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Abstract: Nigeria has the second largest HIV epidemic in the 

world and with it, a growing list of HIV related human rights 

and legal needs.  

This hospital based descriptive cross sectional study was carried 

out to assess the human right and legal needs of adult people 

living with HIV/AIDS in Jos North Central Nigeria. 

A total of 390 respondents 62% of which are females were 

interviewed. The mean age was 33.4 + 7.7 years. About 50% 

were diagnosed at least a year before the study and 78.8% have 

at least secondary school education. Stigma and discrimination 

was reported in the workplace (13.6%) and family (8.5%) 

resulting in sack (5.1%) and separation from spouse (1.5%). 

Over 89% do not have a written will and about 35% are not 

aware they cannot be sacked on the basis of their HIV status. 

About 40% reported that they need legal advice/services while 

over 19% desire to participate in HIV related service delivery. 

The need for legal services was more among those with at least 

secondary school education (44.25%). 

HIV/AIDS related human rights and legal needs exist in various 

settings. Services are therefore needed that address these needsin 

health facilities, in communities and in the work places. 
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I. INTRODUCTION 

igeria has the second largest HIV epidemic in the world 

with about 3.6million people infected and adult HIV 

prevalence of 2.8% as at 2017. (1) 

Although HIV prevalence among adults is much less (2.8%) 

than other sub-Saharan African countries such as South Africa 

(18.8%) and Zambia (11.5%), the size of Nigeria's population 

means it has the second highest HIV burden in the world. 

However, a recently published Nigeria HIV/AIDS Indicator 

and Impact Survey (NAIIS), one of the largest population-

based HIV/AIDS household surveys ever conducted, found 

the prevalence to be just 1.4%. (2). 

PLWHA and their families have a wide variety of problems 

which manifest in various degrees in the community, 

workplace, and health setting.  This has given rise to a broad 

range of needs which require comprehensive care and support 

services.  The needs include medical, psychosocial, 

socioeconomic and human rights/legal needs.  

Human rights are broadly concerned with defining the 

relationship between individuals and the state. It refers to a set 

of universal entitlements that individuals enjoy irrespective of 

their sex, nationality, religion, culture or other status, that are 

inherent to human beings and that are proclaimed and 

protected by international law. Human rights have major 

relevance for shaping appropriate responses to the HIV 

epidemic and other global health challenges. (3).The concept 

of human rights is grounded in concepts of human dignity and 

equality, which can be foundin most cultures, religions, and 

traditions that are today reflected in many legal systems. 

PLHAs have thesame fundamental social, cultural, civil, and 

political human rights as any other person by virtue of 

theirhumanity. These rights are universal, indivisible, 

interdependent, and interrelated. 

HIV-related human rights issues including stigma and 

discrimination; punitive laws, policies and practices; and poor 

access to justice have been identified by most countries as 

obstacles to achieving universal access to HIV prevention, 

treatment, care and support. 

(4). 

Evidence shows the existence of stigma and discrimination 

against PLWHA in various settings. It occurs in families, 

communities, workplaces and even in healthcare settings.  A 

study in Brazil (2006) (5) showed that stigma was a recurrent 

issue with most respondents.  

 Anotherstudy in South Africa (2005) (6) reported human 

right violations in 3 major areas: privacy and disclosure; 

informed consent and HIV testing and access to healthcare 

services.  Coupled with this is the fact that there is a vacuum 

regarding an appropriate legal and ethical response to the HIV 

pandemic as shown by a study in Uganda (7). Another study 

of HIV legislation in Africa found that 19 countries in Africa 

had adopted HIV-specific legislation (8). Nigeria is not one of 

the countries with such legislation. The UN Political 

Declaration on HIV/AIDS (2011) has reaffirmed that the full 

realization of human rights and fundamental freedoms for all 

is an essential element in the global response to HIV. The 

enactment of laws to protect the human rights of PLWHA and 

key populations at higher risk of HIV is essential to creating 

an enabling environment for effective HIV responses.(8) 

N 
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There is a growing concern for appropriate legislations in 

Africa. Human right issues often manifest initially as stigma 

and then discrimination. Stigma refers to the process by which 

a group of individuals is labeled as socially undesirable and 

these individuals are devalued due to attributes or behaviors 

that are societally deemed as “deeply discrediting”. Stigma is 

a damaging social phenomenon. In the case of people living 

with HIV (PLWHA), stigma has negative effects on health 

outcomes, including non-optimal medication adherence, lower 

visit adherence, higher depression, and overall lower quality 

of life.(9) 

People who are stigmatised are marked out as being different 

and are blamed for that difference. HIV is an infection which 

many people have fears, prejudices or negative attitudes 

about. Stigma can result in people with HIV being insulted, 

rejected, gossiped about and excluded from social 

activities.There may be a feeling of „us and them‟. Stigma 

leads to people not being treated with dignity and respect. 

