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ABSTRACT 

Globally, thousands of women die annually from complications during pregnancy, childbirth, 

or the postpartum period. Most of these deaths occur in developing countries, especially in sub-

Saharan Africa. The situation is critical in Nigeria, with a maternal mortality ratio of 512 deaths 

per 100,000 live births. For neonates, infants and children under five, their mortalities are 39, 

67, and 132 deaths per 1,000 live births, respectively. Evidently, the maternal mortality ratio 

in Nigeria is the highest in Africa and much higher than the global average of 290 per 100,000 

live births. 

Improving maternal and child health is an important global health priority. This study seeks to 

investigate the inequality in maternal and child health and healthcare, particularly geographic 

and socioeconomic inequality, in the six geopolitical zones of Nigeria using decomposition and 

survival analyses. 

This is a PhD thesis by publication. It includes four cross-sectional studies and one scoping 

review study. The cross-sectional studies used 2003, 2008, 2013 and 2018 datasets from the 

Nigeria Demographic Health Survey (NDHS). The NDHS is a nationally representative dataset 

with similar variables that are comparable over time. A specific method for a specific objective 

approach was deployed in each of the research papers. 

Research paper 1 examines the geographic and socioeconomic inequalities in maternal 

healthcare utilisation in Nigeria between 2003 and 2017. The finding from the rate difference 

shows that the gap in the utilisation of facility-based delivery between urban and rural areas 

increased significantly by 0.3% per year over the study period. The Theil index suggests a 

decline in relative inequalities in antenatal care and facility-based delivery across the six 

geopolitical zones by 7% and 1.8% per year, respectively. Further, the results indicate a 

persistently higher concentration of maternal healthcare use among well-educated and 

wealthier mothers in Nigeria over the study period. 

Research paper 2 measures and identifies factors explaining socioeconomic inequality in the 

uptake of intermittent preventive treatment in pregnancy with sulfadoxine-pyrimethamine 

(IPTp-SP). The study showed a higher concentration of the adequate uptake of IPTp-SP among 

socioeconomically advantaged women in Nigeria. The result of the decomposition analysis 
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indicates that geographic zones of residence and antenatal visits were the two main drivers for 

the concentration of the uptake of IPTp-SP among wealthier pregnant women in Nigeria. 

Research paper 3 focuses on measuring inequality and identifying factors explaining 

socioeconomic inequality in teenage pregnancy in Nigeria. The results suggest that pregnancy 

is concentrated among poor teenagers. The decomposition analysis identifies that the marital 

status, wealth index of households, exposure to information and communication technology, 

and religion were the most important predictors contributing to the observed concentration of 

teenage pregnancy in Nigeria. 

Research paper 4 investigates inequalities in geographic and socioeconomic factors influencing 

the survival time of children under five in Nigeria. The Kaplan-Meier survival estimates show 

that most under-five mortality occurs within 12 months after birth, with the poorest households 

most at risk of under-five mortality. The richest households are the least affected across the 

geographic zones and household wealth index quintiles. Of the six geopolitical zones, children 

born to mothers living in the North-West region of Nigeria had a 63.4% higher risk of under-

five mortality compared to children born to mothers in the South-West. 

Research paper 5 conducts a scoping review to ascertain the  implications of outbound medical 

tourism on maternal and child mortality in Nigeria. The 32 articles included out of 2,957; 23 

(74.2%) indicate that a lack of confidence and/or trust in the nation’s health sector motivates 

Nigerians to embark on medical tourism. Outbound medical tourism affects the development 

of the health system and, by implication, contributes to increases in maternal and child 

mortality rates in the country. The review, therefore, calls for the regulation of sponsored 

medical treatment for government officials abroad to strengthen the public healthcare system. 

Strong political will, accountability, transparency and leadership by example are required to 

revamp the Nigerian health system. 

Keywords: Maternal and child mortality; maternal and child healthcare; teen-pregnancy; 

inequality; socioeconomic status; concentration index; decomposition analysis; survival 

analysis; malaria; intermittent preventive treatment in pregnancy; medical tourism; scoping 

review; Nigeria. 
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CHAPTER 1: INTRODUCTION 

1.1. Background 

Globally, thousands of women die annually from complications during pregnancy, childbirth 

and the postpartum period, with most deaths occurring in developing countries (Olonade et al. 

2019; Sageer et al. 2019). The lifetime risk of maternal death is more than 200 times greater 

for women in developing countries compared to women in developed countries (Piane 2019). 

In the same vein, most mortalities for children under-5 occur in developing countries, 

especially in sub-Saharan Africa (Akinyemi et al. 2018; Akinyemi et al. 2019). These trends 

over the past decades have been judged unacceptable, and it remains a problem of public health 

importance, necessitating the attention of all stakeholders in maternal and child healthcare 

(Sageer et al. 2019). 

Improving maternal and child health is an important global health priority (United Nations 

2015). Thus, the principal aim of maternal healthcare is early recognition and management for 

women at risk of a complicated pregnancy (Aseweh Abor et al. 2011). Consequently, the 

United Nations Sustainable Development Goals (SDGs)—having replaced the Millennium 

Development Goals (MDGs)—include maternal health and healthcare as all-embracing goals 

(WHO 2016; United Nations 2015). This requires concerted and sustainable efforts to remove 

the various barriers to healthcare access and utilisation, particularly in developing countries 

(Novignon et al. 2019). However, what continues to be worrying is the lack of attention being 

paid to the large and growing inequities (unfair inequality) in the provision of and access to 

services within low- and middle-income countries (Thomsen et al. 2011). 

