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Governance and Public Health  
Care in Nigeria
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Abstract 
The article examines how the management of Nigeria’s public health care system reinforces poverty in the Niger 
Delta region. In recent times medical doctors have frequently embarked on strike as a strategy for compelling 
the government to improve the health care system. During periods of strikes patients are left without medical 
attention. Since a majority of the people are poor, they find it difficult to afford medical care in private hospitals. 
The inability to get proper health care adversely affects the poor. This sometimes results in children becoming 
victims of child labour and involvement in anti-social activities. The inefficiency in Nigeria’s health care system 
can be attributed to inadequate attention given to health care services delivery by the government. This has 
adverse consequences on the people especially the poor. This makes it necessary that we investigate the extent 
to which this present situation serves as a reinforcing mechanism which causes poverty to persist. The Niger 
Delta is chosen as the study area because of the existing level of poverty and underdevelopment. The study 
relied on both primary and secondary data. The interview method was used to collect primary data. Secondary 
data were collected from hospital records in selected public hospitals in the Niger Delta. The study shows that 
inefficiency in public hospitals serves as a reinforcing mechanism which causes poverty to persist. In order to 
reverse this situation the study recommends among other things that the government should declare a state of 
emergency in the public health sector and allocate adequate resources for improving the quality of equipments 
and manpower in public hospitals. 
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Introduction

Meaningful development cannot take place in any country without a healthy population. Nigeria, a 
country endowed with rich human and natural resources is one of the developing countries of the world 
having a rising profile of poverty. This assertion can be buttressed with the comments in the publica-
tion of the Federal Office of Statistics (1996) which reveals that poverty has been massive, pervasive, 
and engulfs a large proportion of the Nigerian society. It further states that about 15 per cent of the 
population was poor in 1960; the figure rose to 28 per cent in 1980 and, by 1996, the incidence of 
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poverty in Nigeria was 66 per cent or 76.6 million people. In the same vein, the United Nations Human 
Poverty Index in 1999 placed Nigeria among the 25 poorest nations in the world. Additionally, the 
United Nations Development Programme (UNDP 2010) reported that the population in poverty in 
2004 was 68.7 million. It further stated that between 1980 and 1996, the percentage of the core poor 
rose from 6.2–29.3 per cent, and declined to 22.0 per cent in 2004. According to Omotola (2008), 
about 70 per cent of the population now lives in abject poverty. Earth Trends (2003) also observed that 
70.2 per cent of the Nigerian population lives on less than dollar1 a day, while 90.8 per cent lives on 
less than dollar2 a day. The total income earned by the richest 20 per cent of the population is 55.7 per 
cent, while the total income earned by the poorest 20 per cent is 4.4 per cent. This explains the alarm-
ing increase in poverty and the sharp inequality between the rich and the poor in spite of the presence 
of abundant natural resources. 

These reports indicate that rising poverty is a major challenge in Nigeria. The situation in the Niger 
Delta is not different from the general situation in the country. For example the United Nations 
Development Programme in its 2006 Human Development Report states:

The Niger Delta produces the oil wealth that accounts for the bulk of Nigeria’s earnings. Paradoxically, however, 
these vast revenues from an international industry have barely touched the Niger Delta’s own pervasive poverty 
… For most people, progress and hope, much less prosperity, remain out of reach… if unaddressed, these do not 
bode well for the future of Nigeria or an oil hungry world. 

The pervasive poverty in Nigeria including the Niger Delta has been attributed to different factors 
such as corruption, greed, revenue allocation issues, market failures and asset inequalities. This paper 
looks at another dimension of the source of poverty trap in the country. With the aid of lessons from 
the Niger Delta area it examines how the nature of the public health care system in Nigeria contributes 
to poverty trap. 

