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It is a great privilege to be invited by the Ondo State University of
Medical Sciences to deliver its 3rd Distinguished Lecture. | would like
to extend my appreciation to the Vice-Chancellor and entire
University leadership, Ondo State Government and people for
granting me the gracious opportunity of this lecture.

The lecture aims to share a perspective on the future of health
and the promise of primary health care in Nigeria in this era of
the SDGs. | intend to place Nigeria's health situation within the
context of important trends that are occurring globally, as well
as in our mother continent, Africa. Within that context, | will
attempt to link health and economic development, share some
observations on Nigeria's demographic dynamics linked to its
health status, aspects from recent history of its health system'’s
evolution, identify the underlying reasons for the key challenges
and present a few ideas on the way forward.

There are several major transitions happening gradually in our
world today, and particularly in Africa and Nigeria, which can
easily escape notice. These transitions range from demographic
transitions in terms of population structures and ageing,
urbanization, political tfransitions until recently in democratic
directions, climatic shifts, economic transitions into the fourth
industrial revolution and including technological changes from



big mechanical machines, towards miniaturization, mobile,
biotechnology, nhanotechnology, genomics to proteomics and
metabolomics. All these transitions can be interconnected and
have potential implications for individual, population and
planetary health. More immediately, they affect ongoing
epidemiologic ftransitions that call for rapid adjustments by
health systems.

In May 2012, The Lancet convened a specific Commission on
the future of health in sub-Saharan Africa. The Commission
comprising diverse African experts, academics, policy makers and
practitioners, decided to take a medium to longer term perspective
on the issues, opportunities and challenges facing African health
systems. We recognized the region’s potential to improve health on
its own terms, and largely within its own resources in the long-term.
Recognizing the substantial inter-country as well as intra-country
variabilities in health systems and outcomes, the commission
concluded its work with justified evidence for optimism in Africa’s
health future. But that optimism is not guaranteed, it will depend on
how national and sub-national leaders exercise their role to invest
appropriately in people-centered systems with solid primary health
care foundations.

In this era of the Sustainable Development Goals, and move toward
Universal Health Coverage, bold new ideas must be explored and
executed upon, thinking ahead, learning from global experiences
but pursuing sometimes uniquely African paths, and deliver results for
everyone. The Commission’s vision and aspiration is that by 2030
Africans should have the same opportunities for long and healthy
lives that new technologies, well- functioning health systems, and



good governance offer people living everywhere. It laid out a clear
agenda for action.

| was very honored to join better and brighter experts on health in
the African continent and globally to contribute in the commission’s
work, led by Peter Piot and Nelson Sewankanbo. The Commission’s
report was officially launched on September 14th in Nairobi, Kenya,
but given this gracious invitation by OUMS | thought to also bring
copies of the report as a way of disseminating the results within
Nigeria (1).

Nigeria’s Demographic Dynamics and Health Status

Nigeria already has a large and fast-growing, youthful
population. By the year 2050, it is likely that its population, based
on current growth rates, will be near 400 million, making Nigeria
the 3@ or 4th most populous country in the world. There are
economic benefits for a natfion from having a youthful
population when they are gainfully employed. This potential
benefit, also called the demographic dividend, results when the
share of the working-age population is larger relative to the non-
working-age, dependent population.

For a country to readlize the demographic dividend, it must first
undergo a demographic transition (change in the population
structure), which means a shift from higher fertility and child
mortality to relatively lower fertility and child mortality. During
the early stages, mortality rates among children fall because of
iimprovements in ssanitation, hygiene, nutrition and reduction in
preventable diseases. When child survival improves, parents are
likely to feel more confident about reducing desired fertility rates
and women become better able to participate in the broader
labor force. The critical stage is when the labor force grows



more rapidly than the population dependent on it (the
dependency ratio starts to fall). This frees up resources for
investment in economic development and an opportunity for
rapid economic growth, provided the right social and
economic policies and investments are in place. The period
during which a demographic dividend (economic benefits of a
youthful population) may be readlized can be up to five
decades or more. (2).

