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Abstract 

Improving the well-being of people has become the ultimate objective of most 
national governments. Poverty alleviation is central to economic development 
and one of the sectors on which the effectiveness of poverty alleviation 
programmes hinges is health. The health situation in Nigeria has been 
alarming with more than 45 percent of the population living below the poverty 
line and 67 percent of the poor are extremely poor. This paper analyses the link 
between health, development and poverty alleviation in Nigeria. Secondary 
data from National Bureau of Statistics, Central Bank of Nigeria Publications 
and Federal Ministry of Health indicate that poor funding and lack of access to 
health facilities worsen health conditions of Nigerians. Therefore, we 
recommend the establishment of close to client clinics in the 746 local 
government headquarters in Nigeria. Government should take courageous 
steps to curb the brain drain of medical professionals.  

 
 

Poverty is rooted in lack of access to basic facilities like health services, 
electricity, pipe-borne water, and education. The linkage between poverty and health is 
well established in the literature (World Bank, 1993; Giovanni and Germano, 1997; 
UNDP, 1998). The status of health is a strong indication of human development and it 
can also serve as an indicator for poverty. People have been turned poor due to ill-health 
and/or poverty has resulted to ill-health of the ordinary Nigerian.  The poverty scenario 
in Nigeria is linked to the absence of adequate health facilities and can be reduced if not 
totally eradicated by health interventions [UNDP, 2004].                                                                                                                         

Despite this, CBN (2004) report shows that there were no improvements 
recorded for a number of health indicators; the population per-physician rose from 
19,172 to 19,745 while population per hospital bed increased by 1.6 percent from 
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44,410 in 2003 to 45,109 in 2004.  Also, the crude birth and death rate during the 
year 2004 remained at 11.14 and 10 per 1000 persons respectively, while 
maternal and infant mortality rates remained at 10 and 100 per 1000 live birth 
respectively.  These alarming health indicators are a direct result of inadequate 
health facilities, shortage of trained personnel as well as inadequate budgetary 
allocation to the health sector.  Poverty alleviation is central to the economic 
development focus of the government, and one of the sectors on which the 
effectiveness and success of poverty alleviation programme hinges is health 
(UNDP, 2004).  The first section of this paper analyses the link between health 
development and poverty alleviation in Nigeria.  Section 2 explains the poverty 
situation in Nigeria, section 3 deals with the interplay between health and poverty 
reduction, while poverty and health sector development in Nigeria is contained in 
section 4.  Finally section 5 concludes the paper.  

 
Poverty and Health Situation in Nigeria  
            Nigeria is Sub-Saharan Africa’s most populous country, with about 140 million 
people (NPC, 2006).  The country has major political and economic influence on the 
continent of Africa and other parts of the world.  Although rich in resource endowment, 
Nigeria has experienced rapid population growth and uneven economic development, 
resulting in an increasing poverty rate that has attracted the concern of many 
development economists.  A review of Nigeria’s development indicators reveals that the 
human resources balance sheet shows a dismal sight.  Though the statistics of Nigeria’s 
2006 Census is not yet approved, the 1999 data ranks Nigeria as 57th in its gross national 
product (GNP), 187th on a per capita GNP basis and 194th on the purchasing power 
parity (PPP$) basis.  Its human development rankings are equally very low.  Nigeria’s 
HDI ranking in 2000 was 151st and her gender related development index (GDI) ranks it 
124th.  The country ranks 6th and 7th as a petroleum exporter and producer respectively 
and is regarded as the 10th most populous country in the world.  (See Table 1) 
 
Table 1:  Nigeria Development Indicators with the rest of the World. 
 Indicators World  Nigeria World Rank in 

1999 
Population (in millions, 1999) 
Gross National Product ($ billion) 
Per – Capita GNP ($ billion) 
GNP measured in purchasing  
Power Parity (PPP) ($ billion) 
GNP measured in Purchasing  
Power Parity per capita (PPP$) 
Human development index (2000) 
Gender – related development index (1998) 