In sub-Saharan Africa, poor living conditions, inadequate nutrition and healthcare, coupled 

with high fertility rates, often expose women of all ages, especially teenage girls (Finlay et al. 

2011; Huda et al. 2021; Ujah et al. 2005), to a high risk of pregnancy-related illness and death 

(Aseweh Abor et al. 2011). The situation is critical in Nigeria, with a maternal mortality ratio 

of 512 deaths per 100,000 live births. Neonates, infants and children under five have mortality 

rates of 39, 67, and 132 deaths per 1,000 live births, respectively, in 2018 (National Population 

Commission & ICF International 2019). In addition, Nigeria has the highest global incidence 

of malaria, which remains the top cause of maternal and childhood death (USAID 2017). The 

maternal mortality ratio in Nigeria is the highest in Africa and much higher than the global 
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average of 290 per 100,000 live births (Piane 2019). This situation is especially exacerbated 

when there is poor access to healthcare services and poor utilisation rates (Aseweh Abor et al. 

2011). Partly because health care workers are not only in short supply, but also lack the skills 

for basic standard of care (Bryan et al. 2010). Hence, the poor infant and maternal mortality 

statistics in sub-Saharan Africa due to the deplorable state of health infrastructure (Abubakar 

et al. 2018; Abubakar et al. 2022), reflect the quality of the region’s healthcare system 

(Makinde 2016; Oleribe et al. 2019). As a result, many people from the region have become 

medical tourists to seek better quality healthcare (Makinde 2016). 

Though some progress has been made in the last decade, mortality and other child health 

indicators are still below the desired levels (Akinyemi et al. 2018). Conspicuous variations in 

maternal mortality are reflected through inequities in access to maternal healthcare, such as 

antenatal care, skilled birth attendance and postnatal care on various economic, geographic and 

social scales (Pathak et al. 2010). 

Monitoring the progress towards a reduction in maternal mortality, particularly in low-middle-

income countries (LMICs), is difficult due to the paucity of reliable health information (Pathak 

et al. 2010). Where information is available, the success or failure of policymakers depends on 

their ability to develop the right interventions targeted at the vulnerable (Aseweh Abor et al. 

2011), especially if the stakeholders have an appreciable knowledge of the factors that 

influence access to maternal and child healthcare services. Against this backdrop, this thesis 

investigates inequalities in the utilisation of maternal and child health and healthcare in the six 

geopolitical zones of Nigeria using the following econometric analyses: concentration index, 

decomposition analysis, survival analysis, Theil index, between-group variance (BGV), rate 

ratio and rate difference. Health inequalities are those differences that reflect consequences of 

an underprivileged position, thus we focus on socioeconomic differences in health and 

healthcare (Coburn and Coburn 2007). This thesis adds to the literature by measuring and 

explaining socioeconomic inequalities in maternal and child health and healthcare in Nigeria. 

In addition, this thesis includes a study that conducted a scoping review of implications of 

outbound medical tourism on maternal and child mortality in Nigeria. The findings may serve 

as a policy perspective pivot point upon which policymakers could improve maternal and child 

health and healthcare in Nigeria. 
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1.2. Research gap 

A body of literature and anecdotal evidence indicates that maternal and child mortality in 

Nigeria is one of the highest in the world, with a rate of 512 per 100,000 live births and the 

highest under-five child mortality rate of any LMIC (Federal Ministry of Health Nigeria 2018; 

National Population Commission & ICF International 2019). This runs contrary to the SDG’s 

three targets1 (United Nations 2015) and the ‘leave no one behind’ agenda (Llop-Girones et al. 

2019), as the mortality occurs mainly among the socioeconomically and geographically 

disadvantaged women. 

For an ethnically diverse country such as Nigeria, a one-size-fits-all intervention cannot be 

effective in reducing maternal and child mortality. Context-specific evidence-based 

information is required within and across the geopolitical zones of Nigeria to match a unique 

response to a unique problem. Indeed, effective evidence-based interventions may exist, but 

context may change their effectiveness (Serbanescu et al. 2022). The findings of this thesis will 

complement most reviews on the causes and contributory factors affecting maternal-cum-

teenage and child deaths in Nigeria that were hitherto based on reports from a single health 

facility that may not be generalizable to large populations (Sageer et al. 2019; Ujah et al. 2005). 

The available evidence indicates that about 74% of maternal and child mortality could be 

prevented if all women received appropriate emergency obstetric care (Calvello et al. 2015), 

but fewer than 20% of the healthcare facilities in the country offer emergency obstetric care 

(Federal Ministry of Health Nigeria 2018). Thus, the prevailing poor healthcare delivery 

system in Nigeria encourages outbound medical tourism and negatively affects 

maternal/teenage and child health outcomes (Abubakar et al. 2018; Epundu et al. 2017; 

Igwegbe & Udigwe 2001; Orekoya & Oduyoye 2018). Nevertheless, the problems relating to 

the implications of outbound medical tourism on maternal and healthcare have received little 

or no attention. 