In 2013 shortly after we voluntarily transitioned out of the
Jonathan Administration and transitioned to academics, |
approached Professor David Bloom at Harvard for us to explore
Nigeria’'s demographic dynamics. With data supplied by the
National Bureau of Statistics, we modeled the population
dynamics based on various assumptions and linked with future
economic growth scenarios. A few relevant insights are worth
mentioning at this stage: Nigeria's north-east, north-west and
north-central zones have remained with stable population
structure in the last 5 decades, with confinued high child
mortality, higher fertility and dependency ratios. The south-east,
south-west and south-south zones are already undergoing
demographic transition with ageing becoming prominent
particularly in the south-east, potentially raising the dependency
ratio in that zone as well. Overall, there are real prospects for
demographic dividend, but those prospects are not
guaranteed. Policy makers at Federal and State levels ought to
understand various implications and take adapted actions for
their contexts (3).



How does this apply to health specifically? Nigeria's population
health status is sftill sub-optimal despite huge investments by
households, public and private sectors over the years. Despite
recently observed progress in some areas, such as polio
eradication, as a country, we did not achieve the health-
related MDGs. For example, while our under-five child mortality
rate has been reducing at annualized rate of 4.8 percent, it did
not reduce fast enough for us to achieve the MDG target of
reaching one-third of the 1990 under five mortalities by 2015.

Unfortunately, Nigeria still accounts for a disproportionate share
of the world’s burden of child and maternal morbidity and
mortality. According to the most recent National Demographic
and Health Survey, maternal mortality rate is 545 per 100,000 live
births which is equivalent to 33,000 women each year or about 1
in 9 maternal deaths worldwide, the 2nd highest global total for
a counftry. Infant mortality rate is 75 per 1,000 live births, 8% of
the global ftotal — an estimated 70% of these deaths are
preventable. In addition to lack of access, failures of health
services delivery can conftribute directly to maternal mortality
even if women have access to services (4).

In terms of child mortality rate, it is 157/1,000, which is equivalent
to ~1 milion deaths per year — or ~10% of the global total.
Approximately one million women and children die every year
in Nigeria from largely preventable causes. Preventable
diseases like malaria, measles, bacterial meningitis, infectious
diarrheal diseases, and malnutrition account for most of the
childhood deaths. An unacceptable proportion of Nigerian
children under-five are acutely malnourished or stunted.
Stunting detracts from cognitive abilities of children and leads to



lower productivity as adults, with implications for the economy
in the future.

In addition, we face growing challenge of nhon-communicable
diseases (NCDs), largely due to ageing population and lifestyle
changes. Hypertension, diabetes, cancers, substance abuse,
mental illnesses, frauma and new forms of injuries are emerging
prominently in the national burden of disease. With increasing
urbanization and social dislocation, we may see further rise Iin
the NCDs.

One of the expected goals of any health system is to protect its
population from heightened financial risk due to costs of
healthcare. In the case of Nigeria, an estimated two-thirds of
about US$117 Total Health Expenditure per capita is privately
financed, out of which 95% is funded out of pocket. Health
insurance coverage is limited largely to the few wealthy or
formally employed, who use public or private facilities in the
country as well engage in medical tourism abroad. Millions of
Nigerians remain exposed to risk of catastrophic health
expenditures due to lack of health insurance and weak
provision in public facilities.

With this situation, the poor in Nigeria can easily get poorer
because of ill-health, while ill-health contributes to even more
poverty in a vicious cycle. This exacerbates the significant
inequities that already exist in access, utilization and health
status by rural-urban, as well as socio-economic circumstances.



When Nigeria's wealthiest income quintile groups are
compared with the poorest income quintile, 2-3-fold difference
exists in access to treatment for fevers and diarrheal diseases, 8-
fold difference in access to antenatal care and skilled delivery,
and almost 13-fold difference in access to routine immunization
by age of 24 months. What this means in simple terms is that the
burden of morbidity and mortality is skewed heavily towards the
lower socio-economic income groups (5).

