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Review Article

Introduction

Severe  acute  respi ra tory  syndrome coronavirus 
2 (SARS‑CoV‑2) is the virus responsible for the coronavirus 
disease 2019 (COVID‑19) previously called the ‘2019‑novel 
coronavirus’. The SARS‑CoV‑2 is an enveloped positive‑sense 
single‑stranded RNA virus believed to have a zoonotic 
origin; it is 96% similar at the whole‑genome level to a bat 
coronavirus.[1,2] The pandemic started as a group of severe 
pneumonia cases of unidentified cause reported in Wuhan, 
Hubei province of China in December 2019. On 30th December 
2019, the real‑time polymerase chain reaction assays on 
broncho‑alveolar lavage samples taken from a patient with 
pneumonia of unknown aetiology  (meeting a surveillance 
definition following the SARS outbreak of 2002–2003) 
tested positive for pan‑Betacoronavirus in Wuhan Jinyintan 
Hospital.[3] These findings were officially reported to the 
Country Office of World Health Organization (WHO) in China 
on 31st December 2019.[4]

As of 24th May 2020, the pandemic had affected over 5 million 
persons including more than 337,000 deaths in 213 countries/
territories and two international conveyances, giving an 
estimated global case‑fatality rate (CFR) of 6.5%.[5] The burden 
of the disease in terms of the number of confirmed cases and 
deaths (including CFR) varies across different countries and 
regions [Figure 1]. Reflective of the varying capacities across 
health systems, demographics, differences in the number of 
people tested and probably other yet to be identified factors, 
the CFR globally ranges from 0.1% to 16.3%.[6] The African 
region, as reported by the WHO, accounted for 1.49% of 
cases (77,295) and 0.61% of deaths (2,073). In Nigeria, there 
were 7,839 cases and 226 deaths across the 35 affected states 
including the Federal Capital Territory, with a CFR of 3% as of 
24th May 2020, as reported by the Nigeria Centre for Disease 
Control (NCDC).[7]
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As a novel virus, more insight into the disease  (learning, 
relearning and unlearning) is being regularly published. 
Globally, countries and international organisations are putting 
efforts into preventive measures, management protocols, 
research activities for definitive treatment and vaccines to 
halt the transmission of the disease. This article aims to 
highlight the global observational epidemiology and burden 
of COVID‑19 with an emphasis on Nigeria.

Delay in China and Subsequent Global 
Recognition of the Disease

There are various theories on the emergence of COVID‑19. 
Many scientists believe in the theory of viral mutation with the 
possibility of further mutations.[8,9] It is said that all COVID‑19 
strains are similar to other strains of the Coronaviridae family 
and that COVID‑19 emerged from several mutations of 
coronaviruses related to the same infection.[9]

However, social media and mainstream media outlets have 
also reported ‘conspiracy’ theories regarding its emergence. 
One of these theories implies that there was a (accidental) leak 
of the virus from the Wuhan Institute of Virology close to the 
South China Seafood market.[10] Some sects have labelled the 
emergence of the pandemic as anti‑Israeli and anti‑Semitic, 
a deliberate population control scheme, a plan to attract 
funding for the manufacture of a vaccine, a spy operation or 
a biological weapon being used by some countries against 
others.[11‑13] Scientific evidence is being used to disprove 
theories, suggesting that the epidemic is artificial. A study by 
Dawood emphasises that ‘genomic analysis does not support 
the belief that COVID‑19 is a laboratory construct, but it is 
impossible to disprove or prove the theories of its origin’.[9]

Although anecdotal, grey literatures have claimed that the 
Chinese government delayed in admitting the outbreak 
to international authorities. There are reports of Chinese 
officials reprimanding medical doctors who were seen as 
whistle‑blowers on account of ‘spreading rumours’ and 
‘harming stability’ for hinting an on‑going outbreak of a 
novel virus.[14] Until 20th January 2020, Chinese officials 
claimed that there was no human‑to‑human transmission of 
the virus.[14] This was corroborated by a tweet sent out by the 