However, discrimination means treating one person 

differently from another in a way that is unfair – for example, 

treating one person less favourably simply because he or she 

has HIV.While stigma is sometimes hard to pin down (it may 

be found in people‟s attitudes or beliefs), discrimination is a 

little easier to describe. It‟s about actual behaviour. 

Stigmatization and discrimination against PLWHA has been 

one of the hallmarks of the global HIV/AIDs pandemic. (10). 

Stigmatization could lead to delays and failures in seeking 

treatment by PLWHA and delays in diagnosis of high risk 

patients. Discrimination may be described as a form of 

"enacted stigma" or the negative acts that result from stigma 

which serve to devalue and reduce the life chances of the 

stigmatized. Such discriminatory acts against PLWHA could 

lead to denial of rights to health, education, and employment 

(11) 

Nigeria'sachievements in reducing stigma, protecting human 

rights andpromoting greater involvement of PLWHA in 

advancing HIV/AIDS controlremains slow and 

hesitant.Despite compelling evidence thatviolations of human 

rights of personsinfected and affected is still rampant and 

stigma remains pernicious and pervasive. Thissituation is 

compounded by attitudes and practices discriminate against 

widows andChildren orphaned by AIDS and other people 

affected by the infection. (12) 

In Nigeria, a study carried out in 4 states (9), showed 

discriminatory behavior and attitudes towards patients with 

HIV/AIDS exist among a significant proportion of health care 

professionals.   The National Demographic Health Survey 

(2013) reported 12 percent of women and 13 percent of men 

express accepting attitudes in four situations: they would care 

for a family member with HIV or AIDS in their own home, 

they would buy fresh vegetables from a shopkeeper with HIV, 

they would allow an HIV-positive female teacher to continue 

teaching, and they would not want to keep secret the HIV 

positive status of a family member. (13) similar to the findings 

of the Nigeria Multiple Indicator Cluster Survey 2016-2017 

14% for men and 8% for women. (14). This has persisted in 

spite of the fact that Nigeria is a signatory to the universal 

human rights set out in international and regionaltreaties, 

including the Universal Declaration of Human Rights 

(UDHR);International Covenant on Civil and Political Rights 

(ICCPR); International Covenant on Economic,Social and 

Cultural Rights (ICESCR); African Charter on Human and 

People‟s Rights (ACHPR);Convention on the Right of the 

Child (CRC); and Convention on the Elimination of All 

Forms of Discrimination Against Women (CEDAW). 

Aim 

To assess the human rights and legal needs of adults living 

with HIV/AIDS attending health care institutions in Jos North 

Central Nigeria. 

Objectives 

1. Determine the level of stigma and discrimination at 

work place and in families of PLWHA. 

2. Describe the legal needs of PLWHA attending health 

care institutions in Jos North Central Nigeria. 

 

II. METHODOLOGY 

Study Area 

This hospital based study was carried out at the Faith Alive 

Hospital (owned by a non-governmental organization – Faith 

alive Foundation) and the Plateau State Specialist Hospital 

(owned by the Plateau State Government) both located in Jos, 

North Central Nigeria with an estimated patient load of over 

4,000 (with over 2,000 on ART and care and support services 

cover Adults, pregnant women and children) and over 1,720 

adult patients (with over 750 adults on ART) respectively. 

Study Populations 

This consists of adult men and women between the ages of 

15-49 years, who have been confirmed positive for HIV/AIDS 

and receiving care and support from FAH and PSSH. 

Study Design 

This is a Hospital based descriptive cross sectional study. 

Sampling Procedure 

Systematic random sampling technique was used for selecting 

every 4
th

 patient visiting the HIV clinic who gives consent for 

the interview.  If a patient declines, the next patient who 

consents to be interviewed is then selected until the sample 

size is attained. 

Sample Size  

Total sample size = 388. 