Underlying reasons
The underlying reasons for the current state of Nigeria's
population health include:

Governance (fiscal decentralization, policy, regulations,
inclusion, accountability and corruption);

Supply-side constraints  (functional facilities, referral system,
human resources, logistics and distribution of drugs and
commodities, quality standards);

Demand-side (linked to cost of care, health awareness, trust
and legitimacy of the State and its health system); and

Inadequate attention to the broader determinants and
healthier public policies.

Governance

Nigeria’s fiscally decentralized federal system of governance
prescribed by the 1999 Constitution has fundamentally meant a
fragmented national health system. It is a great challenge to
manage the complex system as one given the various
contending units. That health is on the concurrent list has meant
every level is responsible and no one is fully accountable.



The absence of sufficient inter-governmental accountability
mechanism means that the Federal Government must pursue its
policy objectives largely through projections of soft-power.

Here, | must pay fribute to several giants in the Nigerian health
policy space over the past several decades: the likes of Late
Prof. Olikoye Ransome-Kuti, Prof. Adetokunbo Lucas, Prof. Umar
Shehu, Prof. Adetayo Lambo, Prof. Idris Muhammad, and our
recently departed Late Prof. Babatunde Estimating. It is on the
shoulders of these giants that the recent progress in Nigeria’s
health systems were made.

In 2004, during the President Obasanjo Administrafion, the
National Health Policy assigned to Local Governments
responsibility for implementation of primary health care, States
responsible for Secondary care and support to LGAs, while
Federal mainly responsible for regulations, tertiary care and
indirectly through NPHCDA and NHIS aspects of primary health
care.

During the Presidents Yar'adua and Jonathan administrations,
the Primary Health Care Under One Roof Policy was established
(2010) and the National Health Law (2014) took effect, even if
not currently fully implemented. Policies to redistribute health
human resources to front-lines, such the internationally
recognized Midwives' Service Scheme and Community Health
Workers' program were demonstrated to be effective.
According to an independent Impact Evaluation of these
programs by the World Bank, within 9 months (May 2012-
February 2013), Skilled Birth Attendance increased by hefty 14%
in areas where SURE-P MCH Program intervened as compared
to controls. Results-based financing was successfully infroduced
in Ondo, Adamawa and Nasarawa States, and is currently
being refined based on learnings and expanded in the North



East. The Saving One Million Lives Program launched by
President Jonathan in October 2012 is sfill being implemented
and supported by World Bank’s $500 million financing with most
of it fo the States.

In the realm of immunization and public health, several new
vaccines were infroduced to the routine immunization system
between 2009-2013, while detection of wild polio virus
transmission has been effectively stopped for more than 3 years
in all the Nigerian states except Borno State. The polio
infrastructure, such as the Emergency Operations Center played
vital role in stopping the Ebola virus in 2014.

Here, on the success on polio eradication, | must call out the
immediate former Presidents of the Federal Republic of Nigeria
across Four Successive Administrations. President Obasanjo
tackled the Polio crisis in the north during 2003/2004. President
Yar'adua famously declared in 2008 that he “will do whatever is
humanly possible to eradicate polio from Nigeria”. President
Goodluck Jonathan delivered on the promise he made when
inaugurating the Presidential Task Force on Polio Eradication in
2011 that, he will not hand-over polio. And, he did not. It is on
record that the current President Muhammadu Buhari, who
publicly immunized his grandchild and is building on the work of
his predecessors to ensure that polio is fully eradicated from
Nigeria.

These past Presidents have demonstrated unequivocally in this
manner that the issues of public health are non-partisan. They
are Nigeria's national interests. It is my hope that Nigeria’s move
towards Universal Primary Health Care Coverage will also
receive similar policy consistency in the decades that it will take
to achieve.



These achievements and policy instruments have demonstrated
there are back-doors for fixing the structural issues within the
federal system and for making progress by projecting soft power
and collaborative, multi-stakeholder approach.

Despite this modest progress, which Nigerians achieved
alongside their global partners, there are still important gaps. For
example, lack of coherent, effective national health financing
policy is manifest in at least two ways: i) the inefficient resource
mobilization for health, whereby 95% of the 63 percent private
portion of total health expenditure is household out of pocket
expenses, contributing to the significant equity issues that we
experience in the health sector; and ii) allocative inefficiency,
whereby allocation of health sector budgetary resources tends
to favour higher level, infrastructure dominant and curative
services.

