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Abstract: We report the COVID-19 experience across Nigeria from March 2020 to March 2021. 

Demographics were obtained from Nigerian Center for Disease Control.  By 21 March 2021, 

161,737 people were confirmed positive for SARS-COV-2. Overall, testing rates were 0.8% of 

the population, with positivity rates of 9.6%, complete recovery rates without long-term 

sequelae of 91.4%, and case fatality rates of 1.3%. Most Nigerian regions contributed to figures 

for recent cases and deaths in 2021. The picture may change as testing is scaled-up to include 

community testing. Given so-called “pandemic fatigue” among the general population, various 

conspiracy theories being prevalent, and the recent introduction of COVID-19 vaccines in 

Nigeria, we assume that Nigeria is at a pivotal stage of the outbreak. Effort must be made by 

government to learn successful strategies in other countries to adapt to prevent a rise in case 

numbers and deaths.  

Key words: COVID-19, Nigeria, epidemiology, pandemic. 
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In December 2019, China reported a cluster of pneumonia cases of unknown cause that would 

later be identified as severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2).1 Since 

then, the infection has spread rapidly across the globe, resulting in the World Health 

Organization (WHO) declaring a pandemic on 11 March 2020.  COVID-19 progressed with 

unprecedented rapidity around the world. There were 122,524,424 confirmed documented 

cases and 2,703,620 documented deaths in 216 nations as of 21 March 2021 with a case 

fatality rate (CFR) of 2.2%.2 Comparisons have been made between COVID-19 and other 

pandemics, such as the 1918 flu pandemic (known as “Spanish flu”) that infected about one-

third of the world’s population, killing between 40-50 million people.3,4 

COVID-19 has, relatively speaking, spared the African continent in comparison with 

Europe and the Americas. There were only 2,999,152 cases (which accounted for 2.4% of 

global case burden) and 76,113 deaths in Africa over the same period with a CFR of 2.5%.2,5 

Theories proposed to explain the unexpectedly low COVID-19 numbers in Africa include the 

scarcity of large-scale testing and reporting, limited travel connections, effective border 

screening, and the vulnerability of the virus to Africa’s hot climate.4,6  

Nigeria is of interest epidemiologically speaking as it is Africa’s most populous country 

and has had much experience dealing rapidly and effectively with other viral disease outbreaks, 

such as the Ebola, Lassa fever, and Marburg viral diseases. Medical services in Nigeria have 

been accustomed to viral containment with these conditions, so it might be expected that 

health care services in the country would be prepared for effective action in the COVID-19 

pandemic. 
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While it may be premature to estimate the final death toll of COVID-19, the global 

response to the pandemic will determine the final outcome.3 As a new disease in Nigeria that is 

yet to be properly characterized, it is important to determine the epidemiological characteristics 

of the current COVID-19 outbreak in the country, as it acts as a paradigm for Africa as a whole. 

In this study, we document the epidemiological characteristics of the COVID-19 

pandemic in Africa’s most ethnically diverse country, Nigeria, during the first year of the 

pandemic. 

 

Methods 

Data acquired for this study were obtained from the Nigeria Centre for Disease Control (NCDC), 

which is the country’s national public health institute, with the mandate to lead the 

preparedness, detection, and response to infectious disease outbreaks and public health 

emergencies.7 Established in 2001, its founding precepts were signed into law in November 

2018 with a mission to “protect the health of Nigerians through evidence-based prevention, 

integrated disease surveillance and response activities, using a one health approach, guided by 

research and led by a skilled workforce”.7 [https://ncdc.gov.ng/ncdc] The core functions of NCDC 

include (i) to prevent, detect, and control diseases of public health importance; (ii) to 

coordinate surveillance systems to collect, analyse, and interpret data on diseases of public 

health importance; (iii) to support constituent Nigerian States in responding to small outbreaks 

and to lead the response to large disease outbreaks; (iv) to develop and maintain a network of 

reference and specialized laboratories; (v) to conduct, collate, synthesize, and disseminate 

public health research to inform policy; and (vi) to lead Nigeria’s engagement with the 

international community on diseases of public health relevance.6 

https://ncdc.gov.ng/ncdc
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Since its inception, NCDC has become the core investigation agency for all epidemics in 

Nigeria including Ebola viral disease, Lassa Fever, cholera, and recently COVID-19.7 The NCDC 

is also the key custodian of epidemiological data in Nigeria and provides information for all 

epidemiological analysis with free and unlimited access.  