WHO on 14th January 2020 saying, ‘Preliminary investigations 
conducted by the Chinese authorities have found no clear 
evidence of human‑to‑human transmission of the novel 
#coronavirus (2019‑nCoV) identified in #Wuhan, #China’.[15] 
On 22nd January 2020, the WHO mission to China made a 
turnaround by issuing a statement confirming human‑to‑human 
transmission of the virus in Wuhan.[16]

About a month after the novel disease was reported to the 
WHO Country Office in China, the WHO confirmed it a 
public health emergency of international concern  (PHEIC) 
on 30th January 2020.[4] As in the 2005 International Health 
Regulations (IHRs), a PHEIC is ‘an extraordinary event which 
is determined to constitute a public health risk to other states 
through the international spread of disease and to potentially 
require a coordinated international response’.[17] This marks the 
sixth time the WHO has declared a public health risk a PHEIC 
since the 2005 IHR came into implementation.[18] On 11th 
March 2020, the COVID‑19 outbreak was declared a global 
pandemic because of the disturbing spread (and severity) of the 
disease and the levels of inaction across health systems.[18,19]

Evidence has shown that a delay in recognising the disease 
which occurred in China and subsequently in other countries 
could be linked to an increased burden of the disease.[20] 
Hellewell et al. have also associated a decrease in the control 
of the disease with a long delay from the onset to symptoms 
to management measures, such as isolation and contact 
tracing.[21] Misinformation from media sources has the potential 
to undermine effective responses to this pandemic.[22] This was 
seen during the Monkeypox and Ebola outbreaks where many 
media reports were negatively sensationalised; this increased 
anxiety in the general populace and also led to the circulation 
of false preventive measures which could increase disease 
burden.[23‑25]

Mode of Transmission

While there is no evidence of documented cases of the 
bat‑to‑human transmission of the virus, it is being suggested 
that the virus might have been transmitted to humans via a yet 
to be identified intermediate host.[26‑28] It is also believed that 
the outbreak is likely to have started in a seafood market that 
traded live wild animals, which led to zoonotic transmission. 
A study conducted among confirmed cases between 1st January 
and 20th January 2020 showed that 49% of them had a positive 
history of exposure to the Huanan seafood market.[29]

Human‑to‑human transmission is evident. The disease can be 
transmitted during close unprotected contact through droplets 
and fomites.[3] Faecal shedding is apparent in a limited number 
of cases; nonetheless, the faeco‑oral route is not a significant 
driver of transmission.[3] Similarly, there is no evidence 
to prove that air‑borne transmission is a significant driver 
of spread, though it can be foreseen if aerosol‑generating 
procedures are conducted in healthcare facilities.[3] There is 
evidence of asymptomatic transmission, pre‑symptomatic 
transmission and symptomatic transmission; the median period 

Figure 1: Number of cases and case‑fatality rates across the World Health 
Organization regions as of 24th May 2020
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and longest duration of viral shedding among survivors are 20 
and 37 days, respectively.[30,31]

The average incubation period of the disease is between 5 and 
6 days, though it can be up to 14 days or more.[30] In a pooled 
analysis of confirmed SARS‑CoV‑2 cases, it was found that 
1.01% of cases show symptoms after 14 days of quarantine 
or active monitoring.[32]

The virus is highly contagious. A  systematic review of 21 
studies estimated the serial interval to be 4–8 days, similar to 
that of SARS which has been estimated to be about 7 days.[33,34] 
Several studies have found the basic reproduction number (R0) 
to range from 1.4 to 6.5.[33,35,36] The R0 is lower than that of 
measles which is between 12 and 18 but higher than that of 
SARS, which is between 3.1 and 4.2.[37,38] The secondary 
attack rate among close contacts is 35% and doubling time 
about 7.4 days.[35,39] Based on these findings, the virus is highly 
transmissible within a relatively short period. It is noteworthy 
that changes in the case definition of the disease should be 
considered when making inferences on the transmission 
dynamics of the virus.[40]

