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The Chancellor,
The Pro-Chancellor & Chairman, Governing Board,

Mr Vice Chancellor,

Principal Officers,

Deans of Faculties,

Head of Departments,

Professors,
Staff and Students,

Distinguished guests, ladies and gentlemen

Preamble

Let me start this lecture by putting on record how pleased and
honoured I am to have been given the opportunity soon after the
appointment as Professor of Maternal, Reproductive and Child
Health at the Department of Public Health, Lead City University,
Ibadan, not only to deliver this inaugural lecture, but to be the first to
do so under the cooperative agreement between Lead City
University, Ibadan and the Nigerian Institute of Medical Research,
Yaba, Lagos, where I am a Director of Research. I find this, deeply
gratifying.

Mr. Vice Chancellor Sir, it was at Ile lfe, the cradle ofYoruba
civilization, about three decades ago, that I started my career in
maternal and reproductive health as a young resident doctor in
Obstetrics and Gynaecology. At that time, our chief concern was the
high infant and maternal morbidity and mortality, consequent upon
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poor obstetric care, aversion of caesarean delivery, and unskilled

attendance in labour. Obstructed labour, ruptured womb, puerperal
sepsis, bleeding and complications of induced abortions were

common in our emergency rooms and wards (Dare et al 1998; Ezechi
et al., 1999; Ezechi et al., 2000; Ezechi et al., 2004a; Ezechi et al.,

2004b; Fasubaa et al., 2003; Onwudiegwu & Ezechi 2001).

Naturally, my focus was on the challenges of complications of

induced abortions, late presentation, and poor obstetric care. Under

the tutelage of my senior colleagues, Professors Uchenna

Onwudiegwu, Benjamin Olusola Fasubaa, and the late Professor
Francis Oriola Dare, we were able to show that poor educational
attainment, low status of women, certain cultural practices, poor
infrastructure, and delays within the health facilities were inimical to
safe motherhood (Dare et al., 2000; Fasubaa et al., 1998;
Onwudiegwu et al., 1999). In the process, we further showed that
differences exist in the biosocial and medical causes of death among
younger and older pregnant women (Fasubaa et al., 1998; Loto OB et
al,. 2004). We recommended that these differences should be
exploited in designing effective programmes to make antenatal care
and delivery a positive experience.

Mr Vice Chancellor Sir, Ladies and Gentlemen, my interest in
HIV research and service provision, also began at the SOURCE. Our
team produced evidence to refute the then popular belief that
pregnant women were not willing to undergo HIV testing. In our
studies, we found that 7 5 -90% ofpregnantwomen in Ile lfe and Owo

4



werewilling and acceptedHIVtesting. (Fasubaa et al., 2001; Loto et.,
al 2005). At that time HIV-related stigma and discrimination were
rife, mothers were mandatorily screened only to be denied access to
essential obstetric care if found to be HIV positive. It was therefore
not surprising that mothers were declining HIV testing if they
suspected that theywould notbe provided service ifthey turned outto
beHIVpositive (Kilewo etal., 2002; Larsson et al., 2009).

Mr. Vice Chancellor sir, fast forward to Surulere, Lagos, where, as a
newly qualified consultant Obstetrician and Gynaecologist at the
elite Havana Specialist Hospital, my focus shifted to gender-based
violence, in-vitro fertilization, and events of labour because of the
peculiarities of the practice environment. Accordingly, I have,
through several publications, drawn attention to the high burden of
spousal abuse during pregnancy, the safety and efficacy of
misoprostol, an antiulcer drug in the induction oflabour, the outcome
of pregnancies conceived through in-vitro fertilization, and the
determinants of successful vaginal delivery after caesarean section
(Ezechi et al., 2004c, Ezechi et al., 2004c, Ezechi et al., 2004d, Ezechi
et al., 2008a; Ezechi et al., 2008b ).

Mr. Vice-Chancellor Sir, I could have chosen any of these
areas for today's lecture, but it is on the topic of HIV infection,
especially of the prevention of mother-to-child transmission
(PMTCT) that I have opted to speak, not only because it is one ofmy
areas of interests, but to it, I have devoted most ofmy research time,
and resources since moving from Surulere to Yaba. It is not to Yaba
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left I moved sir, but to the oldest and apex medical research centre in
the country - the Nigerian Institute ofMedical Research. Although
mypractice and research in other areas ofmaternal, reproductive and
child health have been gratifying, none surpasses the joy and elation
one feels when HIV-positive women happily share their baby's HIV­
negative test result-Triumphs.

Vice Chancellor sir, it is important at this juncture to confess
that on certain occasions, I have found myself unable to positively
influence the outcome ofpregnancy in awoman withHIV. First, was
in the same Ile-Ife. Itwas an interesting case ofabdominal pregnancy
in a HIVpositive woman. Diagnosis and management of abdominal
pregnancy alone is a challenge to even an experienced obstetrician.
Added to the challenge was the woman's HIVpositive status. Then,
early in the HIV epidemic, stigma and discriminationwas huge. The
woman had been tossed around from multiple hospitals before
arriving the teaching hospital. We did the needful, the mother
survived, but the baby did not, probably from poorly developed
lungs.Travails.

Mr. Chancellor Sir, for the avoidance of doubt, an abdominal
pregnancy is a rare type of ectopic pregnancy where the embryo or
fetus is growing and developing outside the womb in the abdomen.
As against the typical ectopic pregnancywhere the baby is growing in
the fallopian tube. It poses a serious threat to the survival of the
mother from massive bleeding from placental separation, and the
fetus from congenital malformations. The fetal outcome tends to be
poorer than themother.
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Secondly, in our environment I have found it very difficult to
understand why simple actions like adherence to antiretroviral drugs,
avoidance of mixed feeding, or attending urgently to pregnant

women in labour have
become rocket science.
Why is this so, I guess it
is the consequence ofthe
low investment in
health, poor health
systems, low status of
women, retrogressive
cultural and religious

practices, poor educational attainment, poor attitude, and incessant
industrial actions by health workers. At such times one is so often
helpless - Travails

The case of Mrs S.O is a common example. She diligently
kept all her appointments, obeyed all instructions including taken her
drugs at appropriate time. At 35 weeks of pregnancy, "her water
broke". She was promptly referred to a tertiary facility. She was left
unattended to once the attending health workers learnt of her HIV
status. It was only when a "Consultant" came, more than 24 hours
later that she was taken to the theatre for an emergency cesarean
section. The harmwas already done, as the resulting baby later turned
out to have contracted HIV from the mother. Yes, it may be argued
that the baby may have been infected in-utero before presentation,
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but the most likely cause of the baby's HIV infection was the phase

three delay of24 hours (delay within health facility). Evidence exists
that after 4 hours of rupture of membrane the risk of mother - to -
child transmission (MTCT) rises and the protective effect of a

cesarean section is lost (Minkoff et al., 1995; Landesman et al.,
1996). Thiswas in2005!

Mr. Vice Chancellor sir, we can all see that there were dark
spots in the country's efforts to eliminate MTCT despite the progress
that has been made over the years. I, therefore, propose in this lecture,
to examine the successes and challenges encountered as our team
strived to contribute to the elimination of mother-to-child
transmission of HIV, hence the title of this 15 Inaugural lecture, the
2nd in the 2022/2023 academic session, and the 1st from the Faculty
of Basic Medical and Health Sciences- "Advancing Women's
Health for an HIV-Free Generation: Travails and Triumph".

Today I ask you to join me in celebrating the achievement of
the almost impossible through the miracle of science in one facility.
So that the achievement in one facility spores us all toward achieving
the national and global target of eliminating MTCT ofHIV infection
by 2030. It is achievable, and it starts. Know your status today! Ask
the person sitting next to you; do you know your status? IfNO! Please
get tested today!
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Introduction

All that separates us, humans, from animals is our ability to wonder
"why" things are as they are. In the realm ofpreventive medicine, the
answer to "why" often begins with the full understanding of the
disease process. So, I will begin this lecture by sharing with you
briefly the science of MTCT of HIV, then progress to strategies we
adopted to eliminate MTCT as researchers and practitioners, and the
outcome, and finally conclude with recommendations for research
and practice based on ourpractical on-the-field experience.

Mr Vice Chancellor sir, in 2004, NIMR became part of the
Harvard School of Public health led consortium - AIDS Prevention
Initiative, Nigeria (APIN) that received a huge HIV/AIDS grant to
address the emergency posed by HIV/AIDS from the United State's
President's Emergency Plan for AIDS Relief (PEPFAR). The project
required an expert in women's health to anchor the PMTCT
component of the programme at NIMR. So, by divine providence,
and evidence of productivity while outside the mainstream research
ecosystem, I became the coordinator of the PMTCT component, and
later Co-Principal Investigator of the Project. Ensuring that HIV­
positive pregnant women birth HIV-negative children became my
main service and research objective.

