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Abstract
Background  In Nigeria, vulnerability status may increase the risk for the violation of human rights while receiving 
health care. The present study determined the proportion and profile of people who reported rights violation while 
accessing HIV and sexual and reproductive health (SRH) services.

Methods  This was a cross sectional study with data collected between February and March 2021. The dependent 
variables were patients’ rights to autonomy: right to privacy and confidentiality of medical records; right to be treated 
with respect, regardless of gender, race, religion, ethnicity, allegations of crime, disability or economic circumstances; 
right to decline or consent to participation in medical research, experimental procedures or clinical trials; right to 
quality care in accordance to prevailing standards; and right to complain and express dissatisfaction regarding 
services received. The independent variables were sexual identity (heterosexual/straight, gay, lesbian, bisexual, queer), 
HIV status (positive, negative, do not know), living with disability (yes/no), and access point to HIV services (public 
or donor funded/private). Five multivariate regression models were developed to determine associations between 
the dependent and independent variable after adjusting for age, education level (no formal education, primary, 
secondary, tertiary), sex (male, female, intersex), marital status (single, married, separated/divorced, cohabiting) and 
gender identity (male, female, transgender).

Results  Complete data from 2119 study participants were analysed. Transgender individuals had significantly higher 
odds of experiencing violation of their rights to privacy and confidentiality of medical records (AOR:1.70), right to be 
treated with respect (AOR:1.71), right to complain and express dissatisfaction regarding services received (AOR:1.57) 
and right to decline consent to participate in medical research, experimental research, experimental procedures or 
clinical trials (AOR:1.81) compared to individuals who were males.

Conclusion  A high proportion of recipients of HIV and SRH services in Nigeria reported rights violations. Transgender 
individuals appear to have higher risk and those in spousal relationships have lower risk for rights violations. Studies 
are needed to learn how to improve rights-based HIV and SRH service delivery in Nigeria especially for transgender 
individuals.
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      Introduction
Patients have a right to the respect of their dignity, con-
fidentiality and consent to treatment when receiving 
health care services [1]. It is an important and discrete 
aspect of the right to health that conflates the concepts 
of consumer rights with civil and political rights, patient 
safety and bioethics [2]. The application of human rights 
principles to the context of patient care has grown in 
many parts of the world in response to the concerns 
about abuse when clients receive care [2].

Nigeria is one of several countries where patients 
report on the violation of their rights [3–6]. Such viola-
tions include, among others, violation of their right to 
privacy [7] and confidentiality of medical records [8]; 
right to be treated with respect in ways considered to be 
free of verbal abuse [6, 9] and disrespect of their opin-
ions and voices [10]; right to be actively engaged with 
decisions on medical care and recruitment into medical 
research, experimental procedures or clinical trials [10]; 
and the right to quality care, which is a complex consort 
of variables that are often not easy to measure [11].

Clients receiving services in donor funded health care 
centres in Nigeria seem to experience less violation of 
their rights [12]. Donors like the U.S. President’s Emer-
gency Plan for AIDS Relief (PEPFAR) and the Global 
Fund to fight AIDS, Tuberculosis and Malaria among 
others, have invested significantly to improve the qual-
ity of HIV service delivery in Nigeria using results-based 
performance models [13]. The use of the quality of care 
indicators to conduct annual assessment of compli-
ance with the National antiretroviral guidelines helped 
improve the quality of HIV care delivered in the country 
[14]. The annual assessment was supported by the United 
States Centers for Disease Control and Prevention with 
the aim of promoting the delivery of appropriate care and 
treatment to individuals living with HIV through under-
standing of the human resource and infrastructure needs 
[14].

The huge donor investments in the delivery of HIV 
services in Nigeria should have significantly improved 
the quality of service delivery [15]. This has not been 
the case. The delivery of health care services through a 
public-health based approach rather than a human-rights 
based approach may have, inadvertently undermined the 
impact of the HIV care program in Nigeria and may have 
contributed to the limited success observed [16].

The risk of violating the rights of a significant number 
of people in need of HIV prevention and treatment ser-
vices and sexual and reproductive health (SRH) services 
in Nigeria is likely to be high. Nigeria has an estimated 

HIV prevalence of 1.3%, translating to an estimated 
1.9  million people living with HIV [17]. The HIV inci-
dence rate was 0.42 per 1,000 population for all ages, and 
0.06 per 1,000 for the adult population 15–49 years in 
2021 [18]. Singles, female sex workers and men who have 
sex with men constitute a large proportion of the clients 
in need of HIV and SRH services because of the dispro-
portionate risk for sexually transmitted infections and 
HIV they experience [19, 20]; they account for about 91% 
of all new infections among the adult population [18]. 
Also, key populations - female sex workers, men who 
have sex with men and people who inject drugs - account 
for about 11% of new HIV infections although they rep-
resent less than 2% of the total population [21].

These prevalence populations translate to large number 
of people at risk for HIV infection. UNAIDS estimates 
that there are 29,470 men who have sex with men (gay, 
bisexual, and other cisgender men) in Nigeria though 
Facebook’s estimate is 2.8 million men (> 18 years of age) 
interested in men or men and women and 180,000 men 
(> 18 years of age) interested in men in Nigeria in 2018 
[22]. In 2014, there were an estimated 126,489 female 
sex workers in seven of the 36 states in Nigeria [23]. In 
2018, the number of people who inject drugs in Nigeria 
was 80,000 [24]. There are no reliable estimates of trans-
gender individuals in the country [25]. These populations 
who are often at high risk for HIV infection – singles 
(who are often adolescents and young persons, sexual 
(gay, bisexual, queer) and gender minority (transgender) 
individuals [26] – are often stigmatised by the society in 
Nigeria [27–32].

There is little known about clients’ perspectives on 
the violation of their rights to access quality HIV and 
SRH services in Nigeria. The human rights lens provides 
a means to examine systemic issues and state responsi-
bility; and enables attention to be paid to the rights of 
socially excluded groups to receive discrimination-free 
health care. To optimize the health of citizens, and to 
learn how best to optimize facilitators and minimize bar-
riers to access to care, we need to learn more from the 
clients’ perspectives.

This assessment was based on the 11 rights articulated 
in the “patients’ rights” charters developed for patients 
by PEPFAR in Nigeria. The rights were clustered into 
two groups – the rights to autonomy (five rights) and the 
rights to access care-related services (six rights). The aim 
was to determine the proportion of respondents whose 
experienced the violation of their rights to autonomy 
whilst accessing HIV and SRH services in clinics in Nige-
ria. The right to autonomy infers that patients have the 
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ability to make independent decisions and choices about 
their health care [33]. Specifically, the study determined 
the types of rights to autonomy violated, and the profiles 
of those with a likelihood of experiencing the violation of 
their rights to autonomy.