Disease Burden

There is sparse scientific evidence to prove susceptibility 
regarding natural neutralising immunity as the current evidence 
suggests that everyone irrespective of socio‑demographic 
factors who has had close contact with an infected individual 
is susceptible.[33] While there is no evidence of vertical 
transmission, some studies have reported unfavourable health 
outcomes in infants born to mothers with the disease.[41,42]

Studies have shown differences in the prevalence of the disease 
based on socio‑demographic factors such as age and gender. 
According to a summary of a report of over  72,000  cases 
from the Chinese Centre for Disease Control and Prevention, 
majority of the cases (87%) were between 30 and 79 years, 
8% were between 20 and 29 years, 3% were >80 years and 2% 
were <19 years.[43] Similarly, data on persons ≤18 years by the 
WHO suggest a comparatively low attack rate, representing 
2.4% of all reported cases.[3] An analysis of over  2900 
hospitalised cases in Iran found the rate at which males were 
affected to be almost double the rate at which females were 
affected, with a male‑to‑female ratio of 1.93:1.[44] Wu et al. 
also found that 63% of the patients admitted for the disease in 
a hospital in Wuhan, China, at the beginning of the pandemic 
were males.[45] The findings from Nigeria further support a 
higher prevalence of the disease among males who account 
for 68% of all reported cases.[7] However, another study in 
China that investigated the role of gender in morbidity and 
mortality found an equal prevalence in both genders; however, 
the male gender had an increased risk of worse outcomes and 
mortality as the number of males was 2.4  times more than 
that of females.[46]

The signs and symptoms can be constitutional and range 
from no symptoms to severe pneumonia and eventually 

death.[3] Based on the reports from China, four out of five 
infected persons were asymptomatic  (about 80%) though 
asymptomatic persons could be carriers.[47] The true proportion 
of symptomatic infections was uncertain as some cases 
reported as asymptomatic on the day of data collection may 
develop symptoms later.

Majority  (80%) have mild or moderate disease  (including 
non‑pneumonia and pneumonia cases), less than a 
quarter  (13.8%) have severe disease  (dysponea, respiratory 
rate  ≥30/min, blood oxygen saturation  ≤93%, PaO2/FiO2 
ratio 50% of the lung field within 24–48 h) and less than a 
tenth  (6.1%) are critical  (respiratory failure, septic shock, 
and multiple organ failure).[3] According to the WHO, ‘typical 
signs and symptoms include fever (87.9%), dry cough (67.7%), 
fatigue  (38.1%), sputum production  (33.4%), shortness of 
breath (18.6%), sore throat (13.9%), headache (13.6%), myalgia 
or arthralgia (14.8%), chills (11.4%), nausea or vomiting (5.0%), 
nasal congestion (4.8%), diarrhoea (3.7%), haemoptysis (0.9%) 
and conjunctival congestion  (0.8%)’.[3] Associated atypical 
symptoms could be neurological  (acute cerebrovascular 
disease), dermatological, ocular  (conjunctivitis), anosmia/
hyposmia and aguesia.[47‑50] Current evidence suggests the 
disease is less severe in paediatric cases but more severe 
among older patients and those with pre‑existing comorbidities.
[33,43]    Children usually have mild symptoms and relatively 
shorter hospital stay with good prognosis although some have 
found a Kwasaki‑like complication in this age group.[51‑53]

A total number of 5,204,508 cases and 337,687 deaths had been 
recorded in 213 countries and territories and two international 
conveyances on 24th May 2020 [Figure 2].[54,55] Less than a 
month after the pandemic started in China, Thailand reported 
the first COVID‑19 case outside of China on 13th January 2020. 
The first case of COVID‑19 in Africa was reported in Egypt on 
14th February 2020, about 6 weeks after it started in China.[56] 
The index case was reported in Lagos on 27th February 2020, a 
foreigner who returned from Italy on 25th February 2020. As of 
24th May 2020, 45,683 samples tested had been tested and there 
were 7839 confirmed cases of the disease, with a test positivity 
rate of 17.2% and a CFR of 3%.[7]  Current evidence suggests 
that the country has entered the widespread community 
transmission phase as majority of those affected (56%) were 
found to have no epidemiological link to any known case and 
23% were known contacts of confirmed cases.[7] Almost all 
the states including the Federal Capital Territory (35 out of 
37) have confirmed cases.

