are likely to persist; 
with them, Nigeria can shift the trajectory of its young-
est adolescents toward healthier and more empowered 
futures.

The multi-state stakeholder engagement and data syn-
thesis offer valuable insights into the lives of adolescents, 
especially girls aged 10–14, in twelve different Nigerian 
states. However, it is important to recognize several limi-
tations that should guide the interpretation of the find-
ings. First, while qualitative stakeholder engagement adds 
depth to the research, it can also introduce biases. These 
biases include selection bias, social desirability, and the 
opinions of more vocal individuals. The perspectives 
captured may represent experiences from institutions, 
programs, or urban areas and may not fully reflect the 
lives of adolescents in remote or culturally conservative 
regions.

Additionally, due to time and resource limitations, the 
voices of adolescents, particularly VYAs aged 10–14, 
were not included directly at this stage of the research. 
Instead, the study relied on adult stakeholders, parents, 
community leaders, civil society members, and pro-
gram implementers to provide insights on adolescent 
needs and vulnerabilities. This method limits the detail 
and authenticity of views centred on adolescents and 
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highlights the need for their direct involvement in future 
research. The absence of direct adolescent participants 
limited analysis of socio-demographic influences, future 
research will address this gap through ethically appropri-
ate engagement with adolescents.

Conclusion
Nigeria’s evolving socio-political and economic land-
scape, characterized by shifting policy priorities, changes 
in donor support, and emerging pressures such as 
humanitarian crises and disease outbreaks, demonstrates 
that the contextual conditions influencing adolescent 
wellbeing are dynamic. Consequently, these findings 
should be interpreted as contextually grounded insights 
rather than universally generalizable conditions.

Despite these limitations, the study identified stake-
holders’ perspectives on how prevailing norms related to 
child, early, and forced marriage; gender-based violence 
(GBV); sexual and reproductive health (SRH) knowl-
edge and access; human papillomavirus (HPV) vaccina-
tion uptake; and restricted economic opportunities for 
girls present challenges to adolescent wellbeing across 
the states studied. These perspectives illustrate the ways 
in which harmful norms, misinformation, economic 
constraints, and service delivery gaps interact to shape 
risks and opportunities for adolescent girls. By elucidat-
ing these interconnected influences, this study provides 
an evidence-informed foundation for future research, 
integrated programming, and policy implementation to 
strengthen protective environments and expand oppor-
tunities for adolescent girls across diverse Nigerian 
contexts.

Implications for legal and policy interventions
Creating a protective and enabling environment for 
adolescents necessitates coordinated action across 
legal, policy, and service-delivery systems. Stakeholders 
emphasized the need to strengthen the implementation 
and enforcement of existing legal frameworks, including 
the Child Rights Act and the Violence Against Persons 
(Prohibition) Act, while improving coordination among 
federal, state, and community levels. Effective protection 
depends not only on legislation but also on consistent 
local enforcement, robust accountability mechanisms, 
and accessible reporting and referral systems.

The findings indicate that prevailing norms of silence 
and fear of stigma continue to undermine the effective-
ness of protective laws and services. Concerns regard-
ing blame, retaliation, or social exclusion discourage 
girls from reporting abuse, contesting forced marriage 
decisions, seeking sexual and reproductive health infor-
mation, pursuing economic opportunities, or accessing 
vaccination services. Addressing these barriers requires 
policy and programmatic responses that prioritize 

confidentiality, survivor-centered approaches, and 
trusted community-based reporting pathways.

As task forces and community mechanisms to pre-
vent forced marriage and gender-based violence expand, 
stakeholders emphasized the necessity of integrating 
comprehensive sexuality education (CSE) into school 
curricula and ensuring its consistent implementation. 
Improving adolescent-friendly health services, expand-
ing confidential counseling and referral systems, and 
strengthening school-to-service linkages are essential 
for increasing access to sexual and reproductive health 
information, HPV vaccination, and psychosocial support. 
Legal and policy responses should also address structural 
barriers to girls’ economic participation and protection. 
Advancing girls’ economic rights, reinforcing social pro-
tection measures, and ensuring safe access to education 
and skills training can reduce vulnerability to early mar-
riage, exploitation, and dependency. Furthermore, ser-
vices must be inclusive and accessible to adolescents with 
disabilities, including accessible health facilities, adapted 
communication materials, and tailored protection 
mechanisms. Ultimately, strengthening legal and policy 
frameworks must be complemented by efforts to cre-
ate environments in which adolescents can safely access 
services and exercise their rights without fear or stigma. 
This includes community engagement to shift harmful 
norms, reinforcing accountability systems, and ensur-
ing that protective policies are translated into practical, 
accessible support for adolescents across diverse contexts 
(see Fig. 4).

Implications for behaviour change communication 
initiatives
Effective social and behaviour change communication 
(SBCC) is critical for addressing harmful gender norms, 
misinformation, and the culture of silence that restricts 
adolescents’ access to protection, health services, and 
opportunities. Stakeholders emphasize that communica-
tion strategies should be locally grounded and delivered 
through trusted sources, including community leaders, 
youth mentors, peer educators, and survivor advocates, 
to enhance credibility, reduce stigma, and foster trust.