Data Collection 

Informed consent was obtained either verbally or in writing.  

Afterwards, self-administered questionnaires were distributed 
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to the patients for responses if the patient was literate enough.  

Where the patient needed any assistance or is illiterate the 

researcher, assisted by trained assistants, was on hand to 

administer the questionnaires. 

Data Collection Instruments 

A semi-structured questionnaire with closed and few open-

ended questions were self-administered (if the client was 

literate enough) or interviewer administered if not literate.  

Information was collected on socio-demographic 

characteristics and human rights/legal needs.  

Data Analysis 

Data analysis was done using SPSS 11.0 edition.  Frequencies 

were generated and test statistic was Chi Square for 

proportions with level of significance set at P< 0.05. 

Validity 

The instrument (questionnaire) was pre-tested at the HIV 

clinic of the ECWA Evangel Hospital, at Jos North LGA.  

This ensured that questions were easily understood and 

measured what they were intended to measure.  Difficult or 

ambiguous questions were either restructured or removed.  To 

further reduce interviewer bias and errors, research assistants 

were selected from the hospital of study and trained 

adequately. 

Ethical Considerations 

1. Permission and Approval was sought and obtained 

from the Ethical Review Committee of PSSH and the 

Research and Grants Department of FAH. 

2. Informed consent was sought and obtained from all 

patients either in writing or verbally. 

3. Confidentiality was ensured as names were not 

required from Respondents. 

III. RESULTS 

Table 1: Socio demographic Characteristics of Respondents 

Variables N n% 

Age category 
  

<19 years 4 1% 

20-29 years 129 33.10% 

30-39 years 165 42.30% 

>40 years 92 23.60% 

Marital status 
  

Never married 114 29.20% 

Married 162 46.70% 

Separated 12 3.10% 

Divorced 18 4.60% 

Widowed 64 16.40% 

   

Education 
  

None 13 33.20% 

Quranic 3 0.80% 

Primary 67 17.20% 

Secondary 147 37.70% 

Tertiary 160 41.10% 

   

Occupation 
  

Higher professional 5 1.30% 

Lesser professional 180 46.20% 

Skilled manual 69 17.70% 

Partly skilled occupation 55 14.10% 

Unskilled 81 20.80% 

   

Religion 
  

Christianity 365 93.60% 

Islam 23 5.90% 

Others 2 0.50% 

   

Sex 
  

Male 145 37.20% 

Female 245 62.80% 

   

Duration of illness   

<12 months 194 49.7% 

12 months and above 196 50.3% 

   

Facility 
  

FAH 199 51% 

PSSH 191 49% 

Total 390 100% 

 

A total of 390 respondents were interviewed, 245 representing 

62.8% were females and 145 (37.2%) were males.  The mean 

age was 33.4+ 7.7 years. Age group 30-39 has the highest 

proportion (42.3%) followed by 20-29 (33.1%) and together 

they make 75.4% of the respondents. 

 In all, 199 (51%) respondents attend FAH while 191 (49%) 

attend PSSH. The highest proportion of respondents were 

lesser professionals (46.2%) like Civil Servants, teachers, 

clerks while the least proportion (1.3%) were higher 

professional like Lecturers, doctors, bankers or engineers. 

Concerning duration of illness, 49.7% were diagnosed less 

than 12months prior to the study while 50.3% of the 

respondents were diagnosed at least 1yr before the study. 

Majority of the respondents (46.7%) were married.  This is 

followed by those who have never married (29.2%) then 

widowed (16.4%), divorced (4.6%) with separated as the least 
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3.1%. Highest of the respondents 160 (41.0%) have tertiary 

education followed by those with secondary education. Hence 

78.8% have at least Secondary School education. Distribution 

by religion shows that 93.6% of the respondents were 

Christians while 5.9% were Muslims.  Only 2 people (0.5%) 

were neither Christian nor Muslims. 

Table 2: Stigma & Discrimination At Workplace Stigma/Discrimination Was 

Reported By 13.6% Of The Respondents. 

 Yes No 
Not 

specified 
Total 

Workplace 53(13.6%) 175(44.9%) 162(41.5%) 360(100%) 

Family 33(8.5%) 293(75.1%) 64(16.4%) 360(100%) 

Sacked 20(5.1%) 208(53.3%) 162(41.5%) 360(100%) 

Separation 6(1.5%) 320(82.1%) 64(16.4%) 360(100%) 

 

Some respondents (8.5%) reported stigma and discrimination 

within their families following their HIV +ve status. Some 

respondents (5.1%) were sacked because of their HIV status. 