As of 24th May 2020, the CFR using the number of reported 
deaths per number of reported cases across 90 countries ranged 
from 16.3% (Belgium) to 0.1% (Qatar and Singapore), with 
a global CFR of 6.5%.[6,51] The significant disparity in CFR 
across these countries may be linked to selection bias in those 
who get tested in each country (testing criteria), difference 
in patient demographics such as age, and difference in how 
deaths are attributable to the disease, i.e., dying with the disease 
(association) versus dying from the disease (causation).[57]  In 
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Italy, about 23% of the population are >65 years; Italy recorded 
a higher CFR (7.2%) compared to the global CFR (6.5%), the 
median age of the patients was 62 years, the median age among 
those who died was 78 years and the majority of those who 
died (52.3%) were >80 years.[58] These findings are in keeping 
with evidence from other countries, showing that increasing 
age is linked to increasing mortality rate. A review of cases in 
China by Wu and McGoogan found the CFR to be 2.3%; this 
rate was however found to be higher among those between 70 
and 79 years (8%), those >80 years (14.8%) and those in critical 
conditions (49%).[43] This may not be unrelated to less rigorous 
immune response among older patients.[45] Higher CFRs have 
also been linked to those with pre‑existing comorbidities 
such as cardiovascular diseases (10.5%), diabetes (7.3%) or 
chronic respiratory diseases (6.3%) compared to those with 
no pre‑existing conditions (0.9%).[43] Zhou et al. found that 
among 54 out of 191 patients who died in a hospital‑based 
study, 48% of them had a comorbidity: hypertension, diabetes 
and coronary health disease accounted for 30%, 19% and 8% 
of these comorbidities, respectively.[31] Multiple regression 
further found older age, higher sequential organ failure 
assessment score and D‑dimer greater than 1 μg/mL on 
admission to be associated with increased odds of in‑hospital 
deaths.[31] Similarly, the male gender, older age and presence 
of comorbidities were found to be significantly associated with 
a higher risk of mortality among patients in Iran.[44]

A preliminary analysis of the first 32  patients managed in 
one of the isolation centres in Lagos state by Bowale et al. 
has been published.[7] The mean age was 38.1 years (standard 
deviation [SD] ‑ 15.5), and majority of the patients were males. 
Most patients (94%) had a history of recent travel or contact 
with a confirmed case, and most of them (75%) presented to 
the isolation centre in moderately severe conditions. While 
about a quarter  (16%) of the patients were asymptomatic, 
the most frequent symptoms were fever, dry cough, anosmia 
and aguesia accounting for 59%, 44%, 19% and 19%, 
respectively. Most patients were admitted within 1 or 2 days 
after testing positive (mean time ‑ 1.65 days, SD ‑ 1.31). All 

the patients were given medications: while 97% received 
lopinavir‑ritonavir, 3%  (one patient) received chloroquine 
phosphate. All the patients survived and were discharged home 
following a mean duration of 12 days of hospital stay (range 
of 6–24 days).