                                        
1 Goal three of the SDG is to ensure healthy lives and promote well-being for all at all ages with targets to: 

1. reduce the global maternal mortality ratio to less than 70 per 100,000 live births by 2030 

2. end preventable deaths of new-borns and children under five years of age, with all countries aiming to 

reduce neonatal mortality to as low as 12 per 1,000 live births and under-5 mortality to as low as 25 per 

1,000 live births by 2030. 
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1.3. Aim and research questions 

1.3.1. Aim: To investigate inequality in maternal and child health and healthcare in Nigeria 

and across its six geopolitical zones. 

1.3.2. Research questions 

1. What are the geographic and socioeconomic inequalities in the utilisation of maternal 

healthcare in Nigeria from 2003 to 2018? 

2. What are the socio-demographic and geopolitical inequalities in the utilisation of 

intermittent preventive treatment of malaria in pregnancy? 

3. Are there socioeconomic inequalities in teenage pregnancy in Nigeria? 

4. Is there inequality in under-five mortality in Nigeria? 

5. What are the implications  of outbound medical tourism on maternal and child mortality 

in Nigeria? 

1.4. Theoretical and conceptual framework 

1.4.1. Three-delay model 

An array of theoretical perspectives has been used to help understand and explain poor maternal 

and child health outcomes, one of which is the three-delay model (Thaddeus & Maine 1994). 

This is important as it is impossible to separate infant death from maternal morbidity and 

mortality because maternal well-being largely determines children’s well-being (Akinyemi et 

al. 2018). Thus, according to the World Health Organization (WHO), about 98% of maternal 

and child deaths could be prevented with timely access to obstetric intervention (Sumankuuro 

2018). This implies that delays in deciding, reaching and receiving appropriate and timely 

maternal and neonatal health services lead to poor maternal and child health outcomes 

(Thaddeus & Maine 1994). Consequently, Thaddeus and Maine (1994) proposed the three-

delay model (see Figure 1) that identifies different barriers that women face in receiving the 

timely and efficient medical care they need to prevent death from occurring during pregnancy 

and childbirth (Thaddeus & Maine 1994; Sumankuuro 2018). 
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Figure 1: Three-delay model [Source: Thaddeus & Maine (1994)] 

The model describes the interlinking nature of the different factors that prevent the populace, 

especially women, from accessing maternal and perinatal healthcare (Thaddeus & Maine 

1994). Barriers such as low economic status, illiteracy, inadequate health education, 

sociocultural beliefs, poor road infrastructure and difficulty accessing transport services during 

an emergency, alongside inadequate health facilities, cause delays among patients, often 

resulting in maternal and infant deaths, particularly in sub-Saharan Africa (Sumankuuro 2018). 

The model identifies 1) a delay in the decision to seek care on the part of the individual, the 

family, or both; 2) a delay in reaching an adequate healthcare facility and 3) a delay in receiving 

appropriate care at the facility (Thaddeus & Maine 1994; Yaya et al. 2018; Zere et al. 2010). 

The first two delays are demand-side barriers (Knight et al. 2013), which may be affected by a 

mother’s education, household wealth, and community-level factors such as the levels of 

poverty (Zere et al. 2010). The third delay is the supply-side barriers (e.g., lack of requisite 

personnel and difficulties in procuring essential drugs). These are major factors contributing to 

maternal and child deaths in developing countries (Knight et al. 2013). 
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In practice, demand-side and supply-side issues are interwoven. For the demand side to 

function effectively, a portion of the supply-side mechanism must be present (Aremu 2011). 

There is evidence that demand reacts to quality (O’Donnell 2007), and the proof of access is in 

the use of service, not simply the presence of a facility (Gulliford et al. 2002). Upgrading health 

facilities, training health personnel and ensuring the availability and quality of life-saving 

interventions are key requirements for access to skilled care (Hounton et al. 2009). Therefore, 

policy interventions on both the demand and supply sides must progress simultaneously for 

optimal healthcare outcomes for the populace, especially for maternal and child health 

(O’Donnell 2007). 

1.4.2. Access framework 

Access has been described as the opportunity or freedom to use health services (Thiede et al. 

2007). Effective maternal and child health require the combination of a number of theoretical 

models and frameworks to address the health needs of women, children and families (Fraser 

2013). The three-delay model and access framework re-enforce each other. 

Access is a multi-dimensional concept, with the three key access dimensions of availability 

(referred to as physical access), affordability (referred to as financial access) and acceptability 

(sometimes referred to as cultural access) (Gulliford et al. 2002; Thiede et al. 2007), as shown 

in Figure 2 below. Access encompasses healthcare service use, as there are a set of 

circumstances that allow for the use of appropriate healthcare services (Goddard & Smith 2001; 

Gulliford et al. 2002; Thaddeus & Maine 1994). 
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Figure 2: Access framework [Source: Thiede et al. (2007)] 

The triangle shows that the dimensions are interrelated yet distinct issues. Addressing problems 

of availability requires completely different policy tools from those for improving the 

acceptability of a specific type of service (Thiede et al. 2007). In trying to address acceptability 

barriers, evidence suggests that the first step is to recognise the socialised nature of healthcare, 

and in particular, the frequent cultural mismatches between lay and professional health beliefs 

(Gilson 2007). Therefore, instead of blaming patients for their poor healthcare-seeking 

behaviours, health professionals need to understand the cultural beliefs and motivations of the 

public they seek to serve and tailor service delivery to their perceptions and needs (Gilson 

