
 

   
 

 

 
 

THE PRACTICAL POLITICS OF 

Health financing in Nigeria 
Health debates in Nigeria focus on the volume of funds entering the system, new 
infrastructure and disease-specific vertical funds. Far less attention is paid to health’s 
background ‘plumbing’ – the complex system turning money into better health 
outcomes – and overall performance suffers as a result. One consequence is that 
households cover more than 70% of the country’s current health expenditure ‘out-of-
pocket’, paid to both private and public health providers. Shifting focus to plumbing, the 
out-of-pocket spending crisis and making markets work better could raise health’s 
political salience and deliver outcomes in line with Nigeria’s economic might. 
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Practical insights 
▪ Nigeria’s health outcomes are improving, but remain disappointing for an economy of its size. 

▪ Health’s political and electoral salience lies more in the creation of visible infrastructure and 

avoiding catastrophe than in improving everyday outcomes. Donors also have incentives to 

invest in high-profile projects, such as vertical programmes focused on particular diseases. 

▪ This comes at the expense of health system ‘plumbing’ – the less exciting infrastructure and 

mechanisms required to move funds to the frontline, feed data upwards and deliver a broad 

range of cost-effective services. Health plumbing remains underfinanced and undervalued.  

▪ Weak public financial management continues to drive system-wide problems. Unpredictable 

budget releases turn planning into guesswork and drive discretionary workarounds to keep 

services running. Manual data entry creates lags, errors and low confidence in data used.  

▪ Most Nigerians remain uninsured, leaving households vulnerable to shock. Tax-funded, non-

contributory insurance and basic health packages are good in theory but limited in practice.   

▪ International funders contribute to system dysfunction. They get disproportionate attention 

and parallel accountability, yet only cover around 7% of total funds.  

▪ Astonishingly, citizens’ out-of-pocket spending accounts for more than 70% of all health 

expenditure. With low confidence in public facilities, much of this is spent on private formal 

and informal providers, as well as formal and informal payments in public facilities. The private 

market is large, chaotic and works badly. Out-of-pocket spending is regressive and inefficient.     

Practical propositions 
There are politically feasible ways to shift the status quo. We recommend:  

1. Get health politics on the policy table – and keep it there. 

2. Make ‘good health’ politically salient, with a credible political case for health sector reform.  

3. Funders should recognise themselves as players in, not observers of, health politics.  

4. Focus on the ‘out-of-pocket’ crisis and making the private market work better. 

5. Create and use one set of basic, trusted data – by all, for all.  

6. Introduce both carrots and sticks to encourage more investment in system plumbing. 
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I. WHAT IS THE PROBLEM? 

An enduring burden of ill health 
Nigeria’s health outcomes are slowly improving but remain below regional neighbours. Average life 

expectancy is 54 years compared to 64 in the WHO African Region; under-5 mortality is 105 per 1,000 

compared to 68 for sub-Saharan Africa; and the maternal mortality ratio is around 950 deaths per 

100,000 live births, but 531 regionally.1 Despite the government explicitly prioritising maternal 

health, Nigeria remains on par with some of the poorest countries, such as South Sudan and Chad.2 

There are also sub-national variations in outcomes, service quality and service utilisation. Northern 

parts lag behind the south, and rural areas lag behind urban centres – although urban slums are also 

hubs of poor health.3  

Health finance: a gap filled from citizens’ pockets 
It is often argued that Nigeria has a health financing gap.4 But poor outcomes also reflect ineffective 

use of existing funds.  

Nigeria is Africa’s most populous country – it has around 230m people and a sizeable economy 

supported by substantial oil reserves.5 Government funding at all levels of government accounts for 

around 15% of total health expenditure, which is lower than estimates for countries such as South 

Africa (62%) and Ghana (55%) – though precise calculation and comparison are complicated.6 

In Nigeria, external aid for health has been large in absolute terms – $6.4bn between 2002 to 2018 – 

yet accounts for just 7% of total health expenditure.7 If all funds flowing into health are considered, 

Nigeria’s biggest funders are private citizens. Out-of-pocket (OoP) spending accounts for at least 

70%.8 Much of this is spent outside the formal government system in private health markets.9  

Both public and private health systems are part of Nigeria’s wider health ecosystem. The government 

system and formal health markets intersect via insurance markets, pooled funds and procurement. 

Informal providers (including street drug vendors and traditional healers) exist outside these 

structures and may not be fully reflected in national health accounts. But they are major providers 

of health services, so OoP expenditure may actually exceed 70%.10  

Nigeria’s Country Health Systems and Services Profile states that 80% of the nation's public health 

infrastructure is dysfunctional. As a result, it is estimated that the private sector delivers at least 70% 

of services across all levels – primary, secondary and tertiary.11  

Nigeria's informal health market has deep cultural roots. Its size reflects availability, affordability and 

perceived quality, as well as the absence and low quality of government services. Many Nigerians 

trust informal providers and may prefer them to formal services.12 Gender effects are also strong. 

Women are the major users of maternal, reproductive and child health services, and traditional birth 

attendants are significant providers of maternal care. Nationally, skilled birth attendance remains 

below 50%, especially in underserved communities, with many deliveries occurring outside formal 

health facilities.13 Health insurance coverage among women of reproductive age is also low. These 

factors intersect with cultural and religious considerations to create a situation where, if given a 

choice, few women would willingly deliver a baby in a government facility.14 

In summary, the state underinvests in health, and the investments it makes are poorly managed. 

Government services often fail to meet citizens' expectations as a result, leading many to seek health 

services from private formal and informal providers. The private market can be costly and often of 

questionable quality. Informal health providers significantly contribute to poor health outcomes and 

impose high financial costs on service users.15 Health is caught in a low performing status quo. 

The political economy of this ecosystem – including political and business elites and their interests 

and incentives – strongly affects its functioning and outcomes. We refer to this as the ‘small-p politics’ 



 3 

of the health system. Poor health has limited salience in Nigeria’s ‘Big-P politics’ of electoral 

competition. But citizens, if they can afford to, ‘vote with their feet’ by seeking private alternatives to 

government care. They have yet to use the ballot box to demand better healthcare.  