Statement of the Problem

Everyday people die in Nigerian public hospitals for reasons such as inadequate medical facilities and 
manpower. There have been several reports of deaths due to negligence on the part of health workers, 
poor management of time and lack of equipment. That is why a former head of state of Nigeria described 
public hospitals as ‘mere consulting clinics’. Over the years health workers have lost a sense of service 
delivery. Patients who come with minor ailments often leave the hospitals with major ones after walking 
up and down trying to locate wards, doctor’s rooms and waiting endlessly to be seen by the doctor. In 
some situations, emergency cases have been mishandled leading to death as a result of delay in giving 
medical attention. The implications of such a situation are enormous. One of the implications is that it 
has contributed to increase in deaths and persistence of poverty. In recent times, health workers espe-
cially medical doctors have frequently embarked on strikes and protests as a strategy for compelling the 
government to improve the health care system. During periods of strikes and protests patients are left 
without medical attention. Since majority of the people are poor, they find it difficult to afford medical 
care in private hospitals. This results in high death rates especially among the poor and low income 
group. Increase in the number of deaths brings further hardships on families especially when the deceased 
was the ‘bread winner’ of the family. This sometimes results in children becoming victims of child 
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labour and involvement in anti-social activities. This makes it necessary that we investigate the extent to 
which this present situation serves as a reinforcing mechanism which causes poverty to persist.

Research Questions

This study seeks to answer the following questions

1. What is the role of the government in the current performance of public health care in Nigeria?
2. Does out-of-pocket payment for health care services increase the risk of poverty?
3. How do frequent strikes by medical personnel in public health care institutions affect health care 

services delivery?

Justification of the Study 

Several factors have been identified as contributors to poverty. The present writer observed that it seems 
that adequate attention has not been given to the role of inefficient public health care system in the per-
sistence of poverty in Nigeria. This study considers how inefficient public health care system contributes 
to the poverty trap. The outcome of the study will enrich the body of knowledge on what makes poverty 
persist. The study will benefit scholars, the Nigerian government, international development agencies 
and the general public. 

Methodology

This study was carried out in the Niger Delta area of Nigeria. The Niger Delta is located in the southern 
part of Nigeria. Almost 90 per cent of the inhabitants of these rural areas live below the conventional 
poverty line of dollar1 per day. The study relied mainly on primary and secondary data. The interview 
method was used to collect primary data from health workers and selected victims/families of victims of 
poor medical care. Secondary data were sourced from two hospitals namely University of Benin Teaching 
Hospital, Benin City, Edo State and Braithwaite Memorial Hospital Port Harcourt, Rivers State. For 
primary data, 180 health workers in these institutions and primary health care agencies were interviewed 
to find out their perception on the reasons for the poor performance of Nigeria’s public health system and 
165 persons on the effects of out-of pocket-payments for health care services. 

Poverty and Health: Conceptual Analyses 

There is no universally acceptable definition of poverty. The World Bank (2007: 2) defines poverty as 

[P]ronounced deprivation in well-being, and comprises many dimensions. It includes low incomes and the ina-
bility to acquire the basic goods and services necessary for survival with dignity. Poverty also encompasses low 
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levels of health and education, poor access to clean water and sanitation, inadequate physical security, lack of 
voice, and insufficient capacity and opportunity to better one’s life.

The United Nations (2005) also opines that: 

Poverty is a denial of choices and opportunities, a violation of human dignity. It means lack of basic capacity to 
participate effectively in society. It means not having enough to feed and clothe a family, not having a school or 
clinic to go to, not having the land on which to grow one’s food or a job to earn one’s living, not having access 
to credit. It means insecurity, powerlessness and exclusion of individuals, households and communities. It means 
susceptibility to violence, and it often implies living in marginal or fragile environments, without access to clean 
water or sanitation.

The definitions above reveal that poverty is a very wide concept that encapsulates different situations. 
There are two basic ways poverty is measured: absolute or extreme poverty and relative poverty. The 
World Bank (2007) defines extreme poverty as living on less than US dollar1.25 (PPP) per day, and 
moderate poverty as less than dollar2 a day (but note that a person or family with access to subsistence 
resources, e.g. subsistence farmers, may have a low cash income without a correspondingly low standard 
of living––they are not living ‘on’ their cash income but using it as a top up). 