Methods
Ethical consideration
Approval for the conduct of this study was obtained from 
the Institute of Public Health Obafemi Awolowo Univer-
sity Research Ethics Committee (IPHOAU/12/1606). The 
survey was preceded by an introduction about the study 
team, study objectives, and time needed to complete the 
questionnaire. This was followed by a consent form assur-
ing participants of the confidentiality of their responses 
and emphasizing that their participation was voluntary. 
Only participants who consented to study participa-
tion by ticking a checkbox could proceed to the survey. 
The survey instrument was self- administered and filled 
anonymously online. The questions were close-ended. 
The study provided a waiver of parental consent for this 
non-invasive online HIV and sexual and reproductive 
health study in line with national ethics regulation that 
notes: To participate in non-therapeutic research, per-
sons aged 9 years and under require only parental con-
sent while persons aged 10–12, require parental consent 
as well as assent from the YP. However, persons aged 13 
and above and emancipated minors can consent for them-
selves without parental consent [34].

Study design and study population
The study was designed by the Coalition of Civil Soci-
ety Networks on HIV and AIDS in Nigeria, a body of 
HIV community service organisations in Nigeria. The 
data was generated through an online survey (Survey 
Monkey®) with the aim of seeking the perspectives of 
respondents on the ease of access and quality of HIV pre-
vention, treatment and ancillary care services, respect 
for rights, payment for services, and stigma. The survey 
was conducted in the nine States in Nigeria with highest 
prevalence of HIV in 2019 namely: Akwa Ibom, Anam-
bra, Benue, Delta, Imo, Kaduna, Lagos, Rivers and Taraba 
States.

Sample size calculation
The sample size was calculated based on the prevalence 
of 37.2% of general population reporting a violation of 
their rights to respect [35], using a desired precision of 
estimate of 0.05 with a confidence level of 95% for an 
infinite population size [36]. The pre-survey minimum 
sample size for this study was set at 250 valid respon-
dents from each of the nine States, corresponding to a 
minimum sample size of 2250 participants. The study 
took consideration of the realities on the ground at the 

time of the survey such as resurgence of the COVID-19 
pandemic due to the Delta variant, the containment mea-
sures such as transport limitation and took cognisance 
of the possibility for missing responses in the absence of 
guidance, support and motivation for survey response 
and increased the sample size by 10% to 2,475 [37]. From 
the statistical modelling perspective, we tried to have a 
minimum of 10 participants with complete responses per 
each of the 10 dependent variables for the study enabling 
us to perform regression analyses with a minimum prob-
ability level (p-value) of 0.05 [38].

Study participants’ recruitment
The details of the study participants’ recruitment pro-
cedure had earlier been described by Folayan et al. [39]. 
Community representatives were drawn from the com-
munity of women, adolescents and young people, and key 
populations (female sex workers, transgender individuals, 
injecting drug users and men who have sex with other 
men) and members of the general population irrespective 
of their HIV status. Five community representatives were 
engaged to recruit eligible community members for the 
study in each of the nine states. Recruitment was through 
exponential non-discriminatory snowballing [40], and 
through crowdsourcing by placing calls through to com-
munity members and making contacting using social 
media platforms like Facebook, WhatsApp and email to 
reach eligible participants. Community representatives 
for female sex workers, transgender individuals, inject-
ing drug users and men who had sex with other men for 
each of the nine states were identified by the National 
Umbrella Network for the target populations for the 
study. Community representative for the general popu-
lations, including adolescents and young people, were 
identified by the network of Civil Societies working on 
HIV and AIDS in Nigeria. The networks have secretariats 
in the nine target states. The community leaders selected 
as community representatives had large and diverse con-
tacts in the state in view of their leadership positions.

The representatives were trained on the study proto-
col, ethical considerations for conducting online surveys, 
and effective communication. The trained community 
representatives worked with community members to 
discuss the study and promote the online study partici-
pation. The online survey was launched on February 7, 
2021 and remained open until February 19, 2021. The 
study recruited respondents who were members of sup-
port groups, and service recipients in health care delivery 
service points in the target states. Respondents had to be 
able to read English, have access to the internet, and con-
sented to participate in the study to be eligible to take the 
survey.

Trained community representatives, introduced to the 
study to eligible community members and shared their 
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link to the online survey with them or posted their links 
on social media platforms. Peers were also encouraged to 
share the link with other peers in the State. The online 
study recruitment process was used in order to comply 
with the social distancing directive in place during the 
COVID-19 pandemic.

Restrictions were applied to IP settings of electronic 
devices used for the survey so that each participant 
could take the survey only once using the device. Partici-
pants could edit their responses freely until they chose 
to submit. Email addresses were not collected to ensure 
anonymity.

Survey questionnaire
The questionnaire for the survey was developed by pool-
ing together standardised tools used for assessing sat-
isfaction with health care service delivery. The tool was 
reviewed first by two experts with a history of working 
with civil society organisations. The revised tool was then 
reviewed by the five-person steering committee consti-
tuted by the Coalition of Civil Society Networks on HIV 
and AIDS in Nigeria for this project. The steering com-
mittee consisted of the national representatives of the 
community of people living with HIV, women living with 
HIV, key populations, general populations and a repre-
sentative from UNAIDS. The questionnaire was then 
reviewed by the 45 community representatives trained 
to collect data on the field. Some words were revised for 
context appropriateness. Finally, each of the 45 commu-
nity representatives administered the tool to two persons 
in their community to identify the length of time spent 
for administering the questionnaire, and to identify if 
there was any other wordsmithing or question order 
sequencing required for the finalisation of the study 
questionnaire.

The finalised questionnaire had 47 questions divided 
into six sections. These sections included one that col-
lected data on the sociodemographic variables (seven 
questions) and another that asked questions on the vio-
lation of patients’ rights to autonomy (five questions) 
and access to services (six questions). For this study, only 
data on the sociodemographic variables and the rights 
to autonomy were analysed. The findings from the data 
generated from the other four sections (ease of access to 
HIV prevention services; ease of access to ancillary care 
services; ease of access to HIV treatment services, satis-
faction with HIV prevention; ancillary care services and 
HIV treatment services) are to be presented in other 
publications. The questions on the violation of patients’ 
rights to autonomy and access to services were contents 
of the “patients’ rights” charters developed by PEPFAR 
for routine use and training for service recipients at HIV 
prevention service points in Nigeria. The training was 
conducted by the Network of People Living with HIV and 

AIDS in Nigeria as part of the curriculum for training its 
support group members in Nigeria; and by providers of 
services to key populations.