A few respondents (1.5%) reported separation resulting from 

their HIV status. 

Table 3: Other Legal Issues/Participation 

 Yes No Total 

Aware cannot be 

sacked 
178(65.1%) 96(34.9%) 275(100) 

Have written will 40(10.3) 350(89.7%) 390 (100%) 

Need legal 

advice/services 
158(40.5%) 232(59.%) 390 (100%) 

Desire involvement in 
service delivery 

77(19.7%) 313(80.3%) 390(100%) 

 

Majority of the respondents (65.1%) are aware that their 

appointment cannot be terminated just because of their HIV 

+ve status. 

Only 40 (10.3%) respondents have a written will. Over 89% 

do not have a written will. 

A number of respondents 158 (40.5%) desired legal services. 

Only 19.7 of respondents will like to be involved in program 

planning/delivery. 

Table 4:  Need Legal Advice by Duration of Illness 

Duration of illness Yes No 

<12 months 

1yrs & above 

80 (41.2%) 

78 (39.8%) 

114 (58.8% 

118 (60.2%) 

Total 158 (40.5%) 232 (59.5%) 

Education Yes No 

None 

Quranic school 
Primary School 

Secondary school 

Tertiary education 

5 (38.5%) 

- 
17 (25.4%) 

64 (43.5%) 

72 (45.0%) 

8 (61.5%) 

3 (100) 
50 (74.6%) 

83 (56.5%) 

88 (55.0%) 

Total 158 (40.5%) 232 (59.5%) 

 

Respondents diagnosed less than 12 months ago are more 

likely (41.2%) to need legal services than those diagnosed at 

least a year ago. Respondents who attained at least secondary 

school education were more likely to require legal 

services.(44.25%)  

Table 5: Need Legal Advice 

Gender Yes No X2 P-value 

Male 

Female 

56 (38.6%) 

102 (41.6%) 

89 (61.4%) 

143 (58.4%) 

 

0.34 

 

0.317 

Total 158 (40.5%) 232 (59.5%)   

Marital status Yes No   

Never 
married 

Married 

Separated 
Widowed 

Divorced 

49 (43.0%) 

74 (40.7%) 
5 (41.7%) 

21 (32.8%) 

9 (50.0%) 

65 (57.0%) 

108 (59.3%) 
7 (58.3%) 

43 (67.2%) 

9 (50.0%) 

 

 

2.54 
 

 

 

0.637 
 

Total 158 (40.5%) 232 (59.5%)   

Hospital Yes No   

FAH 

PSSH 

58 (29.1%) 

19 (9.9%) 

141 (70.9%) 

172 (90.1%) 

 

22.67 

 

0.000 

Total 77 (19.7%) 313 (80.3%   

 

More females (41.6%) will require legal services than males 

(38.6%). (X
2
 = 0.34, P = 0.317). In terms of marital status, 

50% of divorced respondents stated their need for legal 

services with widowed having the least (32.8%). (X
2
 = 2.54, P 

= 0.637). Also, respondents attending FAH (29.1%) are 

significantly more likely to receive legal services than those 

attending PSSH (9.9%). (X
2
 = 22.67, P = 0.000). 

IV. DISCUSSION 

In both facilities proportion of female patients is higher than 

males. This tends to agree with the analysis of the prevalence 

trend from the National HIV/AIDS and Reproductive Health 

Survey Plus (NARHS+) of 2007 and 2012, which suggests 

that the epidemic in Nigeria is feminized. (15).The estimated 

number of women living with HIV in Nigeria was 57.6% of 

the total number of adults living with HIV even before the 

NARHS+report (16).  Women also comprise about half of all 

people living with HIV worldwide.  In Sub-Saharan Africa 

where the epidemic is worst, they make up 57% of people 

living with HIV and the three quarters of young people 

infected on the continent are young women aged 15-24 years 

(17). 

Inevitably this brings to the fore, gender issues which must be 

taken into consideration in the design of HIV prevention and 

care programs.  In unprotected heterosexual intercourse, a 

female is about twice as likely as a male to contract HIV from 

an infected partner.  In addition to this biological vulnerability 

is the prevalent condition of gender inequality.  Economic and 

social dependence on men often limit women‟s power to 

refuse sex or negotiate the use of condoms.  Inadequate access 

to education and employment opportunities encourages many 
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women to sell or barter sex to survive.  In essence sexual 

inequality endangers women‟s lives. 