Finance dominates debate while system plumbing is neglected 
Nigeria’s formal health sector has seen decades of technical reform and financial intervention. Health 

sector politics, in contrast, have received little attention. Dominant national and international voices 

focus on the total volume of funds entering at the top (national budgets, aid flows, global finance), 

and on the spending mechanisms that direct this flow toward vertical interventions and disease-

specific programming.16 For reasons of small-p politics, they largely neglect the essential but complex 

system ‘plumbing’ and horizontal interventions that could lower costs, increase benefits to citizens 

and unlock greater effectiveness for funds from any source.17 Instead they tend to focus narrowly so 

that they, and their partners, can demonstrate ‘wins’. 

OoP payments are inefficient and regressive.18 They 

push families into poverty and undermine trust in 

health systems. The Nigerian government has 

pledged to cut OoP spending to approximately 30% of 

total funds, and initiated measures such as the 

National Health Insurance Authority (NHIA) law that 

mandates health insurance for all citizens. But citizens 

still bear the bulk of health costs.19 We see this as the 

real crisis in Nigerian health finance.  

While the total volume of pooled health funds is 

important, the plumbing that determines how 

resources are used needs even more attention.20 This 

requires engaging with the politics of the health 

sector, which may be uncomfortable for many involved. But it is essential to overcoming the low 

performing status quo.  

The health system and its basic plumbing – six key problems 
We note six plumbing problems that stop the translation of financial inflows into better outcomes. 

These have been the focus of technical intervention and capacity building, yet little has changed. 

Political economy analysis helps explain why they endure.  

1. Centralised federalism 
Responsibility for healthcare delivery in Nigeria is constitutionally distributed across federal, state 

and local governments. The federal government is supposed to primarily provide stewardship and 

tertiary services. State governments oversee secondary healthcare. Local government authorities 

(LGAs) are formally responsible for primary healthcare delivery.  

In practice, however, the federal government is the main player in health delivery. State-run 

secondary healthcare systems overwhelmingly underperform, and federal involvement in primary 

care has increased through nationally coordinated initiatives such as the Basic Health Care Provision 

Fund (BHCPF).21 Today, much delivery happens at the federally coordinated tertiary level and through 

federally sponsored primary healthcare. Decisions are significantly shaped by the centre.22  

Although states and LGAs vary widely in management strength, revenue autonomy, leadership and 

interest in the health of citizens, recent assessments generally characterise Nigeria’s subnational 

health systems as uneven and weakly coordinated.23  

Plumbing is an apt metaphor because 

health systems function like heating 

networks. Financial inflows cascade 

downwards through an architecture of 

sub-systems, valves and switches to 

reach final points of care. Data (funding 

flows and health statistics) is returned to 

monitor performance and adjust how 

resources move. Problems in any part of 

this plumbing reduce overall efficiency. 

They can even cause system failure. 
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2. Weak public financial management (PFM) drives system-wide problems 
Budget appropriations may be approved on time, but fund releases are often late, partial or entirely 

missing. Unreliable and unpredictable flows turn lower-tier planning into guesswork and reduce 

allocative efficiency.24 Furthermore, the connections between budget allocations and community 

health needs, facility responsibilities and operational plans are often opaque.25 Even when budgets 

are allocated, actual spending often remains low – sometimes below 50%.26  

Uncertainty compels health providers to find workarounds to keep basic services running. These put 

routine functions in perpetual crisis management mode and undermine compliance and 

accountability. They also create opportunities for corruption, erode trust and perpetuate risk-

aversion by external actors.27 To over-focus on corruption, however, misses the point: inefficiency 

and indiscipline prevent the system from delivering money to where it is needed or translating funds 

into outcomes. Corruption is one ensuing problem. But it is neither the biggest constraint nor the 

main driving logic of systemic dysfunction.  

On paper, external funders try to avoid compounding problems by complementing, not duplicating, 

government funding. But delayed central releases create funding gaps that reportedly can 

incentivise donors to break rank and provide bridge funding for already budgeted expenditure.28 

Though well-intended, this increases overall costs and conceals underlying financial indiscipline. 

When central budgets are eventually released, often below approved levels, the resulting double 

payment can enable fraud.  

3. Shiny infrastructure is a vote winner. Boring plumbing is not 
Nigerian leaders have strong political incentives to deliver high-profile infrastructure, such as new 

buildings, and other relatively quick and visible wins that are tangible to voters. Donors also prefer 

visible over boring. Vertical programmes targeting specific diseases like malaria and polio, while 

understandable, also better lend themselves to building profile than investing in underlying systems.  

Citizens are also attracted to prestige projects.29 Surveys show that highly visible infrastructure 

shapes voting choices more than quality or health outcomes.30 This may be because the salience of 

health is stronger with emergency care and avoiding catastrophe than routine services that generally 

improve outcomes (and particularly require better plumbing). Voter expectation is limited. Politicians 

offer little in return. There is little consequence for a politician or political party that does not 

prioritise citizens' health. 

As a result, the primary care infrastructure and background systems required to deliver a broad 

range of cost-effective services remain serially underfinanced and undervalued, despite being 

essential for service delivery and financial accountability.31 This includes nationwide systems that 

govern cascading finance and the upward flow of information needed for accountability, planning 

and targeting. It also includes background physical and IT infrastructure like data hubs, service 

delivery logistics, people management, e-claims and stewardship.  

‘Shiny beats boring’ is not a new insight for political analysts. Yet it has proven extremely hard to 

overcome in Nigeria, where clientelism (votes in exchange for material benefit) is a prevailing political 

culture. Nigeria’s four-year electoral cycle creates incentives for politicians and political parties to 

prioritise short-term, visible interventions capable of generating electoral support within a single 

political term. But building resilient and effective health systems requires sustained investment, 

institutional continuity and policy commitment across electoral cycles.  

Political accountability for background plumbing and service performance would require citizens to 

have a clearer idea of what quality looks like. Institutionalising and socialising standards for health 

planning, financing and service delivery would enable citizens to evaluate governments based on 

health outcomes and system performance, rather than infrastructure.  
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4. Data systems still creak 
Nigeria’s health system still relies on paper-based reporting from facilities, with manual digitisation 

upstream. The absence of sustained and strategic investments in data infrastructure and digital 

integration constrains performance, interoperability, continuity of care and real-time decision-

making.32 It also causes lags, errors and low confidence in the data used to set priorities, target 

specific geographies, track funds and verify results. This is a vicious cycle: evidence-based planning 

is questioned, central authority and vertical programmes appear safer bets, and backbone data 

infrastructure remains under-prioritised.  