Dependent variables
Patients’ rights to autonomy
Information on the violation of rights to autonomy was 
assessed by the following questions: Has any of these 
your rights been violated during receipt of HIV preven-
tion and treatment services in any facility in Nigeria? (a) 
Right to privacy and confidentiality of medical records; 
(b) Right to be treated with respect, regardless of gender, 
race, religion, ethnicity, allegations of crime, disability 
or economic circumstances; (c) Right to decline or con-
sent to participation in medical research, experimental 
procedures or clinical trials; (d) Right to quality care in 
accordance to prevailing standards; (e) Right to complain 
and express dissatisfaction regarding services received. 
All these questions had responses “yes”, “no” and 
“don’t know”. For this analysis, only participants whose 
responses were “yes” or “no” were extracted.

Independent variables
Sexual identity
Information on sexual identity of respondents (hetero-
sexual/straight, gay, lesbian, bisexual, queer, prefer not to 
say) were also extracted. Respondents were asked to iden-
tify their sexual identity by ticking a checkbox. For this 
study, individuals who identified as being gay, lesbian, 
bisexual, or queer were categorized as a “sexual minority”.

HIV status
This was assessed by a single question on self-reported 
HIV status with responses including opting to identify 
as: “positive”, “negative”, “do not know” and “prefer not 
to report”. For the logistic regression analysis, data from 
respondents who preferred not to report their HIV sta-
tus were excluded from the regression analysis. Respon-
dents who reported that they did not know their HIV 
status were treated as a distinct HIV status entity because 
a prior study had demonstrated that men with unknown 
HIV status have a distinct profile from men who are HIV-
negative or HIV-positive [41].

Living with disability
Respondents were asked to identify if they were living 
with a disability or not by checking a box (yes/no).

Access points to HIV services
Respondents were asked who funds the operations of 
the facilities they attended for HIV and SRH services by 
checking a box with the following options: Nigerian gov-
ernment facility, private facility, faith-based organization, 
PEPFAR, Global Fund, and “don’t know”. For the analysis, 
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the responses were dichotomized into public (Nige-
rian government) and donor funded/private (all other 
options) facilities.

Confounders
Sociodemographic variables
Data on age at last birthday (in years), education (no for-
mal education, primary, secondary, tertiary), sex at birth 
(male, female, intersex, no response), marital status (sin-
gle, married, separated/divorced or cohabiting) and gen-
der identity (male, female, transgender) were collected. 
Respondents checked a box to indicate their sociodemo-
graphic profile.

Data analysis
Descriptive statistics were calculated as means and stan-
dard deviations or as frequencies and percentages. Tests 
of associations were conducted between the dependent 
(respect for patients’ right to autonomy), independent, 
and confounding variables. Five multivariate regression 
models were developed: one for each right to autonomy. 
The models were adjusted for age, sex assigned at birth, 
marital status and education level. Odd ratios/regression 
coefficients and their 95% confidence intervals (CI) were 
calculated. The IBM Statistical Package for Social Sci-
ences, software version 23 was used for statistical analy-
sis. Significance was set at < 5%.

Results
There were 3197 individuals who accessed the survey of 
which 2451 (76.7%) respondents completed the survey 
and 2119 (86.5%) responded to the variables of interest 
for this study. The age of the respondents ranged from 13 
years to 72 years with a mean and standard deviation of 
30.10 and 8.14 years respectively. The sample included 
1272 (60.0%) sexual minority individuals, 117 (5.5%) 
transgender individuals, 1413 (66.7%) individuals living 
with HIV, 104 (4.9%) individuals with disability and 940 
(44.4%) individuals who accessed HIV services in donor 
funded/private facilities.

A total of 784 (34.9%) participants experienced viola-
tion of their right to be treated with privacy and confi-
dentiality of medical records, 831 (36.8%) experienced 
violation of their right to be treated with respect, 742 
(23.2%) experienced violation of their right to quality 
care in accordance to prevailing standards, 835 (37.4%) 
experienced violation of their right to complain and 
express dissatisfaction regarding services received and 
690 (21.6%) experienced violation of their right to decline 
to consent to take part in medical research, experimental 
procedures or clinical trials.

Right to privacy and confidentiality of medical records
As shown in Table 1, transgender individuals had sig-
nificantly higher odds of experiencing violation of their 
right to privacy and confidentiality of medical records 
compared to individuals who were males (AOR: 1.70; 
95% CI:1.12–2.57; p = 0.01). Also, older participants had 
a small but statistically significant higher odds of expe-
riencing rights violation (AOR: 1.01; 95%CI: 1.00-1.03; 
p = 0.01). Respondents who were married (AOR:0.69; 95% 
CI: 0.55-087; p < 0.001), separated/divorced (AOR: 0.45; 
95%CI: 0.29–0.71; p < 0.001), or cohabiting (AOR: 0.36; 
95%CI: 0.21–0.62; p < 0.001) had significantly lower odds 
of experiencing violation of their right to privacy and 
confidentiality of medical records compared to individu-
als who were single.

Right to be treated with respect
Females had significantly higher odds of experiencing 
violation of their right to be treated with respect com-
pared to males (AOR: 1.42; 95% CI: 1.04–1.95; p = 0.03). 
Also, transgender individuals had significantly higher 
odds of experiencing violation of their right to be 
treated with respect compared to males (AOR:1.71; 95% 
CI: 1.13–2.59; p < 0.01). Respondents who were mar-
ried (AOR: 0.76; 95%CI: 0.61–0.96; p = 0.02), separated/
divorced (AOR: 0.62; 95%CI: 0.41–0.94; p = 0.02) and 
cohabiting (AOR: 0.35; 95% CI: 0.21–0.61; p < 0.001) had 
significantly lower odds of experiencing violation of their 
right to be treated with respect compared to singles.

Right to quality care in accordance to prevailing standards
Respondents who were married (AOR: 0.74; 95% CI: 
0.58–0.93; p = 0.01), separated/divorced (AOR: 0.58; 
95%CI: 0.38–0.90; p = 0.02), cohabiting (AOR: 0.25; 95% 
CI: 0.13–0.47; p < 0.001) had significantly lower odds of 
experiencing violation of right to quality care in accor-
dance to prevailing standards compared to singles. Also, 
participants who had secondary education (AOR: 0.54; 
95%CI: 0.32–0.92; p = 0.02) had significantly lower odds 
of experiencing violation of their right to quality care in 
accordance to prevailing standards compared to those 
who had no formal education.