Data posted on NCDC website are cleaned and double-checked by Nigerian national 

epidemiologists and data experts before being uploaded to the NCDC website for public 

availability and use. 

Key demographic data of the Nigerian COVID-19 cases from 27 February 2020 (when 

the index case was reported) to 21 March 2021 were obtained from the NCDC website.7 The 

COVID-19 dashboard and the NCDC weekly situation report were also reviewed.7 The obtained 

data were entered into a spreadsheet and analysed using Microsoft Excel (Mountain View, CA, 

USA). Results were mainly descriptive and reported in narratives, tables, figures, and charts 

from the data obtained from NCDC. 

 

Results 

During the first-year review period, the epidemic increased, with the highest number of cases 

reported in February 2021 (Figure 1). A total of 1,684,305 people has been screened for 

COVID-19 in Nigeria with 161,737 confirmed cases arising from the 36 constituent Nigerian 

States and from the Federal Capital Territory (FCT) (Table 1 and Figure 2), with a positive test 

rate of 9.6%. This represents 0.8% of the Nigerian population of 219,463,000.8 Of the total 

number of people diagnosed positive, 147,899 people (91.4%) were discharged from care 

without long term issues, and 2,030 people died for a case fatality rate of 1.3%. Five Nigerian 

States accounted for 58.6% of the total cases: Lagos (n=57,273; 35.4%); FCT (n=19,580; 
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12.1%); Plateau (n=9,006; 5.6%); and Kaduna (n=8,858; 5.5%). Similarly, six Nigerian States 

accounted for 54.1% of all deaths: Lagos (n= 426, State, 21.0%; CFR=0.7%); Edo (n= 192; 

9.5%; case fatality rate [CFR]=3.9%); FCT (n=156; 7.7%; CFR=0.8%); Oyo (n=116; 5.7%; 

CFR=1.7%); Kano (n=110; 5.4%; CFR=2.8%); and River (n=98; 4.8%; CFR=1.4%). Ten 

States have had very high CFR above 3%: Kogi (40.0%); Cross River (4.8%); Edo (3.9%); 

Sokoto (3.6%); Kebbi (3.6%); Zamfara (3.5%); Adamawa (3.3%); Jigawa (3.2%); Bayelsa 

(3.1%); and Yobe (3.1%). Seventy percent of these States are located in the northern part of 

the country.  

 

Figure 1. Epidemic curve of COVID-19 in Nigeria (February 27th – March 21, 2021). 
Source. Nigeria Center for Disease Control (NCDC), Abuja Nigeria. 
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Figure 2. COVID-19 Disease incidence across a representative selection of the 36 
Nigerian States, March 21, 2021. 
Source: Nigeria Center for Disease Control (NCDC), Abuja Nigeria. 
 

 

Table 1.  
COVID-19 CUMULATIVE, NEW DISCHARGES AND DEATHS IN EACH NIGERIAN STATE 
(MARCH 21, 2021) 
 

  States Affected No. of Cases (Lab Confirmed) No. of Cases (on admission) No. Discharged No. of Deaths Cum Cases % Cum % Total Cases 

1 Lagos 57,273 60 56,787 426 57,273 35.4% 35.4% 

2 FCT 19,580 3,534 15,890 156 76,853 47.5% 12.1% 
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3 Plateau 9,006 62 8,887 57 85,859 53.1% 5.6% 

4 Kaduna 8,858 84 8,709 65 94,717 58.6% 5.5% 

5 Rivers 6,855 113 6,644 98 101,572 62.8% 4.2% 

6 Oyo 6,823 503 6,204 116 108,395 67.0% 4.2% 

7 Edo 4,868 79 4,597 192 113,263 70.0% 3.0% 

8 Ogun 4,610 241 4,320 49 117,873 72.9% 2.9% 

9 Kano 3,889 27 3,752 110 121,762 75.3% 2.4% 

10 Ondo 3,157 1,002 2,094 61 124,919 77.2% 2.0% 

11 Kwara 3,067 204 2,808 55 127,986 79.1% 1.9% 

12 Delta 2,599 784 1,744 71 130,585 80.7% 1.6% 

13 Osun 2,508 55 2,401 52 133,093 82.3% 1.6% 

14 Nasarawa 2,316 1,930 373 13 135,409 83.7% 1.4% 

15 Enugu 2,221 327 1,865 29 137,630 85.1% 1.4% 

16 Katsina 2,082 18 2,030 34 139,712 86.4% 1.3% 

17 Gombe 2,025 3 1,978 44 141,737 87.6% 1.3% 

18 Ebonyi 1,985 15 1,938 32 143,722 88.9% 1.2% 

19 Anambra 1,909 64 1,826 19 145,631 90.0% 1.2% 

20 Akwa Ibom 1,736 441 1,281 14 147,367 91.1% 1.1% 
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21 Abia 1,649 9 1,619 21 149,016 92.1% 1.0% 