5. Continued fragmentation in funding and purchasing 
Health funding pools are technically a good idea, but it is easy to do them badly. Nigeria has multiple 

health funding pools and purchasers: federal and state governments, the NHIA, ‘36 plus 1’ state social 

health insurance schemes (SSHIS), the BHCPF, donor-funded vertical programmes and beyond them, 

the OoP market. Fragmentation increases administrative costs and limits cross‑subsidisation, 

purchasing power and economies of scale. It also fosters claims backlogs, variable provider payment 

rules and uneven accreditation/verification. All tend to erode trust and undermine the delivery of 

optimal health benefit packages.33 

6. Most Nigerians remain uninsured 
Health insurance is also technically a good idea but easy to do badly. About 90% of Nigerians do not 

have health insurance. This undermines service continuity and strategic purchasing while leaving 

most households vulnerable to shock.34 Nigeria’s health benefit package is also chaotic. Price 

inflation of goods and services is often in the double digits, and the insured often pay for services 

that are theoretically covered. This is partly due to the low level of buy-in at sub-national level. States 

created their insurance schemes primarily to facilitate access to federal funds (the BHCPF), not 

because they saw insurance as a development priority.35  

Insurance is just one of the routes to health service delivery, and also depends on system plumbing. 

That is why policy recommendations have consistently emphasised the need for tax-funded non-

contributory health financing mechanisms operating at scale and offering broad benefit packages 

for the general population.36 In Nigeria, the BHCPF, particularly through its health insurance gateway, 

and the Comprehensive Emergency Obstetric and Newborn Care (CEmONC) initiative are important 

examples of publicly financed non-contributory approaches to financial protection and service 

expansion. But these programmes target specific groups and focus on primary and preventive 

maternal and child health services rather than comprehensive, population-wide coverage.37 

Health finance: a coordination problem or something else?  
Nigeria’s health equilibrium of poor outcomes and poor system plumbing is well-known. Recent 

reform efforts have focused on formal coordination, with the ‘sector‑wide approach’ (SWAp) 

established in 2023 around ‘one plan, one budget, one report, one conversation’.38 It has made 

progress in coordinating donors and aligning planning templates. But SWAp is constrained by the 

broader system that it seeks to change. Slow fund releases, unclear decision rights and capacity gaps 

all undermine SWAp’s impact. It has little traction within the wider health ecosystem, where most 

expenditure happens in the private market.  

Funds are the major instrument of authority and control, therefore the politics of health and the 

politics of health finance are intertwined. The ‘elite bargain’ in Nigerian health – the unspoken deal 

determining the allocation of power and resources – persists at the expense of Nigerian citizens who 

struggle with poor health outcomes and high OoP costs.39 Some dominant groups are well-served 

by the status quo, and OoP expenditure and donor behaviour arguably reduce pressure for change.  
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II. WHO ARE THE PLAYERS? 
The health system is shaped by a variety of domestic and global players. These include: 

Federal executive and central finance authorities 
This central group includes the Presidency, the Ministry of Health and Social Welfare, the Ministry of 

Finance, Budget and Economic Planning, the Office of the Accountant‑General and the Debt 

Management Office. Their priorities include macro‑fiscal and policy control, delivering visible 

achievements in health, ensuring positive donor relations and fiduciary risk management. Their 

incentives include preserving central discretion over fund releases and prioritising initiatives aligned 

with political strategies, including appealing to voters within the narrow window of an election cycle. 

Federal health agencies  
This group includes NHIA for insurance/purchasing, the National Primary Health Care Development 

Agency (NPHCDA), disease control, regulatory bodies and presidential initiatives. Their interests 

include expanding service coverage and demonstrating results, partly to protect their own mandates 

and budget lines. Their incentives include ensuring that funds pass through spending gateways that 

they control, collecting data that supports their preferred delivery models, sustaining political 

narratives that build legitimacy and electoral success, and distancing themselves from visible failure.                                                                                                                                                   

Sector-wide approach platform (SWAp) 
SWAp is embedded within the federal health leadership. Its priorities include successful 

coordination, donor alignment and the execution of Nigeria’s unified plan. SWAp’s convening power 

depends on ministerial support. But it risks becoming another ‘meeting machine’ if it does not 

simplify partner demands, rationalise working groups and coordination mechanisms, or drive shared 

verifiable standards across national and subnational health stakeholders. 

State and local governments  
At state level, there are 36 governors, ministries of health, state primary health care development 

agencies (SPHCDAs), and state health insurance agencies (SHIAs). There are also numerous central 

drug stores, local health authorities and facility committees. Their interests include access to 

resources, highly visible projects that address local priorities and political needs, financial flexibility 

and timely release of allocations from the centre. Their incentives are shaped by federal and donor 

programmes when resources flow. But they prefer discretion over rigid rules in order to focus on 

activities salient to local needs and interest groups.  

Several states have their own initiatives for health insurance enrolment, personnel recruitment, 

procurement and service provision.40 Multi-stakeholder initiatives, supported by development 

partners and private-sector actors, have used prizes, such as the Primary Health Care Leadership 

Challenge, to reward high-performing states and encourage inter-state competition.41 Recent award 

cycles have been won by mostly southern states, underlining disparities in capacity and outcomes 

between southern and northern Nigeria.  

Public and private providers, their unions and professional associations  
This diverse group includes public facility managers, private hospitals and clinics, groups like the 

Nigerian Medical Association and the National Association of Nigerian Nurses and Midwives, 

pharmacists, laboratory scientists and health sector unions. Overall, their interests include 

predictable payments, fair tariffs, decent working conditions and protecting professional status and 

prestige. They are incentivised to resist sharp cuts or aggressive fraud controls, which limit positive 

‘good faith’ discretion and workarounds, as well as limiting corruption. They also seek to reduce 

administrative burden and negotiate sufficient allowances and salaries from vertical programmes. 