Right to complain and express dissatisfaction regarding 
services received
Females had significantly higher odds of experienc-
ing violation experiencing their right to complain and 
express dissatisfaction regarding services received com-
pared to males (AOR: 1.39; 95% CI: 1.01–1.90; p = 0.04). 
Also, transgender individuals (AOR:1.57; 95% CI: 1.04–
2.38; p = 0.03) had significantly higher odds of experienc-
ing their violation of their right to complain and express 
dissatisfaction regarding services received violated com-
pared to males. Respondents who were married (AOR: 
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0.76: 95%CI: 0.60–0.96; p = 0.02), separated/divorced 
(AOR: 0.53; 95%CI: 0.35–0.82; p < 0.001), cohabiting 
(AOR:0.28; 95%CI: 0.16–0.50; p < 0.001) had significantly 
lower odds of experiencing the violation of their right to 
complain and express dissatisfaction regarding services 
received compared to singles.

Right to decline consent to participation in medical 
research, experimental procedures or clinical trials
Transgender individuals (AOR:1.81; 95%CI: 1.19–2.75; 
p < 0.001) had higher odds of experiencing violation 
of their right to decline to consent to participate in 
medical research, experimental research, experimental 
procedures or clinical trials compared to males. Respon-
dents who were married (AOR: 0.73; 95%CI: 0.57–0.93; 
p = 0.01), separated/divorced (AOR: 0.55; 95%CI: 0.35–
0.86; p < 0.001), cohabiting (AOR:0.24; 95% CI:0.13–0.47; 
p < 0.001) had lower odds of experiencing violation of 
their right to decline consent to participation in medical 
research, experimental procedures or clinical trials com-
pared to those who were single.

Discussion
The findings of this study indicates that over a third of 
respondents had their rights to autonomy violated when 
receiving HIV and SRH services in Nigeria. Gender iden-
tity and marital status were factors significantly associ-
ated with the violation of rights. Specifically, transgender 
individuals were more likely to have all their rights to 
autonomy violated when compared men. Also, those who 
were married, separated/divorced or cohabiting were 
less likely to all their rights violated when compared to 
singles. In addition, respondents who were females were 
more likely to have their rights to complain and express 
dissatisfaction regarding services received, and their 
right to be treated with respect violated when compared 
w males. Sexual identity, living with disability, HIV sta-
tus and point of access to services were not significantly 
associated with the violation of rights.

These findings draw attention to the poor management 
of rights of HIV and SRH service users in Nigeria. The 
design and implementation of the primary study was 
led by community members representing different civil 
society organisations, including organisations working 
with people living with HIV, people with disability and 
key populations. The findings reflect an area of genuine 
concern and a likelihood that perspectives on the quality 
of service were authentic. The large sample size allowed 
for robust analysis, and the large database allowed for 
potential confounding factors to be accounted for within 
the statistical design. The questionnaire was pre-tested 
for clarity and acceptability, and the questions used for 
the assessment of patients’ rights were adopted from the 
patients’ right charter that clients accessing services in Ta
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HIV clinics had been introduced too community mem-
bers three years ahead of the study. These efforts reduced 
the risk for bias reporting.

Despite these strengths of the study, the response to the 
questionnaire was, however, restricted to English speak-
ers with access to the internet and smartphone or simi-
lar device. This has implications for the generalisability of 
the study as this may have inevitably reduced access of 
those with lower educational attainment and socioeco-
nomic status who are more vulnerable and more likely 
to experience violations to respond to the survey. The 
results reported here may therefore, under-represent the 
real magnitude of the problem. A non-probability sam-
pling method that would reach vulnerable and hidden 
populations was used [42], which implies the study find-
ings may be generalisable to a sub-set of the study popu-
lation who are likely to have higher socioeconomic status, 
as reflected by the educational status of the respondents. 
In addition, the study did not categorise the data on 
transgender individuals as transgender men or transgen-
der women, further limiting the scope of application of 
the study findings. Also, this was a cross-sectional study, 
so no causal inferences could be established. Despite 
these potential shortfalls inherent within the study 
design, the robust analysis makes the findings valuable 
for policy and programmatic considerations in Nigeria. It 
also helps to develop hypotheses that can be explored in 
further studies.

First, we identified that about a third of HIV and SRH 
service recipients reported a violation of their human 
rights. These violations did not differ significantly by 
sexual identity, disability, or by HIV positivity status. This 
finding contradicts prior projected population-specific 
discrimination of service recipients by these statuses. 
People living with HIV [43], people with disability [44] 
and individuals from sexual minority groups [45] have all 
reported that their rights have been violated when receiv-
ing health services. What the present study suggests is 
that rights violation is a common practice at health care 
service delivery points—both public and private prac-
tices—with no significant difference between the service 
recipients in both types of facilities. This is in concor-
dance with previous reports that found a high preva-
lence of rights abuses in both public and private facilities 
[46]. Prior studies have also highlighted poor quality of 
health care service delivery in Nigeria due to experiences 
of rights violations [47]. The high prevalence of reports 
of rights violation at healthcare service delivery points 
may be a deterrent for preventive care service access in 
Nigeria, and a reason for delayed hospital management of 
multiple pathologies [48] contributing to the high preva-
lence of preventable deaths.

These study findings once again reinforce the need for 
the Government of Nigeria to reform the health care 

system using a rights-based approach [49]. This becomes 
even more critical with the inequality lens and people-
centred approach proffered by the Global AIDS Strategy 
2021–2026, as a strategy for ending AIDS [50]. The find-
ings are also important because human rights consider-
ations in patient care carry legal implications and can be 
demanded through judicial action. They also provide a 
powerful language to articulate and mobilize around jus-
tice concerns, and to engage in advocacy through media 
and political negotiation [2].

