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In Nigeria, an estimated 3.6 percent of the population are living with HIV and AIDS (UNGASS, 2010). Although HIV prevalence is much lower in Nigeria than in other African countries such as South Africa and Zambia, the size of Nigeria’s population (around 149 million) means that by the end of 2009, there were 3.3 million people living with HIV (UNAIDS, 2010). Approximately 220,000 people died from AIDS in Nigeria in 2009 (UNAIDS, 2010). With AIDS claiming so many lives, Nigeria’s life expectancy has declined significantly. In 1991 the average life expectancy was 54 years for women and 53 years for men (WHO, 2008). In 2009 these figures had fallen to 48 for women and 46 for men (CIA World Factbook, 2010). 

When antiretroviral drugs (ARVs) were introduced in Nigeria in the early 1990s, they were only available to those who paid for them. As the cost of the drugs was very high at this time and the overwhelming majority of Nigerians were living on less than $2 a day, only the wealthy minority were able to afford the treatment. In 2002 the Nigerian government started an ambitious antiretroviral treatment programme, which aimed to supply 10,000 adults and 5,000 children with antiretroviral drugs within one year. An initial $3.5 million worth of ARVs were to be imported from India and delivered at a subsidized monthly cost of $7 per person. The programme was announced as 'Africa’s largest antiretroviral treatment programme'. 

By 2004 the programme had suffered a major setback as too many patients were being recruited without a big enough supply of drugs to hand out. This resulted in an expanding waiting list and not enough drugs to supply the high demand. The patients who had already started the treatment then had to wait for up to three months for more drugs, which can not only reverse the progress the drugs have already made, but can also increase HIV drug resistance. Eventually, another $3.8 million worth of drugs were ordered and the programme resumed. 

ARVs were being administered in only 25 treatment centres across the country which was a far from adequate attempt at helping the estimated 550,000 people requiring antiretroviral therapy. As a result, in 2006 Nigeria opened up 41 new AIDS treatment centres and started handing out free ARVs to those who needed them (Reuters Limited, 2006). Treatment scale-up between 2006-7 was impressive, rising from 81,000 people (15% of those in need) to 198,000 (26%) by the end of 2007. 

Resources needed to provide sufficient treatment and care for those living with HIV in Nigeria are seriously lacking. A study of health care providers found many had not received sufficient training on HIV prevention and treatment and many of the health facilities had a shortage of medications, equipment and materials (Physicians for Human Rights (2006). The government's National HIV/AIDS Strategic Framework for 2005 to 2009 set out to provide ARVs to 80 percent of adults and children with advanced HIV infection and to 80 percent of HIV-positive pregnant women, all by 2010 (WHO, UNAIDS and UNICEF 2007). However, only 31 percent of people who needed treatment for advanced HIV infection received it in 2009. According to the latest WHO guidelines (2010), which advise starting treatment earlier, HIV treatment coverage is only 21% (WHO/UNAIDS/UNICEF (2010). As a result of this slow progress the treatment goals were set back to 2015 in the revised framework (2010 to 2015) (National Agency for the Control of AIDS (NACA), 2009) 

It has been estimated that the Nigerian government are contributing around 5 percent of the funds for the antiretroviral treatment programmes (Health Reform Foundation of Nigeria (HERFON), 2007). The majority of the funding comes from development partners. The main donors are PEPFAR, the Global Fund and the World Bank.  In 2002, the World Bank loaned US$90.3 million to Nigeria to support the 5-year HIV/AIDS Programme Development Project (Health Reform Foundation of Nigeria (HERFON), 2007). In May 2007 it was announced that the World Bank were to allocate a further US$50 million loan for the programme (World Bank, 2008). Through PEPFAR (the President's Emergency Plan for AIDS Relief) the United States has allocated a large amount of money to Nigeria. In 2008 PEPFAR provided approximately US$448 million to Nigeria for HIV/AIDS prevention, treatment and care (PEPFAR, 2008), the third highest amount out of PEPFAR’s 15 focus countries. By the end of 2008, the Global Fund had disbursed US$95 million in funds for Nigeria to expand treatment, prevention, and prevention of mother-to-child transmission programmes (The Global Fund (2009). Much of this was given to the Nigerian government to fund the expansion of antiretroviral treatment. 

Conclusion

Increased uptake of ARV drug in Nigeria will prolong and improve the quality of life of HIV/AIDS patients in the country. For instance, the survival data of 2009 shows that about 68.3% of adults and children that were on treatment are still alive and healthy after 12 months. Laws can be used to scale up adequate access to ARV drugs by making it compulsory for existing public health services especially those at the grassroots level to include ART service as part of their service plan for the community they serve. This will further increase access to ARV drugs and thereby prolonging life of PLWHA.
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