Clearly, the interests of employers and employees converge in some areas and diverge in others.  
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The distinction between public and private providers can be unclear. Many private health providers 

also work in the public sector, where they enjoy greater job security and the ability to refer public 

sector patients to their private practices, promising better services while also making a profit. As a 

result, private sector actors may desire improvements in the public sector, particularly regarding 

employee benefits and working conditions, while simultaneously seeking to ensure that their own 

private practices continue to flourish.  

International development partners 
Many international health partners are active in Nigeria. These include the Global Fund, Gates 

Foundation, Gavi, Global Financing Facility, World Bank, WHO and other UN agencies, as well as 

bilateral aid agencies, other foundations and INGOs of various sizes. Though diverse in focus and 

scale, converging interests include measurable results, clearly safeguarding their own funds, credit 

for investments and successes, and strategic positioning for visibility, political access and influence.  

International partners in Nigeria’s health system often have incentives to support vertical or disease-

specific programmes because they produce clearer, attributable and politically salient results for 

their funders, boards and domestic constituencies. At the same time, concerns about Nigeria’s public 

financial management and fiduciary risk can spur donors to use parallel reporting systems, project-

specific safeguards and bespoke implementation arrangements. These practices may improve 

accountability for individual projects, but can also contribute to fragmentation, duplication and 

reporting burdens within the Nigerian health system. Donors’ public relations, visibility and security 

considerations may also shape the geographic location of projects.42 Reform efforts such as the New 

Compact for Health Financing tend to focus on donor behaviour in relation to system inflows and 

pooling.43 The compact explicitly puts government in control, but this does little to change incentives 

within the system or address the plumbing problems described above. 

Private payers and suppliers 
These include health management organisations (HMOs), health insurance managers, insurers, 

pharmaceutical and device suppliers, logistics and health tech firms. Their interests include 

increasing market share, ensuring timely payment and cashflow, and regulatory predictability. They 

are incentivised to target Nigeria’s insured and urban markets, and to supply donor programmes 

and lobby for favourable procurement and pricing. The logic of any insurance provider is, 

understandably, to maximise collection of premiums whilst minimising payouts. 

While data on the comparative performance of private and public providers is scarce, private 

providers appear to be the worse option. They are more strongly associated with catastrophic health 

expenditure, poorer patient satisfaction and the prescription of poor-quality medications than their 

public counterparts.44  

High OoP spending and a failing government system create a significant market for private providers. 

Nigeria’s health sector has echoes of its power sector, where stakeholders expected to guarantee a 

stable supply of power also have stakes in alternative sources, such as diesel fuel or generators.45 

Similarly, some private health service providers are involved with the government, influencing 

policies for both the private market and the public health system. Their incentives and ensuing 

conflicts of interest are seldom discussed.  

Civil society organisations and media  
This group’s broad interests include affordable quality care and financial accountability. There are 

incentives in mobilising around scandals and tangible failures such as stock shortages and hikes in 

user fees. Elite-leaning, urban CSOs may prioritise access to government decision makers over 

grassroots mobilisation. Investigative media can help shift narratives around health and spur action. 

But to be effective, it needs access to facilities, administrative offices and data. 
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Religious, traditional and community leaders 
Religious, traditional and community leaders have strong social and political influence. They are 

formally recognised in multiple Nigerian health policies and community health governance 

frameworks as important stakeholders in health promotion, mobilisation and decision-making.46 

However, concerns persist regarding the extent to which such leaders are empowered to demand 

accountability and enforce health rights. Their roles often focus more on mobilisation, gatekeeping 

and information dissemination than on sustained advocacy or action when health services fail to 

meet expectations. 

At the same time, Nigeria’s rapidly expanding digital community, including media influencers and 

online civic networks, is vocal on governance and social justice issues, including police brutality, 

elections and economic grievances.47 Mobilisation around health-system accountability has been 

limited. Issues such as inadequate primary healthcare, medical negligence and health finance have 

yet to generate comparable levels of sustained digital advocacy or offline protest.48 

Nigerian citizens  
It is hard to do justice to Nigeria’s near quarter of a billion citizens as a ‘player’ group. However, for 

this analysis we suggest three health-related categories.  

The first group values an effective formal health system and relies mainly on domestic health 

services, including private formal providers. The second group primarily depends on informal 

providers such as drug vendors and traditional healers. Both would like improved health services, 

but lack the political power to catalyse change. The third group are elites who can afford to insulate 

themselves from Nigerian healthcare by seeking care abroad. They have political power, but little 

interest in improving general health services or outcomes. Cases where emergencies force these 

elites to come into contact with domestic realities can generate substantial media attention.49  

Women are primary users of maternal and reproductive services, household caregivers and informal 

financial managers. Their low economic status and decision-making power often exclude them from 

care and insurance coverage, increasing their vulnerability. Recent reforms such as the NHIA 

Vulnerable Group Fund recognise women as priority beneficiaries. But Nigeria is still a long way from 

equitable or universal health coverage. 

So what?  
Nigeria’s elites shape a system where security, economic growth and wealth are far more prominent 

than health. When politicians talk about the health sector, they typically focus on new infrastructure, 

procurement of drugs and equipment, and jobs. Citizens, meanwhile, do not assess politicians on 

the basis of promises or performance in health service quality or outcomes. A need for system 

strengthening is sometimes mentioned, but the low political or electoral salience of health system 

plumbing limits follow through.50 

Instead, most dominant players have clear, rational incentives to pursue simple targets and visible 

wins. Politicians gravitate towards ribbon‑cutting opportunities and favour the ‘shiny’ over mundane 

system improvements. Complex, long-term, often invisible plumbing improvements are neglected. 

A desire for credit and an aversion to risk also push external funders toward discrete, vertical 

programmes. In a complex and chaotic system, agencies at all levels protect their own turf. States 

calibrate their effort to secure a share of top-down resources, not to their own assessment of citizens’ 

needs. The result is that citizens and frontline providers carry much of the cost, while the backbone 

plumbing of the health system remains neglected. 
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III. WHAT ARE THE RULES OF THE GAME? 
Formal rules define the health system’s architecture. Informal rules determine how money and 

power are exercised, and whether outcomes are realised. It is naturally easier to discuss formal rules, 

which helps to explain some stubborn failures.  