Community advocates can therefore use the evidence 
generated through this study to push for health sector 
reforms by making demands for client-friendly services 
using a human-right approach. Such health reforms 
should include hospital supervisory visits that monitor 
and report on the violation of clients’ rights; and the use 
of data generated from these supervisory visits to insti-
tute trainings and practice reforms that improves the 
respect of patients’ rights [51]. Respects for rights should 
include the recognition of transgender as a gender iden-
tity and intersex as a third birth sex. Nigeria had actively 
driven changes in health care practices to improve pub-
lic and private sector care for key populations with some 
measure of success [52]. These drive for change needs to 
be more encompassing to address the needs of all minor-
ities who may be at risk of receiving inequitable and dis-
criminatory health services in the country. A collective 
community drive by health advocates for such reforms 
may be more impactful than an advocacy drive by popu-
lations worse affected by inequality because of concerns 
about the homophobic legal system in Nigeria if there 
may be the need for legal recourse to reform the health 
system [53].

Attention also needs to be paid to transgender individ-
uals, who consistently reported higher likelihood of expe-
riencing rights violations compared to men in this study. 
There is a small body of evidence about transgenderism 
in Nigeria [54–56] that suggest a high prevalence of HIV 
[54], sexually transmitted infections [57] as well as stigma 
and human rights violations, which hinders service utili-
zation [28, 57]. This study provides the first quantitative 
report on the perspectives of transgender individuals on 
the violation of their rights to autonomy within the health 
care sector in Nigeria. Over 40% of transgender indi-
viduals reported violations of their rights in this study. 
Though we did not distinguish between perceived and/or 
enacted human rights violations, Sekoni et al. [28] pro-
vided evidence to indicate that transgender individuals 
do experience enacted rights violations that needs to be 
addressed. The needs of minority groups, including those 
of transgender individuals, need to be amplified to elimi-
nate the risk of being left behind. This clarity is crucial for 
identifying the extent of necessity in developing distinct 
capacity building programs for health care providers to 
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improve health care for transgender individuals; or if, 
indeed, programs should focus on addressing perceived 
stigma by transgender individuals.

The observed violation of the rights of females to com-
plain and express dissatisfaction with services received 
and their right to be treated with respect is likely a reflec-
tion of the patriarchal Nigeria society where women have 
less rights to respect and are less able to voice a need for 
their rights [58]. This study contributes to a small but 
growing body of evidence on how patriarchal tenden-
cies may affect the delivery of poor-quality services to 
women. In patriarchal societies, men often have power 
and control even within the health sector. The restrictive 
gender norms and gender inequalities are thereby, rep-
licated and reinforced in health systems [59]. The result 
is that health systems reinforce patients’ traditional gen-
der roles; and health care programmes are rarely gender 
responsive [59]. This may explain the poor satisfaction of 
women with the HIV and SRH care noted in this study. 
Health reform programs should also include gender 
responsive programming for clients with special atten-
tion paid to the peculiar needs of female patients.

Finally, being in a relationship appears to reduce the 
likelihood of experiencing rights violations within the 
sample population. This study again, contributes to exist-
ing literature that reports on the link between mari-
tal status and the quality of HIV and SRH care delivery. 
Married individuals have access to lower health care 
costs, increased access to resources that may affect ser-
vice utilization such as health insurance and disposable 
income, engage in less risky health-related behaviours 
that may affect uptake of services, and have better health 
status and quality of life when compared to singles [60]. 
This is due to the concept of “spousal protection” ema-
nating spouses function as care takers, providing physi-
cal and emotional support [61–63] and support more use 
of health care service [60]. Another factor may be that in 
the Nigerian culture, the society accords respect to mar-
ried women [64] and this may translate to the respect 
of the rights of married individuals when receiving HIV 
and SRH services. Our study produces evidence suggest-
ing that having a spousal relationship (past or present) 
can reduce the likelihood of experiencing the violation of 
rights when receiving HIV and SRH services, which may 
also contribute to prior observations on the “spousal pro-
tection” concept for health [65].

The study however, needs to be treated with caution. 
We recomputed the statistical power of our sample size 
based on the finding on the proportion of respondents 
whose rights were violated in this study having found 
no significant discrimination prevalence the violation of 
the rights of sexual minority individuals, people living 
with HIV and people with disability in public and private 
health institutions. We noted that the study has a power 

to detect a difference that ranged from 5.0 to 50.4% for 
the five rights violations studied by population and by 
type of service accessed. These powers suggest that that a 
larger sample size may be needed to detect a truly mean-
ingful difference between the populations.

In conclusion, this study identified that the propor-
tion of recipients of HIV and SRH services whose rights 
were violated was high within the sample population. 
This violation of rights do not significantly differ by sex-
ual identity, HIV status, or disability status, but it differs 
by both gender identity and marital status. Transgender 
individuals had a higher likelihood of experiencing rights 
violation, and those in spousal relationships have a lower 
likelihood of experiencing rights violation. Future studies 
are need to identify how these risk indicators may inform 
the design and implementation of HIV and SRH services 
that are rights-respectful.

Abbreviations
HIV	� Human Immunodeficiency Syndrome.
SRH	� Sexual and Reproductive Health.
PEPFAR	� President’s Emergency Plan for AIDS Relief.
GFATM	� Global Fund to Fight AIDS, Tuberculosis and Malaria.
WHO	� World Health Organization.
HIVQUAL-N	�Quality of HIV care- Nigeria.
AIDS	� Acquired Immunodeficiency Syndrome.
CDC	� Centers for Disease Control and Prevention.
UNAIDS	� Joint United Nations Programme on HIV/AIDS.
CI	� Confidence Interval.
SD	� Standard Deviation.
AOR	� Adjusted Odds Ratio.

Acknowledgements
We would like to appreciate all the participants who provided data and 
contributed their time to make this study possible. Gabriel Undelikwo 
is also acknowledged for their contributions to the study design and 
implementation.

Authors’ contributions
MOF along with unlisted authors conceptualized and developed the study 
protocol and organised the data collection. IOO conducted the initial analyses. 
MOF drafted the initial manuscript. JL and IOO reviewed and revised the 
manuscript for important intellectual content. All authors read and approved 
the final manuscript.

Funding
Funding support was provided by UNAIDS Nigerian office, for study 
implementation or analysis. The contents of this paper do not necessarily 
represent the official views of UNAIDS, Nigeria.

Data availability
All data generated for this study are presented in the manuscript. The dataset 
for the online study data can however be accessible on reasonable request 
from one the study author, Morenike Oluwatoyin Folayan, toyinukpong@
yahoo.co.uk.

Declarations

Ethics approval and consent to participate
Ethical approval for this study was obtained from the Institute of Public Health 
Obafemi Awolowo University Research Ethics Committee (IPHOAU/12/1606) 
as the lead partner for this study. The protocol was in accordance with 
international research guidelines. All participants provided informed consent 
before taking the survey.