22 Imo 1,639 68 1,535 36 150,655 93.1% 1.0% 

23 Bauchi 1,488 204 1,267 17 152,143 94.1% 0.9% 

24 Borno 1,325 87 1,200 38 153,468 94.9% 0.8% 

25 Benue 1,188 575 591 22 154,656 95.6% 0.7% 

26 Adamawa 942 641 270 31 155,598 96.2% 0.6% 

27 Niger 930 496 417 17 156,528 96.8% 0.6% 

28 Taraba 910 24 864 22 157,438 97.3% 0.6% 

29 Ekiti 863 53 799 11 158,301 97.9% 0.5% 

30 Bayelsa 832 27 779 26 159,133 98.4% 0.5% 

31 Sokoto 773 4 741 28 159,906 98.9% 0.5% 

32 Jigawa 503 7 480 16 160,409 99.2% 0.3% 

33 Kebbi 442 34 392 16 160,851 99.5% 0.3% 

34 Cross River 357 6 334 17 161,208 99.7% 0.2% 

35 Yobe 293 25 259 9 161,501 99.9% 0.2% 

36 Zamfara 231 2 221 8 161,732 100.0% 0.1% 

37 Kogi 5 0 3 2 161,737 100.0% 0.0% 

 

Source: Nigeria Center for Disease Control (NCDC), Abuja Nigeria 
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By the end of February 2021, out of a total of 134,582 cases, the majority of COVID-19 

cases were males (80,534; 59.8%) (Figure 3, Table 2), while people within the 25 – 44 age 

group accounted for over 50% of all cases. The highest CFR was seen in those above 70 years 

of age and below 10 years as follows; 85 years and older (10.2%); 80 – 84 (9.6%); 75 – 79 

(5.7%); 70 – 74 (3.0%); 0 – 4 (3.4%); and 5 – 9 (2.4%) (Table 2).  
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Figure 3a.  Age-sex distribution of COVID-19 cases in Nigeria to March 2021. 
Source: Nigeria Center for Disease Control (NCDC), Abuja Nigeria
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Figure 3b: Age and Sex distribution of COVID-19 cases in Nigeria as at March 21, 2021.  
Source: Nigeria Center for Disease Control (NCDC), Abuja Nigeria 
 
 
 

Table 2. 
 MALE TO FEMALE CASE INCIDENCE AND DEATH RATES IN ALL AGE GROUPS AS OF 
FEBRUARY 28, 2021 
 

  Cases     Deaths               

Age Group Male Females Total % Cases Males Females Total CFR % Deaths % Male % Female CFR male CFR Female 

85+ 303 276 579 0.4% 35 24 59 10.2% 4.1% 52.3% 47.7% 11.6% 8.7% 

80 - 84 334 281 615 0.5% 60 25 85 9.6% 5.9% 54.3% 45.7% 18.0% 8.9% 

75 - 79 614 428 1042 0.8% 78 29 107 5.7% 7.5% 58.9% 41.1% 12.7% 6.8% 

70 - 74 1182 812 1994 1.5% 130 33 163 3.0% 11.4% 59.3% 40.7% 11.0% 4.1% 

65 - 69 1698 1158 2856 2.1% 127 45 172 2.1% 12.0% 59.5% 40.5% 7.5% 3.9% 

60 - 64 3042 1938 4980 3.7% 177 51 228 1.2% 15.9% 61.1% 38.9% 5.8% 2.6% 
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55 - 59 4485 2669 7154 5.3% 129 51 180 0.8% 12.6% 62.7% 37.3% 2.9% 1.9% 