Poverty has been described as both a cause and a result of ill health, which results in a vicious circle 
that’s very hard to break (Emmanuel 2008). Sachs (2005) also argued that poverty trap is associated with 
poor health, poor education and poor infrastructure which reinforce one another.  The health poverty trap 
is explained as a state of being trapped into low productive capacity and income deprivation due to ill 
health conditions and the related health and social costs. Individuals’, households’ and the entire com-
munity’s low productive capacity may also be due to poor health conditions related to household’s and 
the community’s beliefs and attitudes towards certain social cultural situations at the household level that 
determine family decision making. The health poverty trap is an indication of how poor health conditions 
and poverty reinforce each other, making it difficult for poor population groups with health problems to 
break out of poverty (Nyakato and Pelupessy 2008). Describing the relationship between poverty and 
health, Beaubien (2006: 2) asserted that 

[D]isease is part of the poverty trap in Africa. People get sick because they are poor. And they get poorer because 
they are sick. A man cannot afford health care, he’s condition worsens until he cannot work, and soon his entire 
family is malnourished as a result of his illness. 

Poverty causes ill health because it leads to:

• Insufficient or inadequate food
• Consumption of unhealthy water
• Inadequate sanitation; the poor in urban areas often live in overcrowded communities where there’s 

too much garbage, poor drainage and other factors that encourage disease
• Insufficient education and knowledge about healthy lifestyles
• People being forced to do unhealthy work
• Inadequate shelter
• People being forced to live in unhealthy environments; many poor people are poor because they are 

born in poor families or communities, and hence they have a higher risk of communicable disease
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• Higher levels of maternal mortality in poor communities/families also increases the risk of ill 
health for the rest of the community/family: young children have to take over part of the responsi-
bilities for care and income, and as a consequence lose out on education which has consequences 
for their health (see above)

• Inadequate access to health facilities, because of lack of transport, lack of money to pay for care, 
lack of knowledge of the possibilities of care, lack of health insurance (see below) etc.

• Many poor people live in poor countries, i.e. countries that lack the funds or other means to create 
a good public health system, to provide adequate and good quality sanitation, water, energy supply 
and transportation (Wordpress 2008). It is important to note that ill health without proper medical 
attention can make poverty to persist. For example people who are sick lose income or often even 
their job. 

While ill health and poverty are mutually reinforcing and can generate a vicious circle of deterioration 
and suffering, studies are often concentrated on how poverty is bad for health (Kawachi and Kennedy 
1997). The predominant explanations and theories on the relationship between health and poverty at a 
micro level present a unidirectional representation such as how modest out-of-pocket costs for health 
services can drive families in poverty (Whitehead and Evans 2001). The experience in many low income 
countries continues to suggest that ill health is not only a manifestation of poverty; it is also a cause and 
a key human development indicator (Haines et al. 2000; Kanbur and Mukherjee 2003: Muhaondwa 
1986; Zhang and Zhang 2005).