SBCC initiatives should leverage trusted platforms, 
including schools, faith-based institutions, community 
radio, and social media, to facilitate open family dialogue 
on sexual and reproductive health, the risks of child, 
early, and forced marriage, and the benefits of HPV vac-
cination. Messaging must address prevalent parental 
concerns and misconceptions, such as fears regarding fer-
tility and vaccine safety, while promoting informed ado-
lescent participation in health-related decision-making.

Community dialogue and peer-led storytelling can 
prompt families to reconsider harmful beliefs and to 
adopt protective norms. To translate awareness into 
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action, SBCC efforts should be linked to clear referral 
pathways, ensuring that information is accompanied by 
accessible adolescent-friendly health services, protection 
mechanisms, and support systems.

Communication approaches should be age-appropri-
ate, culturally responsive, and grounded in rights-based 
information addressing sexual and reproductive health, 
gender-based violence prevention, child marriage risks, 
and girls’ economic empowerment. Nigeria’s expand-
ing digital landscape presents further opportunities 
to engage adolescents through moderated platforms, 
helplines, and peer-led digital storytelling that promote 
healthy decision-making and counter misinformation. 
Strengthened SBCC efforts can foster safer and more 
supportive environments by encouraging open dialogue, 
reducing stigma related to reporting abuse and seek-
ing services, and building community trust in protective 
systems.

The coexistence of cross-state similarities and contex-
tual variation underscores the importance of combin-
ing nationally coordinated norm-change and service 
strengthening efforts with locally adapted approaches 
that respond to conflict exposure, urbanization pres-
sures, and rural service constraints.

Implications for integrated service delivery models
The findings demonstrate that challenges affecting ado-
lescent girls are interconnected and require coordinated 
service delivery rather than isolated interventions. Stake-
holders highlighted the significance of integrated models 
that offer comprehensive support by linking protection, 
health, education, and economic strengthening ser-
vices. These approaches facilitate connections between 
GBV survivor support, such as safe shelters, legal assis-
tance, psychosocial care, and referral mechanisms, 
and adolescent-friendly health services and economic 

empowerment initiatives to ensure continuity of care. 
Enhancing adolescent-friendly health services remains a 
priority, particularly to guarantee confidential access to 
sexual and reproductive health information, counselling, 
and HPV vaccination. School platforms present strategic 
opportunities to broaden service reach through coordi-
nated health outreach, integration of HPV vaccination 
into school-based delivery schedules where feasible, and 
the creation of peer-led clubs and counselling units that 
offer safe spaces for dialogue, early support, and referral.

Mobile and outreach services are critical for reaching 
marginalized populations, including out-of-school ado-
lescents, those in rural communities, and adolescents in 
conflict-affected or displacement settings. Flexible service 
delivery models can improve access to health services, 
protection mechanisms, skills training, and economic 
opportunities for populations that may be excluded from 
facility-based services. Strengthened coordination across 
sectors at the state and local levels is essential to ensure 
comprehensive, accessible, and responsive services. 
Multi-sector collaboration spanning health, education, 
social protection, justice, and community structures can 
improve referral systems, reduce service fragmentation, 
and support sustained improvements in adolescent well-
being across thematic areas.

Implications for future research and programme design
The behavioural mapping findings have important impli-
cations for future research and program design. The 
results highlight the need for evidence-informed pro-
gramming that integrates context-specific insights into 
behaviours, drivers, and norms to develop interventions 
addressing the root causes of gender inequality. Future 
initiatives should move beyond single-issue approaches 
and implement integrated strategies that address the 
interconnected effects of harmful norms, economic 

Fig. 4  Implications for legal and policy interventions
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hardship, misinformation, and inadequate institutional 
responses.

Programs should prioritize age-responsive approaches 
that address the developmental needs and vulnerabili-
ties of VYAs (10–14 years), a group often overlooked 
in service provision yet subject to early transitions that 
influence long-term wellbeing. Interventions must be 
accessible, protective, and developmentally appropri-
ate for this population. The findings also highlight the 
importance of strengthening local ownership and sus-
tainability. Community-led approaches, engagement 
with trusted local leaders, and support for youth champi-
ons can facilitate norm change and enhance community 
accountability. At the same time, programs should rein-
force system linkages across sectors to ensure that aware-
ness initiatives are supported by accessible services and 
protection mechanisms. Future research should build on 
these findings by examining the evolution of norms over 
time, evaluating the effectiveness of integrated interven-
tions, and identifying strategies to improve adolescent 
access to services in diverse contexts. Strengthening 
monitoring, evaluation, and learning systems is essential 
for tracking changes in norms, behaviours, and service 
utilization, and for informing adaptive programming. 
Sustained progress will require continued attention to 
policy implementation and accountability to ensure that 
existing protective laws and adolescent-focused policies 
translate into accessible and effective services and safe-
guards at the community level.
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build trust. Strict confidentiality rules were followed during data collection. 
While interactive tools like breakout sessions and dot-voting encouraged 
involvement, any identifying information was anonymized or used only with 
consent. Audio recordings and field notes were kept secure and accessible 
only to authorized research staff for analysis. Findings were reported in 
summary form to protect individual identities.
These ethical measures, including data protection, voluntary participation, and 
confidentiality, complied with the Nigeria Data Protection Regulation (NDPR) 
and upheld the principles of beneficence, justice, and respect for individuals. 
This ensured that participants’ rights, safety, and dignity were fully protected 
throughout the research process.
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