Primary health care services, core public health functions, multi-
sector approaches, such as for dealing with malnutrition, still
play at second place despite all the rhetoric. In other words,
the cult of panacea still tends to frump that of Hygeia. We only
hope that the new National Health Policy will build on these
preceding efforts to bring further coherence in health sector
governance in Nigeria.

While the National Health Policy making process has worked
well between the Federal and State Government levels, in my
humble opinion we can be more inclusive in approach to policy
making. Other relevant sectors (education, agriculture,
transport, environment, trade/industries, private sector,
technology) have not been sufficiently engaged in health
policy making in Nigeria. From public health policy making we
should move towards healthy public policy making, whereby



the intersectoral aspects are addressed in our policies right at
the outset.

In addifion, since we have a mixed public-private health system,
the private sector can play a very important role in unlocking
the health value chain. | recall in 2012 when we hosted the first
ever Private Health Sector Summit with the Federal Ministry of
Health. A corporate private sector leader reported that it was
the first fime they as private providers sat with the public sector
in non-predatory environments to discuss policy issues. The civil
society organizations operating in health have become a
formidable partner to Governments, but their partnerships can
be further systematized. The health sector regulatory frameworks
are robust, even if occasionally burdensome. But the regulations
are not effectively enforced particularly at subnational levels.

For at least the past 2-3 decades, Nigeria's broad governance
environment has also been slowly infected with the virus of
corruption, which gradually escalated now to a social epidemy.
Despite well-intended efforts by various administrations over
time, the social epidemic has continued to persist within the
system. Unlike polio virus which we have managed as a country
to stop through vaccinations, the virus of corruption is good at
adaptability within various systems, and there is no vaccine for it
yet.

The health sector is therefore not immune to the wider social
epidemy in the broader governance environment. Unlike other
sectors, however, corruption in health kills and maims. While
there is no easy solution, what we need in my view is the
addition of a system-approach to the simpler approach of
focusing on only “bad apples”. The good apples can turn into
bad apples where the storage system is not well-functional and
controlled.



Supply-side constraints

Perceived quality of care that Nigeria's health system offers
within both public and private facilities does not meet the
expectation of its clients. This is confirmed by many wealthy and
high officials choosing medical care abroad, from basic
medical checks to complex conditions, some of which are
treatable within Nigeria. In many areas, there are physical
infrastructures that are not in good status, remain inadequately
staffed, and without essential commodities for effective service
delivery.

There are until recently, hundreds of distinct medical supply
chains for essential life-saving commodities. We have not
focused as much in managing the health workforce for
productivity, therefore we expend a lot on specialists that may
not have complementary inputs to deliver what their specialty
can deliver, or managing squabbles derived from inter-
professional rivalry. The private sector itself, while large, is heavily
fragmented, and weak, compounding its challenges from
policies, regulations and lack of desired access to capital. Unfil
2012 Nigeria did not develop a National Healthcare Quality
Strategy, nor did we focus on building necessary human
capabilities necessary to ensure high quality care within the
health system.

Demand-side constraints

Given the health financing situation, the cost of health care is
often unaffordable especially for the poor, hence limiting their
health-seeking behavior. Community engagement until recently
only focused on immunization services, systematic community
participation in health activities that are not donor funded is
limited. Even where there is awareness, sometimes the lack of
trust in government and the health system undermines peoples’



willingness to seek care. For example, only about 38 percent of
women have skilled attendance at birth. In some areas, health
facilities exist and are staffed, but patients do not utilize them.
Instead they attend patent medical vendors and traditional
healers, whom they trust more than their local government
facilities and programs.

Inter-sectoral determinants

Health outcomes do not depend solely on health services. For
example, only 55% of reduction in maternal mortality is
attributable to medical care in some countries. Other
determinants such woman’'s health, nutrition, education,
economic circumstances and empowerment, certain cultural
practices, transportation infrastructure may contribute to
maternal survival in addition to direct medical care.