Page 11 of 12Folayan et al. BMC Health Services Research         (2022) 22:1444 

Consent for publication
Not applicable.

Competing interests
Morenike Oluwatoyin Folayan is a senior editorial consultant with BMC Oral 
Health. All other authors declare no conflict of interest.

Author details
1Department of Child Dental Health, Obafemi Awolowo University, Ile-Ife, 
Nigeria
2Nigeria Institute of Medical Research, Yaba, Lagos State, Nigeria
3Community Oral Health Department, Tehran University of Medical 
Sciences, Tehran, Iran
4Faculty of Health Sciences, University of Zaragoza, Zaragoza, Spain
5UNAIDS, UNAIDS, Nigeria
6Coalition of Civil Society Networks on HIV and AIDS, Nigeria, Nigeria
7Regent’s University, London, UK
8Department of Mental Health, Obafemi Awolowo University, Ile-Ife, 
Nigeria

Received: 1 March 2022 / Accepted: 30 September 2022

References
1.	 CPD. Patients right: confidentiality & informed consent. eMedicineHealth. 

2020;https://www.emedicinehealth.com/patient_rights/article_em.htm.
2.	 Cohen J, Ezer T. Human Rights in Patient Care: A Theoretical and Practice 

Framework. Health Hum Rts. 2013;15:7.
3.	 Reis C, Heisler M, Amowitz LL, Moreland RS, Mafeni JO, Anyamele C, et al. 

Discriminatory attitudes and practices by health workers toward patients 
with HIV/AIDS in Nigeria. PLoS Med. 2005;2(8):e246.

4.	 Adekoya G. Patients’perceptions and practices relating to patients’s rights at 
the university college hospital, Ibadan, Nigeria. 2011.

5.	 Okafor II, Ugwu EO, Obi SN. Disrespect and abuse during facility-based child-
birth in a low-income country. Int J Gynecol Obstet. 2015;128(2):110–3.

6.	 Bohren MA, Vogel JP, Tunçalp Ö, Fawole B, Titiloye MA, Olutayo AO, et al. “By 
slapping their laps, the patient will know that you truly care for her”: a quali-
tative study on social norms and acceptability of the mistreatment of women 
during childbirth in Abuja. Nigeria SSM-population health. 2016;2:640–55.

7.	 Ifemeje S. Mandatory premarital HIV testing policy in Nigeria: a gross 
violation of the rights of people living with HIV/AIDS. Int J Hum Rights. 
2012;16(3):401–10.

8.	 Aderibigbe TO, Sodipo B. Patient’s medical records, privacy and copy-
right in Nigeria: On-going research. Univ Western Australia Law Rev. 
2017;42(2):88–109.

9.	 Ijadunola MY, Olotu EA, Oyedun OO, Eferakeya SO, Ilesanmi FI, Fagbemi AT, 
et al. Lifting the veil on disrespect and abuse in facility-based child birth care: 
findings from South West Nigeria. BMC pregnancy childbirth. 2019;19(1):1–8.

10.	 Akin-Otiko BO, Bhengu BR. Client education experiences and expectations of 
women at the first level of maternal and child care in Kaduna state, Nigeria. 
Midwifery. 2012;28(6):e893-e9.

11.	 Mosadeghrad AM. A conceptual framework for quality of care. Materia socio-
medica. 2012;24(4):251.

12.	 Ochonye B, Folayan MO, Fatusi AO, Emmanuel G, Adepoju O, Ajidagba B, 
et al. Satisfaction with use of public health and peer-led facilities for HIV 
prevention services by key populations in Nigeria. BMC Health Serv Res. 
2019;19(1):1–11.

13.	 Ahonkhai AA, Bassett IV, Ferris TG, Freedberg KA. Improving HIV outcomes in 
resource-limited countries: the importance of quality indicators. BMC Health 
Serv Res. 2012;12(1):1–12.

14.	 Aliyu A, El-Kamary S, Brown J, Agins B, Ndembi N, Aliyu G, et al. Performance 
and trend for quality of service in a large HIV/AIDS treatment program in 
Nigeria. AIDS Res therapy. 2019;16(1):1–8.

15.	 Banigbe B, Audet CM, Okonkwo P, Arije OO, Bassi E, Clouse K, et al. Effect of 
PEPFAR funding policy change on HIV service delivery in a large HIV care and 
treatment network in Nigeria. PLoS ONE. 2019;14(9):e0221809.

16.	 Sustainable Development Goals. Transforming our World: The 2030 Agenda 
for Sustainable Development. UN General Assembly. 2015. 21 October. UN 
Doc. A/RES/70/1.

17.	 United National Office on Drugs and Crime (UNODC). 2022. Accessible 
at: https://www.unodc.org/nigeria/en/hiv-and-aids.html#:~:text=The%20
2019%20Nigeria%20National%20HIV,in%20Nigeria%20as%20at%202018. 
Accessed 29 July 2022.

18.	 NACA/UNAIDS. 2020 Spectrum modelling.
19.	 Lee YM, Cintron A, Kocher S. Factors related to risky sexual behaviors and 

effective STI/HIV and pregnancy intervention programs for African American 
adolescents. Public Health Nurs. 2014;31:414–27.

20.	 Balaji AB, An Q, Smith JC, et al. High human immunodeficiency virus 
incidence and prevalence and associated factors among adolescent sexual 
minority Males-3 Cities, 2015. Clin Infect Dis. 2018;66:936–44.

21.	 NACA. Modes of HIV Transmission in Nigeria. application of the incidence 
patterns model. 2020.

22.	 Baral S, Turner RM, Lyons CE, et al. Population Size Estimation of Gay and 
Bisexual Men and Other Men Who Have Sex With Men Using Social Media-
Based Platforms. JMIR Public Health Surveill. 2018;4(1):e15. doi:https://doi.
org/10.2196/publichealth.9321.

23.	 Ikpeazu A, Momah-Haruna A, Madu Mari B, et al. An appraisal of female sex 
work in Nigeria–implications for designing and scaling up HIV prevention 
programmes. PLoS ONE. 2014;9(8):e103619. doi:https://doi.org/10.1371/jour-
nal.pone.0103619.

24.	 UNODC. Drug use in Nigeria. 2018. Available at: chrome-extension://efaid-
nbmnnnibpcajpcglclefindmkaj/https://www.unodc.org/documents/data-
and-analysis/statistics/Drugs/Drug_Use_Survey_Nigeria_2019_BOOK.pdf. 
Accessed: 26 September, 2022.

