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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
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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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