About 78% of the respondents had at least secondary school 

education.  This is much higher than the 57.1% reported for 

the North Central zone in the 1999 National Demographic 

Health Survey (NDHS 2000) in Nigeria (18).  It is also higher 

than 51.8% obtained during the 2003. National HIV sero 

prevalence sentinel survey (19). It is however lower than that 

(90%) observed in another study in South Western Nigeria in 

1995 (20). This is not surprising since Jos North LG is a 

metropolitan area with a concentration of the 

enlightened/educated people from various parts of the state 

and beyond. 

Human rights abuses have been reported by PLWHA in the 

workplace, healthcare setting and even in the households.  

This has been confirmed in this study as 13.6% of the 

respondents in this study reported some form of stigma and 

discrimination in their workplace, 5.1% of which reported 

outright sack. 

However, it was not clear what the reasons for sack were as 

only 2 (0.6%) respondents reported disclosing their status to 

their employers.  It is possible that it is linked to their 

recurrent illness which of course will result in repeated 

absenteeism and consequently sack.   This is in spite of the 

fact that two thirds of the patients reported being aware that 

their appointments cannot be terminated solely because of 

their HIV status. 

The occurrence of human right abuses in the healthcare setting 

is very low in this study.  This is probably because the staffs 

in the health facilities are highly trained for the specific task 

of caring for PLWHA.  One cannot say the same of other 

healthcare facilities as a survey of 1,021 healthcare workers in 

111 healthcare facilities in four Nigerian states showed that 

stigma and discrimination of PLWHA is still an issue in 

Nigeria (21). This study agrees with findings from a study in 

Brazil which reported that S & D was a recurrent issue in 

participants‟ responses (5). 

Slightly less than half of the respondents expressed need for 

legal support.  This desire is more among females and 

PLWHA diagnosed less than 12 months ago.  In terms of 

marital status respondents who are divorced have the highest 

proportion (50%) of those who need support.  Issues on which 

legal support respondents desired legal support include 

writing of the will, widowhood/inheritance rights, security of 

property and job security.  

Only a fifth of the respondents are aware of the availability of 

some kind of legal support at their respective health facilities 

and this is significantly higher in FAH. 

About a fifth of the respondents also desire to be involved in 

service planning and delivery. S & D is not limited to 

healthcare settings as 8.5% reported S & D in family and 

1.5% separation.  

V. CONCLUSION 

HIV/AIDS related human rights/legal needs exist in various 

settings including the home. Workplace and healthcare 

settings. These needs include stigma and discrimination which 

often leads to the violation of human right of PLWHA, their 

families and even of those presumed to be infected such as 

family members or other associates. Services are therefore 

needed that address various human rights/legal needs 

including stigma and discrimination in health facilities, in 

communities and in the work place and promote equal access 

to care.  

The PLWHA also need to be involved in the planning and 

delivery of comprehensive care to ensure that HIV/AIDS care 

and support programs intended for them address their needs, 

reinforce adherence, prevention and care, promote health 

seeking behavior and respect their human rights. 

VI. RECOMMENDATIONS 

1. Given that married Christian female having tertiary 

education are mostly affected with this disease, the 

church, Christian associations and their leadership 

should be involved in generating awareness about the 

prevention of HIV infection.  There is an urgent need 

to involve clerics/community leaders in the 

awareness campaign against HIV/AIDS.  This will 

help fight stigma and discrimination and remove 

sociocultural and religious barriers to care and 

support services.  This is against the backdrop of 

gaining difference in proportion of people surveyed 

of different religion. 

2. HIV/AIDS education including training on human 

rights and legal services should be provided in core 

professional training programs of doctors, nurses, 

community health workers, other health and social 

service providers.  This would prepare them for the 

inevitable challenge of caring adequately and 

efficiently for PLWHA. 

3. PLWHA should play a central role in planning and 

delivery of human rights and legal services for 

PLWHA.  This will contribute to the relevance of the 

programs and their sustainability. 

4. There is need to strengthen capacity of existing 

HIV/AIDS care providers to enable them provide 

more human rights and legal services and to integrate 

successfully with community level service providers. 
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