The State of Nigeria’s Public Health Care System 

Nigeria’s health care system reflects the federal character of the country which is comprised of 36 
states (and a Federal Capital Territory) further sub-divided into 774 local government areas. This 
means that the federal, states and local governments have jurisdiction in the provision of health care 
services. In other words provision of health care services in Nigeria is a concurrent function of the 
three tiers of government. Private health care institutions also exist to complement the role of the 
government. Health facilities in the private sector are not generally accessible to the poor, and private 
hospitals mainly cater for higher income households. Poor health outcomes in public health care 
institutions are attributed to lack of appropriate targeting strategies for reaching the poor, low levels 
of public funding, and poor implementation of the government’s public spending (Osafo-Kwako and 
Apampa 2009). In 1979, Nigeria had 562 general hospitals, supplemented by 16 maternity and/or 
pediatric hospitals, 11 armed forces hospitals, six teaching hospitals, and three prison hospitals. 
Altogether, they accounted for about 44,600 hospital beds. In addition, general health centres were 
estimated to total slightly less than 600; general clinics (2,740); maternity homes (930); and maternal 
health centres (1,240). The establishments were distributed among federal, state, and local govern-
ments, while some are privately owned. In 1985 there were 84 federal health establishments (account-
ing for 13 per cent of hospital beds); 3,023 owned by state governments (47 per cent of hospital 
beds); 6,331 owned by local governments (11 per cent of hospital beds); and 1,436 privately owned 
medical establishments (providing 14 per cent of hospital beds). Nigeria’s healthcare delivery system 
consists of a network of primary, secondary and tertiary facilities. By 1992, primary health care was 
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largely provided through approximately 4,000 health clinics and dispensaries scattered throughout 
the country. As for secondary care, there were about 700 health care centres and 1,670 maternity 
centres; tertiary care was handled through 12 university teaching hospitals with about 6,500 beds (El 
Rufai 2011). 

Several reports indicate that Nigeria has a very poor health care system. The World Health Report 
2000 ranked Nigeria 187 out of 191 countries for health service performance. This indicates that many 
Nigerians suffer from inadequate health care. Improper health care affects the physical fitness of indi-
viduals to engage in meaningful economic activities that makes livelihood possible. The poor per-
formance of the health sector has been attributed mainly to government’s attitude towards health care 
services delivery. Annual budget allocations to health have been persistently below 5 per cent except 
for the years 1998–99 and 2002–03 when they were at or just above this level. Infant mortality rates 
have been deteriorating from 85 per 1000 live births in 1982, 87 in 1990, 93 in 1991 to 100 in 2003, 
according to the Nigeria Demographic and Health Survey (2003). And in 2007, the Federal Ministry 
of Health reported 110 deaths per 1000 live births. In terms of the human development index, Nigeria 
is ranked 158th of the 159 countries surveyed in 2005 (CIA 2009). Using selected world development 
indicators, the life expectancy at birth in 2006 for male and female in Nigeria was 46 and 47 years, 
respectively. Between 2000 and 2007, 27.2 per cent of children under five were malnourished. This is 
alarming compared to 3.7 per cent between the same periods in Brazil, another emerging economy. 
Worse still, the mortality rate for children under five years old is given as 191 per 1,000 births in 2006. 
This situation is very ridiculous compared to the figures of 69 per 1,000 births in South Africa, 108 
per 1,000 births in Togo, 120 per 1,000 births in Ghana, and 149 per 1,000 births in Cameroon (World 
Bank 2008). This implies that there is a generalized high level of poverty in the country (Oshewolo 
2010).

Poverty and Health Care Challenges in the Niger Delta: An Overview 

The Niger Delta region comprises of the area covered by the natural delta of the Niger River and the 
areas to the east and west. The area covers approximately 25,900 square kilometres (ERML 1997). The 
broader Niger Delta region, which includes all oil producing areas and others considered relevant for 
reasons of administrative convenience, political expedience and development objectives, extends the 
land area to 75,000 square kilometres. It is this definition that is used by the Niger delta Development 
Commission (NDDC). Defined in this way, the Niger Delta consists of nine states (Abia, Akwa Ibom, 
Bayelsa, Cross River, Delta, Edo, Imo, Ondo and Rivers) and 185 local governments.

In contemporary Nigeria, the crisis in the area revolves around environmental degradation associated 
with crude oil exploitation by multinational oil companies (MNOCs), and the desire to resolve a sad 
paradox of having all the oil that oils the wheels of the Nigerian economy, yet looking helpless in the face 
of ramifying impoverishment (Kretzman 1995). For example, petroleum derived from the Niger Delta 
accounts for about 50 per cent of Nigeria’s GDP, 95 per cent of foreign exchange earnings, and 80 per cent 
of all budgetary revenues that amounts to almost dollars 20 billion annually or about dollars 54 million 
daily (Ibeanu 2006). Due to a long history of neglect by the state the people experience problems such 
as poverty, deprivation, non-availability of essential social amenities and services like electricity, hospi-
tals, pipe borne water, and quality education, while billions of dollars generated on their doorstep go to 
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the state and multinational oil corporations (Sofori 2007:3). The poor living conditions of the people of 
the Niger Delta as a result of corruption on the part of political leaders can be inferred from the findings 
of Ibeanu (2006:3):