AFeminised Epidemic
Mr. Vice Chancellor sir, it is quite disheartening that a disease first
reported among gay men in the United States ofAmerica in 1981 has
become feminised globally. Nigeria's HIV epidemic is not an
exception; successive assessments of the burden of HIV indicated a
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and persistently increased
from 60.2% in 2004 to
68.6% in 2015. (Table 1).
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feminized epidemic (FMoH, 2007; FMoH 2012). The prevalence of
HIV infection among females remained higher than that ofmales across
all age groups except for the 10-14-year age group (NACA, 2018).

Secondary analysis of the HIV database at the Nigerian

Institute ofMedical Research Lagos, containing over 25,000 patients'

information attest to the in-country feminisation ofthe HIV epidemic.
(Ezechi et al., 2016a)..The

proportion of females

among the total HIV
patient population
averaged 65.3% yearly,

Figure 1: HIVPrevalence by Sex andAge, NACA2018

Table 1: Distribution of patient in clinic by gender and year of enrolment

2004 625 249(39.8) 376(60.2)

2005 1910 1190(62.3)

2006 2277
2007 2868 987(34.4) 1881(65.6)

2008 2989 1040(34.8) 1949(65.2)

2009 2657 925(34.8) 1732(65.2)

2010 231s 749(32.3) 1569(67.7)

2011 2327 740(31.8) 1587(68.2)

2012 1644 52031.6) 1124(68.4)

2013 2211 743(33.6) 1468(66.4)

2014 1178 36931.3) 0809(68.7)

2015 730 22931.4) 0501(68.6)
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Mr Vice Chancellor Sir, ladies and gentlemen, the observed trend is
due to the conspiracy of nature, economy, culture, and man against
women. Reversing this trend requires bold and deliberate efforts to
educate women on the dangers of early sexual debut, importance of
safe sex practices, institution of laws that will delay the age at
marriage, abhors and prevent violence against women and harmful
traditional practices, empower women for self-sufficiency, and safe
sexpractices.

Mr. Vice Chancellor Sir, Nigeria occupies an unenviable
position as a major contributor to the global female HIVburden, yet
very few studies in the country examined the demographic
characteristics of women living with HIV (WLHIV), a critical
requirement to advance solutions. We designed and implemented a
study "Epidemiologic and clinical characteristics ofpregnantwomen
living with HIV/AIDS in South-western Nigeria" (Ezechi et al.,
2016b) to provide this important data. Our findings showed thatHIV
positive pregnantwomen constitute 36.9% offemale patients seen at
our facility, with about halfofthe pregnantwomen presenting for the
first time in the third trimester of pregnancy. These findings have
serious implications for the care ofpregnantHIVpositives, as the late
presentation does not allow for sufficient time for viral suppression,
which is an important determinant of PMTCT. The findings
authenticated our team's adoption of an active PMTCT strategy that
ensureded that every pregnantHIVpositive presenting in our facility
is started on life saving antiretroviral therapy (ART) the same day
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they presented at the facility (Ezechi et al., 2013a).The recent
adoption of Dolutegravir based regimen (DTG) as first line ART
regimen by the Federal Ministry of Health has addressed the
challenge of late presentation (FMOH, 2020). The DTG-based
regimen is sufficiently potent to achieve viral suppression within a
short time.

HIV Transmission
Mr. Vice Chancellor Sir, HIVcan be transmitted via the exchange ofa
variety ofbody fluids fromHIVinfectedperson, such as blood, breast
milk, semen, and vaginal secretions. HIV can also be transmitted
from a mother to her child during pregnancy and delivery, and
through breast feeding. Individuals cannot become infected through
ordinary day-to-day contact such as kissing, hugging, shaking hands,
or sharing personal objects, food, or water. HIV positive persons
taking antiretroviral drugs as prescribed, become virally suppressed
and do not transmit HIV to their sexual partners. Early access to
antiretroviral drugs and support to remain on treatment is therefore
critical not only to improve the health ofPLHIVs, but also to prevent
HIVtransmission.

In Nigeria, most HIV transmission occurs within the general
population, with the bulk of the new HIV infections occurring in
persons who are not engaging in high-risk sex, a sub-population that
includes cohabiting or married couples (NACA 2014). Among our
cohort almost eighty percent (79.4%) of transmission was within
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heterosexual relationships (Ezechi et al., 2016a). Unfortunately, the

practice of safe sex through the use of condoms in this group is
particularly low because of supposed fidelity. Partners who acquired

HIV either before or in the present relationship through high-risk sex
easily transmit the infection to the unsuspecting partner (NACA, 2014).

Mother To Child Transmission of HIV Infection (MTCT)

Each day approximately 850 children get infected with HIV, and

Nigeria has more HIV-infected babies than anywhere else in the

world (Cohen et al 2018).0ver 90% ofHIV infection among children
less than 15 years is due to MTCT. The country is responsible for one
-third ofthe global gap in achieving the target oferadicating MTCT of
HIV (Olakunde et al., 2022). Whatever we do in Nigeria impacts on
the globalMTCT burden.

Mr Vice Chancellor Sir, women account for about 60% of the
total HIV burden in the country, the coexistence of HIV and
pregnancy is thus a common finding. The 2018 Nigeria HIV/AIDS
Indicator and Impact Survey, a national household-based survey that
assessed the prevalence ofHIV reported a prevalence of 1. 7% among
women aged 15-49 years (FMOH, 2018). An estimated 87,000 HIV
positive pregnantwomen have the potential to transmit HIV infection
to their unborn baby in Nigeria.

The infant of an HIV-infected mother can acquire HIV
infection from the mother either during pregnancy, labour and
delivery, or post-natally through breastfeeding. In the absence of
intervention, the rate of transmission of HIV from a mother living
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with HIV to her child during pregnancy, labour, delivery or
breastfeeding ranges from25 -40% (Fernandez-Luis et al., 2020).

5-10

Infants
Infected
dunng

pregnancy

15
infants
Infected
dunng

labour and
childbirth

5-15
Infants
Infected
during
breast
lN.r.,g

60- 75 infants
wi ll not be
Infected

If 100 infants born to HIV -positive women who
breastfeed, without any Interventions

25-40 infants will be HIV positive

Figure 2: Flow chart showing the pattern of MTCT during
pregnancy, delivery and breastfeeding in untreated women living
withHIV.

Mr Vice Chancellor Sir, the reason for the high burden ofMTCT in
the country aremultifaceted and includes (Ezechi 2016b).

1. Largepopulation ofHIVpositivewomen in the country
2. Small proportion of pregnant women who know their HIV

status
3. LowHIVriskperception amongmarriedwomen
4. LowHIV counselling and testing uptake
5. Lowantenatal attendance
6. LowPMTCTcoverage
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7. Poor PMTCT implementation

8. Poor sub-national ownership and or involvement

Reducing MTCT burden globally and in Nigerian requires the
prevention ofthe causes and factors associated with increased MTCT
of HIV.As such, identification of HIV infection should be

immediately followed by an offer oflinkage to lifelong treatment and

care, including support to remain in care and virally suppressed, and
an offer ofpartner services (Ezechi et al., 2007).

Prevention ofMother to Child Transmission (PMTCT)
Mr Vice Chancellor Sir, Ladies and Gentlemen, MTCT ofHIV is the
most prevalent source of childhood HIV infection. Without any
interventions, between 30 and 45 percent of infants born to HIV­
infected mothers will become infected, with an estimated risk of 5 to
10 percent during pregnancy, 10 to 20 percent during labor and
delivery, and 5 to 20 percent through breastfeeding. To stop the
MTCT of HIV, WHO introduced a set of interrelated public health
interventions designed to prevent transmission of the virus from an
HIV positive mother to her child during pregnancy, delivery and
breastfeeding. Prevention of MTCT is the package of care given to
pregnant women, their families and communities, aimed at
preventing transmission ofHIV from infected mother to their babies.
It operates on fourpillars (Fernandez-Luis et al., 2020).
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The fourpillarsare:
1. Primary prevention of HIV among women of childbearing

age and their partners
2. Prevention of unintended pregnancies among HIV positive

women
3. Prevention of the transmission from HIV-positive pregnant

mothers to their infants
4. Provision of appropriate treatment, care and support HIV

positivemothers, their infants and families. (FMOH2020)
At the national level, the trend of MTCT rate has remained almost
stable at 21.0-28.6% between 2010 and 2019 (see Figure 3) (FMOH,
2020).

35.0
28.6

30.0 26.3 25.6
25.0 20.6 21.019.4
20.0 16.9 18.0 16.5

14.4 13.2ISO - 12.s 11.2 11.4

~
91 8.8

10.3
7.S • •100 • ••5.0

0.0
2010 2011 2012 2013 2014 2015 2016 2017 2018 2019

t sir weeks t final transmission

Figure 3: Trends in estimated pattern ofMTCT in Nigeria

Mr. Vice Chancellor sir, as a responsible and responsive research
team, we keyed into theWHOPMTCTpillars toreduce theMTCTrate
to less than 5% in our facility using operations research and
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implementation science mode. In the rest of the lecture, I will share
our triumphs, and travails.