25.	 FHI360. Breaking ground in transgender-led hiv programming in Nigeria: An 
EPIC success story. Available from: https://www.insidenigeria.org/index.php/
breaking-ground-in-transgender-led-hiv-programming-in-nigeria/. Accessed: 
26 September 2022.

26.	 Cochat Costa Rodrigues MC, Leite F, Queirós M. Sexual minorities: 
The terminology. Eur Psychiatry. 2017;4:848. https://doi.org/10.1016/j.
eurpsy.2017.01.1680.

27.	 African Commission on the human rights. The violations of human rights on 
the basis of sexual orientation and gender identify in the Federal Repub-
lic of Nigeria under the African Charter of Human and People’s Rights: A 
shadow report. Presented at the 50th Ordinary Session of the Commission in 
October/November 2011. Available at: chrome-extension://efaidnbmnnnib-
pcajpcglclefindmkaj/https://www.heartlandalliance.org/gihr/wp-content/
uploads/sites/12/2016/02/achpr_nigeria.pdf/.

28.	 Sekoni AO, Jolly K, Gale NK. Hidden healthcare populations: using intersec-
tionality to theorise the experiences of LGBT + people in Nigeria, Africa. Glob 
Public Health. 2022;17(1):134–49.

29.	 Balogun A, Bissell P, Saddiq M. Negotiating access to the Nigerian healthcare 
system: The experiences of HIV-positive men who have sex with men. Cult 
Health Sex. 2020;22(2):233–46.

30.	 Monjok E, Smesny A, Essien EJ. HIV/AIDS-related stigma and discrimination in 
Nigeria: review of research studies and future directions for prevention strate-
gies. Afr J Reprod Health. 2009 Sep;13(3):21–35.

31.	 Nmadu AG, Mohamed S, Usman NO. Adolescents’ utilization of reproductive 
health services in Kaduna, Nigeria: the role of stigma. Vulnerable Child Youth 
Stud. 2020;15(3):246–56. DOI:https://doi.org/10.1080/17450128.2020.180015
6.

32.	 Ntoimoa LFC, Isiugo-Abanihe UC. Single and stigmatised? Gend Behav. 
2014;12(4):6114–37.

33.	 Richards ADJ. Rights and Autonomy Ethics. 1981;92(1):3–20.
34.	 Federal Ministry of Health. Guidelines for young persons’ participation in 

research and access to sexual and reproductive health services. 2014.
35.	 Abolarin IO, Oyetunde MO. Patients’ knowledge and exercise of their rights at 

the University College Hospital, Ibadan. Afr J Med Med Sci. 2013;42(3):253–60.
36.	 Eng J. Sample size estimation: How many individuals should be studied? 

Radiology. 2003;227:309–13.
37.	 Mirzaei A, Carter SR, Patanwala AE, Schneider CR. Missing data in surveys: Key 

concepts, approaches, and applications. Res Social Administrative Pharm. 
2022;18(2):2308–16.

38.	 Wilson VanVoorhis CR, Morgan BL. Understanding power rules of thumb for 
determining sample sizes. Tutorials in Quantitative Methods for Psychology. 
2007;3(2):43–50.

39.	 Folayan MO, Oloniniyi IO, Nwakamma I, Stevens-Murphy E-J, Undelikwo G, 
Lusher J. Associations between sexual identity, living with disability, bully 
victimisation, and HIV status and intimate partner violence among residents 
in Nigeria. BMC Public Health. 2022 Sep 16;22(1):1756. doi: https://doi.
org/10.1186/s12889-022-14186-6.

https://www.emedicinehealth.com/patient_rights/article_em.htm
https://www.unodc.org/nigeria/en/hiv-and-aids.html#:
http://dx.doi.org/10.2196/publichealth.9321
http://dx.doi.org/10.2196/publichealth.9321
http://dx.doi.org/10.1371/journal.pone.0103619
http://dx.doi.org/10.1371/journal.pone.0103619
https://www.unodc.org/documents/data-and-analysis/statistics/Drugs/Drug_Use_Survey_Nigeria_2019_BOOK.pdf
https://www.unodc.org/documents/data-and-analysis/statistics/Drugs/Drug_Use_Survey_Nigeria_2019_BOOK.pdf
https://www.unodc.org/documents/data-and-analysis/statistics/Drugs/Drug_Use_Survey_Nigeria_2019_BOOK.pdf
https://www.insidenigeria.org/index.php/breaking-ground-in-transgender-led-hiv-programming-in-nigeria/
https://www.insidenigeria.org/index.php/breaking-ground-in-transgender-led-hiv-programming-in-nigeria/
http://dx.doi.org/10.1016/j.eurpsy.2017.01.1680
http://dx.doi.org/10.1016/j.eurpsy.2017.01.1680
https://www.heartlandalliance.org/gihr/wp-content/uploads/sites/12/2016/02/achpr_nigeria.pdf/
https://www.heartlandalliance.org/gihr/wp-content/uploads/sites/12/2016/02/achpr_nigeria.pdf/
https://www.heartlandalliance.org/gihr/wp-content/uploads/sites/12/2016/02/achpr_nigeria.pdf/
http://dx.doi.org/10.1080/17450128.2020.1800156
http://dx.doi.org/10.1080/17450128.2020.1800156
http://dx.doi.org/10.1186/s12889-022-14186-6
http://dx.doi.org/10.1186/s12889-022-14186-6


Page 12 of 12Folayan et al. BMC Health Services Research         (2022) 22:1444 

40.	 Etikan I, Alkassim R, Abubakar S. Comparision of snowball sampling and 
sequential sampling technique. Biometrics Biostatistics Int J. 2016;3(1):6–7.

41.	 Grov C, Rendina HJ, Parsons JT. How different are men who do not know their 
HIV status from those who do? Results from an US online study of gay and 
bisexual men. AIDS Behav. 2016;20(9):1989–99.

42.	 Ellard-Gray A, Jeffrey NK, Choubak M, Crann SE. Finding the hidden partici-
pant: Solutions for recruiting hidden, hard-to-reach, and vulnerable popula-
tions. Int J Qualitative Methods. 2015;14(5):1609406915621420.

43.	 Owolabi RS, Araoye MO, Osagbemi GK, Odeigah L, Ogundiran A, Hussain 
NA. Assessment of stigma and discrimination experienced by people living 
with HIV and AIDS receiving care/treatment in University of Ilorin Teach-
ing Hospital (UITH), Ilorin, Nigeria. J Int Association Physicians AIDS Care. 
2012;11(2):121–7.