…[A]vailable figures show that there is one doctor per 82,000 people, rising to one doctor per 132,000 people 
in some areas, especially the rural areas, which is more than three times the national average of 40,000 people 
per doctor. Only 27 percent of people in the Delta have access to safe drinking water and about 30 percent of 
household have access to electricity, both of which are below the national averages of 31.7% and 33.6%, respec-
tively….Poverty remains widespread, worsened by an exceptionally high cost of living created by the petro-
economy….At the same time, access to education, central to remedying some of these social conditions, lags 
abysmally when compared to other parts of the country. While 76 percent of Nigerian children attend primary 
school, in the Niger Delta the figure drops appalling to between 30 and 40 percent. 

In spite of the oil wealth, the Niger Delta still remains one of the least developed parts of Nigeria. Outside 
the major urban areas, the level of infrastructural development and the provision of social amenities such as 
electricity, health care and education are very poor. The state of infrastructure in the Niger Delta led to a 
warning from the World Bank in 1995 to urgently implement mechanisms to protect the life and health of 
the region’s inhabitants and its ecological systems from further deterioration (Singh et al. 1995). Over a 
decade after this warning the Niger Delta still suffers from infrastructural decay and underdevelopment (The 
News 6 July 2009). Even though the activities of oil companies affect the health of the people in the rural 
areas, health facilities and personnel are concentrated in the cities and the quality of health care delivery is 
poor because of inadequate facilities and personnel. The people of the Niger Delta still suffer from debilitat-
ing diseases such as malaria, diarrhea and yellow fever (Ikein 1990; NDES 1995; UNDP 2006). 

Presentation of Data

Table 1 indicates that expenditure on health in Nigeria is very low especially when compared with other 
African countries. It also shows that out-of-pocket expenditure as percentage of total health expenditure 
is very high.

Table 1. Health Expenditure in Nigeria and Two other African Countries

Indicator Nigeria Ghana South Africa

Total Expenditure on Health as % of GDP 4.6 6.7 8.5
Government Expenditure on Health as % of  

Total Government Expenditure
3.5 8.4 10.8

Private Expenditure on Health as % of Total Health 
Expenditure

69.6 57.8 59.6

Out of Pocket Expenditure as % of Total Health 
Expenditure

90.4 78.2 17.2

Per Capita Total Health Expenditure at 
International Dollar Rate 

53.0 94.7 748

Source: World Health Organization (2008)
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Table 2. Perception of Health Workers on the Reasons for the Poor Performance of Nigeria’s Public Health 
System 

Reasons Yes (Percentage) No (Percentage) Total (Percentage)

Inadequate Medical Facilities 163 (90.6) 17 (9.4) 180 (100)

Poor Remuneration to Health  
Workers

171 (95.0) 9 (5.0) 180 (100)

Insufficient Manpower 128 (71.1) 52 (28.9) 180 (100)

Poor Financing 175 (97.2) 5 (2.8) 180 (100)

Source: Field data (2011)

Table 3. Effects of Out-of-Pocket Payment for Health Care Services on Households 

Effects Yes (Percentage) No (Percentage) Total (Percentage)

Reduces Family Expenditure on  
Food

153 (92.7) 12 (7.3) 165 (100)

Leads to Debt Burden 91 (55.2) 74 (44.8) 165 (100)

Prevents a Sick Person from  
Seeking Medical Care in Public 
Hospitals

16 (9.7) 149 (90.3) 165 (100)

Encourages the Use of Traditional 
Medicine

106 (64.2) 59 (35.8) 165 (100)

Source: Field data (2011)

Table 2 indicates that the poor performance of Nigeria’s Public Health Care System can be attributed 
to reasons such as inadequate medical facilities, poor remuneration to health workers, insufficient man-
power and poor financing. 