Formal rules 

Legislation and regulation 
Health policy is built on the National Health Act. It targets frontline service delivery (eg minimum 

standards, task shifting and sharing, the essential medicines list), the purchasing of health services 

(eg NHIA, SHIA and BHCPF), system organisation and coordination (eg Primary Health Care Under 

One Roof [PHCUOR], the Health Sector Strategic Blueprint, the National Strategic Health 

Development Plan, the National Human Resources for Health Policy and the National Drug Policy), 

and data management (eg information systems and data governance).  

Financial disbursement 
The annual budget process sets ceilings and appropriations. The norms of the Treasury Single 

Account govern cash. Procurement acts and financial regulations control spending. Audit and 

inspection mechanisms are clear. 

Coordination 
The SWAp’s ‘one plan, one budget, one report, one conversation’ is an umbrella for national 

coordination. State annual operational plans (AOPs) increasingly list interventions and funding 

sources. They aim to adhere to the ‘country-led’ rule with government resources allocated first, after 

which external partners fill recognised gaps. Efforts are underway to automate AOPs templates.51 

SWAp is decentralising its operations by establishing a physical presence in each state and providing 

support to help them adopt SWAp’s core principles.52  

Informal rules 
In practice the system is characterised by informality and discretion.  

Rule 1. Discretion over timing 
Budgets are theoretical until political authorisation releases actual funds.53 In Nigeria, even when 

budget appropriations should be automatic, fund releases are negotiated, discretionary and 

unpredictable. End‑of-year rushes, virements and arrears are common. Delays cause short-term 

funding gaps and necessitate workarounds. They also precipitate ‘bridge funding’ from some donors. 

This may be well-intentioned, but bridge funding explicitly breaches ‘country-led’ commitments, 

funds items already covered by government budgets, displaces domestic effort and offers a rolling 

safety net that undermines pressure for fiscal discipline and better plumbing.  

Rule 2. Political influence versus political corruption 
It is rare for Nigerian politicians to be directly implicated in health corruption. High-profile cases 

typically implicate bureaucrats (health insurance executives, programme staff, HMOs and NGOs). 

However, indirect ‘vapour trails’ of political corruption are visible. NHIA/HMO scandals suggest 

patronage-based licensing and protection of non-performing HMOs. For example, a former NHIA 

director general reportedly received political protection despite adverse audit findings.54 And COVID-

19 fund probes suggest bad practice involving ministers and senior officials, but follow-up is 

incomplete.55 Structural political corruption in the health sector may manifest less through overt 

embezzlement and more through the capture and control of financing pools by patronage and elite 
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networks. This differs from sectors such as electricity and energy where direct financial diversion has 

been more visible in investigations and in public debate. 

Rule 3. Parallel accountability 
External donors are wary of Nigeria’s weak PFM and reputation for corruption, and so maintain 

parallel systems for procurement, reporting, and monitoring and evaluation. This raises transaction 

costs, fragments the focus of other players and draws attention away from system plumbing.56 The 

negative effects of fragmentation on health systems are well-known, yet it persists. Short-term risk 

management continues to trump long-term system-wide transformation.   

Rule 4. Old content, new packaging 
New governments tend to release new ‘flagship’ health strategies. These overlap in substance with 

their predecessors (primary health care, reproductive health, financing reform etc), but rebranding 

disrupts continuity. Formal laws and governance reforms are more durable; they outlast 

administrations and shape subsequent plans. But they remain constrained by informal norms.  

Rule 5. Top-down realities 
Despite federalism, power generally flows top-down. The states and LGAs selected for new initiatives 

often appear to reflect profile, accessibility and key relationships more than objective need. 

Furthermore, slow and inaccurate paper-based data systems at facility level perpetuate distrust of 

the evidence used to assess need, set priorities and monitor performance. This sustains top-down 

power relations and discretion, as ‘the centre knows best.’ 

Rule 6. Coordination: a technical approach to a political problem 
SWAp is a rational technical effort, but it struggles in the political gap between rules and reality. This 

creates confusion over mandate and authority, with ambiguity over who arbitrates when different 

agencies propose overlapping financing routes, or when the Ministry of Finance’s cash constraints 

undermine SWAp’s commitments.57 Some officials, including in the Ministry of Health, reportedly 

opposed the creation of SWAp. They questioned its long-term viability as a presidential initiative not 

backed by an act of parliament.58  

‘Platform sprawl’ and duplication persist. Multiple working groups exist for some topics, as do 

duplicate requests for meetings, data and reports.59 Implementation monitoring also remains a 

challenge. Rarely is there any functional, single, trusted regimen for tracking execution, delivery and 

donor disbursements at facility level (although expert information indicates that a PHC financial 

management system is in development).60 Without common verification, policy discussion often 

reflects assertion, not evidence.  

States vary significantly in the quality and discipline of their AOPs, SHISs and PFM. Only some states 

make their AOPs publicly available and engage in rigorous, evidence-based planning.61 A few states 

allocate budgets for state health insurance initiatives, actively enrol citizens and generally prioritise 

health in their budget allocations.  

However, these efforts are yet to yield significant results. Ideally SWAp would differentiate health 

support packages and steer donors toward places where needs are greatest. But SWAp meetings 

may descend into troubleshooting when federal releases are late, with external partners either 

delaying funds or offering bridge funding. Both weaken the SWAp compact’s credibility and 

undermine budget discipline.62 It remains to be seen whether SWAp can help shift attention away 

from prestige projects and toward investment in system plumbing and long-term reform. 
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IV. THE STATE OF PLAY  
Nigeria’s health system is stuck in a low-performing equilibrium. This is shaped by Nigeria’s wider 

national elite bargain, with a subsidiary elite bargain in health which includes key donor partners. 

Health has had limited electoral salience (Big-P politics), and the small-p politics embedded within 

the health system sustain low performance, low expectation and avoidance for those that can afford 

it. Health sector realities become briefly visible when emergencies bring famous people into contact 

with the low-performing reality, and when scandals and inefficiencies catch media attention.   

Discretion doom loop 
Discretion is not always bad. It is essential for honest workarounds that keep services running, but it 

makes space for dishonesty and leakage. These in turn justify overbearing central control and 

parallel accountability systems, while also creating perverse incentives and perpetuating low 

performance. Even where laws mandate financial flows, execution depends on release decisions and 

compliance checks by the centre. Discretion is a bargaining chip, a buffer against risk and a wildcard 

creating unpredictability and undermining system reform. Discretion drives a self-perpetuating 

doom loop or vicious cycle which is hard to pull out of. 