50 - 54 6494 3825 10319 7.7% 125 45 170 0.6% 11.9% 62.9% 37.1% 1.9% 1.2% 

45 - 49 7510 3985 11495 8.5% 71 28 99 0.5% 6.9% 65.3% 34.7% 0.9% 0.7% 

40 - 44 9816 5106 14922 11.1% 5 19 24 0.4% 1.7% 65.8% 34.2% 0.1% 0.4% 

35 - 39 11503 6144 17647 13.1% 5 20 25 0.3% 1.7% 65.2% 34.8% 0.0% 0.3% 

30 - 34 11029 7014 18043 13.4% 24 15 39 0.3% 2.7% 61.1% 38.9% 0.2% 0.2% 

25 - 29 9506 7878 17384 12.9% 25 14 39 0.3% 2.7% 54.7% 45.3% 0.3% 0.2% 

20 - 24 5435 5381 10816 8.0% 14 6 20 0.5% 1.4% 50.2% 49.8% 0.3% 0.1% 

15 - 19 3312 3310 6622 4.9% 5 3 8 0.9% 0.6% 50.0% 50.0% 0.2% 0.1% 

10 - 14 2071 1911 3982 3.0% 5 2 7 1.5% 0.5% 52.0% 48.0% 0.2% 0.1% 

5 -9  1268 1147 2415 1.8% 2 3 5 2.4% 0.3% 52.5% 47.5% 0.2% 0.3% 

0 - 4 932 785 1717 1.3% 2 2 4 3.4% 0.3% 54.3% 45.7% 0.2% 0.3% 

Total 80534 54048 134582 100.0% 1019 415 1434 0.0% 100.0% 59.8% 40.2% 1.3% 0.8% 

 

Source: Nigeria Center for Disease Control (NCDC), Abuja Nigeria 

 

Of the positive cases in the first six months of the COVID-19 outbreak, 850 (1%) had a 

travel history, 12.894 (24%) were contacts of positive cases, 40,999 (75%) had no known 

epidemiologic link.  
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The cumulative new discharges and deaths by state are presented in Table 1. All 36 

states and the FCT recorded COVID-19 case and deaths (Figure 4). Twelve states (Lagos, FCT, 

Plateau, Kaduna, Rivers, Oyo, Edo, Ogun, Kano, Ondo, Kwara, Delta) contributed over 80% 

(n=130,585; 80.7%), with Lagos (35.4%), and the Federal Capital Territory (12.1%) reporting 

the highest number of cases. However, Kogi (n=5), Cross River (n=357) and Edo (n=4868) 

with relatively fewer cases have higher case fatality rates of 40.0% (n=2), 4.8%(n=17), and 

3.9% (n=192), respectively. Countries with higher COVID-19 testing also have higher COVID-19 

burden (Table 3).  

 
Figure 4. Geographic spread of confirmed cases of COVID-19 in Nigeria, March 21, 
2021. 
Source: Nigeria Center for Disease Control (NCDC), Abuja Nigeria. 
 

 

Table 3.  
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GLOBAL COVID -19 CUMULATIVE BURDEN BY COUNTRIES (MARCH 21, 2021)  

 