A study of progression of the pandemic in Nigeria in its first 
12  weeks has shown a steady increase and subsequently a 
rise in the curve of the weekly number of confirmed cases 
and deaths [Figure 3].[7] This is not unexpected as the testing 
capacity, and surveillance measures are being scaled up across 
the country.[60] As of May 2020, 25 laboratories had joined the 
national COVID laboratory network, and effort is being out in 
place to scale up testing to every state in the country and also 
involve accredited private laboratories.[60]

The burden of the disease has taken its toll on every 
health system affected, including those with seemingly 
strong health systems before the pandemic. Despite being 
ranked second out of 191 WHO member states based 
on overall efficiency, the pandemic caused a significant 
strain in the Italian health system.[61] Lombardy, one of 
the 20 administrative regions in Italy, has a total of 724 
intensive care unit (ICU) beds as its standard operational 
level for a population of about 10 million people; during 
the pandemic, there was shortage of medical equipment 
as the system tackled inadequate bed spaces, ICUs, 
respiratory ventilators, personal protective equipment and 
also healthcare workers.[62,63] Healthcare workers were 
forced to ‘prioritise’ patients who would be managed with 
ventilators based on their likelihood to survive when ICU 
beds and equipment became insufficient.[64] At the peak 
of the pandemic in China, general beds were converted to 
ICU beds and additional healthcare workers were quickly 
trained on critical care to meet the health system demands 
of the outbreak.[65] Healthcare workers were not spared from 
the pandemic; in China, 3.8% of them were affected and 
14.8% of them were in severe condition, further reducing 
the already insufficient workforce.[43] Likewise, France, 
the United Kingdom and the United States reported a huge 

Figure 2: Map of the global spread of coronavirus disease 2019 cases
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overburden on their health systems in terms of medical 
supplies and human resources due to the pandemic.[66‑68]

In Africa, ICU beds and trained ICU specialists are very limited 
in supply before the pandemic; according to Houreld et al., the 
continents (three giants based on population – Nigeria, Ethiopia 
and Egypt) have a total of 1920 ICU beds for more than 400 
million people. Of these, Nigeria accounts for only 350 ICU 
beds despite being the most populated country in the continent, 
with about 200 million people. With a pre‑pandemic state 
of 0.4 physicians per 1000 people, 1.2 nurses and midwives 
per 1000 people and 1.4 specialist surgical workforce per 
100,000 population, the Nigerian health system suffers from an 
insufficient number of healthcare workers to adequately cater 
for its people.[69] On the background of the Nigerian health 
system (and many other African countries) being chronically 
underfunded, the pandemic will significantly strain the already 
fragile health system if the progression in the number and 
severity of cases continues at the current rate.[70]

The COVID‑19 pandemic has significantly harmed a wide 
array of health services globally, particularly in low‑  and 
middle‑income countries  (LMICs).[71‑73] According to the 
Global Fund Survey, as many as 85%, 78% and 73% of 
HIV, TB and malaria programmes, respectively, have been 
disrupted across 106 countries, with Latin America, Caribbean 
and high‑burden African countries reporting the highest level 
of disruption in health service delivery.[73] Prevention and 
treatment services for non‑communicable diseases have also 
been disrupted. Across 155 countries, health services for 
hypertension, diabetes and diabetes‑related complication, 
cancer and cardiovascular emergencies have been disrupted 
in 53%, 49%, 42% and 31% of countries, respectively.[71] 
Roberton et al. have estimated that the resultant decrease in 
maternal health services could account for 60% of additional 
maternal deaths; an increase in wasting prevalence could lead 
to an additional 18%–23% of child deaths, and a decrease in 
the treatment of pneumonia, neonatal sepsis and diarrhoea 
could result in an additional 41% of child deaths in LMICs.[74]

Prevention of Coronavirus Disease 2019
Scientists across the world are racing to produce an efficacious 

vaccine, many of which are undergoing clinical evaluation.[75] 
Owing to the current lack of vaccine against the disease for 
now, non‑pharmacological measures are being put in place to 
curtail the spread of the virus. These measures include physical 
distancing, hand hygiene and use of masks.