PFM fatigue, partner fragmentation and parallel systems multiply transaction costs for managers, 

who often spend more time on compliance than on system improvement.63 Strategic purchasing, 

e‑claims, fraud analytics, provider contracting and blended payments struggle to scale without 

predictable financing and trusted data.64 

Human resource distrust and underemployment 
Although Nigeria is often cited for a low number of health workers, it is also one of Africa's top 

producers of health personnel. Each year, around 20,000 health workers graduate in Nigeria, 

including about 15,000 nurses and 4,000 general medical practitioners.65 Despite this, the health 

worker density remains very low: about 1.99 health workers per 1,000 people and 4.1 doctors per 

10,000 – well below WHO’s recommended levels of 4.45 health workers and 17 doctors respectively.66  

Despite Nigeria’s capacity to produce health workers, recruiting and retaining health personnel is not 

a political priority. Over 13,000 Nigerian-trained health workers emigrated to the UK between 2021 

and 2022 alone.67 It is still too early to say whether the 2023 National Policy on Health Workforce 

Migration can help address recruitment and retention. Narratives around ‘brain drain’ are simplistic 

and evidence suggests something more complex at play, including ‘brain gain’ whereby the potential 

to migrate helps to increase the number of skilled workers in the system.68  

Little love for plumbing 
Visible, vertical, near-term targets continue to trump long-term system improvements. This suits 

Nigerian elites and donors, as they meet electoral incentives (visibility), donor incentives (credit for 

visible results), and administrative incentives (control over gateways and procurement).69  

In contrast, investments in plumbing offer little political return, and so are routinely delayed or 

underfunded.70 Slow and uneven system reform is often framed as a problem of low capacity and 

funding gaps, rather than a consequence of underlying incentives. But system improvements rarely 

align with visibility, political strategy or electoral cycles. That comes with a cost: neglecting the 

plumbing reproduces the doom loop.  

Donors in the doom loop 
Faced with unpredictability and appeals for urgent help, some international partners reportedly offer 

fixes such as bridging funds. They may know that such stopgaps undermine the budget discipline 

required to sustainably transform Nigeria’s health system. But, justified as exceptional emergencies, 

these also serve donors’ home-country political motivations (to visibly be doing good) and reportedly 

buttress their visibility and political access in Nigeria. As elsewhere in global aid, perpetual urgency 
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reproduces dysfunction, which generates crises and requires more emergency measures. 

Emergency aid feeds the doom loop. 

In this system, state governments adapt rather than transform. Faced with uncertain federal releases 

and donor discretion, most focus on securing projects and allowances rather than building 

disciplined purchasing and PFM. Nigeria’s high-profile states still receive a substantial portion of 

development assistance for health, which may inadvertently contribute to inequity. For example, the 

State of Health of the Nation Report documents that Lagos, Nigeria’s wealthiest state, has 42 donor 

and implementing partners – Taraba, one of the poorest, has nine.71  

Donor and political interests converge on vertical programmes because attribution is more 

straightforward, procurement is bounded, results are more countable and justification to their own 

domestic audiences is more straightforward. System-wide reforms receive attention mainly when 

vertical outcomes are threatened.72  

Donor funds are safeguarded from corruption by strong external audits and rapid recovery 

mechanisms. However, recurrent corruption cases indicate the limits of parallel oversight systems. 

Domestically managed pools, especially health insurance schemes, are consistently vulnerable to 

mismanagement of provider payments, procurement and allowances, with slow recovery and 

prosecution. Probes into COVID-19 losses found that emergency funds were particularly at risk. 

Accountability outcomes depend heavily on sustained legislative and prosecutorial follow-through. 

Durable change requires measurable improvements in PFM performance, transparent provider 

payment systems and stronger enforcement capacity – not just new schemes and donor safeguards. 

There is a general trust deficit. Donors hesitate to fund horizontal system improvements. States 

doubt that new federal plans will be financed. Facilities doubt that claims will be paid on time. And 

citizens doubt that reforms will lower their healthcare costs. All hedge their bets with the private 

market or use it because it is the only available option.73 

Finally, accountability to citizens is rare. Civil society engagement is often mediated by urban elites. 

Routine publication of comprehensive health accounts and budget performance is rare, and 

verification systems remain fragmented.74 Citizens vote with their feet (or wallets), buying health 

services they value despite their generally poor quality. Health has critical salience in real life, but 

extremely low salience in political life. 

Consequences 
The problems described in Section I are the direct consequence of this state of play. Without reliable 

system plumbing, households pay at point of service – whether by going private or paying for 

government services that are in theory free. This drives catastrophic expenditure and delayed care.75 

OoP spending may also act as a pressure valve, reducing the imperative for the state and donors to 

pull the health system out of its doom loop. Problems are more pronounced in poorer and 

conflict‑affected areas, yet donors tend to cluster in more capable and geographically accessible 

states.76 This may be understandable, but it is not justifiable and needs to be called out.  

Shifting Nigeria’s elite bargain in health will be impossible without openly discussing politics, informal 

realities and incentives. The professional and personal interests of politicians, national finance and 

health officials, their state and local counterparts, and international donors need to be shifted so 

that these actors have compelling reasons to invest in system plumbing alongside infrastructure and 

vertical programmes. This is not to upend their interests or dominance. Rather, Nigeria needs to 

construct an elite bargain in health that brings win-wins for citizens and elites alike.  

V. OUR PROPOSITIONS  
Nigeria already has many capable individuals and organisations committed to tackling the practical 

problems set out in this note. But despite decades of effort, Nigeria stubbornly lags behind regional 

averages in health’s most emblematic outcomes – maternal mortality, infant mortality and life 
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expectancy – as well as service coverage and quality metrics. Meanwhile, Nigerians pay through the 

nose to buy poor quality healthcare.  

Nigeria is capable of positive change. It has shown this in other sectors already, such as banking, 

telecommunications and aviation. It has also shown the capacity to coordinate and deliver complex 

health-system reforms and primary healthcare interventions under the Partnership for 

Transforming Health Systems (PATHS) in the early millennial era.77 We offer six propositions to help 

catalyse positive, sustainable and country-led change in health.  