Our teamwhile strategizing to address the first PMTCTpillar
- Primary prevention of HIV among women of childbearing age and
their partners realised early that, we can only succeed if the sexual
and reproductive health challenges of WLHIV are promptly
addressed through research andpractice.

Sexual andReproductiveHealth ofWLHIV
The first of this SRHR challenges is the erroneous belief despite
available evidence that men are the drivers of HIV infection in our
environment, and that marriage conferred protection against HIV
infection. Our team with evidence showed that the beliefs were not
only wrong but deceitful. We took up the challenge of providing the
evidence by studying the direction ofHIV transmission. In our study
titled, "HIV status discordance and associated factors among HIV
positive pregnant women in Lagos, Southwest Nigeria", which
enrolled a total of 4,435 HIV positive pregnant women, we showed
that women, and not men were the drivers of the HIV epidemic in
Lagos and parts ofOgun State (Ujah etal., 2015). Over two thirds of
the male partners ofthe 4,435 HIVpositive womenwere found to be
HIVnegative, and most pregnant women(> 80%) had not disclosed
their HIV status to their partners. The reason(s) for that non­
disclosure is a discussion for another day. Our study confirmed the
findings of an earlier study which identified women as the drivers of
theHIVepidemic in southernNigeria (Sagay et al., 2006). The lesson
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here is that both men and women should be tracked as index cases
even within stable relationship in our quest to control the HIV
infection.

Mr. Vice Chancellor sir, to fully understand the impact of
sexual and reproductive functions and challenges on HIV in our
environment, our team conducted several studies on gender-based
violence, menstrual dysfunction, and sexual dysfunction among HIV
infected Nigerians(Ezechi et al., 2009; Ezechi et al., 2010, Ezechi et
al., 2015). Gender-based violence (GBV), defined as violence
perpetrated against an individual based on their gender/gender
identity, is an important global health and human rights concern.
GBV includes physical, sexual and psychological/emotional
violence and can be perpetrated by a variety of actors, including
intimate partners (referred to as intimate partner violence (IPV)),
family members, community members, and representatives of the
state. GBV is a common experience for women globally, with
estimates suggesting that 1 in 3 women experience some form of
GBV in their lifetime, primarily from an intimate partner (Muluneh et
al., 2020). GBV is associated with several acute and long-lasting
health consequences, including HIV(Li et al., 2014)

Based on the above, we conducted a study on gender-based
violence (GBV) among 667 HIV positive pregnantwomen (Ezechi et
al2009). Two-thirds (65.8%) ofthewomenreportedGBV, butmostly
verbal (51.7%) or threat of violence (22.9%). Only 8.1% reported
physical abuse. In majority (74.0%) of the abused women, the
abusestarted after HIV diagnosis. The only factor found to be
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associated with increased violence after HIV diagnosis was being in a
sero-discordant relationship (OR 3.1; CI 2.4-5.3). In view of our

fmdings, we call on the federal and state governments of Nigeria to
enforce the 2014 HIV/AIDS Anti-Discrimination Act that makes it
illegal to discriminate against people based on their HIV status.

Another SRH challenge that impacts on the life ofWLHIV is

menstrual irregularity. It is frequently reported among women living

with HIV (Valiaveettil et al., 2019), and Health workers spent

resources investigating and treating these women. In 2010, due to the

paucity of evidence on the relationship between HIV infection and

menstrual dysfunction, we conducted a multicentre study, to
determine the prevalence, pattern, and determinants of menstrual
abnormalities in WLHIV (Ezechi et al 2010). The prevalence of
menstrual irregularities of 29 .1 % among the HIV positive women
was statistically significantly higher than the prevalence of 18.9%
among HIV-negative women (P< 0.001). The pattern ofpresentation
ofmenstrual dysfunction among the cohort is shown in table 2.
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Table 2: Menstrual symptomatology among the 3,473 women in
the study

Menstrual symptoms

HIV status of the women studied

P-value

(n= 924)

All menstrual dysfunction 742 (29.1%) 175 (18.9%) 0.0000

• Irregular periods 201 (7.9) 40 (4.4) 0.000

• Oligomenorrhoea 163 (6.4) 36 (3.9) 0.02

• Amenorrhea 97 (3.8%) 17 (1.8%) 0.03

• Post-coital bleeding 75 (2.9%) 12 (1.3%) 0.01

• Intermenstrual bleeding 103 (4.0%) 33 (3.6%) 0.59

• Menorrhagia 37 (1.5) 19 (2.1) 0.27

• Dysmenorrhea 66 (2.6) 18(1.9) 0.034

Severe disease (CD4 less than 200 cells/mm'), BMI less than 20
kg/m' and antiretroviral drugs naivety were found to be associated
withmenstrual dysfunction. (Ezechi et al., 2010).

Based on our findings, we recommended that in managing
WLHIVhavingmenstrual dysfunction, HIVassociated opportunistic
illness and immuno-deficiency should be addressed first as the
accompanying menstrual dysfunction resolves spontaneously
following the resolution of immuno-deficiency and treatment of
opportunistic infections.

Contraception and UnintendedPregnancy
MrVice Chancellor sir, ladies, and gentlemen, addressing the second
PMTCT pillar requires the prevention of unintended pregnancies
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among WLHIV. An unintended pregnancy is a pregnancy that is
either unwanted or mistimed. The concept of unintended pregnancy
helps in understanding the unmet need for family planning. Most
unintended pregnancies result from not using contraception or from
notusing it consistently or correctly.

Unplanned pregnancy and its complications are common
among HIVpositivewomen (Adeniyi et al., 2018; Sutton et al 2014).
The situation among WLHIV in Nigeria is similar, as our study
showed that only 43 .3% ofthe over seventy percent (70.3%) sexually
active PLHIVs were using one form of contraception (Ezechi et al.,
2013b). In a later study, after the integration ofcontraceptive services
into our HIV programme, contraceptive awareness was found to be
high at 94.6%, yet contraceptive use continued to remainmoderate at
50.6%. It shows that awareness of contraception, often does not
translate to use. Condoms (52.9%) and injectable contraceptives
(31.4%) were the contraceptives of choice among this cohort.
PLHIVs with less than secondary education (OR 0.2) and an HIV
positive partner (OR: 0.4) were less likely to use contraception
(Ezechi et al., 2013c). The identification of the reason(s) for the
disconnect between contraceptive awareness and uptake will help to
address the missed opportunities and contribute to the reduction of
HIV transmission in adult and paediatric populations through
reduction ofboth horizontal and vertical transmission ofHIV in the
population.
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Infertility

Mr Vice Chancellor Sir, as they say in Nigeria, "life no balance".
While some are struggling to achieve pregnancy, others are
preventing babies from coming. So, planning pregnancy has two
parts- prevention of pregnancy (already addressed), and achieving
pregnancy (Ezechi et al., 2006a). To assist PLHIVs achieve
pregnancy, it is important to understand their desires for and
preference for childbearing. Our team conducted a cross-sectional
study among 3,743 HIV-infected men and women over a 24-month
period. The findings were disseminated at the 2008 AIDS Conference
in Mexico City (Ezechi et al., 2008) in a presentation titled "Fertility
desire and intentions of Nigerians living with HIV/AIDS". Sixty
percent of PLHIV in the study desires to have children either now or
in the future. The study and others that followed) showed the
disconnect between PLHIVs fertility desires and health workers
prejudices (Amaike et al., 2022; Iliyasu et al 2009, Ezechi 2016b).
The very act of trying to conceive without support ofhealth workers
increases the risk of HIV transmission. What is expected of health
workers in other to prevent HIV transmission among PLHIVs
desiring to have children is to support this God-given right.

We conducted further studies to determine the epidemiology
of infertility among PLHIVs (Tables 1 and 2 below). The prevalence
of infertility was 15.7%, with equal contribution by males (29.6%)
and females (30.6%) (Ezechi et al., 2016c). The proportion of
individuals with abnormal spermatozoaparameters was significantly
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higher (P < 0.039) among the HIV positive male partners (38.4%)
compared to HIV negative partners (25.8%). Severe HIV disease
impacts negatively on spermparameters (Ezechi et al., 2016c).

Table 3: The pattern of semen density of the male partners of
infertile HIV positive couples in the study (adapted from Ezechi
et al., 2016c).