Similarly, factors such as social policies, maternal education,
nutrition, sanitation and hygiene, certain cultural practices,
family income, location may conftribute to child survival beyond
direct medical intervention. In this regard, a heavily medicalized
non-primary health care focused system is only able to improve
health outcomes up to a limit.

Healthier public policies that consider population health in
crafting policies such as for infrastructure, urban development,
housing, environment, education and labor will be important to
improve health outcomes. It is only a primary health care
focused health system that will be well positioned to drive the
integration of basic health services delivery with broader multi-
sector determinants in tandem with deep community
orientation.

Looking at the crystal ball — a path 1o universal primary health
care through a people-centered approach




In my humble opinion, a path to improved health status for all
Nigerians is clear. But it will take bold, concerted effort fo be
realized. Let me outline here a sketch of that path so that we
discuss them during the Q & A session.

Health and Politics: To move forward on our path, there must be
an accentuated demand for quality health in the political
space. During the last electfions, the health sector and its
challenges were largely invisible in political discourse among
politicians and citizens at all Federal, State and local levels. Even
where health is raised, it is in the context of construction projects
and contracts, for obvious reasons. The voice of Nigerians for
leaders to fix our health system must rapidly come up in the
political space as we head to 2019 for politicians to pay serious
aftenfion when they get info office.

There are political dividends available from good health
policies: Obamacare versus attempted “Trump care” in the US,
or Malaysia’s Mahathir and the creation of the Malaysian Heart
Institute. Health professionals need to improve their policy and
political analysis, engagement with the political system,
economists, private sector actors, civil society and the media.
This cannot be successfully done by external donors, it should be
domesticated in our own context. We should also learn how to
apply supranational influences from Nigeria’'s global
commitments, such as the SDGs, to put pressure on our leaders
and hold them to account.

Transparency and accountability: Lack of tfransparency in
governance is the perfect excuse for not holding actors
accountable. When there is no clear, incontrovertible datag,
who can be held responsible?¢

We must tap lessons from other sectors to establish realistic
metrics that can measure progress in multiple dimensions and



make those data widely available to citizens and communities
so that they can hold their politicians accountable. We should
do a better job at communicating the situation of the health
sector and what needs to be done.

Revitalize Institutions involved in health governance: These
should build their capacity to do so, for example, regulatory
agencies at subnational level to be able to enforce the rules in
non-predatory manner. The structures of our federal health
institutions must be revisited to remove overlapping functions,
improve efficiency and create synergy. If we look at large
Federal countries like Mexico, US or Ethiopia, they all have far
less fragmentation in the institutions that govern their health
systems.

Sensible Policies versus Execution: Nigeria has never lacked, in
general, and with few exceptions mentioned above, sensible
policies, strategies and plans. However, we have clear
challenges in their delivery and execution. We tended to focus
mostly on the right side of the equation, inputs, such as
buildings, equipment, trainings, less on the left side, the
important results in terms of health outcomes.

When we initiated the Saving One Million lives initiative in 2011, it
was essentially an effort to deliver results by focusing on health
outcomes first and working backwards to the system inputs. We
put in place mechanism for prioritization based on the burden
of disease, effort to improve coordination and alignment of
various efforts, improve data tracking of implementation
performance and provide technical and problem-solving
support to the various implementers at federal and sub-national



levels. It is indeed gratifying to see now that the approach has
largely worked in several states after several years.

Appropriate financing levels and mechanisms: It is my view that
Universal Primary Health coverage is in Nigeria's future. But at
this point, that future is not easily reconcilable with the situation
of NHIS and its coverage numbers. We should develop the
appropriate legal framework to efficiently mobilize health
finance from private hands, in tandem with increasing
allocation as our economy grows and we get better tax
collection.

Except for a few states, such as my dear state, Bauchi, many
subnational units do not allocate the necessary budgetary
resources for even the basic services. Even where they allocate
the resources, it is inefficiently allocated, released or the quality
of spending is poor. At the Federal level, health budget has
declined in real terms in the last couple of years. Our routine
immunization financing is on annual hanging-in-the-balance
mode perpetually.