5975 
29232 
4890 
  
38,804 
  
6490 
0.712 
0.706 

123.0 
37.9 
319.0 
  
92.2 
  
744 
0.439 
0.425 

10 
57 
187 

  
51 
  

194 
151 
124 

Source:  UNDP’s Nigeria Human Development Report Millennium Edition 2000/2001 
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            Although poverty is a worldwide phenomenon, it has been observed that Nigeria 
is one of the poorest countries in the world. The situation has been quite alarming as 
more than 45% of the population live below the poverty line and  67% of the poor are 
extremely poor (FOS Report, 1997).  The report also indicates that during 1980 – 1985, 
the percentage of rural dwellers and urban inhabitants in the core poverty bracket rose 
from 6.5 and 3.0 percent to 14.8 and 7.5 percent respectively.  Within the same period, 
the percentage of moderately poor in the rural areas rose from 21.8 to 36.6 percent and 
14.2 to 30.3 percent for the urban areas. The number of non-poor in both rural and urban 
areas dropped from 71.7 and 82.8 percent to 48.6 percent and 62.2 percent respectively.  
Obviously, the number of the core-poor in the rural areas kept increasing since 1980 
except in 2004 where it stood at 27.1 in rural areas, although the poverty population kept 
rising (see table 2).  
 
Table 2:  Poverty Headcount (in %) by Sector (urban/rural). 

Year  Urban  Rural  
  Non – poor 

      (%)  
Moderately poor 
           (%)  

 Core – poor 
      (%)  

Non p poor 
      (%)  

Moderately 
poor 
          (%)  

Core poor 
     (%)  

1980 
1985 
1992 
1996 
2004 

 

82.8 
62.2 
62.2  
41.8 
56.8 

14.2 
30.3 
26.8 
33.0 
27.5 

3.0 
7.5 
10.7 
25.2 
15.7 

71.7 
48.6 
54.0 
30.7 
36.7 

21.8 
36.6 
30.2 
38.2 
36.2 

6.5 
14.8 
15.8 
31.6 
27.1 

Source:  Federal Office of Statistics, National Census Survey (1997) 
 
            The implication is that rural poverty increased by 22 percent between 1980 and 
1985.  It decreased slightly in the period 1985 – 1992, but rose sharply in the period 
1992 – 1996 to about 100 percent, indicating an overall decline in the standard of living 
while it was slightly improved in 2004 with about 4 percent decrease. Drawing from the 
available data, Nigerians were becoming increasingly impoverished since the 1980s.  
Oladumi (1999) adduced this to lack of choice and opportunities to live a long living.  
This added to the fact that poverty in Nigeria is associated with absence of facilities; 
lack of access to health facilities and lack of sufficient nutrition. CBN/World Bank study 
of poverty assessment and alleviation in Nigeria (1999) showed deteriorating living and 
environmental conditions for the poor rural household.  The urban situation was not 
better, with the rural – urban drift syndrome of school leavers and university graduates 
looking for wage employment and other green pastures which are not available.  
Consequently overheating the urban centre manifested in prohibitive costs of living, 
inadequate accommodation facilities with concomitant overcrowding making urban 
dwellers susceptible to hazards and communicable diseases.  

Absence of adequate health facilities is manifested in the loss of man hours. 
Alabi, Osasogie and Alabi (2007) indicated that Nigerians stopped economic activities 
(work) for average of six days as result of illness within two weeks. The stoppage of 
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economic activities as a result of illness is higher in urban area (6.42 days) than rural 
area (5.18 days). The days the people got injured within two weeks on the average for 
Nigeria is 4.86, while the percentage of people who attended public health institutions in 
Nigeria is 59%. This is below 65% accessibility to health services estimated by UNICEF 
in 1996. But the National Bureau of Statistics (2006) indicated that access to health care 
at the national level is 54.1 per cent of the population. It is obvious that many of the 
health facilities in Nigeria are concentrated in urban areas. Where the urban access to 
health facilities is 69.7%, the rural areas had just 46.8%. Available data also show that 
there are inequalities in the distribution of health care resources in Nigeria, which may 
affect the pattern of its demand (Ojo, 1990). 
 
Interplay Between Health and Poverty Reduction 
           Obvious inability to have medical attention during ill-health aggravates poverty 
among the poor. Poverty is the principal cause of illness in poor countries and is very 
likely it will inhibit economic growth.  Poverty has such an eroding effect that those 
below the poverty line remain trapped in a vicious circle of poverty.  In such a situation, 
access to basic necessities of life eludes them, given that the language of poverty is 
‘lack’, it takes the intervention of the government in most cases for them to be rescued 
from its grip.   
           Commission of Macroeconomics and Health established by World Health 
Organisation (WHO), found that the economic impact of ill health on individuals and 
societies is pretty high and estimated that annual spending on health care in the 
underdeveloped countries needed to be raised from its current level of $53.5 billion to 
$93 billion by 2007 while it is expected to reach $119 billion per year in 2015 (See 
Table 3). 
 