Sperm density All HIV positives HIV negatives Remarks

n =419(%) n = 198(%) n = 221(%)

Normospermia 286(68.3) 122(61.6) 164(74.2) OR: 1.5

Oligozospermia 126(30.1) 70(35.4) 56(25.3) 95% CI: 1.0-2.3
P=0.039

Azoospermia 17(1.7) 6(3.0) 11(0.5)

Table 4: Relationship between CD4 cell count and semen
parameters among PLHIVs (adapted from Ezechi et al 2016c).
Semen Parameters CD4 <350 Cd4 • •••• Pvalue

cells/mm" cells/mm'

Mean volume (ml) 2.6±1.3 3.1±1.5 0.003
Sperm concentration (10°) 69.3±10.7 84.7±6.7 0.0002
Total sperm count (10/ml) 136.5±31.7 237.1±47.9 <0.001

Mean % normal Morphology 64.9±15.3 71.3±10.7 0.34
Mean % Mobility 61.3±17.9 64.7±12.4 0.75

From the above, it can safely be concluded that HIV impacts
negatively on fertility, and that the more severe the HIVdisease, the
more significant the fertility challenge.

Quality ofLife

Mr. Vice Chancellor sir, planning pregnancy among PLHIVs also
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requires keeping themhealthy, and disease free. Firstly, we evaluated
the quality of life (QOL) ofWLHIV and determined the clinical and
laboratory profile of HIV positive pregnant women attending our
facility with the aim of using the information to plan for service
provision at the PMTCT clinic. We also believed that the findings
would assist the country to determine the appropriateness of the
current national guidelines. In the quality-of-life study, it was found
thatWLHIVhad significantly lower (P<0.002) QOL scores thanHIV
uninfected women in the overall QOL and all the domains of life.
Women living with HIV had a significantly higher (P<0.03) QOL
scores for overall QOL and overall perception of health than the
males. The use ofARTby PLHIVwas found to improve QOL scores,
even after adjustments were made for the severity of the disease and
co infections (P<0.01). These findings highlight the need to start all
HIV positive women and men on antiretroviral drugs as it is
associatedwith improved QOL(Santoso et al., 2020).

To have a robust data on clinical and laboratory profile of
WLHIV that is generalisable, we reviewed 9-year programmatic
data, containing the data of 5,644 pregnant HIV positive women.
Majority of these women had one previous delivery (66.7%) and
booked in the third trimester. Only 27 .1 % ofmothers were onART at
enrolment. HIV plasma viral load at enrolment was above 1,000
copies/ml in 82.5% (Ezechi et al., 2014). Based on the above finding
oflate booking and over 80% having viral load above themagic 1,000
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copies/ml atwhich risk ofMTCT is possible, we can authoritatively
say that the current guidelines recommendation based on DTGbased
regimen isnotonly appropriatebut safe for bothmother andbaby.

HIVco-infection with Tuberculosis, Hepatitis BandC
Mr Vice Chancellor Sir, opportunistic infections like Tuberculosis
and Hepatitis B and C, and co-morbidities like hypertension and
cervical cancer are common among PLHIVs. In countries including
Nigeria where HIV/AIDS is a leading cause of maternal mortality,
infectious diseases like tuberculosis and malaria have largely
surpassed obstetric causes as the leading causes ofmaternalmortality
(Ujah et al 2005). Co-infection with tuberculosis is one of the most
common causes of maternal death for WLHIV. When tuberculosis
and HIV occur simultaneously, mortality is Comorbidities pose one
ofthe greatesthealth threats to pregnantwomenwithHIVand are one
of the strongest pathways by which HIV/AIDS increases maternal
morbidity and mortality (Ledsema et al., 2022). Offering low-quality
or inappropriate care, exacerbates the poormaternal health outcomes
ofWLHIV. In Nigeria, poor quality of care is one factor driving the
nation's worrisome maternal mortality ratio. Improving quality of
care and strengthening health systems are crucial steps for managing
the intersectingHIV/AIDS andmaternalmortality epidemics.

MrVice Chancellor Sir, ladies, and gentlemen, we conducted
a series of studies to establish baseline data for which to measure the
success of any intervention we introduce to improve the quality of
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services provided to the PLHIVs. In these studies the co-morbidity
rate ranged from 6.0- 33.4% (Table 5), with TB having the highest
rate. (Ezechi et al., 2016a).

Table 5: Co-morbidities and diseases among HIV positives
(Ezechi et al. 2016a).

Co-morbidities and diseases Prevalence(%)

1. Tuberculosis 33.4

2. Hepatitis B 4.8

3. Hepatitis C 1.9
r--
4. HIV associated nephropathy 0.2

I 5. Hypertension 6.0

Tuberculosis, a disease as old as mankind has continued to present a
major public health challenge worldwide. Yet its actual burden is not
known because of unavailability of accurate data from the high
tuberculosis burden countries likeNigeria (Aseffa et al 2016; Sayoki
et al., 2014). Pregnant women remain the most vulnerable high-risk
population to the devastating impact ofthe on-going human immuno
deficiency virus (HIV) generalized epidemic and co-infection with
Tuberculosis inNigeria. Those co-infectedwith TB are at avery high
risk of anaemia and infection of the placenta; hence a considerable
proportion of children born to women with HIV have low birth
weight, are at increased risk ofMTCT, and are more likely to die
during infancy (Ezechi et al 2012a). We assessed the burden of TB
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among HIV positive pregnantwomen over a 12 year period. A total of

5,581 HIV positive pregnant women were screened for TB during the
period, 191 (3.4%) were found to have active TB. The prevalence of

active TB cases among women who presented during pregnancy and
those already in care before pregnancy were 0.8% and 11 %

respectively. All the cases were pulmonary TB, with sputum positive

cases constituting the majority (76.5%). One TB related maternal

death occurred during the period; a maternal mortality ratio of 199

per 100,000 live births. From these findings we can conclude that TB
burden in pregnant women when first seen at the PMTCT clinic is
significantly lower than the rate in non-pregnant adults. However, the
TB burden among the pregnantwomen approximates that ofthe other
adults with time in the programme. This suggests that the HIV clinics
are settings for TB transmission (Ezechi et al., 2011). It is our
recommendation that infection control practices, including triaging
to be implemented at all congregate settings in order to reduce the risk
of transmission of tuberculosis among HIV infected persons. In
another study, we assessed the use of three modalities of clinical,
microbiological, and radiological parameters to increase the yield
during evaluation of TB among PLHIVs. The case detection rate on
further analysis decreased with increasing severity of TB (p < 0.01).
We recommended that all HIV positive patients should be screened
for TB; first using clinical symptoms, thereafter, using either sputum
smear or chest x-ray since none has a significantly higher pick-up rate
than the other (Onwujekwe et al., 2017). Interestingly, some ofthese
our recommendations have become national policy today.
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Mr. Vice Chancellor Sir, HIV infection, and chronic viral
hepatitis (Hepatitis B and C virus infection) are global health
challenges that are of concern particularly in sub-Saharan Africa.
Since both HIV and hepatitis B virus share similar transmission
routes, it is not surprising that there is a high frequency of co­
infection. Children born to co-infected pregnant women are at high
risk ofchronic Hepatitis B (and C) virus infection, unless co-infected
pregnantwomen are identified, and appropriate treatmentprovided.

Nigeria contributes significantly to the global burden ofHIV,
Hepatitis B and C infections, either singly or in combinations. While
some limited data on mono infection ofHIV, Hepatitis Band C virus
infections do exist, data on dual and triplex infections, including
seroconversion and mother-to-child transmission (MTCT) rates
necessary for planning are not available. We first conducted a cross­
sectional study to determine the prevalence, and the factors
associated with Hepatitis B and C Virus infection among pregnant
HIV positive women in Lagos (Ezechi et al., 2014b).Hepatitis B
Virus co-infection was found to be common (4.2.%) among the
cohort, and was also found to be associated with a history of induced
abortion, blood transfusion and elevated baseline transaminase.
Hepatitis C Virus infection (1.5%) was less common and associated
with only a history of induced abortion. Based on this high
prevalence we recommended the conduct of a nationwide study to
determine the true burden ofco-infection.
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Mr. Vice Chancellor Sir, ladies and gentlemen, we followed
up the above recommendation by partnering with our colleagues in
seven universities across the six zones of the country to set up a
consortium to conduct research on the co-infection ofHIV, Hepatitis
B and C infection in Nigeria (Triplex Group). The consortium first
conducted a systematic review and meta-analysis to ensure we were
not reinventing the wheel. The review retrieved a pooled rate of
MTCTofHIVof2.7% and hepatitis B virus of55.5% among mother­
infant pairs with mono-infection of HIV and hepatitis B virus,
respectively. No data existed on rates ofMTCT ofhepatitis C virus on
mono-infection or MTCT ofHIV, hepatitis B virus, and hepatitis C
virus among mother-infant pairs with dual or triplex infection of
HIV, hepatitis B virus and HCV in Nigeria (Eleje et al 2022). Based
on the outcome of the systematic review, we submitted a grant
proposal to TETFUND and got funded. The study whose objective is
to determine the seroprevalence, rates of new infections, MTCT of
dual and triple infections of HIV, Hepatitis B and C viruses and
associated factors, among pregnant women in Nigeria, is ongoing,
and results are expected in the first quarter of2023 (Eleje et al., 2020).
We are hopeful that the outcome of the study will guide the nation in
developing evidence-based guidelines andpolicy.
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HPV,precancerous lesion, and cervicalcancer