44.	 Olalekan AA, Jimoh RA. Barriers in Accessing Healthcare Services by Patients 
with Disabilities in Nigerian Hospitals. Gusau Int J Manage Social Sci. 
2021;4(1):17-.

45.	 Strömdahl S, Onigbanjo Williams A, Eziefule B, Emmanuel G, Iwuagwu S, 
Anene O, et al. An assessment of stigma and human right violations among 
men who have sex with men in Abuja, Nigeria. BMC Int Health Hum rights 
watch. 2019;19(1):1–7.

46.	 Okedo-Alex IN, Akamike IC, Eze II, Onwasigwe CN. Does disrespect and abuse 
during childbirth differ between public and private hospitals in Southeast 
Nigeria. BMC pregnancy childbirth. 2021;21(1):1–10.

47.	 Ephraim-Emmanuel BC, Adigwe A, Oyeghe R, Ogaji DS. Quality of health care 
in Nigeria: a myth or a reality. Int J Res Med Sci. 2018;9:2875–81.

48.	 Health CftRt. Human rights and HIV/AIDS: Experiences of people living with 
HIV/AIDS in Nigeria. Center for the Right to Health; 2001.

49.	 Gloppen S, Malcolm L, Yamin A, Lunes R, Cubillio L, Escobar M-L. Operational-
izing a Rights-Based Approach to Health Service Delivery. https://wwwc-
mino/projects/1791-operationalizing-a-rights-based-approach-to-health. 
2016.

50.	 UNAIDS. Global AIDS Strategy. 2021.
51.	 Ewert EG, Baldwin-Ragaven L, London L. Training Trainers in health 

and human rights: Implementing curriculum change in South African 
health sciences institutions. BMC Med Educ. 2011;11:47. https://doi.
org/10.1186/1472-6920-11-47.

52.	 Ochonye B, Folayan MO, Fatusi AO, Emmanuel G, Adepoju O, Ajidagba 
B, Jaiyebo T, Umoh P, Yusuf A. Satisfaction with use of public health and 
peer-led facilities for HIV prevention services by key populations in Nigeria. 
BMC Health Serv Res. 2019 Nov 21;19(1):856. doi: https://doi.org/10.1186/
s12913-019-4691-z.

53.	 Adebanjo AT. Culture, morality and the law: Nigeria’s anti-gay law in perspec-
tive. Int J Discrimination Law. 2015;15(4):256–70.

54.	 Eneni N, Umoh P, Akhigbe M. Prevalence of HIV among Transgenders in 
Nigeria. Int J Infect Dis. 2020;101:295.

55.	 Crowell TA, Fast PE, Bekker LG, Sanders EJ. Involvement of African men and 
transgender women who have sex with men in HIV research: progress, 
but much more must be done. Journal of the International AIDS Society. 
2020;23(Suppl 6).

56.	 Keshinro B, Crowell TA, Nowak RG, Adebajo S, Peel S, Gaydos CA, et al. High 
prevalence of HIV, chlamydia and gonorrhoea among men who have sex 
with men and transgender women attending trusted community centres in 
Abuja and Lagos, Nigeria. J Int AIDS Soc. 2016;19(1):21270.

57.	 Kayode BO, Mitchell A, Ndembi N, Kokogho A, Ramadhani HO, Adebajo S, et 
al. Retention of a cohort of men who have sex with men and transgender 
women at risk for and living with HIV in Abuja and Lagos, Nigeria: a longitudi-
nal analysis. J Int AIDS Soc. 2020;23:e25592.

58.	 Makama GA. Patriarchy and gender inequality in nigeria: the way forward. Eur 
Sci J ESJ 2013; 9(17). https://doi.org/10.19044/esj.2013.v9n17p%p.

59.	 Hay K, McDougal L, Percival V, et al. Disrupting gender norms in health 
systems: making the case for change. Lancet. 2019;393(10190):2535–49. 
doi:https://doi.org/10.1016/S0140-6736(19)30648-8.

60.	 Pandey KR, Yang F, Cagney KA, Smieliauskas F, Meltzer DO, Ruhnke GW. The 
impact of marital status on health care utilization among Medicare beneficia-
ries. Medicine. 2019;98(12).

61.	 Cobb S. Social support as a moderator of life stress. Psychosomatic medicine. 
1976.

62.	 Espinosa J, Evans WN. Heightened mortality after the death of a spouse: mar-
riage protection or marriage selection? J Health Econ. 2008;27(5):1326–42.

63.	 Arno PS, Levine C, Memmott MM. The Economic Value Of Informal Caregiv-
ing: President Clinton’s proposal to provide relief to family caregivers opens 
a long-overdue discussion of this “invisible” health care sector. Health Aff. 
1999;18(2):182–8.

64.	 Eo M. Social, cultural and economic discrimination to women participation in 
African politics: the case of Nigeria. Int J Learn Dev. 2014;4(1):169–75.

65.	 Kulzer BA. Property and the family: Spousal protection. Rutgers-Cam LJ. 
1972;4:195.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 

https://www.cmi.no/projects/1791-operationalizing-a-rights-based-approach-to-health
https://www.cmi.no/projects/1791-operationalizing-a-rights-based-approach-to-health
http://dx.doi.org/10.1186/1472-6920-11-47
http://dx.doi.org/10.1186/1472-6920-11-47
http://dx.doi.org/10.1186/s12913-019-4691-z
http://dx.doi.org/10.1186/s12913-019-4691-z
http://dx.doi.org/10.19044/esj.2013.v9n17p%p
http://dx.doi.org/10.1016/S0140-6736(19)30648-8

	﻿Whose rights are being violated when receiving HIV and sexual and reproductive health services in Nigeria?
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Ethical consideration
	﻿Study design and study population
	﻿Sample size calculation
	﻿Study participants’ recruitment
	﻿Survey questionnaire
	﻿Dependent variables
	﻿Patients’ rights to autonomy


	﻿Independent variables
	﻿Sexual identity
	﻿HIV status
	﻿Living with disability
	﻿Access points to HIV services

	﻿Confounders
	﻿Sociodemographic variables
	﻿Data analysis

	﻿Results
	﻿Right to privacy and confidentiality of medical records
	﻿Right to be treated with respect
	﻿Right to quality care in accordance to prevailing standards
	﻿Right to complain and express dissatisfaction regarding services received
	﻿Right to decline consent to participation in medical research, experimental procedures or clinical trials

	﻿Discussion
	﻿References