Table 3 shows that out-of-pocket payment for medical services has adverse effects on households. 
Majority of the respondents consider these effects to be; reduction of expenditure on food, debt burden, 
prevents a sick person from seeking for medical care in public hospitals and encourages the use of tradi-
tional medicine. 

Table 4 shows the effect of strike by medical doctors on patients seeking medical care. On the average 
over 50 patients seek for medical care in the General Patients’ Clinic of the Hospital. During periods of 
strike no patient was given medical attention as indicated on the records for 10–14 September 2010. This 
brought untold hardships to patients and their relatives.

Table 5 shows the effect of strike by medical doctors on accident victims and other patients seeking 
medical care who are in trauma. During the period of strike (1–5 January 2011), no patient was accepted 



Governance and Public Health Care in Nigeria 389

Journal of Health Management, 14, 4 (2012): 381–395

Table 4. Number of Patients Seeking Medical Care in General Patient Clinic Section of the University of Benin 
Teaching Hospital Benin City, 1–30 September 2010 

Date Number of Patients

1 79

2 85

3 82

4 35

5 8

6 104

7 94

8 89

9 39

10 Nil (Strike by Medical Doctors)

11 Nil (Strike by Medical Doctors)

12 Nil (Strike by Medical Doctors)

13 Nil (Strike by Medical Doctors)

14 Nil (Strike by Medical Doctors)

15 110

16 62

17 80

18 21

19 7

20 111

21 91

22 104

23 76

24 76

25 23

26 15

27 111

28 102

29 107

30 82

Source: Hospital records (2010)

into this unit of the hhospital. It was reported that some patients died during search for alternative places 
to give them medical attention. 
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Table 5. Number of Patients Seeking Medical Care in Accident and Emergency Unit of University of Benin 
Teaching Hospital, Benin City, 1–25 January, 2011

Date Number of Patients

January 1 Nil (Strike by Medical Doctors)
January 2 Nil (Strike by Medical Doctors)
January 3 Nil (Strike by Medical Doctors)
January 4 Nil (Strike by Medical Doctors)
January 5 Nil (Strike by Medical Doctors)
January 6 5
January 7 27
January 8 26
January 9 21
January 10 29
January 11 23
January 12 27
January 13 28
January 14 23
January 15 27
January 16 25
January 17 27
January 18 20
January 19 18
January 20 39
January 21 18
January 22 37
January 23 18
January 24 36
January 25 17

Source: Hospital records (2011)

Table 6 shows the effect of strike by medical doctors on accident victims and other patients seeking 
medical care who are in trauma. During the period of strike (22 February–25 March 2011), no patient 
was accepted into this unit of the hospital. It was reported that some patients died during search for alter-
native places to give them medical attention. 

Governance and Public Health Care in Nigeria: Discussion of Major 
Findings 

Governance involves among other things the authoritative allocation of values in the state. Political lead-
ers determine who gets what, when and how (Easton 1964). The constraints of funding and human 
resources on health care delivery are discussed within the context of governance because decisions on 
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Table 6. Number of Patients Seeking Medical Care in Accident and Emergency Unit of Braithwaite Memorial 
Hospital, Port Harcourt, Rivers State, 20 February– 31 March 2011 