MrVice Chancellor sir, cervical cancer is one ofthe most preventable

and treatable malignant diseases, yet it is the second most detected

cancer in women in Nigeria, with 12, 07 5 cases and 7,968 deaths each

year (John -Akinola et al., 2022). Human papillomavirus (HPV) is

the cause of cervical cancer. HIV enhances HPVinduced

carcinogenesis. However, the contribution ofHIV to cervical cancer
burden at a population level in Nigeria has not been clearly

quantified. We investigated the burden ofHPV infection among HIV
positive and negative women in southwestern Nigeria. In the
population-based study, we found that the distribution ofHPV strain
subtypes in Nigeria is different from the pattern observed in other
countries (Ezechi et al., 2014c). Out of the 515 women studied, 101
(19.6%) were found to be infected with at least one high risk (HR)
HPV type, with 28 women (5.4%) having multiple HPV infections.
HPV 16 (3.9%), HPV 35 (3.5%) and HPV 58 (3.5%) were the most
commonly identified HPV types. Vaccine preventable HR HPV
genotypes HPV 16 and 18 infections were detected in only 31. 7% of
women infected with HR HPV. The prevalence of HR HPV among
HIV positive women (24.5%) was significantly higher than the
prevalence of 15.9% in HIV negatives (OR= 1.7; 95% CI: 1.1-2.7).
HPV 35 (5.9%) was the most common among HIV positives as
againstHPV 16 (3. 9%) in the study population.
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Table 6: The distribution of high-risk HPV genotypes among the
women by HIV status

High Risk HPV status All women HIV positive HIV negative OR (95%c1)

n= 515(%) n==220%) n= 295(%)

HR HPV Negative 414(80.4) 166(75.4) 248(84.1) l(ref)

HR HPV Positive 101(19.6) 54(24.6) 47(15.9) 1.91.2-2.9)

HPV 16 203.9) 14(5.4) 6(2.6) 3.3(1.1-9.7)

HPV 18 12(2.3) 3(1.4) 9(3.10 0.4(0.1-1.8)

HPV31 17(3.3) 12(5.5) 5(1.7) 3.1(1.1-11.1)
HPV33 2(0.4) 1(0.5) 1(0.3) 1.3(0.0-49.3
HPV35 18(3.5) I 3(5.9) 5(1.7) 3.4(1.2-11.9)
HPV39 3(0.6) 1(0.5) 2(0.7) 0.7(0.1-9.4)
HPV45 7(1.4) 3(1.4) 4(1.4) 1.0(0.2-5.4)
HPV51 10(1.9) 5(2.3) 5(1.7) 1.4(0.3-5.4
HPV52 12(2.3) 6(2.7) 6(2.0) 1.4(0.4-4.8)
HPV56 6(1.2) 2(0.9) 4(1.4) 0.7(0.1-4.3)
HPV58 18(3.5) 9(4.1) 9(3.5) 1.4(0.5-3.9)
HPV59 3(0.6) 1(0.5) 2(0.7) 0.7(0.02-9.4)
HPV68 4(0.8) 1(0.5) 3(1 .0) 0.4(0.02-4.8)
Multiple infection 28(5.4) 18(8.2) 10(3.9) 2.5(1.1-6.1)

Adapted from Ezechi et al., 2014.

We recommended a study with a nationally representative sample to
determine the burden ofHR HPV in both normal and diseased cervix.
Our team is currently working with colleagues across the nation to
generate this important nationally representative data (Feng et al.,
2022).

In another study we evaluated how HIV infection impacts on
HPV and premalignant lesions of the cervix (Ezechi et al., 2014d).
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We found that HIV not only impacts on HPV burden, but also on
premalignant lesions ofcervix. Prevalence ofpremalignant lesions of

the cervix among the HIV positives of 14.3% was found to be

significantly higher than 3 .3% found in HIVnegative women.

In a separate study, we found that HIV impacts on cervical

cancer diagnostics. Visual inspection with Lugol's iodine (VILI), an

alternative, accessible and affordable test used to detect precancerous

lesions of the cervix mostly in low-income countries, was found not
only to be inferior to visual inspection with acetic acid but inadequate
as a cervical cancer screening tool in severely immune deficient HIV
positive women (Table 7). We recommended that in HIV positive
women and those of unknown HIV status residing in HIV endemic
settings, VILI should not be used as a screening tool as it is associated
with false negative and positive results (Ezechi 2016b).
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Table 7: Test performance of Visual Inspection with acetic acid
and with Lugol's Iodine in detecting cervical squamous
intraepith~lial lesions diagnosed by cytology (adapted Ezechi
2016h).
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Mr Vice Chancellor, Ladies and gentlemen, every Tom, Dick, and
Harry now conducts outreach cervical cancer screening with the
erroneous impression that screening alone will reduce cervical
cancer morbidity and mortality in the country. Most of these
outreaches are conducted by persons with questionable cervical
cancer screening training. The Cochrane Database for Systematic
Reviews concluded that although interventions based on lay health
workers represent a promising approach to disease prevention,
further research is required to determine the effectiveness of
approaches using lay health workers (Lewin et al., 2006, Ezechi
2016b). We conducted a prospective study to evaluate the
effectiveness of outreach cervical cancer screening programmes
conducted in two southwestern states ofLagos and Ogun (Ezechi et
al., 2014e). The study enrolled a total of 673 women over a fifteen­
month period; ofwhich 108 (16.1%) that screened positive to direct
visual inspectionwere followedup.Abouthalf(47.2%) ofthewomen
that screened positive for precancerous lesion of the cervix did not
report for further management. One third of the defaulters were
completely lost to follow up as both their phone numbers and home
addresses were incorrect and therefore could not be located. The
reasons for failure to report among defaulters who could be traced
were cost of transportation (48.6%), no time (25.7%), 'Nothing is
wrong with me' (11.4%), 'the clinic is too far' (8.6%) and 'sick'
(5.7%). Our findings confirm that the current strategy of
opportunistic testing through outreaches in the country is associated
with high rates of default. Additionally, the multiple visits and costs
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associated with this strategy is unsustainable. From our various
studies on cervical cancer and HPV, we made the following
recommendations for the prevention of cervical cancer among HIV
positive women; (1) single visit strategy of "see and treat" to ensure
that those who test positive receive the lifesaving treatment
immediately, and (2) integration of cervical cancer prevention
services into HIVprogrammes.

The next PMCTpillar is the prevention ofthe transmission of
HIV infection from HIV-positive pregnant women to their children.
To achieve the 3"strategy entails the provision ofHIV testing during
pregnancy and, for those found to be HIV-infected, access to
antiretroviral drugs, safe delivery methods, anti-retroviral
prophylaxis for infants, safe infant feeding option and provision of
contraceptives toWLHIVfor familyplanning.

HIVtesting services
MrVice Chancellor Sir, ladies and gentlemen, HIVtesting services is
the entry point to PMTCT services. Unfortunately, early in the
epidemic in Nigeria, HIV testing services (HTS) points, then called
Voluntary Counselling and Testing (VCT) centreswere very few, and
testing kits not readily available. The Institute quickly set up HTS to
provide quality assured testing results. It is almost two decades since
the testing services started, and our team has provided HTS to
286,138 Nigerians; ofwhich26,588 (9.3%) were pregnant. This high
number ofpeople tested was achieved through innovative strategies
then of combined community outreaches, partnership with non-
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governmental organisations, private andpublic health andnon-health
institutions, and traditional birth attendants. Over thirty percent
(31.6%) of those tested were confirmed HIV infected. The high
positivity rate seems alarming and does not reflect the current
prevalence in the country. Itmust however, be noted that theNigerian
Institute ofMedical ResearchYaba Lagos, because ofits track record
in the management of HIV/AIDS, is now considered the 'supreme
court' of HIV diagnosis and management. Once individuals are
diagnosed HIV positive elsewhere in Lagos and parts ofOgun State,
their next destination is the HTS centre at the Institute for
confirmation ofresult. The centre is equally used by men ofGod, and
HIV cure claimants when they want a "confirmation cure." It can
actually be said that the centre performs HIV confirinatory test rather
than screening services. In the course of preforming this
confirmatory function, a number ofindividuals previously diagnosed
to beHIVpositive were found to be negative (Audu et al., 2015). The
implications of being erroneously labelled HIV positive for an
individual and their family are far reaching and range from simple
anxiety, family disintegration, self-harm, homicide and suicide
(Ezechi 206b). Somemembers ofour teamhad been dragged to court
to explain why they should not be remained in court custody for
preforming their duty. The situation is better now as several
government approved HTS centres exist, and the available kits are
nowmore sensitive.
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PMTCTService Outcome