Table 3:  Funding for Basic Health Care per year ($ billion) 

Expect fund 2001 2007 2015 
Low income countries  
Sources of finance LDC’s  
Other Low Income Countries  
Donor funding  

$53.5 
$7 
$43 
$7 

$93 
$11 
$62 
$27 

$119 
$16 
$74 
$38 

 

Source:  United Nations Department of Public Information 2002, Africa Recovery, Vol. 
16, No 1, April,  
 
            An effective state is characterized by an ability to mobilize revenue and spend it 
on infrastructure, services and public goods that both enhance the human capital and 
well – being of communities especially the poor.  Therefore, fiscal issues take great 
prominence in the states role in the development process and failure in this policy area – 
whether it is in taxation, public expenditures or in managing the fiscal deficit and public 
debt can quickly undermine growth and poverty reduction.  Since inadequate 
commitment by government will jeopardise development efforts and further aggravate 
instability in poor countries, which rebounds on the rich countries as well, UN 
Millennium Assembly 2000 asserts that the fact that health care development can be 
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very significant in poverty alleviation in any country, and consequently, targeted the 
following health related goals as means of poverty reduction: 
(i)       Reducing under five mortality rates by 66% by 2015 
(ii)      Reducing maternal mortality rates by 75 percent 2015 
(iii)     Halting the increase of HIV/AIDS, malarial, tuberculosis infection by 2015 and 

beginning to reduce the incidence rates.  
Illness is an unfortunate consequence of poverty that could diminish the 

economic welfare of the persons so affected.  Africa Recovery (2002) observed that 
striking evidence abound that improved health is not only a reward in terms of personal 
income over a lifetime, but also helps to support economic growth.  According to Alfred 
Marshal, health and strength – physical mental and moral are the basis of industrial 
wealth, while conversely, the main importance of material wealth lies in the fact that 
when wisely used, it increases the health, strength, physically, mentally and morally of 
the human race (World Bank, 1993). 

The well being of people depends on the available health facilities from which 
they can obtain health care services.  Good health is a crucial part of well-being.  It is 
not only desirable as an end in itself, it also brings substantial economic benefits.  
Improved health contributes to economic growth in several ways;  it releases resources 
which can be used for other development activities, better health and nutrition raise 
workers productivities, decreases the number of days they will be absent from work due 
to ill-health and consequently, prolong their working lives.  Productive life at the highest 
level possible is achievable, since health programmes by government, health 
organizations, donor agencies, will build citizens whose level of health will permit them 
to live socially and economically active life.  Therefore, the obvious relationship is that 
healthy mind is a productive mind; health care delivery rate has effect or relationship 
with economic development. 

 The commitment of government can be viewed from it expenditure on basic 
needs of the society.  Government expenditure has important impact on the poor, 
because meaningful improvement in the life of the poor depends on policy choice; 
including access to health care services. Public spending on health raises the quality of 
life through its effect on human capital formation consequently, promoting poverty 
reduction. Komolafe (1996) asserted that government’s involvement in the economy 
depends to a very large extent on the prevailing economic ideology and the severity of 
the crisis facing such an economy. Nigeria’s situation in the early 1980s was aggravated 
by the collapse of oil prices in 1981/82; dwindling revenue and domestic absorption 
exceeded GDP. Amidst these problems, the government introduced austerity measures 
in 1982 to combat the worsening economic situation until 1986, when government had 
to introduce Structural Adjustment Programme (SAP). From 1980 to 2004, budgetary 
allocation as percent of total government expenditure to health sector hovered around 2 
to 5 percent. In 1996, it was 1.4 percent, rose to 2.46 percent in 1998 while it dropped to 
1.69 percent in 1999. The highest was in the democratic era of 5.68 percent with a total 
of 63.27 billion expended on health sector in 2002 as in Table 7. In the following years, 
2003 and 2004, total expenditure on health sector dropped to 39.68 billion and 52.46 
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billion respectively. Sufficient portion of this amount was on recurrent expenditure 
implying that administration took the bulk of the expenditure.  
 