  Country Population Total Cases %  Deaths CFR Total Tests population 

1 
USA 332,399,717 30,521,765 9.2% 555,314 1.8% 389,786,114 

3 
India 1,389,753,146 11,645,719 0.8% 160,003 1.4% 233,565,119 

88 
China 1,439,323,776 90,106 0.0% 4,636 5.1% 160,000,000 

4 
Russia 145,979,602 4,456,869 3.1% 95,030 2.1% 117,400,000 

5 
UK 68,142,752 4,296,583 6.3% 126,155 2.9% 112,493,147 

6 
France 65,377,629 4,282,603 6.6% 92,305 2.2% 58,498,845 

10 
Germany 83,976,984 2,670,000 3.2% 75,270 2.8% 47,578,793 

7 
Italy 60,397,644 3,376,376 5.6% 104,942 3.1% 46,890,903 

8 
Spain 46,767,842 3,212,332 6.9% 72,910 2.3% 41,114,319 

9 
Turkey 84,990,883 3,013,122 3.5% 30,061 1.0% 36,355,374 

40 
UAE 9,976,178 440,355 4.4% 1,438 0.3% 35,391,181 

2 
Brazil 213,646,386 11,998,233 5.6% 294,115 2.5% 28,600,000 

22 
Canada 37,980,039 933,785 2.5% 22,676 2.4% 26,592,828 

59 
Denmark 5,806,898 225,505 3.9% 2,400 1.1% 22,383,808 

https://www.worldometers.info/coronavirus/country/us/
https://www.worldometers.info/world-population/us-population/
https://www.worldometers.info/coronavirus/country/india/
https://www.worldometers.info/world-population/india-population/
https://www.worldometers.info/coronavirus/country/china/
https://www.worldometers.info/coronavirus/country/russia/
https://www.worldometers.info/world-population/russia-population/
https://www.worldometers.info/coronavirus/country/uk/
https://www.worldometers.info/world-population/uk-population/
https://www.worldometers.info/coronavirus/country/france/
https://www.worldometers.info/world-population/france-population/
https://www.worldometers.info/coronavirus/country/germany/
https://www.worldometers.info/world-population/germany-population/
https://www.worldometers.info/coronavirus/country/italy/
https://www.worldometers.info/world-population/italy-population/
https://www.worldometers.info/coronavirus/country/spain/
https://www.worldometers.info/world-population/spain-population/
https://www.worldometers.info/coronavirus/country/turkey/
https://www.worldometers.info/world-population/turkey-population/
https://www.worldometers.info/coronavirus/country/united-arab-emirates/
https://www.worldometers.info/world-population/united-arab-emirates-population/
https://www.worldometers.info/coronavirus/country/brazil/
https://www.worldometers.info/world-population/brazil-population/
https://www.worldometers.info/coronavirus/country/canada/
https://www.worldometers.info/world-population/canada-population/
https://www.worldometers.info/coronavirus/country/denmark/
https://www.worldometers.info/world-population/denmark-population/
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114 
Australia 25,712,304 29,205 0.1% 909 3.1% 15,209,275 

42 
Saudi Arabia 35,202,414 385,020 1.1% 6,609 1.7% 14,622,683 

26 
Israel 9,197,590 827,772 9.0% 6,092 0.7% 13,131,993 

11 
Colombia 51,272,436 2,337,150 4.6% 62,028 2.7% 12,286,609 

15 
Iran 84,764,382 1,801,065 2.1% 61,797 3.4% 12,160,554 

20 
Indonesia 275,601,156 1,460,184 0.5% 39,550 2.7% 12,076,009 

 

Source: Worldometers 2021: https://www.worldometers.info 

 

A year after the pandemic was officially registered, of the 86 new cases documented on March 

21, 2021, seven states reported cases: FCT (33), Lagos (28), Ondo (11), Kano (7), Akwa Ibom 

(3), Rivers (3), and Kaduna (1) with just three states (FCT, Lagos, and Ondo) accounting for 

over 83% of all new cases. To date, Kogi (5), Zamfara (231), Yobe (293), and Cross River (357) 

are the states with the lowest documented number of cases.

https://www.worldometers.info/coronavirus/country/australia/
https://www.worldometers.info/world-population/australia-population/
https://www.worldometers.info/coronavirus/country/saudi-arabia/
https://www.worldometers.info/world-population/saudi-arabia-population/
https://www.worldometers.info/coronavirus/country/israel/
https://www.worldometers.info/coronavirus/country/colombia/
https://www.worldometers.info/world-population/colombia-population/
https://www.worldometers.info/coronavirus/country/iran/
https://www.worldometers.info/world-population/iran-population/
https://www.worldometers.info/coronavirus/country/indonesia/
https://www.worldometers.info/world-population/indonesia-population/
https://www.worldometers.info/
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Discussion 

In this study, the overall testing rate in the country was 0.8%, with a positivity rate of 2.5%, 

recovery rate of 91.4%, and case fatality rate of 1.3%. All states including the Federal Capital 

Territory (FCT) have reported at least five cases, with 12 of the 36 constituent Nigerian States 

contributing 80.7% of all cases and close to 50% of all deaths. The most affected States are 

geographically equally distributed between the northern and southern parts of the country. 

Most of the cases were males (59.8%) and the greatest number of cases were found in the age 

group 25 - 44 years.  