Mr Vice Chancellor sir, access to antiretroviral drugs is key to the
elimination of MTCT. In 2004, the PMTCT clinic at the Institute
started operations as an outpatient PMTCT clinic, the first of its kind
in the country. Since inception in July 2004, our team has provided
either partial or complete PMTCT services to 7,269 pregnant HIV
positive mothers. Of7,269 mother that initially enrolled for PMTCT
in our clinic, 6,477 (89 .1%), resulting in 6,548 babies, consisting of
6,404 (97 .8%) singletons and 144 (2.2%) twin babies were accounted
for. In the remaining 792 (14.5%) pregnancies, the pregnancies were
not carried to term, resulted in perinatal deaths, or completely lost to
follow up. Fifty-six babies tested HIV positive, an MTCT rate of
0.86%, which compares favourably with the best in world. Our
MTCT rate has been consistently less than one percent (Ezechi et al
2013a; Ezechi et al., 2016b). The lowMTCT rate in our outpatient
PMTCT services shows that while other antenatal and delivery
services may be important for safe motherhood, the key strategy to
elimination of MTCT is highly active antiretroviral drugs (Ezechi et
al., 2006b). We advocated for the use of combination antiretroviral
therapy early in the epidemic. Our team was maligned and was even
threatened to use mono or dual therapy which from common sense
was of lower quality and associated with development of drug
resistance (Boyce et al., 2022, Ezechi 2016b). Our vision then has
become reality as HAART for all is now the gold standard for HIV
treatment.
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Mr Vice Chancellor Sir, ladies and gentlemen, it is on record that the
first hundred pregnant HIV positive patients that were enrolled in
NIMR PMTCT programme were all on HAART. We nearly recorded
a zero MTCT, if not for mismanagement of one mother at referral
hospital. She had rupture of fetal membranes at term and was referred

promptly to a public facility where she was not attended to for over 18
hours, when we know that in an HIV positive woman the risk of

mother to child transmission of HIV increases when the duration of

rupture of fetal membranes is more than 4 hours. The child tested
positive! The good news however that is despite that disappointment
the child is 16 years this year, in Senior Secondary (SS3) and doing

verywell.
In the course of our providing services for HIV positive

pregnant women, we also answered some challenging questions of;
(1) what is the outcome of pregnancy among WLHIV, (2) what is the
pattern and determinants of antiretroviral drug adherence among
pregnant women, (3) is HIV infection associated with bacteriuria in
pregnant women, and (4) what is the prevalence and risk for
spontaneous preterm birth among HIV positive women?

Adverse Obstetric Outcome
Mr Vice Chancellor Sir, Ladies, and gentlemen, while the effect of
HIV infection on some maternal outcomes are well established, for
some others there is conflicting information on possible association
with HIV. In this particular study our team investigated the pregnancy
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and neonatal outcomes among HIV positive women over a period of

7 years. Adverse obstetric and neonatal outcomes were recorded in
almost half of the HIV positive pregnant women studied (48.3% ),
which is significantly higher than the less than one third (30.3%) in
HIV negative pregnant women (OR: 2.08; CI: 1.84-2.34). Low birth
weight (OR:3.0), preterm delivery (OR:2.1), perinatal death

(OR: 1.9), and spontaneous abortion (OR: 1.37) were the adverse
outcomes found to be independently associated with HIV infection.

The adverse outcomes were found to be commoner in women with

severe HIV diseases (OR: 2.5) and those withopportunistic infections
(0R: 2 .1). This study confirms the findings ofother studies elsewhere
that adverse pregnancy and neonatal outcome is associated with HIV
infection and is worse among those with severe diseases (Ezechi etal
2013a).

Antiretroviraldrugsadherence inpregnancy
The introduction of combination antiretroviral therapy (cART) has
not only improved longevity in individuals infected with HIV, but
also has had a significant impact on the rate of MTCT. Mother-to­
child transmission is one of the modes of HIV transmission.
Following introduction of cART, the rates ofMTCT has practically
crashed to less than 2% (Homsy et al 2006). However, the success of
cARTis highly dependent on the individual's ability to take the
medication as prescribed. This is particularly true in the PMTCT,
where the consequence of failing to achieve viral suppression is the
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transmission of the virus to the baby (Hayman 2009). Adequate
adherence to the prescribed antiretroviral medications is essential to
achieving maximal viral suppression necessary to PMTCT (Homsy
et al 2006). Among our pregnant cohort, over eightypercent (80.6%)
achieved adherence level of at least 95% using 3 day recall. The
desire to protect the unborn child was their greatest motivation
(51.8%) for good adherence ( Ekama et al 2012). The high drug
adherence recorded among the cohort may account for the great
success we recorded in our PMTCT programme. This again
underscores the importance of universal cART for all pregnant
women (Ekama et al., 2022).

Spontaneouspreterm delivery
Each year, an estimated 13 million infants are born prematurely.
Complications from these premature births are the leading cause of
neonatal mortality (Ezechi & David 2012a). Recent studies have
identified HIV as a leading contributor to preterm birth, and its
associated morbidity and mortality. However, there is paucity of
information on the subject in our sub region. Identifying the factors
associated with pretermbirth among pregnantHIVpositives will not
only preventMTCT, butwill also reduce themorbidity andmortality
associated with prematurity and low birth weight. Our team
conducted another study to determine the prevalence, and risk factors
for preterm delivery among our HIV positive women. Spontaneous
preterm delivery rate was 11.1% among 1,626HIV positive women
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included in the study. Spontaneous preterm delivery was found to be
commoner among women with multiple pregnancy (OR: 8.6),
presence of opportunistic infection at delivery (OR: 1.9), and 1st
trimester exposure to PI based regimen. (OR: 5.4) (Ezechi et al
2012b. The present national guidelines that is evidence based has
already addressed almost all thekey issues flaggedby this study.

Anaemia inpregnancy

Mr. Vice Chancellor Sir, Ladies and Gentle, Anaemia is another very
common complication ofpregnancy among HIV positive women. It
is also a predictor of poor maternal and foetal outcomes. HIV
infection is amajor contributor to anaemia in pregnancy (Ezechi et al
2012c). Again, based on the above our team determined the burden,
and risk factors for anaemia among pregnant HIVpositives with the
aim of using obtained information to plan an effective prevention.
Anaemia prevalence was found to be high (42.5%), with majority of
mild to moderate severity (97.9 %). Short inter-birth interval,
presence of opportunistic infections and severe disease, and use of
zidovudine containing HAART regimen were the independent risk
factors for anaemia in HIV positive pregnant women (Ezechu et al
2012d). Therefore, early diagnosis and treatment of anaemia are
essential in these patients to prevent poor maternal, obstetric and
neonatal outcome.

41



Asymptomatic bacteriuria

Asymptomatic bacteriuria (ASB) is a condition in which urine
culture shows a significant growth of pathogenic bacteria, without
the presence of symptoms related to urinary tract infection (UTI).
Pregnant women are more commonly affected than non-pregnant
women due to various morphological andphysiological changes, and
urinary stasis that occur during pregnancy. The prevalence ofASB in
pregnant women varies from 4% to 23.9% globally and the higher
prevalence is attributed to lack of personal and environmental
hygiene, socio-economic status, parity and race. The progression of
ASB to symptomatic bacteriuria may lead to pyelonephritis,
intrauterine growth restriction (IUGR), low birth weight (LBW),
prematurity and preterm delivery. When left untreated itmay result in
symptomatic cystitis andpyelonephritis in almosthalfofthe patients.
Treatment of ASB results in decrease in the incidence of preterm
labour and lowbirthweight infants (Prabhavathi et al 2018).

Among HIV positives, there are conflicting reports on the
association of HIV infection and ASB. However, most of these
studies were from low-income countries with low HIV burden.
Another of our study determined the prevalence and risk factors of
ASB among a cohort of HIV positive pregnant women. Over
eighteen percent ( 18.1%) of the women studied were found positive
for ASB, showing that it is common among HIV positive pregnant
women in our environment. Escherichia coli (44.3%) and Proteus
mirabilis (21.6%) were themost common bacterial isolates. Previous
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urinary tract infection (OR: 4.3), severe HIV diseases (OR: 1.4) and
maternal anaemia (OR: 1.4) were found to be associated withASB
(Ezechi et al 2013d). All the sequelae ofASB could be reduced by
early detection and appropriate antimicrobial treatment. We
recommend regular and repeated trimester-wise screening to be
incorporated into PMTCT services to reduce consequences ofASB
andultimatelyMTCT ofHIV infection.