Proposition 1. Get health politics on the policy table – and keep it there 
Nigeria’s challenge is not deciding what to do, but persuading dominant players to want to do it. 

Something has been missing in the debate. We contend that this is a polite but frank discussion of 

political constraints, both in the Big-P politics of electoral competition and in the small-p politics of 

how power and interests shape health systems, investments and outcomes.  

The politics of all actors, international and domestic, should be put on the table. They should also be 

open to public comment, so citizens may actively participate in shaping the healthcare they receive. 

Better services and outcomes are the key measures of success. Open PEA aims to put politics on the 

table, and we intend to update this product on a regular basis to reflect on progress and inform 

ongoing debate. We also plan to deliver products on other critical parts of Nigeria’s health ecosystem, 

such as the politics of formal and informal health markets and pharmaceutical manufacturing. 

Proposition 2. Make ‘good health’, rather than just avoiding catastrophe, 
politically salient and put forward a credible political case for reform  
For system reform, health needs a viable political and electoral strategy that creates win-wins for 

both elites and citizens. Any such strategy needs to increase the political salience of health outcomes 

and improve health system plumbing, and distinguish these from ribbon-cutting and infrastructure. 

Rationalising and ensuring minimal standards in Nigeria’s private health market could also be part 

of the longer-term political strategy. All of this rests on finding a feasible way to encourage Nigerians 

and politicians to vote for and support long-term health outcomes, rather than only focusing on the 

symbols of avoiding catastrophe – such as new hospitals. 

Rebalancing health politics from visibility to plumbing quality needs thought and experimentation. 

At the national level, we suggest creating and testing flagship reform projects with clear milestones 

and public dashboards. At the state level, enterprising governors could pilot and champion 

whole‑household coverage through SHIS (not just single‑service subsidies) and showcase the results 

at the National Council on Health and public platforms. Throughout this, all levels of government 

should experiment with different ways of making health legible and salient to citizens – and external 

funders could partner in this. 

Proposition 3. Funders should recognise themselves as players in, not 
observers of, health politics   
We contend that external funders view themselves as well-intentioned observers of health politics 

in Nigeria, rather than political players in their own right. They fail (or refuse) to acknowledge their 

own power, interests and agency in Nigeria’s elite bargain and dysfunction in health.  

They ‘talk the talk’ in terms of backing country leadership and convergence, but their own political 

incentives often prevent them from consistently walking the walk. External funders reinforce political 

constraints and doom loops. Even the best-intentioned externally driven reform initiatives tend to 

focus on formal inflows at the top rather than system plumbing. This addresses one important area 

of inefficiency. But not the most binding system constraints.  

It is time that donors’ self-perceptions account for their own politics and interests. This requires a 

willingness to talk about them. Our understanding is that health politics is rarely a formal item on 
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donors’ policy agenda – either in dialogue or documentation. We hope that this Open PEA product 

can help make this a more routine agenda item by providing a public starting point for discussion.  

Proposition 4. Focus on the out-of-pocket spending crisis and making 
private markets work better 
Households, not donors, bear the main costs of Nigeria’s health finance gap and system failure. OoP 

spending pushes families into poverty and undermines trust in the system. We recommend that 

governments and international partners shift focus from aid crisis narratives to improving the 

chaotic private market in which most OoP funds are spent. We also recommend paying attention to 

quality, efficiency and affordability in government facilities, and actually realising the benefits of tax-

funded non-contributory health insurance schemes that cover priority health needs.  

International partners could help catalyse the shift by explicitly changing the type of the expertise 

that they deploy (such as more market expertise), their strategic priorities and their investments in 

health. We recommend committing at least 30% of time, effort and funding to addressing Nigeria’s 

OoP crisis, and to improving quality and efficiency in the private market. This is not a dismissal of the 

public system, but an honest reminder that the government must lead on disciplined financing of 

the public health system, with donors filling only the gaps.   

Making the reality of health finance more visible to the public is also important, and this could cover 

the entire health ecosystem (private and state together). This could mean redesigning the State of the 

Health of the Nation Report as a two-tier product: a technical annex for specialists, and community-

level summaries that answer the questions people actually ask, like ‘what changed?’, ‘where did the 

money go?’ and ‘what’s next?’ Answers could be actively disseminated via radio, SMS, social media 

and town-hall meetings. Protecting space for non-elite civil society organisations to track budget 

execution and purchasing, as well as galvanise social action, could also help, as could sponsoring 

watchdog and financial journalism.78  

Proposition 5. Create and use one set of basic, trusted data. By all for all.   
A compact that rewards predictable domestic effort and makes system plumbing visible could help 

realign system incentives. Nigeria’s SWAp could deliver this – if it focuses on the basics and 

streamlines decision making, rationalises platforms and prioritises basic PFM performance and 

budget execution. International partners can help by tying their funds to the same basics, sharing 

credit for shared outcomes and going where the needs are greatest. This ‘back to basics’ approach 

can help shift health from OoP survivalism toward pooled protection and reliable care for 

households across the federation.79  

Accountability requires credible data. Local facilities need basic digital tools, with data linked directly 

to the DHIS2 platform (including health insurance and BHCPF payment records). Quarterly micro-

audits accessible to the public would help ensure accuracy, building the trust and transparency 

needed to reduce OoP burdens and reorient health financing around citizens’ interests, not donors.  

Proposition 6. Use carrots and sticks to encourage investment in plumbing  
There are few incentives for external funders to invest in system plumbing. This may require new 

‘sticks’ (pressure, threat of discipline) as well as ‘carrots’ (incentives related to shared success). Even 

if vertical funds continue, there may be an opportunity for a ‘plumbing surcharge’ on all external 

funds to help finance no-regrets plumbing that addresses system problems. This could include 

rolling out e‑claims and electronic verification for NHIA/SHIS payments, starting with high‑volume 

benefits; funding facility‑level data capture (devices, power supply, connectivity, basic health records 

staff), so entries reflect real‑time service and financing data; financing integrated digitalisation of the 

health sector; investing in facility-based customer care services as a means of emphasising patient-

centred care; ensuring that priority health policies are widely known and implemented at the 

frontline; and advancing a National Provider Registry and a single master facility list across platforms. 
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VI. Key readings  
For those wanting to read more we suggest the following texts: 

1. Abubakar, I. et al (2022) ‘The Lancet Nigeria Commission: investing in health and the future of 

the nation’, The Lancet, 399(10330), 1155-1200 ⧉. 