2007). For instance, it would not be sufficient to ensure access to care if service providers were 

mainly male in communities where populations believed it is inappropriate for women to be 

examined by male physicians (McIntyre et al. 2009). The acceptability dimension could be 

improved if providers were aware of cultural beliefs in the local community and adapted 

services accordingly (McIntyre et al. 2009). Only when there is adequate information on health, 

information on appropriate healthcare responses and on the opportunities to use health services 

are effectively communicated across communities can equitable access to health services be 

established (Gulliford et al. 2002; Thiede et al. 2007). 
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1.5. Nigeria’s healthcare system in brief 

Nigeria’s healthcare system is based on a three-tier system: Primary Health Care (PHC) as the 

entry point, secondary care as the first referral level and tertiary care (teaching hospitals) (Yaya 

et al. 2018). PHC is the most accessible and affordable form of care that serves most of the 

population. Presently, the country has about 34,000 PHC facilities covering all the health wards 

(each ward comprising population areas of 10,000 to 30,000 persons) and most rural and hard-

to-reach communities (Yaya et al. 2018). There are fewer secondary health centres and teaching 

hospitals, most of which are located in state capitals and urban areas (Yaya et al. 2018; Yaya 

et al. 2019). 

Most public health facilities in Nigeria lack essential medicines, an adequate workforce and 

quality equipment, and are often staffed by unmotivated providers (Haruna et al. 2019; 

Izugbara & Wekesah 2018). The services of maternity care providers in Nigeria are generally 

poor, characterised by pervasive abuse, quackery, a lack of commitment and irresponsibility 

on the part of many providers (Izugbara & Wekesah 2018). Over 72% of the total health 

expenses of Nigerians are out-of-pocket (Elebesunu et al. 2021). The Nigerian government has 

shown great disregard for the state of healthcare in the country despite the fact that governance 

(accountability and strong political will) is one of the most important factors for strengthening 

health systems (Elebesunu et al. 2021). 

1.6. Study design and data source 

A cross-sectional quantitative design was employed using the Nigeria Demographic and Health 

Surveys (NDHS) datasets2 of 2003, 2008, 2013 and 2018 collected from the six geopolitical 

zones of Nigeria (North-Central, North-East, North-West, South-East, South-West and South-

South). A specific method for a specific objective approach was deployed to address each 

research question. 

The NDHS is a nationally representative survey that provides information on the reproductive 

health of women aged 15 to 49, maternal health for children (neonatal, infant and under-5), 

household characteristics, household members, and many others (NPC & ICF 2019). The 

NDHS uses trained and experienced interviewers, standardised measurement techniques and 

                                        
2 The dataset is available at https://www.dhsprogram.com/data/dataset_admin/login_main.cfm. 



9 

 

tools. It has an identical core set of questions to ensure the standardisation and comparability 

of surveys across time and countries (NPC & ICF 2019). 

1.7. Thesis structure 

This is a PhD thesis by publication comprising five research papers, among which four papers 

have already been published in peer-reviewed Q1 journals, and one paper is under review as at 

the time of submission. The five journal articles were derived from the five specific objectives 

of this thesis (see Figure 3). The remaining content of this thesis consists of the following 

chapters. 

Chapter 2: This chapter consists of research question 1, but is transformed into a peer-review 

journal article titled ‘Geographical and socioeconomic inequalities in the utilisation of maternal 

healthcare services in Nigeria: 2003–2017’. This article is published in the BMC Health 

Services Research (2020) 20:849. DOI: https://doi.org/10.1186/s12913-020-05700-w. 

Chapter 3: This chapter comprises research question 2, now converted to a peer-reviewed 

journal article titled ‘Decomposition of socioeconomic inequalities in the uptake of intermittent 

preventive treatment of malaria in pregnancy in Nigeria: evidence from Demographic Health 

Survey’. The article is published in the BMC Malaria Journal (2021) 20:300. DOI: 

https://doi.org/10.1186/s12936-021-03834-8. This study achieved third place in the ‘Three 

Minute Thesis Competition’ organised by the Centre for Health Research , USQ, 2021. Further, 

the article won the third-place prize in the School of Business HDR Student publication 

excellence awards for journal articles, 2022. 

Chapter 4: This chapter investigates research question 3 and contains the research article titled 

‘Socioeconomic inequalities in teenage pregnancy in Nigeria: evidence from Demographic 

Health Survey’. The article is published the BMC Public Health (2022) 22:1729. DOI: 

https://doi.org/10.1186/s12889-022-14146-0. 

Chapter 5: This chapter consists of research question 4, now converted into a peer-reviewed 

journal article titled ‘Geographic and socioeconomic inequalities in the survival of children 

under-five in Nigeria’. The article has been published in the Scientific Reports (2022) 

12:8389.DOI: https://doi.org/10.1038/s41598-022-12621-7. In addition, the study was 

presented at the School of Business virtual High Degree Research seminar, University of 

Southern Queensland, on 20 September 2021. 

https://doi.org/10.1186/s12913-020-05700-w
https://doi.org/10.1186/s12936-021-03834-8
https://doi.org/10.1038/s41598-022-12621-7
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Chapter 6: This chapter contains research objective 5, converted to a peer-reviewed journal 

article titled ‘ Outbound of medical tourism from Nigeria: a scoping review of implication on 

maternal and child mortality’. The article (at the time of submission) is under peer-review for 

the Public Health journal, manuscript ID PUHE-D-22-02108. Publisher: ELSEVIER  

Chapter 7: This chapter contains an overall conclusion comprising the contribution of the 

thesis, policy implications, limitations and future research directions. 