Mr Vice chancellor Sir, ladies, and gentlemen, the last of the
four PMTCTpillar is the provision ofappropriate care, treatment and
support for women living with HIV, as well as their infants and
families. This prong focuses on supporting and delivering
evidence-based health interventions to women, children, and
families. Ensuring safe infant feeding, contraceptive services for the
woman and her partner, and provision ofHIV testing services for the
woman's family isan efficient and effective way to reduce HIV
transmission within the family (FMoH 2020) .Promoting the
integration of HIV/AIDS prevention, treatment and care services
withmaternal, neonatal, child health and nutrition services, including
family planning services is another strategy for reducing maternal
and childmortality and to control theHIV/AIDS epidemic.

Infantfeeding option
Mr Vice Chancellor Sir, ladies and gentlemen, breastfeeding
promotion is a key component of infant health policy globally
because of its known health benefits. These benefits include
provision of optimal nutrition, prevention of common childhood
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illnesses and improvement of child spacing. Breastfeeding is
practised widely in sub-Saharan Africa including Nigeria. It is both
socially and culturally acceptable (Abiona et al., 2006). However, in
the context of the HIV epidemic, breastfeeding became a public
health dilemmaasHIVcould be transmitted to the babyviabreastmilk
(Oladokun, et al., 2010). The transmission of HIV via breast milk
mainly occurs in the first four months oflife, a timewhen replacement
feeding carries the greatest risk of increasing infectious disease
morbidity and the benefits ofbreastfeeding are maximal (Sadoh et al.,
2008). Mothers livingwithHIVinfection are facedwith the dilemma of
which infant feedingmethod to adopt (Sadoh etal., 2008).

Despite various guidance documents on safe infant feeding in
the context of HIV, evidence shows that the infant feeding choices
made by thesewomen are dependent on a variety ofissues and factors
such as operational infant feeding guidelines, non-affordability of
alternative feeding, non-availability of potable water, the quality of
counselling, bias of the health workers, culture, HIV associated
stigma and peer pressure on the mother (Ezechi et al., 2008; Sadoh et
al., 2008). In 2016, we reviewed the infant feeding practices ofalmost
6,000 HIVpositivemotherswho had received PMTCT services at the
HIV treatment centre NIMR Lagos (Table 8). Exclusive formula
feeding was the most practiced infant feeding method among the
cohort (86.4%). Change in infant feeding policy and guidelines was
found to influence the infant feeding choice ofHIVpositive mothers,
with an increase inmixed breastfeeding rate (David et al 2017a).
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Table 8: Infant feeding practices of mothers of HIV positive
mothers (2004-2015)

lnf,lrt ftt,Jing ptlt lia Al mothers Peril ofNofree fennla PIMIofFrerefonnule
N- 50340%) (hly 200-hy 2007 and (Allf,2007 • Ftb. 2009)

Mard 2009- De2015) n· 74($)
n· 4250%)

Exclusiv e Breastfeeding 453 9.0) 3 9.0) 69(8.8)

r Elusive Formula Feeding 4349 86.4) 368 86.1) 691 (88.l)
Replacement Feeding 91 (1) 80 (1.9 11(1)
Mied Breastfeeding 141 (2.8 ) 128 3.0) 13 (lJ)

P owlue

0.71
Rel
0.33
0.03

Our findings were in tandem with studies from Ibadan and Benin
(Oladokun et al., 2010; Sadoh et al., 2008) but differed from a study
from Ile-Ife that reported a 60 - 80% exclusive breast-feeding rate
(Adejuigbe et al., 2008). We further studied the difference in infant
feeding pattern (table 9). We found thatmotherswith loweducational
attainment, and of low socio-economic status, unemployed, not on
care before PMTCT enrolment, yet to disclose their HIV status, and
delivered outside orthodox health facility were more likely to
practice inappropriate infant feeding (David etal., 2017b).

Table 9: Factors associated with inappropriate infant feeding in
the context ofHIV
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AdaptedfromDavid etal2017

The differences observed in the infant feeding methods practiced by
the mothers in the various settings may be related to their differing
socio-demographic characteristics. Health workers implementing
PMTCTprograms in our setting should be made aware of the risk of
inappropriate breastfeeding if they do not consider the mothers
preferences and insist on implementing the guideline in isolation.
Specifically, they should targetpoorwomen and thosenoton care.

MaternalNutrition
Mr Vice Chancellor Sir, Ladies and Gentlemen, several studies
globally have identified malnutrition as a major contributor to HIV
infection transmission and disease progression (Anabwani&
Navario, 2005; Taye et al., 2010). Sadly, a large majority ofmothers
in our environment had inadequate nutritional knowledge despite
majority of them having at least a secondary education (Ezechi et al.,
2016a). Nutrition education should be integrated into PMTCT
programme in our environment.

Mr. Vice chancellor Sir, the enthusiasm over the
improvement in HIV-associatedmortality following the introduction
of combination antiretroviral therapy (cART) has, however, been
partly diluted with concerns of cART-associated metabolic
complications, including obesity, hyperlipidaemia, and insulin
resistance, which accelerate the onset of type 2 diabetes mellitus and
atherothrombotic cardiovascular disease (Carr et al., 1998, Nansseu
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et al 2018, Friis-Moller 2003. Our teams also found a progressive

increase in the prevalence of overweight and obesity after
commencement of antiretroviral therapy (Ezechi et al., 2016d). In a
5-year cohortreviewof8,819 PLHIVs ofwhich 64 .2%were females,
prevalence of obesity increased from 7.4% at baseline to 26.5%in
five years. The female gender, low baseline body mass index and
severe HIV disease at presentation were found to be associated with
the development of obesity during antiretroviral therapy (figure 3).
Programmes targeting prevention of obesity and its complications
should be integrated into routine HIV care with special focus on
women and thosewith advanced disease.
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Trend in nutritional status ofthe participants over 5-yearperiod.
In another of our several studies on maternal and infant nutrition, it

was evident that despite the efforts of the government to sustain good

nutrition, the practice of good maternal nutrition has remained poor

in the general population (Ezechi et al 2021) .We recommend that
action to improve maternal nutrition should not focus on knowledge

alone but on attitude, as many studies have found a direct link
between a positive attitude and good nutritional practice. In addition,

health education ofmothers, future mothers, and the public should be

intensified, as itmay improve the attitude to nutrition.

Hypertension amongPLHIVs

In Nigeria, approximately one third of PLHIVs has hypertension
(Idongesit et al., 2022; Ekrikpo et al 2018; Ilesanmi and Akpa 2020),
a leading modifiable risk factor for cardiovascular disease and death.
This is similar to findings from other sub-Saharan African countries
(Xu et al 2017). Persons living with HIV have an increased risk of
cardiovascular disease including myocardial infarction, stroke, and
sudden cardiac death compared to the general population (Frank et al
2019). The burden of hypertension and its associated cardiovascular
related morbidity and mortality will continue to rise as PLHIVs age.
This foretells an impending public health crisis if not urgently

addressed.
Mr. Vice chancellor Sir, ladies, and gentlemen, despite this

growing epidemic, most hypertensive PLHIVs in our environment
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are unaware of their hypertension diagnosis and are not receiving
hypertension treatment (Idongesit et al 2022; Ekrikpo et al 2018;
Ilesanmi and Akpa 2020). The Nigeria clinical guidelines for
hypertension management advise that antihypertensive treatment,
including patient education, lifestyle modification, and
pharmacologic therapy, should be initiated for all individuals with an
elevated blood pressure (Kadiri et al 2020). However, a recent study
among hypertensive patients enrolled in HIV care showed that more
than half of all participants had never had a previous blood pressure
measurement, two-thirdswere unaware oftheir diagnosis, 90% were
not on antihypertensive treatment, and none had controlled blood
pressure suggesting a discordance between treatment guidelines and
real-world practice (Manavalan et al 2020).

In order to improve clinical outcomes among PLHIVs, it is
crucial to have a clear understanding of the challenges faced across
the hypertension care continuum. To understand better the obstacles
to hypertension care faced by PLHIVs, we conducted studies to
understand the environment in which hypertension care is provided.
We also explored the perspectives and experiences of health care
workers caring for patients with both HIV and hypertension. We
observed that optimizing healthcare workers' implementation of
evidence-based task-strengthening strategies for hypertension
controlwithin HIV clinics requires attention to both the
implementation climate and contextual factors likely to affect uptake
and sustainability of practice. These findings have implications for
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the development ofeffective practice facilitation strategies to further
improve the delivery and integration of evidence-based task­
strengthening strategies for hypertension controlwithin HIV clinics
in Nigeria (Iwelunmor et al 2022). We also found that except for
motivation, the relative capabilities whether physical or

• psychological and the relative opportunities for integrating evidence­
based hypertension intervention within HIV clinics in Nigeria were
minimal (Iwelunmor et al 2019). There is therefore, need to
strengthen the HIVclinics for the implementation ofevidence-based
hypertension interventions to improve patient outcomes and service
delivery.