External donors remain puzzled why an economy like ours is
largely dependent on external financing for immunization,
HIV/AIDS, TB or Malaria. Nigeria should domestically finance its
efforts to end the 3 disease epidemics before the upcoming
epidemy of non-communicable disease for which there may
not be external finance.

To seize the path to universal PHC coverage in Nigeriq,
substantial improvements are needed in levels of allocation,
efficiency of mobilization and quality of spending. Nigerian
Government should be courageous enough to guarantee off-
the-top the cost of basic vaccination for all children born in this



country regardless of where they are located. We have, for
decades, subsidized universal consumption of hydrocarbon fuel,
but remain unable to guarantee vaccines for our children. The
health sector should show the rest of government how to end
the social virus of corruption.

People-centred health system is primary health care: The idea of
people centeredness is not new. It involves understanding the
dynamic interrelationships of “people, processes, systems, power
relations and values in the foundation and the pillars of any effort to
improve health and wellbeing”. While the WHO health system
building blocks represent the theoretical anchors for understanding
health systems, fundamentally, these are human systems that are
complex and dynamic. In the WHO building blocks, the people are
simply assumed to be present, until recently. It is my view that with
the recent turn we are rediscovering that path, particularly in Africa.
We should develop health infrastructures, organize service delivery
considering the perspectives of individuals, families and
communities. We should pursue the five inter-dependent strategies
proposed by WHO, including: (1) empowering and engaging people
and communities; (2) strengthening governance and accountability;
(3) reorienting the model of care; (4) coordinating services within
and across sectors; and (5) creating an enabling environment.

Community engagement is the key (linked to Iimproving
governance): We must listen to community voices and restore
their frust and confidence in the health sector. Undertake
deliberate efforts to systematically engage communities,
traditional, and religious leaders in health programs that affect
them, as was demonstrated successfully in the fight against
poliomyelitis.

There are millions of volunteers’ capacity that can be harnessed
towards good health, if we can unleash the latent capacity of



our communifies. Rotary volunteers across the world have
shown how community action can lead to great victories in the
case of polio.

We must also develop innovative partnership models within the
health sector, with other sectors as well as with external non-
traditional groups.

Integrated approaches: More than ever before, we should
maximize opportunities to integrate service delivery. Primary
health care is the best platform for integrated service delivery.
HIV/AIDS, TB, Malaria, RMNCH or NCDs can be addressed,
prevented at primary level, with effective referral to higher level
services as needed. We should invest in ways that show we
have zero tolerance for death from the 3 diseases, zero-
tolerance for PTCT of HIV, and zero tolerance for deaths due to
maternal causes. All women should have the right to exercise
reproductive choice. We should aggressively pursue an end to
childhood undernutrition  (stunting) through  multi-sector
approach.

In terms of integrated approach to supply chain for medical
commodities, my expressed view is that only a market-driven
solution will work in Nigerian context as it is currently being
developed. Public sector should regulate not implement,
otherwise we multiply inefficiencies.

We should not relegate the training of multi-functional health
workforce particularly at the frontlines while focusing limited
attention to best quality specialist training at selected higher-
level facilities. The era of industrial disharmony should be put
behind us, instead, team-based training and approaches in the
workforce should become the norms. The future of health in
Nigeria does not belong to only one health profession. It is all of
us — doctors, nurses, pharmacists, lab scientists, community



health workers, health economists, health managers, health
informatics, citizens — that will make it happen. We should move
beyond petty rivalry.

Strengthen public health approach: We should boldly convert
our current largely Ministries of Disease to Ministries of Health. The
followers of Hygeia should coexist with that of Panacea. With
changing epidemiology, ageing and rise of non-communicable
diseases, prevention is the best way to slow the burden of
disease from overwhelming the health system as currently
designed.

Public health investment is national security investment as we
saw with Ebola in 2013/2014. Strengthening disease surveillance
and response capacity through the NCDC would be wise
investment in everyone's interest. Implementing stringently the
regulations of the Tobacco Law is pivotal, so also is reviewing
our archaic Mental Health regulatory framework and
capacities. These efforts to boost public health must be firmly
anchored on primary health care part of the health system.