Table 4: Nigeria Recurrent, Capital and Total Health Expenditure 1980 – 2004  
 (in N billion) 
Year  Total 

Federal 
Exp. 

Health 
Recurrent 

Exp. 

Recurrent 
on % of 

Total Exp. 

Health 
Capital 

Exp.  

% Capital 
of Total 

Exp. 

Total 
Health 
Exp.  

% of 
Total 
Fed. 
Exp.  

Growth 
Rate of 
Health 
Exp. 

1980 14.97 .16 1.1 .15 1.0 .31 2.1 66 
1981 11.41 .12 1.1 .13 1.1 .25 2.2 19.4 
1982 11.92 .16 1.3 .13 1.1 .29 2.4 16 
1983 9.64 .14 1.45 .14 1.45 .28 2.9 3.4 
1984 9.93 .14 .4 .05 .5 .19 .9 32.1 
1985 13.04 .17 1.3 .06 46 .23 1.76 21 
1986 16.22 .28 1.4 .08 .49 .36 2.89 56.5 
1987 42.02 .17 .77 .069 .3 .41 1.07 33.6 
1988 27.75 .26 .94 .185 .67 .445 1.57 87.5 
1989 41.03 .33 .80 .13 .32 .46 1.12 2.2 
1990 66.27 .40 .63 .26 .39 .657 1.0 43.5 
1991 66.58 .62 .73 .137 .21 .757 1.14 15.2 
1992 92.79 .84 .91 .19 .20 1.03 1.11 34.3 
1993 191.23 2.33 1.2 .35 .18 2.68 1.38 160 
1994 160.89 2.07 1.3 .96 .59 3.03 1.89 13.1 
1995 248.76 3.34 1.34 1.73 .69 5.17 2.03 70.6 
1996 237.23 3.19 0.95 1.66 .49 4.85 1.44 6.2 
1997 428.22 3.18 0.74 2.63 .61 5.81 1.35 19.8 
1998 487.11 4.86 1.00 7.12 1.46 11.98 2.46 106.2 
1999 947.69 8.79 .92 7.39 .77 16.18 1.69 35.1 
2000 701.1 11.61 1.7 6.57 .94 18.18 2.64 12.4 
2001 1018.00 24.52 2.4 20.13 1.97 44.65 4.47 145.6 
2002 1018.00 50.56 4.46 12.61 1.24 63.27 5.68 40.9 
2003 1226.00 33.25 2.7 6.42 0.52 39.68 3.22 37.3 
2004 1377.3 34.19 2.48 18.21 1.3 52.40 3.78 32.1 

Sources:  Computed from CBN, Statistical Bulletin, Vol. 15, 2004.  
          

Consequently, the average hospital fee in Nigeria is N3,017 (Aigbokhan, 2006), 
which invariably implies that it is not provided for the poor Nigerian; that is evident 
since only about 8 per cent of Nigerians made any formal consultation to health provider 
in a two week period (NBS, 2005). Therefore, the poor and non-poor Nigerians 
patronized the traditional healer more than the formal health provider. 
 
4.       Health Sector Development and Poverty in Nigeria  
            Honourable Minister for Health in describing the poor state of health in Nigeria 
claimed that the linkage between poverty and ill-health can be seen in two folds, “poor 
health retains the poor in poverty and poverty keeps them in poor health”.  He 
appreciated the fact that health sector development is a panacea to poverty reduction.  
What seems necessary in his assertion is that government must brace up to undertake a 
comprehensive government - led health programme that will be a direct attack on 
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poverty in the country (Thisday, 2004). Although, health service delivery is a concurrent 
item in the Nigerian Constitution, Federal Ministry of Health prepares the schedule of 
responsibilities assigned to the different levels of government to ensure that effective 
health services is provided throughout the country.  Health establishments in Nigeria 
were 13,958 centres in 1996, out of which 71 percent were dispensaries, 18 percent were 
maternity centres, 16 percent for general medical centres while 2 percent were specialist 
and teaching hospitals.  The budgetary allocation was in favour of general and specialist 
hospitals, while primary health programme was left to the mercy of donor agencies in 
1996 (CBN, 2000 ). 