In another of our studies that extended our previous work on
the capabilities, opportunities, and motivations of HIV clinics in
Lagos State to integrate hypertension management into HIV care, we
specifically focused on the perspectives of the HIV clinic nurses on
the barriers and facilitators of implementing a task-shifting/sharing
intervention. We found factors related to hypertension training for
HIV clinic nurses and on-going supervision to be potential enablers
for integrating hypertension management within HIV clinics (Aifah
et al 2020). These findings underscore the importance of developing
nurse-based strategies to integrate hypertension management into
HIV care given the limited availability of evidence supporting
context-specific strategies.

Mr. Vice Chancellor sir, based on the above findings, we
applied for and obtained a five-year funding from the National
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Institute of Health USA, to implement a cluster randomized
controlled trial to evaluate the effectiveness of an implementation
strategy, practice facilitation (PF), on the integration, adoption, and
sustainability of a task-strengthening strategy for hypertension
control interventionwithinprimary healthcare centers in Lagos State,
Nigeria (Aifah et al .2021 ). This study is currently ongoing and being
conducted in three phases (i.e., pre-implementation, implementation,
and post-implementation) using a mixed-methods hybrid type II
effectiveness-implementation design. Two implementation
frameworks: the Consolidated Framework for Implementation
Research (CFIR) and the Reach Effectiveness Adoption
Implementation andMaintenance (RE-AIM) guide this study.
Figure 4 below provides an overview of the study design.-It omtti 'OIHIV-
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.Figure 4: Study design

The method for delivering evidence-based task-strengthening
strategies for hypertension control within primary health care clinics
for PLHIVs is based on a four-step approach for identifying PLHIVs
with uncontrolled hypertension, lifestyle counseling for PLHIVs
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with uncontrolled hypertension on adopting healthy behaviors,

treating PLHIVs with uncontrolled hypertension by prescribing

medication using Nigeria's hypertension treatment protocol, and

referring PLHIVswith complicated hypertension for additional care.

Figure 5 shows an overview of the intervention using the 5A's

counseling strategy (Ask,Assess,Advise,Assist, andArrange).

1. Identity

Figure 5: Overview of the study intervention (Aifah et al 2021)
UptakeHIVamong adolescent andyoungperson
Mr Vice Chancellor Sir, Ladies and gentlemen, Nigerian youth are at
the epicentre of an expanding HIV crisis, with the second largest
number ofnew youth HIV infections of any country. However, fewer
than one in five Nigerian youth have ever been HIV tested. Young
people are often framed as the fraught victims ofnewHIV infections,
instead of recognizing their resilience and power in advancing
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effective response to the epidemic. Conventional expert-driven, top­
down interventions have largely failed. Innovative solutions that
leverage the resourcefulness and resilience of youth are sorely
needed. Again, currently our team, with funding from the NIH, USA
is implementing innovative youth-friendly HIV self-testing services
based on open challenges and apprenticeships that are informed by a
youth participatory action research :framework. The project, being
implemented in 30 LGAs across thirteen states of Ebonyi, Akwa
Thom, Anambra, Benue, Cross River, Delta, Edo, Enugu, Kwara,
Lagos, Ondo, Oyo, and Rivers states and FCT, is building capacity
for decentralized HIV self-testing, drawing on the strengths,
creativity, and engagement ofNigerian youth. So far, we can report
the following:

• There is a high acceptance for the use of HIV self-testing
(HIVST) inNigeria (Obiezu-Umeh etal 2021 ).

• The designathon provided a structured method for
incorporating youth ideas into HIV service delivery (Tahlil et
al2021).

• Designathons may be useful for developing tailored youth­
friendly health services (Nwaozuruet al 2021 ).

• Crowdsourcing requires the active participation of key
stakeholders; in this case the active participation ofyouth in
creating solutions to increase the uptake of HIV testing
among theirpeers (Iwelunmor et al 2020).

The above affirms thatwith effective strategies in place for linkage to

54



post-test services following HIVST, there is a strong possibility that

HIVST will be an appropriate approach to reach youth who may not

otherwise test and maybe pivotal to achieve the first of the UNAIDS
95-95-95 targets -knowing one's HIV status (Obiezu-Umeh et al

2021).

Mr Vice Chancellor Sir, as I draw the curtain on this

presentation, one may ask what I have done at LCUI since appointed
a professor outside routine duties of a university lecturer, and what

are my plans for the future.

Development ofMPH and PhD in public health programme

In partnership with the energetic and hardworking immediate past
Head of Department of Public Health, Dr Fola Akinsolu, and other
academic staff, we developed an MPH programme that will allow
students to develop the essential skills required to promote the well­
being of people across Nigeria and internationally. We equally
developed a PhD in Public Health programme that prepares students
for teaching, research, and service delivery. In addition, the MPH and
PhD programmes are with specialisation in Biostatistics,
Epidemiology, Nutrition, Environmental and Occupational health,
and Maternal and Child health. If the senate of the school approves,
we are looking at developing certificate and diploma public health

courses for middle level manpower.
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Training andmentoring ofPhD faculty.
It is well known that effective relevant training plays an essential role
in overall career development of faculty. In very specialized areas
such as Public Health, obtaining the rightknowledge and building the
right attitude is ofimmense importance. As youmay be aware, two of
LCUI faculty are currently enrolled in an National Institute of D43
Forgarty Research Training Programme - EmoryNigerian Research
Training Programme (EN-TRP), ofwhich I am not only a Director,
but the country lead. The overarching goal of the EN-RTP is to
enhance the capacity ofresearchers focused on HIV/women's health
research in Nigeria, with the aim ofpromoting health and wellbeing
ofwomen living with HIV. The EN-RTP program develops trainees'
knowledge and skills in epidemiology, data management, and
analysis to increase their individual research capacity.

FieldVisits

In Public Health, well organised and supervised field visits are
critical for training of students at all levels. Field trips allow students
direct access to tools and environments that they otherwise wouldn't
have within the four walls of their school. In collaboration with the
HODs, field visits to facilities at the Nigerian Institute of Medical
Research was added to the student's portfolio. This has exposed the
students to state-of-the-art facilities in both the laboratories and the
clinic at the Institute. This I will continue to facilitate.
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FacultyLecture
The purpose of the Faculty Lecture is to share the vast and interesting

knowledge of faculty members, while providing a sense of
community, allowing the opportunity for faculty to learn about other

disciplines. Yours sincerely, delivered the first faculty lecture of the
Department of Public Health. In the lecture titled, "Public Health:

Everyone's Responsibility", we discussed the science of public

health, analysed the public health aspects of the COVID-19

pandemic, how public health is the key to achieving the SDGs, public

health aspects of the Russian-Ukraine war, and finally highlighted
how the top ten priority diseases in Nigeria can be prevented through

public health approach.

Conclusions andRecommendations
From 1 the time when I had my first contactwith WLHIV up till now,
I can confirm that it is possible to prevent the transmission of HIV
from mother to her baby. Our team have provided a model for not
only preventing mother to child transmission of HIV (vertical
transmission),but to also prevention of horizontal transmission of
HIV. We have produced evidence that have informed policy, shaped
practice, and in the process showed that it is possible to reduce MTCT
rate to less than 1 %. We also observed that research is not fully
accorded its pride ofplace, and the evidence generated with the little
funding available are poorly utilised.
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We thereforemake the following recommendations:
1. Government, organisedprivate sector, and institutions should

prioritize research as it is the vehicle that drives development.
2. Researchers should abandon pedestrian research and focus on

those that addresses important national and developmental
questions.

3. Research products are meant to solve community problems;
therefore, stakeholders shouldbe engaged early in theprocess
ifoutput is to be utilised.

4. Government, the public and academic institutions should as a
matter of urgency put in place strategies to utilise research
product, otherwise the resources invested on research
becomes awaste.

5. Academic institutions should put in place capacity
strengthening programme for their faculty to make them
globally competitive to attract research funding.

6. Research funding attracted to academic institutions should be
a component ofadvancement criteria.
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Babatunde Lawal Salako, continued in that vein and capped it with
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relationship with DGs has been that of mentor and mentee. I have
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tranquility. I am here today, may you all surpassme, amen.
Finally, I remain grateful to God, my Creator and Maker, for

making this day possible. I am just a willing tool in His handsas I
continue to partner with women to find solutions to HIV through

research, training and service. All glory and honour be unto HIM

forever.

Conclusion
I have come to the end ofmy lecture. It must be obvious to all present
that the country has made progress in the HIV response. Elimination

of paediatric HIV infection remains a major public health challenge.

Our team has showed that it is possible to eliminate paediatric HIV, as
the last 3 consecutive years, did not record a single mother to child

transmission of HIV to unborn baby. Let the achievement at one
centre spurus all to action. Know yourHIV status today!

Mr Vice ChancellorSir, Distinguished Guests, colleagues,
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students, friends, relations, well-wishers, ladies, and gentlemen,

thank you all for your presence, patience, and attention. I wish you
journey mercies as you depart to your various destinations and
homes. God bless you.
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