 

 

Figure 3: Flow chart of thesis outline 
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CHAPTER 2: PAPER 1 – GEOGRAPHICAL AND 

SOCIOECONOMIC INEQUALITIES IN THE UTILIZATION OF 

MATERNAL HEALTHCARE SERVICES IN NIGERIA: 2003–2017 

2.1. Introductory paragraph 

Chapter 2 addresses one of the gaps in the literature and one of the research questions from 

Chapter 1 that provides an overall background of this thesis. The objective of this paper was to 

examine the geographic and socioeconomic inequalities in maternal healthcare utilisation in 

Nigeria in the period between 2003 and 2017. Results show that the utilisation of maternal 

healthcare is lower among poorer and less-educated women, as well as those living in rural 

areas in the North-West and North-East geopolitical zones of Nigeria. The output of the 

research objective was published in a BMC Health Services Research. 

2.2. Paper 1: BMC Health Services Research, (2020) 20:849; 

DOI: https://doi.org/10.1186/s12913-020-05700-w 
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CHAPTER 3: PAPER 2 – DECOMPOSITION OF 

SOCIOECONOMIC INEQUALITIES IN THE UPTAKE OF 

INTERMITTENT PREVENTIVE TREATMENT OF MALARIA IN 

PREGNANCY IN NIGERIA: EVIDENCE FROM DEMOGRAPHIC 

HEALTH SURVEY 

3.1. Introductory paragraph 

Chapter 3 contains a decomposition analysis that measures and identifies factors explaining the 

socioeconomic inequality in the uptake of IPTp-SP in Nigeria. The decomposition analysis 

helps to uncover specific factors that are modifiable by policymakers. It acts as a follow-up to 

Chapter 2, which identified that the utilisation of maternal healthcare is lower among poorer 

and less-educated women, as well as those living in rural areas. The study constitutes paper 2 

of this thesis, as published in BMC Malaria Journal. 

3.2. Paper 2: BMC Malaria Journal, (2021) 20:300  

DOI: https://doi.org/10.1186/s12936-021-03834-8. 
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CHAPTER 4: PAPER 3 – SOCIOECONOMIC INEQUALITIES IN 

TEENAGE PREGNANCY IN NIGERIA: EVIDENCE FROM 

DEMOGRAPHIC HEALTH SURVEY 

4.1. Introductory paragraph 

Chapter 4 focuses on measuring inequality and identifying factors explaining socioeconomic 

inequality in teenage pregnancy in Nigeria. The key finding shows that teenage pregnancy is 

concentrated among poor teenagers. The study sheds more light on why infants born to 

teenagers are at a higher risk of mortality than those born to adults vis-a-vis the pro-rich 

inequalities in the uptake of maternal healthcare services contained in Chapter 3. The research 

article is published in BMC Public Health. 

4.2. Paper 3: BMC Public Health, (2022) 22:1729. 

DOI: https://doi.org/10.1186/s12889-022-14146-0. 
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CHAPTER 5: PAPER 4 – GEOGRAPHIC AND SOCIOECONOMIC 

INEQUALITIES IN THE SURVIVAL OF CHILDREN UNDER-

FIVE IN NIGERIA 

5.1. Introductory paragraph 

Given that maternal well-being largely determines a child’s well-being, chapter 5 assesses the 

geographic and socioeconomic differences in the survival of children under five in Nigeria. 

The key finding from this paper shows that most under-five mortality occurs within 12 months 

after birth, with the poor most at risk. The study re-emphasises the importance of maternal 

healthcare services contained in chapters 3 and 4. The research article has been  published in 

the Scientific Reports journal. 

5.2. Paper 4: Scientific Reports, (2022) 12:8389. 

DOI: https://doi.org/10.1038/s41598-022-12621-7. 
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CHAPTER 6: PAPER 5 – OUTBOUND MEDICAL TOURISM 

FROM NIGERIA: A SCOPING REVIEW OF IMPLICATIONS ON 

MATERNAL AND CHILD MORTALITY 

6.1. Introductory paragraph 

The common denominator of the four previous papers in Chapters 2 to 5 centres on the issue 

of access (availability, accessibility, affordability and acceptability) to healthcare services, 

especially among women of a child-bearing age residing in socioeconomically disadvantaged 

geopolitical zones, leading to higher maternal and child mortality. It re-echoes that the SGDs, 

especially goals three and five, cannot be attained without increasing availability, access, 

demand for, and utilisation of existing health services (Serbanescu et al. 2022). Evidently, 

access to effective healthcare is a major challenge in Nigeria due to perennial neglect, 

underfunding and indifference by government officials that frequently seek medical treatment 

abroad. Therefore, paper 4 examines the implications of outbound medical tourism on maternal 

and child mortality in Nigeria. The paper as at the time of writing is being peer-reviewed for 

Public Health journal. 

6.2. Paper 5: Public Health manuscript number: PUHE-D-22-02108. 
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Abstract  

Objective: This study aimed to examine the implications of outbound medical tourism on 

maternal and child mortality in Nigeria. 