Date Number of Patients

February 20 17
February 21 14
February 22 Nil (Strike by Medical Doctors)
February 23 Nil (Strike by Medical Doctors)
February 24 Nil (Strike by Medical Doctors)
February 25 Nil (Strike by Medical Doctors)
February 26 Nil (Strike by Medical Doctors)
February 27 Nil (Strike by Medical Doctors)
February 28 Nil (Strike by Medical Doctors)
March 1 Nil (Strike by Medical Doctors)
March 2 Nil (Strike by Medical Doctors)
March 3 Nil (Strike by Medical Doctors)
March 4 Nil (Strike by Medical Doctors)
March 5 Nil (Strike by Medical Doctors)
March 6 Nil (Strike by Medical Doctors)
March 7 Nil (Strike by Medical Doctors)
March 8 Nil (Strike by Medical Doctors)
March 9 Nil (Strike by Medical Doctors)
March 10 Nil (Strike by Medical Doctors)
March 11 Nil (Strike by Medical Doctors)
March 13 Nil (Strike by Medical Doctors)
March 13 Nil (Strike by Medical Doctors)
March 14 Nil (Strike by Medical Doctors)
March 15 Nil (Strike by Medical Doctors)
March 16 Nil (Strike by Medical Doctors)
March 17 Nil (Strike by Medical Doctors)
March 18 Nil (Strike by Medical Doctors)
March 19 Nil (Strike by Medical Doctors)
March 20 Nil (Strike by Medical Doctors)
March 21 Nil (Strike by Medical Doctors)
March 22 Nil (Strike by Medical Doctors)
March 23 Nil (Strike by Medical Doctors)
March 24 Nil (Strike by Medical Doctors)
March 25 Nil (Strike by Medical Doctors)
March 26 18
March 27 36
March 28 41
March 29 37
March 30 33
March 31 29

Source: Hospital records (2011)
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how much public funds to allocate for health services vis-à-vis other competing needs are authoritative 
decisions by political leaders in government. As well, the numbers of health workers, their training and 
distribution in public health facilities have implications for governance in the sense that government has 
a role in training health workers, providing good working conditions, and equipping public health care 
institutions (Eno 2008). This study shows that poor funding of the public health care sector by the 
Nigerian government contributes to inadequate medical facilities and poor remuneration of health work-
ers which sometimes necessitate strike and protest by medical doctors and other health workers. Strike 
by medical doctors affects patients seeking medical care negatively. It leads to the deaths of patients and 
untold hardships on families. The commercialization of health care services makes patients to pay exor-
bitantly for health care services even in public hospitals. Out-of-pocket payment for medical services has 
adverse effects on households. Majority of the respondents consider these effects to be; reduction of 
expenditure on food, debt burden, prevents a sick person from seeking for medical care in public hospi-
tals and encourages the use of traditional medicine. 

Generally the inefficiency in Nigeria’s public health care system accelerates poverty in the Niger 
delta as it leads to loss of income, involvement of children in menial jobs (child labour) and debt burden 
on impoverished families. These challenges make poverty to persist. 

In many cases, Nigeria’s health indicators are comparable to indicators for some of the least devel-
oped countries in Africa. For example, UNICEF notes that Nigeria ranks second in maternal deaths in 
Africa, only slightly behind the Democratic Republic of Congo (DRC) (Osafo-Kwako and Apampa 
2009). Illness in households that do not have access to effective health care institutions or the capacity 
to pay for medical expenses can have catastrophic consequences on livelihoods and the performance of 
the economy. Iver (2005) argues that health care system could contribute to poverty trap when house-
holds do not have access of the capacity to meet medical expenditure from their own resources. What 
follows is a grim set of realities: denial of treatment, incomplete treatment, or treatment at the cost of 
financial and social wellbeing. Households curtail spending on food, children are pulled out of school 
and/or forced to work, adults are pushed into labour, people are made to work longer and harder than 
usual, caregivers are stretched to breaking point....It is no wonder then that such payments are called 
‘catastrophic’, or leading to impoverishment (Iver 2005). The death of household members especially 
‘bread winners’ aggravates poverty. The findings of some previous studies support this contention. For 
example the findings of the study carried out by Sachs et al. (2000: 134–36) shows that very high disease 
burden contributes to poverty trap. Additionally, the World Health Organization (2001) recognizes dis-
ease as one of the primary challenges to reducing poverty. An immediate implication of illness is a loss 
of earnings and increased expenditure for medical care (Howarth et al. 1991). 