Many African countries including Algeria, Sudan, DR Congo, Somalia, Chad, and Eritrea 

have poor data on numbers tested, and the testing rates per head of population.9 Among 222 

countries with testing reports, Nigeria with 0.8% coverage has had better testing coverage per 

population than 190 countries worldwide, including most African countries, such as Kenya, 

Senegal, Zimbabwe, Gambia, Uganda, Ethiopia, Ivory Coast, Congo-Brazzaville, Liberia, 

Mozambique, Sierra Leone, Guinea, Angola, South Sudan, Malawi, and Egypt.9 Some African 

countries, such as Mali, Burundi, Eritrea, Madagascar, and the Republic of Niger, have better 

testing rates per population that Nigeria. Countries with identified very high case burdens, such 

as the U.S., Brazil, India, Russia, U.K., France, Italy, Spain, and Turkey within excess of three 

million cases have high test-coverage rates.9 This is a pointer to the fact that the more people 

are tested, the more cases may be identified. Nigeria must expand testing to have a better 

picture of the current pandemic.  

Testing in Nigeria, one year since the beginning of the epidemic, is still highly restricted 

to contacts of positive cases, travelers, and individuals with symptoms of COVID-19. This may 

skew the results, making men seem to be the most affected population, as men tend to have 
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better access to prioritized health care services in Nigeria. Since the onset of COVID-19 

transmission in the country, most diagnosed cases have had unknown exposure history 

(74.9%). This may be a pointer to either community transmission of COVID-19, or poor data-

gathering and management from COVID-19 incident team. The rest of the cases either had a 

travel history or contact with positive cases. In Nigeria, men tend to travel more because 

sociocultural factors restrict women from jobs and activities that require traveling. If the 

apparent sex difference in COVID-19 incidence is artifactual, this picture is likely to change as 

community transmission increases and testing is made more readily available to all, irrespective 

of age, position, and contact or travel history. It may therefore be too early to conclude that the 

Nigerian epidemic has a male preponderance, as this may be an artifact of who is screened or 

may in other ways arise from features of the testing program. However, this conjecture requires 

further observation to see if male gender or social behaviour places men at higher risk of 

contracting the infection. With a slightly higher female Nigerian population,10 the observation 

that females make up just 32% of confirmed cases so far, calls for a more detailed analysis to 

achieve an explanation. Possibilities include genetic, socioeconomic, or cultural factors. It 

remains possible too that there is a gender issue in willingness to undergo COVID-19 screening.  

The majority of all confirmed cases were in the age group 25-44 years. This is the most 

economically active group in Nigerian society and is responsible for most dependent members 

of the population. This has both economic and social implications. It may also be the reason for 

the lower case fatality in Nigeria, compared with elsewhere, given that fatality rates are higher 

for those older than 60 years of age.11-13 In Nigeria, most fatalities occurred in those 70 years 

and older, with the highest fatality among those 85 years and older (10.2%). Case fatality rates 

also were slightly high among children younger than 10 years, giving the Nigerian pandemic a 

bimodal appearance.  
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However, the findings concerning age may be due to the fact that the current eligibility 

criteria for testing hinges on a history of traveling into or out of the country, a capacity to pay 

for COVID-19 testing, and/or a capacity to contact the COVID-19 incident management team 

via telephone if there are clinical or suspected symptoms. Young adults between ages 25-44 

years are active and involved in economic activities. They have the right connections and the 

technological capacity to make the calls, book online appointments, afford the fees for the test, 

and galvanize a health care response. It is possible to link the high eligibility for testing and 

greater risk of infection to frequent travelling history and the need to go to work despite the 

various lockdown or restriction policies. This finding is, however, different from reports from 

China, where all ages appeared susceptible to COVID-19 without significant gender 

differences.14  

Although Lagos State has continued to be the epicenter of the COVID-19 pandemic in 

Nigeria, the Federal Capital Territory, located in the Northern Central region has contributed 

significantly to all identified cases, new infections, and deaths since the onset of the outbreak in 

Nigeria. This may be linked to travel history, governmental concern, and the presence of the 

Federal Ministry of Health and the NCDC in Abuja (the Nigerian capital city), resulting in more 

testing centers in these two areas of the country than there are in all other States of Nigeria.  

The pandemic in Nigeria started in the southern part of the country (Lagos, the largest 

city), but new cases are now seen in all regions of Nigeria, making this a generalized outbreak, 

involving the entire country. However, of the 10 states with the worst CFR, 70% are in the 

north of the country and include Kogi (40.0%), Sokoto and Kebbi (3.6%), and Zamfara (3.5%). 