Study design: This was a scoping review study 

Methods: The review followed the Arksey & O’Malley’s methodological framework and 

PRISMA-Scoping Review guidelines. The Web of Science, PubMed, Ebscohost, Science 

Direct, and Google Scholar databases were searched for relevant articles. Grey literature and 

snowball approaches were engaged to complement the database searches. Literature searches 

were limited to articles published in English from 2000 – 2021. Data were descriptively 

synthesised using the WHO healthcare delivery building blocks. 

Results: Of the 32 articles included out of the 2,957 articles, 23(74.2%) indicated lack of 

confidence in the country’s healthcare system due to inadequate infrastructure, poor human 

resources management, poor remuneration, improper medical treatment, corruption, poor 

healthcare financing, shortage of essential drugs/supplies, and incessant industrial disharmony. 

All of which motivate Nigerians to embark on medical tourism. The reviews show that over 

5,000 citizens ‘fly out’ monthly for various forms of medical treatment abroad. Approximately, 

US$ 1.2 billion is lost to capital flight from medical tourism yearly. Medical tourism affects 

the development of the health system thereby contributing to increase in maternal and child 

mortality rates in the country. The review calls for ban on sponsored government official’s 

medical care overseas.  

Conclusions:  

The Nigeria healthcare system needs to be overhauled to restore confidence and trust in the 

provision of public healthcare. The government should regulate public servants funded medical 

treatment overseas to control the prevalent outbound medical tourism.  

Keywords: Outbound medical tourism, maternal mortality, child mortality, scoping review, 

Nigeria. 
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Introduction 

The main goal of a health system is to ensure delivery of accessible, affordable, equitable and 

safe health services to the population 1, 2, partly because if access to health services were 

distributed according to need, the poor would come first. But they do not 3. Therefore, it is the 

responsibility of the government of any country to take adequate measures to ensure that the 

best healthcare system is available to its population 4. Access to high-quality health care is a 

human right and moral obligation for every country 5 

Although the delivery of high-quality healthcare service is critical for population health, 

many healthcare facilities in Nigeria, especially government-owned hospitals are in a 

deplorable state 6, 7. In most of the states, health systems are facing several challenges due to 

perennial neglect 8. Besides, some government officials unconscionably have contributed to 

the ailing health system by embarking on outbound medical tourism (i.e., travel from less 

developed to developed countries to seek better medical treatment) 9, 10 

Outbound medical tourism is fast becoming a culture among many Nigerians due to the weak 

healthcare system in the country 6, 11. In Nigeria and other sub-Saharan African countries, a 

woman’s lifetime risk of dying in pregnancy or childbirth is about 1 in 36 compared with 1 in 

4 900 in high-income countries 12. It is estimated that 75 percent of maternal deaths might be 

prevented through timely access to essential emergency childbirth-related care 13. All of these 

problems have made people lose confidence in the health sector 14, 15. Thus, providing 

healthcare services without guaranteeing a minimum level of quality is ineffective, wasteful, 

and unethical 5. 

Consequently, the average Nigerian, especially pregnant women and the underprivileged  bear 

the brunt of the poor healthcare system 16.  While the Nigerian political class and the wealthy 

seek medical care abroad, leaving behind underfunded government hospitals characterized by 
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dilapidated infrastructure, a dearth of state of the art equipment and incessant healthcare worker 

strikes 17.  

In Nigeria, 1 in 13 women die in childbirth, with 145 women dying daily 18. Nigeria’s 

maternal mortality ratio (MMR) exceeds the average for the African continent, with the 

country accounting for significant 10 percent of the global burden 19. The high maternal (512 

per 100,000 live births in 2018) and child (132 deaths per 1,000 birth) mortality rate in 

Nigeria is a result of multi-faceted causes amongst which is the spate of outbound medical 

tourism 4, 15, 20, 21.  

Against this background, there is a need to examine the implications of outbound medical 

tourism on maternal and child mortality in Nigeria. Previous studies had explored effects of 

medical tourism in Africa 22, implications of medical tourism on public healthcare 

development in a developing nation 7 and consequences of medical tourism on the Nigeria 

healthcare system 23, but none had examined the implication of outbound medical tourism on 

maternal and child mortality in Nigeria. This is vital, if Nigeria hopes to achieve the United 

Nations Sustainable Development Goals (SDG) 3 target to reduce maternal mortality ratio to 

70 per 100,000 live birth and new-born mortality ratio to <12 per1000 live birth by 2030. 
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Methods  

The study method was developed in line with the methodological guidelines on scoping 

reviews 24-28. The following steps for the scoping review were adopted. 

Step 1: Specifying objectives and research questions 

The aim of the review is to examine the implications of outbound medical tourism on 

maternal and child mortality in Nigeria. This has been informed by the fact that a significant 

number of Nigerians, especially government officials/political classes travel abroad using 

public funds each year to seek medical treatment mainly because the healthcare system is 

poorly funded and dysfunctional 29-31. This problem is more apparent in government hospitals 

where many believed that they would get the best care, but cases of negligence abound such 

that maternal and child healthcare issues are rarely investigated 18. This review is conducted 

using the following research questions: 

1. What are the issues that motivate people to opt for medical tourism outside Nigeria? 

2. Which socioeconomic group and/or social class in Nigeria takes advantage of 

outbound medical tourism? 

3. What do we know from the existing and/or grey literature about the implications of 

outbound medical tourism on maternal and child mortality in Nigeria? 