2. Onwujekwe, O. et al (2025) ‘Country health systems and services profiles: Nigeria’, African 

Health Observatory, World Health Organisation ⧉.  

3. Drake, T. et al (2025) ‘A new compact for health financing: donor priority setting’, CGD Note, 

Center for Global Development ⧉. 

4. Onwujekwe, O. et al (2024) ‘Assessing root causes and solutions to address cross-

programmatic inefficiencies in a subnational health system: a case study of Anambra State, 

Nigeria’, Health Systems & Reform, 10(3), 2441533 ⧉. 

5. Croke, K. and Ogbuoji, O. (2024) ‘Health reform in Nigeria: the politics of primary health care 

and universal health coverage’, Health Policy and Planning, 39(1), 22-31 ⧉. 

6. Oladimeji, S. et al (2026) ‘Nigeria health intelligence report – accelerating change: insights into 

Nigeria's health sector transformation, 1st edition, November 2024’, Gates Open Res, 10(19) ⧉. 

7. Barasa, E. et al (2025) ‘Avoidable pitfalls on the path to health financing self-reliance in low-

income and middle-income countries’, BMJ Global Health, 10(11) ⧉. 

8. British High Commission Nigeria (2025) ‘Twenty years of UK health system strengthening 

programming in Nigeria - thematic evaluation’, Cadmus ⧉. 
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(Note 27 continued) Major corruption cases in Nigeria health sector 

Case and Period What Happened Finances at Risk / 

Lost  

Source  Actions Taken Refs 

Global Fund 

grants (2010–

2016) 

OIG audits/investigations 

revealed systemic control 

failures, fraud and collusion 

in HIV/TB/malaria grants 

$19.8m ineligible 

/unsupported; 

$3.8m confirmed 

fraud 

Global 

Fund 

grants 

Disbursements suspended; 

‘additional safeguards’ applied; 

recoveries/sanctions pursued 

[1], [2] 

Gavi immunisation 

audit (2011–2013, 

reported 2015) 

Gavi CPA uncovered misuse 

of immunisation cash 

support 

$2.2m misused Gavi 

support 

funds 

Gavi demanded 

reimbursement; Nigerian 

agencies petitioned for 

investigation 

[3], [4] 

NHIS/HMO 

mismanagement 

(2005–2016; 

probes peak 2017) 

35 HMOs accused of 

diverting NHIS capitation 

payments, starving providers 

of funds 

₦351bn [$1.15bn]  NHIS 

insurance 

pool 

House probes; ICPC recovery 

drive; ~92% of funds 

reportedly recovered 

[5]–[7] 

https://dhsprogram.com/pubs/pdf/PR157/PR157.pdf
https://www.sciencedirect.com/science/article/pii/S0266613825001159
https://pubmed.ncbi.nlm.nih.gov/34700126/
https://pubmed.ncbi.nlm.nih.gov/40212065/
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(97)90079-9/fulltext
https://pubmed.ncbi.nlm.nih.gov/37186783/
https://pubmed.ncbi.nlm.nih.gov/38379204/
https://fmohconnect.gov.ng/wp-content/uploads/2025/05/The-State-of-Health-of-the-Nation-Report-2024.pdf
https://fiscalhealthinsights.substack.com/p/where-the-money-fades-a-new-way-to
https://pubmed.ncbi.nlm.nih.gov/29996838/
https://www.bloomsburycollections.com/monograph?docid=b-9781978724020
https://pmc.ncbi.nlm.nih.gov/articles/PMC12149103/
https://pubmed.ncbi.nlm.nih.gov/36898742/
https://pubmed.ncbi.nlm.nih.gov/41855497/
https://assets.publishing.service.gov.uk/media/68d25ccb8c739d679fb1dc1f/Nigeria_Health_Systems_Strengthening_Thematic_Evaluation_-_Final_Report.pdf
https://www.panafrican-med-journal.com/content/article/53/30/full/
https://pubmed.ncbi.nlm.nih.gov/39778210/
https://brieflands.com/journals/jhrt/articles/102552
https://ngfrepository.org.ng:8443/jspui/bitstream/123456789/5536/1/Examining-Budget-Credibility-in-Nigerias-Health-Sector%20.pdf
https://pubmed.ncbi.nlm.nih.gov/39778210/
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NHIS Exec. Sec. 

Usman Yusuf 

(2017–2025) 

Panels & Auditor-General 

flagged procurement 

breaches and illegal 

allowances; later criminal 

charges 

₦919m [$2.6m] 

(2017); ₦6.8bn 

[$18.9m] (2017); 

₦90.4m [$70k] 

(2025) 

NHIS funds Suspension (2017), dismissal 

(2019), EFCC arraignment 

(2025, case ongoing) 

[8]–[12] 

COVID-19 

intervention funds 

(2020–2024) 

Parliament alleged 

mismanagement of 

pandemic allocations across 

MDAs (incl. health) 

₦100bn [$260m]  Federal 

budget & 

donor 

relief 

House hearings (2023–24); 

probes ongoing 

[13], 

[14] 

PSI – Global Fund 

malaria grant 

(2015–2018) 

OIG found fraudulent & non-

compliant expenses by the 

implementer Population 

Services International 

$551,608 

fraudulent + 

$175,818 non-

compliant 

($727,426 total) 

Global 

Fund grant 

PSI refunded full amount; case 

closed 

[15] 

NHIS illegal 

allowances (2017 

audit, published 

2020) 

OAuGF exposed systemic 

unapproved allowances paid 

by NHIS 

₦6.8bn [$18.9m]  NHIS funds Findings published; basis for 

ongoing NHIS 

oversight/prosecutions 

[10] 

BHCPF corruption 

and accountability 

issues (2018 – 

2022) 

Evidence of returned 

unspent World Bank funds 

not traced. 

 

Unauthorised investment of 

BHCPF in fixed deposit in a 

commercial bank by a state 

₦2bn 

 

 

 

₦499m 

BHCPF Findings published via an 

internal audit report (not 

available online) 

 

Minister wrote a ‘red letter’ 

flagging corruption in BHCPF 

and calling for vigilance 

[16] 
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