Physical distancing is one of the measures being out in 
place to curtail the transmission of the virus. This is the act 
of keeping space between oneself and other people outside 
one’s household. It involves staying at least 6 feet away from 
other people, not gathering in groups and avoiding crowded 
places or mass gatherings.[76,77] When 20% of transmission 
is driven by unidentified infected persons, high levels of 
physical distancing efforts is needed to contain the virus.[78] 
Physical distancing is a non‑pharmaceutical intervention that 
has a significant potential to reduce the magnitude COVID‑19 
epidemic peak.[79] While some sources refer to the terms 
‘social distancing’ and ‘physical distancing’ as synonymous, 
the WHO announced in a press briefing on 20th of March 2020 
that it was moving away from the term ‘social distancing’.[76,80] 
The organisation through Maria Van Kerkhove, an infectious 
diseases epidemiologist said, ‘We’ve been saying physical 
distancing because it’s important to remain physically separate 
but socially connected’.

Contact transmission of COVID‑19 can occur when 
contaminated hands touch the mucosa of the eyes, nose 
or mouth. It can also be transmitted between surfaces via 
contaminated hands. Hand hygiene is the most effective single 
practice that can be used to decrease the spread of infections 
through multimodal measures.[81] Therefore, hand hygiene is 
paramount in preventing the spread of the COVID‑19 and 
other viruses and bacteria. Furthermore, healthcare workers are 
encouraged to observe the five moments of hand hygiene.[82] 
Universal access to public hand hygiene stations and making 
their use mandatory on entry or exist into private or public 
buildings and public transport facilities will improve hand 
hygiene. Hand sanitisers with at least 60% alcohol can be used 
when soap and water are not available, though hand sanitisers 
are not as effective as hand washing with soap and water.[83]

The effectiveness of the use of masks as a preventive measure 
against the disease and the type of mask to be used among the 
general population and healthcare workers is being debated 
globally.[84,85] Ecological evaluations suggest that countries 
that have implemented the general mandatory use of masks 
have better experienced outcomes.[86] The N95 mask, surgical 
mask and cloth mask can provide 99%, 75% and 67% 
protection, respectively, against the virus; these masks can also 
reduce the transmission of the virus by 70%, 50% and 40%, 
respectively.[84] The higher risk of people infecting themselves 
if masks are worn incorrectly, the need to frequently touch the 
face more to adjust the mask and the possibility of ignoring 
physical distancing when wearing a mask are some of the 
reasons being used against the mandatory use of masks by 
the public.[85] There is a global deficiency of medical masks; 
to preserve the limited supplies, medical masks are being 

Figure 3: Weekly evolution of coronavirus disease 2019 cases in Nigeria 
as of  24th May 2020
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rationed and reserved for healthcare settings and the vulnerable 
population.[87] NCDC advises the use of cloth mask among 
the general population and the use of medical mask among 
healthcare workers and those caring for the ill, individuals 
experiencing respiratory symptoms, the elderly and those with 
chronic medical conditions.[88]

Quarantine is the separation or limitation of activities of 
apparently healthy individuals who may have been have 
exposed to a disease. It is included in the legal frameworks of 
the IHR 2005 and the Nigerian Quarantine Act.[89,90] Contacts 
of those who test positive are advised to self‑quarantine at 
home. Quarantine aims to monitor symptoms and ensure early 
detection of the disease. The timeliness and proportion of the 
population in quarantine are essential in the effectiveness of 
this measure. Xiong et al. have suggested that quarantine rate 
should be at least 63% for the epidemic to be averted, and this 
measure should be implemented throughout the epidemic.[91] 
Once an epidemic is in the community transmission phase, the 
combination of isolating infected individuals and quarantining 
their contacts, workplace distancing and school closure has 
been found to significantly reduce the number of COVID‑19 
infections.[92]

Different management protocols are being implemented 
globally, majorly tailored to the health system capacity. 
While some countries like the United Kingdom and Italy ask 
those who test positive but remain asymptomatic or show 
mild‑to‑moderate symptoms to remain at home, some other 
countries like Nigeria isolate all those who test positive to the 
virus as of May 2020.[93,94] Nigeria has adopted the central 
management system of confirmed cases in designated state 
isolation centres where health facilities refer confirmed cases 
of the diseases to for management. In the early stages of the 
pandemic, all suspected cases in France were referred to 
hospitals; however, by week 12 of the pandemic, the national 
recommendations changed, as tele‑consultations became the 
standard recommendation for those with mild‑to‑moderate 
cases. Those with severe symptoms  (e.g.  difficulty in 
breathing) were advised to call the paramedics and stay at home 
while emergency transportation to the hospital was handled 
by the paramedics.[64]