Step 2: Identifying relevant studies 

The following databases were searched between 9th August and October 2021: Ebscohost 

Megafile Ultimate, Science Direct, Wiley online library, Google Scholar, Scopus and 

PubMed, and Web of Science. In addition, a snowball search in Google was conducted to 

retrieve relevant references from the included articles. Grey literature such as reports and 

newspaper articles and magazines were also identified and retrieved. In line with a scoping 

review, the search strategy was not limited to any study design. The review, however, was 
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limited to articles published in the English language because Nigeria’s language is English. In 

order to ensure the literature search was thorough, the university’s library support officer 

provided necessary assistance to the authors. Several keywords based on the study aim and 

research questions guided our literature search (see Appendix 1 for the search strategy used). 

Step 3: Study selection 

We included articles published from 2000 to 2021 (i.e., over 20 years) to ensure they covered 

more than two civilian administrations in Nigeria, which gives a clearer trajectory of the 

country’s healthcare system. After a review of the title and abstract, the research questions 

formed the basis to select the final articles. Full texts of selected articles were retrieved for 

the scoping review. The flow diagram in Figure 1 in the results section presents the inclusion 

and exclusion criteria of the articles. 

Step 4: Charting the data 

A data charting form was developed in line with research questions using a 2016 Excel 

spreadsheet. It was further refined with inputs from co-authors (see supplementary data file). 

The following information was extracted from the charting form: Author(s), Type of 

evidence, Aim/purpose, What motivates people to opt for medical tourism outside Nigeria? 

Which socioeconomic group/social class in Nigeria uses outbound medical tourism? What do 

we know from the existing and/or grey literature about the implications of outbound medical 

tourism on maternal and child mortality in Nigeria?, and Key findings.  

Step 5: Collating, summarizing and reporting the results 

We collated and thematically organized the chart data based on the research questions. 

Evidently, the Nigerian healthcare system suffers from neglect, underfunding and incessant 

health worker strikes 10 and leading to loss of confidence in public health facilities. Hence, 

the attendant medical tourism and the themes were discussed in line with the six World 
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Health Organization (WHO) healthcare delivery building blocks 10: (1) Service delivery; (2) 

Healthcare workforce; (3) Healthcare information systems; (4) Medicines and technologies; 

(5) Financing; and (6) Leadership/governance. Report of findings followed the systematic 

reviews and meta-analyses extension for scoping reviews (PRISMA-ScR). However, the 

optional stakeholder consultation and quality assessment were not conducted. 

Patient and Public Involvement: 

No patients or public participated in any stage of this review. 

 

Results 

The literature search resulted in the total number of 2,957 identified articles. Of these articles, 

2,889 were excluded because they fell beyond the scope of the topic. Thirty-six (36) full-text 

articles were excluded because they did not focus on the research questions. The final 32 

articles were included for the scoping review (Figure 1)
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Figure 1: Adapted PRISMA-ScR flow diagram for study selection  
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Summary of chart data from the included articles 

The findings of this scoping review have been summarized as follows (see supplementary 

data file for detailed chart data of included articles):  

1. What motivates people to opt for medical tourism outside Nigeria? 

About 23 (74.2%) of the 32 articles reviewed suggest that Nigerians' decision to travel abroad 

for medical treatment was motivated by their lack of trust in the country's healthcare system. 

This was due to a variety of factors, including inadequate infrastructure, inadequate human 

resource management, low pay, improper medical care, corruption, inadequate health care 

financing, a lack of necessary drugs and supplies, and recurring industrial unrest, among 

others 4, 6, 8, 11, 14, 15, 21, 22, 31-37. 

2. Which socioeconomic group or social class in Nigeria takes advantage of 

outbound medical tourism? 

Literature shows that most elites, starting from Nigerian Presidents, Governors, Ministers and 

other wealthy individuals since the democratic dispensation represent the largest proportion 

of individuals who have gone outside the country for medical attention 7, 21, 29, 30, 38. Some 

elites, public and political office holders see it as a status symbol, even when such medical 

conditions or medical care needs can be satisfactorily attended to in Nigeria 11, 15, 22, 30, 36.  

Many of the hospitals, especially government-owned hospitals in and around the country, are 

not leaving up to expectations 15. The quality of healthcare has drastically diminished owing 

to the indifferent attitude of health caregivers, infrastructural inadequacies, and improper 

medical procedures.  
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3. What do we know from the existing and/or grey literature about the implications 

of outbound medical tourism on maternal and child health mortality in Nigeria? 

Literature reveals outbound medical tourism by Nigerians affect several sectors of the 

country, one of which is a reduction in the revenue for sustaining local health sector 4, 36, 39. 

For instance, about US$ 1.2 billion is lost to medical tourism annually in Nigeria, which 

could have been invested in the development of the country’s health care system 6, 21, 31, 32, 38.  

It seems that the health sector in Nigeria is being denied the much-needed funding which is 

affecting its development 39, thereby culminating in lack of trust in medical practitioners and 

high mortality rate. The maternal mortality rate (about one mother’s death in 100 deliveries) 

is one of the highest in the world. Some other health status indicators such as under-5 

mortality rate and adult mortality rate are higher than the average for Sub-Saharan Africa 7.  