The findings of this study is similar to the study carried out by Perera, Gunatilleke and Bird (2007: 
2–3) in Sri Lanka. The following is a summary of the findings:

Although the Sri Lanka’s public health care system is free at the point of use and maintains a focus on equity, 
the rapidly increasing prevalence of noncommunicable diseases, such as diabetes poses new challenges to the 
system and to patients and households. In-depth interviews and focus group discussions were conducted in four 
districts of Sri Lanka to investigate the care-seeking experiences of diabetes patients from households at different 
income levels. Although health care is free, other direct and indirect costs served as deterrents to care seeking 
before and after diagnosis, and placed a high burden on households. The need for frequent visits to clinics with 
appropriate facilities for diagnosis and management of diabetes, often far from rural communities, posed high 
costs, in particular due to income foregone. Households employed coping strategies, but the need for frequent 
clinic visits posed repeated costs, which made it difficult for households to recover their economic status. Many 
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patients, especially those from low-income, rural households, could not maintain the management regimen, and 
their condition deteriorated. 

Other developing countries where similar situation has been observed are China and Cambodia. 
According to a household survey in rural China by Wei Fu et al. (1999) ‘high medical expenses (user fees 
and payment for drugs) are the main reason for becoming poor today. It causes a greater threat for driving 
people into poverty than unemployment and poor harvests’. Also in a study conducted by Jacobs and 
Price (2004) in Cambodia they found that consultation fees charged by private providers increased in 
tandem with price increases introduced at the referral hospital. It further demonstrates that the introduc-
tion and subsequent increase in user fees created a ‘medical poverty trap’, which has significant health 
and livelihood impacts including untreated morbidity and long-term impoverishment.

Conclusion and Recommendations 

Efficient public health care system is very essential for reducing the incidence of poverty and poverty 
trap. It is also necessary for economic growth and development. According to the World Health 
Organization (2005), ‘fifty percent of economic growth differentials between developed and developing 
nation is attributable to ill-health and low life expectancy’. In recognition of this fact governments in 
Nigeria, over the years have been making great efforts at ensuring that there is an increase in the level of 
public expenditure on health. In 1970, recurrent expenditure on health was N12.48 million. This figure 
rose astronomically to N52.78 million and N132.02 million in 1980 and 1985, respectively. This trend 
continues as the expenditure rose steadily from 575.3 million in 1989 to N68.20millions 1991 and fur-
ther to 72290.07 million and 98.200 million in 2007 and 2008, respectively (Bakare and Olubokun 
2011). In spite of these efforts, the public health care system remains inefficient and contributes to pov-
erty trap. Insufficient health budgets combined with proliferating health problems such as the global 
HIV-AIDS pandemic, inadequate or non-payment of health workers salaries, poor quality of care, and 
inequitable health care services are major challenges in the public health system in Nigeria. Generally 
the inefficiency in Nigeria’s public health care system accelerates poverty in the Niger Delta as it leads 
to loss of income, involvement of children in menial jobs (child labour) and debt burden on impover-
ished families. These challenges make poverty to persist. 

Efforts towards improving the public health care delivery system in Nigeria would contribute but to 
reducing poverty in the country including the Niger Delta. The following strategies can help improve the 
performance of the public health care system: First, government’s expenditure on health care services 
delivery should be increased. This will make it possible for medical facilities to be improved in public 
hospitals and health workers adequately remunerated. This is necessary because the current public 
expenditure on health care services delivery is grossly below international standards. Second, a social 
welfare system should be introduced to assist poor families who cannot pay for medical bills in public 
hospitals. This is very important because the out-of pocket financing of health care expenses bring about 
problems such as; reduction of expenditure on food, debt burden, prevents a sick person from seeking for 
medical care in public hospitals and encourages the use of traditional medicine. Third, sincere efforts 
should be made to fight against corruption in the health sector. Corruption contributes to problems such 
as reduction in resources required to improve the performance of the health sector, lowers the quality of 
health care services. 
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