The pre‑existing structure of the health systems and 
other health‑related factors may be responsible for the 
differences across regions. In countries where the majority 
of citizens have a good standard of living, access to quality 
healthcare  (including effective tele‑consultation services, 
emergency ambulance services and advanced medical care), 
good transportation and housing systems, isolation of positive 
cases in their homes is a feasible and efficient option for 
the nation. However, in countries where these services are 
not readily available, other management options must be 
sought. The centralised management of cases may not be 
unrelated to the fact that the majority of health facilities do 
not have the resources (equipment and workforce) to manage 
moderate‑to‑severe cases of the disease; therefore, pulling 

resources in designated centres may be the more efficient 
option in these regions. However, as the prevalence of the 
disease continues to increase, this management protocol may 
change, as seen in France.

Pending the confirmation of an effective and definitive drug 
for the diseases, countries around the world have developed 
treatment guidelines based on symptomatic treatment and 
also the use of some drugs on clinical trial.[95] The WHO gives 
guidance on the implementation of global surveillance for 
the disease to monitor trends, promptly detect new cases and 
provide robust epidemiological information. The organisation 
provides case definitions, classification of transmission 
scenarios, recommendations for laboratory testing and 
recommendations for reporting surveillance data  (including 
templates for case reporting forms, line listing forms, weekly 
reporting of new cases) which are adopted or adapted by 
countries.[96] The NCDC takes the lead role in Nigeria in 
providing guidelines in the active monitoring and surveillance 
of cases across the country. The agency continues to update its 
case definitions, as more knowledge is known about the virus, 
and also provides reporting tools for active surveillance.[97] The 
NCDC has provided an interim guideline for the management 
of COVID‑19  cases in Nigeria.[94] The general principles 
of management include the use of supplemental oxygen, 
conservative use of fluids, empiric antibiotics treatment, 
including antivirals such as remdesivir, and close monitoring 
of vital signs.

Conclusion

The COVID‑19 disease caused by a novel virus started in 
China and has now spread globally, causing a significant 
burden on humans’ health. The African region has a relatively 
lower burden of the disease using the proportion of cases and 
CFR when compared to other regions. Likewise, the CFR 
seen in Nigeria is lower than the global rate. However, a ‘late 
start’ of the disease was recorded in this region, and with 
uncontrolled community transmission, the pandemic has the 
potential to take a different turn in terms of increased spread 
and mortality. With the knowledge of the disease increasing 
rapidly, signs and symptoms, case definitions and surveillance 
measures are also being updated. Potential vaccines and 
therapies for a definitive cure are still undergoing clinical 
trials. Management protocols vary across countries, tailored to 
the capacity of its health system. The health burden caused by 
the pandemic has the potential to disrupt and further weaken 
already fragile health systems including Nigeria. Considering 
the unintended effect of the pandemic in the disruption of 
health services for other diseases, these services must be 
considered in the preparedness and response plans for the 
pandemic to prevent eroding previous gains in other disease 
programs. Media partnerships with authorised organisations 
that regularly convey culturally appropriate, simple and concise 
messages on the situation of the pandemic and preventive 
measures will help reduce the spread of false information and 
boost the populace’s confidence in the government’s efforts 
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in curtailing the spread of the disease. The combination of 
non‑pharmaceutical measures including physical distancing, 
hand hygiene, use of masks, quarantine and isolation of cases 
pending the availability of a vaccine and a specific drug for 
treatment should be implemented to decrease the burden and 
the consequent strain on the existing health system globally 
and particularly in Nigeria.
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