We must also pay atftention to environment, climate change
and resurgence of infectious diseases in some areaqs: rains,
flooding and cholera; deforestation and Lassa; other vector
borne diseases due to mosquitoes.

Anti-microbial resistance is another area that is high time for
Nigeria to be more aggressive. Promoting rational use and
building laboratory capacity for micro-biological
culture/sensitivity testing and human capacity for dealing with
anti-microbials is crucial within a one-health framework

Finally, reaching to global network of Nigerians in diaspora for
research collaborations in public health will bode well for our
health system in the years ahead. Government must invest its



money in research even while looking for external partners for
scientists in our Universities.

Role of the Private Sector and Medical tourism: In 2011, | recall
vividly when the Minister of Finance was asked to defend why
the health sector was included in the National Economic Team.
At that time, we redlized that health is viewed primarily as a
consumption sector, rather than a right as well as investment. In
large economies, health comprises a major component of
national GDP. In United States, the health sector is second only
to the Defense sector. It accounted for 1 out of 9-10 new jobs
being created.

Clearly, there is health sector value chain, in both social as well
direct economic dimensions, through better quality workforce,
more economic productivity, as well as multiplier effects
through service provision, manufacturing, logistics etc.

While we like to think that public sector is dominant in Nigeria’s
health sector, the readlity is that we have a mixed system with
more services being delivered by the private sector (xx). Both
public and private sector have room for improvement in
efficiency, effectiveness and quality of delivery.

In recent years, we have seen the global phenomenon of
medical tourism. With globalization and ease of movement of
people across national boundaries, specialized tourism has
increased, such as conference tourism, education tourism, food
tourism, medical tourism etc.

Medical tourism is not only a Nigerian phenomenon, even
people from advanced countries such as US, UK, Australia,
Europe, travel to lesser developed countries for medical care.
Usual destinations are Middle East, India, and East Asia.
Nigerians are not left behind. However, what is not often said is



that almost all those who travel abroad for medical care,
attend PRIVATE hospitals not PUBLIC hospitals in those countries.
They also pay exorbitant amounts, which if we had
developed a wide enough risk pool, individual burdens
would have diminished and steady revenue stream
developed to encourage the private health sector and
keep our foreign exchange in reserves. Federal and State
Governments must categorically enforce the ban publicly
financed medical tourism.

To unlock the potential of the private health sector, | will
encourage the Federal and State Governments to
collaborate with the Private Sector Health Alliance of
Nigeria in addressing policy, regulatory and access to
capital constraints that had shackled private sector health
delivery in Nigeria. Doing so will develop the sector,
including manufacturing and services, create jobs at home
and reduce foreign exchange losses from reverse import of
health services.

Knowledge, Learning and Innovation: We should invest in health
human capital. Universities such as this demonstrate the power
of knowledge and its importance. Nigeria has in the past
produced through training, excellence in various health fields
(medicine, pharmacy, laboratory science, nursing, midwifery,
basic sciences) that is the envy of other countries.

Our Government must prioritize investment in training within our
health institutions of higher learning. Beyond clinical experts with
technical depth, we should develop curricula and ftrain for
expertise in broader health management, clinical governance,
quality of care and exercise of leadership, as is currently being



done by the Healthcare Leadership Academy in collaboration
with Lagos Business School and external partners.

We can tap a youthful generation of IT experts and other non-
traditional sectors to find innovative solutions to hitherto difficult
problems. Again, here the PHN's Nigeria Health Innovation
Marketplace is a starting place for government to partner.

Conclusion

This lecture has attempted to link health and development,
situate Nigeria's population health in the context of major trends
and population dynamics, sketch some of the underlying
reasons for the current health status of Nigerians and identify
potential action steps for the future.

The future of Nigeria and its population’s health is bright. But,
that bright future cannot be taken for granted. Bold, visionary
leadership is required to realize that future through the path of
universal access to quality, effective, efficient primary health
care services, as foundation for a people-centered health care
system.

Once again, thanks very much for the invitation and listening.

Muhammad Ali Pate
Chigarin Misau (Bauchi State) & Dan’iyan Ibbi (Taraba State)

October 19, 2017
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