Indicators of access to health facilities are ownership of health care facilities, 
proximity to health facilities, number of doctors per patient, number of nurses per 
patient, maternal mortality, infant mortality, and life expectancy.  But some of these 
variables could be affected by level of income, literacy level, culture, environment 
factors etc. In table 8, numbers of hospital available increased from 23596 to 23622 
during the period 2000 to 2004, while number of available hospital beds rose from 
71,930 to 73680 in 2000 and 2004 respectively. The number of patients treated in the 
hospitals decreased from 4,986,878 to 728,522 between 2000 and 2004. This is 
indicative of the poor funding and lack of access to health facilities in Nigeria. The 
ultimate gains of health care are relatively greater for the poor who are usually the most 
handicapped by ill-health.  The adverse effects of poor health are greatest for the poor 
because they are ill more frequently.  Also, their income often depends exclusively on 
physical labour, and they have no savings to cushion the effect of ill-health.  Poverty 
usually results in poor diet causing malnutrition and malnutrition can possibly cause 
chronic diseases.  This was the view of (Okojie, Anyanwu, Ogwumike and Alayande; 
2000, Alabi and Chime, 2007) who asserted that incidence of poverty in Nigeria is found 
to be highest among women and children with poor health as a result of inadequate food 
intake. 
 

         Table 5:  Public Health Facilities in Nigeria 2000 – 2004 
Indicators 2000 2001 2002 2003 2004 
Numbers of hospital  23596 23601 23607 23618 23622 
Number of health centre 
and dispensaries  

20273 20570 20580 20610 73680 

Number of hospital bed  71930 71930 72600 73230 73680 
Number of physicians  33106 35215 38355 40159 41935 
Numbers of nurses and 
individual 

125240 109790 128559 136751 728,522 

Patients treated in medical 
institutions  

4,986,878 6,351,180 6,713,181 698712 728,522 

Total births in medical 
institutions 

345,349 411053 422283 51283 580151 

Total deaths in medical 
institutions  

35822 35822 37215 41283 43674 

Source:  The Nigerian Statistical Facts Sheets on Economic and Social Development, 
National Bureau of Statistics June, 2005, p. 37. 
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A view of appendix 2 shows that population per hospital bed dropped only in 
1990, after which it steadily rose to 1738 in 1998, from where it decreased to 1564 in 
1999, rose again to 1611 in 2000 and sharply increased to 2124 in 2001 and gradually 
dropped to 1734 in 2004. However, population per physician dropped to 3141.3 persons 
while population per nursing staff stood at about 923 persons. The trend indicates that 
there were improvements in the establishment of hospitals. Children immunization also 
showed improvements in the 1990s to 2004. But life expectancy remained at 54 years 
according to Central Bank of Nigeria Research Department estimates. While death per 
1000 persons remains at 14, infant mortality on the other hand recorded 91 per 1000 
birth in 1990, which has experienced a marginal improvement to 75 in 2000 before 
dropping to 80 in 2001 after which it steadily improved slightly to 77 in 2004. Where 
Indonesia, infant mortality dropped from 70 in 1980 to 36 in 1996, also in Ghana it was 
100 and 71 in 1980 and 1996 respectively. UNICEF identifies Nigeria to be a country 
with high rate of child malnutrition (Oyinlola and Adams, 2002).  
   
Table 6: Health Indicators in Nigeria. 

Indicators  1980 1990 1995 1999 2000 2002 2004 2005 

Population per 
physician   

 8556 4300 3707 4479 4529 3190.3 3100 3059 

Population per nursing 
staff 

 1273 666 605 906 920 951.8 818 714 

Population per hospital 
bed 

 951 804 1477 1564 1611 1685.5 1764.4 1806 

Life expectancy at birth 
(years) 

 48.5 52 52 54 54 54 54 54 

Crude birth rate (per 
1000 persons). 