These mortality figures are far higher than the global average of 2.2%, the African average of 

2.5%, and the national average of 1.3% CFR. There is the need to identify the root cause of 

the differential geographical spread of the COVID-19 outbreak in Nigeria, as well as factors 
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facilitating higher death rates in some locations, especially in the States with highest CFR 

including Kogi, Cross River, Edo, Sokoto, Kebbi, and Zamfara. The question of whether this 

finding is linked to cultural, religious, or socioeconomic factors or health-seeking behaviours 

arises. A detailed qualitative study will help to unravel this.15  

February 2021 saw the highest number of identified cases since the onset of the 

pandemic. There has been significant reduction in cases in March 2021. It remains to be seen 

whether Nigeria has passed the peak of the pandemic, as it now appears that the epidemic 

overall is gradually declining while community spread maybe increasing. There are a few 

unanswered questions at the time of writing: 

1. Does this epidemic curve depict a single source or a propagated pandemic?  

2. Will there be an increase in case findings if testing is expanded to more locations and 

communities around the country?  

3. Is the end of the pandemic in sight or are we just seeing an artificial decline in cases, 

related to a lack of widespread testing?  

4. Is the current introduction of COVID-19 vaccine in Nigeria going to change the outbreak 

dynamics in the country? 

These, and many more questions must be answered through more detailed analysis of the 

current database curated by the Nigerian Center for Disease Control (NCDC), Abuja Office. A 

large community-based survey will further clarify the nature of the pandemic.  

It is impossible to predict the true epidemiology of COVID-19 when less than 1% of the 

population has been tested for coronavirus infection, when quality testing facilities do not exist 

in all regions/States, and screening and testing is still limited to contacts of positive cases, 
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travel history, and symptomatic cases. Scaling-up testing to anyone and everyone who wants to 

be tested, as seen in some countries of the world, is vital as the communities that are ignorant 

of this epidemic are at higher risk of infection. Poorly informed, jobless, and hungry people who 

do not have access to NCDC hotline numbers are more likely to disobey COVID-19 control 

policies of social distancing, personal hygiene, use of facemasks, stay-at-home policies, and 

other environmental and infection control strategies enunciated by NCDC.16,17 The scarcity of 

COVID-19 vaccines and the various conspiracy theories prevalent among the general population 

may limit the uptake of the COVID-19 vaccine in Nigeria. Moreover, people are beginning to 

have so-called epidemic policy fatigue and may seek group activities such as going to church, 

cinema, and shopping complexes, rather than remaining indoors with its associated mental 

health challenges.  

Limited testing puts health care workers at risk, as common diseases in Nigeria appear 

innocuous with fever, cough, and other COVID-19 symptoms which could be incorrectly 

diagnosed. Moreover, patients are often untruthful concerning their medical history.18 

COVID-19 diagnosis in Nigeria is still based on polymerase chain reaction (PCR) one year 

into the epidemic, a technology that is both costly and requires skilled operators.  It could be 

argued that Nigeria should move testing to the community using simple rapid test kits to 

maximize use of volunteer health care workers and keep the health care facility-based workers 

focused on managing endemic health challenges and only confirmed cases.  

Health care workers involved in COVID-19 care should restrict their movements and 

remain in one health care facility as those working in multiple centres (private and public) may 

carry infection from COVID-19 treatment centres to non-COVID-19 treatment centres, 

increasing the nosocomial infection rates.19  
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While waiting for the expansion of COVID-19 vaccination in Nigeria and effective 

antiviral therapies against COVID-19, efforts should be made to identify all COVID-19 infected 

cases (or at least most) and place them in isolation while infectious. To curtail the pandemic 

with present community transmission continuing to rise in some constituent Nigerian States and 

communities, community screening, swift and targeted contact tracing with physical isolation, 

community mobilisation and engagement, early identification and confirmation of cases, and 

health systems assessment are all necessary to avert the harmful consequences of the COVID-

19 outbreak in Nigeria.6,17 

Conclusion. The testing rate in Nigeria is low at 0.8% of the total population, one year 

into the pandemic, with a young male preponderance, a case positivity of 9.6%, and case 

fatality rate of 1.3%. Although infection started in the southern part of the country, the 

outbreak has spread to all States of Nigeria. The picture may change as testing is scaled up to 

include community-based testing. We assume that the country is now at a pivotal stage of the 

epidemic with the vaccination program about to start in earnest. Efforts must be made by 

governments at the state and national level to learn from countries that have properly 

controlled the infection to control the effects of the pandemic in Nigeria. In addition, testing at 

community levels should be upscaled using rapid test kits with isolation of identified cases. 
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