 49.8 48  49   49  49 39.1 42.0 45 

Crude death rate (per 
1000 persons) 

 17.7 16  14   14  14 14 11.1 12 

Maternal mortality (per 
1000 live births 

 15 15  15   10  10 10 10 10 

Infant mortality (per 
1000 live births) 

 99 91 195 75.1 75.1 78.8 76 76 

Total fertility rate   6.9  6.3 6.3   5.2  5.2 5.4 5.0 5.0 
Population access to 
sanitation facilities 

  39 Na 62 63 65  Na   

Population access to safe 
water 

 34 49 Na 53 Na 57 60  

Sources: (i) CBN Annual reports and statement of account (various issues). 
  (ii)   CBN Statistical Bulletin   (various issues). 
  (iii)  National Bureau of Statistic 2005. Poverty profile for Nigeria , Federal Republic   

of Nigeria, Abuja . 
Inflation has remained within two digits, in 2001 when it was 18.9 percent, 

dropped to 11.3 percent and further increased to 17.6 in 2004. Real GDP growth rate has 
remained low except in 2003 to 2004, which had 10.2 and 11 percent respectively.  
Access to safe water has remained significantly unchanged since 1999, which was 53% 
but rose to 57% in 2002, despite the democratic dividend as acclaimed by politicians. In 
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2004, it slightly moved to 60 percent while the developed countries reached 82 percent 
in 2002. The population access to sanitation facilities experienced a similar change from 
1998 –2002 (Aregbeyan, 2003 and NBS, 2005).     
 
          The implication of these on health care services particularly among the poor is 
severe. Since the poor suffers more from disability, illness and mortality rates are 
usually higher in poor areas than in non-poor areas.  The precarious situation is further 
stressed by Millen (2006) who claimed that Africa bears 25% of the global burden of 
disease; the 54 countries of Africa have just 3% of the world health workers.  While a 
country like the United States boasts of 937 nurses per 100,000 people, Nigeria has 22 
nurses for 100,000 people.  Despite these, Nigerian health workers still migrate to 
Europe and America for better reward for their services.  The bane of poverty in Nigeria 
is poor health care delivery.  In the year 2002, Nigeria’s health-care delivery system 
became so deplorable that it ranked 187th position among 191 countries (Thisday, 2004). 

 
In addition to surveillance effort of NAFDAC aimed at ridding the country of 

fake, expired and sub-standard drugs, the National Health Insurance Scheme (NHIS) 
was introduced in March 2002 as Government’s efforts aimed at improving health 
delivery. Specifically, NHIS is intended to cover various health care services including 
out-patient care, provision of prescribed drugs and maternity care for four live births for 
every insured person. As a reform programme in the health sector it is yet to take-off. 
Although, its focus is targeted on the working classes, there is yet no clear-cut strategy 
to include the rural poor in this health scheme. These are the reasons why the drop in 
poverty in the country remains insignificant from 69.3 percent in 1996 to 63.3 percent in 
2004. 
 
Conclusion  

The persistent poverty of the rural and urban dwellers and absence of improved 
health care to the rural poor will worsen socio-economic conditions of Nigerians.  The 
World Bank recommendation of minimum of 5% of the GNP to the maintenance of the 
health sector if implemented with the collaboration of stakeholders will help in the 
realization of poverty reduction in Nigeria. The stakeholders must adopt short and long 
term measures to arrest the health poverty situation in Nigeria.  The short term measure 
includes establishment of close to client clinic and health posts.  This could be managed 
by rural residents if given the training with support from simple secondary hospitals.  As 
a medium term policy target, secondary hospitals should be established in every local 
government headquarter and tertiary hospitals in every senatorial zone.  This is already 
being pursued by the Federal Executive Council with approved construction of modern 
health centre in each of the 746 local government areas. On the long term measures, 
mechanism to eliminate obvious brain drain of medical professionals must be given 
serious and immediate attention.  Health is a perfect example of an inter-sectoral 
development issue. Sectors like housing, environmental protection come into play, 
because poverty is a multi-dimensional problem that needs multi-sectoral approach to 
handle. 
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The highest population of the poor is located in the rural area of the country; 
government health programme can be poverty alleviating if directed at the poor in the 
rural remote areas of the country where there are no doctors or where doctors and health 
officers will not want to stay, given the lack of infrastructural facilities. Whatsoever 
policy is put in place to check the poverty situation in Nigeria must address the health 
circumstance of the poor. Greater proportion of the cost of health must be borne by the 
government, if it must be pro-poor.  The current National Health Scheme (NHS) is 
christened on the ability to pay.  If we must redress the poor health problems in the 
country, government machinery must target the poor where the need is greatest. If even 
government increases it commitment to health sector, emphasis must be on addressing 
the rural health problem in the country.  
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