If the President, Vice President, Senate President, House of Representatives Speaker, Federal 

Executive Council members, Governors and Deputy Governors and other political office 

holders were to seek medical care and conduct health checks in public hospitals in Nigeria, 

public health facilities would be given necessary attention 40. In other words, since Nigerian 

politicians generally do not use healthcare services in the country, but rather seek medical 

treatment abroad, the ambition for a better health infrastructure will remain an illusion. For 

example, Lagos University Teaching Hospital was once one of the best on the continent, but 

is now criticised for degeneration 30. When people entrusted with leadership responsibility 

ignore public health systems because they can afford private health care at home or abroad, 

ordinary citizens, especially the pregnant women and vulnerable, bear the brunt.  

A complete overhaul of the healthcare sector is overdue to contain perennial maternal and 

child mortality in the health sector 35. There is a need for significant investment in the 

healthcare industry in Nigeria by investing in infrastructure, human resources for health, 
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technology, hospital/medical supplies, and drugs for higher coverage of a number of 

conditions, as well as improved public health services 8. 

Key findings 

The reviews showed that Nigerians undertake outbound medical tourism due to improper 

medical treatment in the home country, infrastructure inadequacies, and availability of 

qualified health service providers abroad 21. Over 5,000 citizens ‘fly out’ on a monthly basis, 

seeking medical treatment in China, Dubai, India, Saudi Arabia, United Kingdom, United 

States  and other countries 37, 40, 41. If the money spent by some Nigerian government officials 

and the Nigerian elites on medical tourism abroad is invested in infrastructural development 

and they seek medical treatments in Nigeria, the health system of Nigeria would be much 

better 39. 

Most of the government owned hospitals in the country are ill-equipped and in a dilapidated 

state 6, 21, owing to poor funding, shortage of medical facilities and personnel, and poor 

medical service delivery 4, 37. Indeed, poor healthcare services in the country have contributed 

to increase in mortality rates in the country 15.  

Funding of healthcare from the general health budget is still poor. The current allocation is 

almost four percent of the budgets, with erratic and none release of the allocated budgets. The 

budgetary allocation for the sector hardly achieves the target envisaged during budget 

implementation. Corrupt officials and their collaborating suppliers and contractors embezzle 

most of these funds 15. Corruption in the health sector can be a matter of life and death, 

especially for the poor, as it restricts access to quality health care, which in turn contributes to 

significant morbidity and mortality 42. 
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Discussion 

This scoping review examined the implications of outbound medical tourism on maternal and 

child mortality in Nigeria. Available evidence established that Nigeria is undoubtedly one of 

the countries that incurs a high economic cost burden from medical tourism 39. It loses 

enormous amounts of foreign exchange that could have been deployed to refurbish hospitals 

and create jobs 43. The review findings collaborate Snyder, Byambaa 44 assertion that medical 

tourism have potential negative consequences for the economies and health systems of 

countries with significant numbers of outbound medical tourists.  

Against this backdrop and coupled with the SDG mandate to achieve access to quality 

essential healthcare services by 2030, we assessed the implications from the viewpoint of the 

six WHO’s healthcare delivery building blocks 2: 

Service delivery 

Although a good service delivery comprises quality, access, safety and adequate coverage 2, 

the scoping review shows that Nigeria’s health system faces the problems of poor quality of 

service delivery, poor funding, inadequate human resources for health capacity, poor 

infrastructure, and inadequate specialist services, among other flaws. Since the quality of care 

offered to clients influence where they seek or receive care 38 outbound medical tourism has 

become a norm in Nigeria 8, 41, 45. There would be less need for outbound medical tourism if 

people could access equivalent quality of care in the home countries 46. 

In Nigeria, health services (supportive care) that are basic and essential for women in other 

parts of the world remain unavailable to millions of women 47, especially to the poor in rural 

areas and city slums 48, 49. Fewer than 20% of healthcare facilities in the country offer 

emergency obstetric care 20. For instance, Oxytocin is an affordable and effective drug 

recommended to prevent postpartum haemorrhage. However, Oxytocin requires cold chain 
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supply from the point of manufacture to the point of use for it to maintain its effectiveness. 

However, most health facilities in Nigeria, especially those at the primary healthcare level, 

have no refrigerators or reliable electricity supply. Evidence shows that when poor-quality 

oxytocin is used, it fails to prevent post-partum haemorrhage, thereby leading to high 

maternal mortality 50. High quality of health systems could prevent half of all maternal deaths 

each year 5. 

In Nigeria, the leading contributory factors of maternal deaths include inadequate equipment, 

lack of ambulance transportation, delay in referrals services and inadequate human resources 

for health 51. All the above point to weak health system, which perhaps could not have been if 

the health system is well funded and the government officials/political class access healthcare 

treatment in the country.  If the public officials do not trust the health system under their 

watch then who is going to trust it 44. Thus, government needs to invest in improved health 

service delivery to limit demand for outbound medical travel from own citizens 46. 

Health workforce 

The scoping review records spate of strikes by doctors and other healthcare professionals, 

owing to the neglect of their welfare and inadequate working environment 8.  The poor staff 

welfare and salaries, occasioned by the government inability to implement agreements have 

been the common causes of healthcare worker strikes in Nigeria. This has resulted in 

disruption to service delivery and training programmes, leading to increased morbidity and 

mortality of patients and loss of confidence in the hospitals 10. Nigerians are leaving the 

country for medical tourism because tertiary care is not living up to expectations 41. A well 

performing workforce consists of a well-remunerated and trained workforce, and sufficient 

and well-maintained facilities 1, 2 and Nigeria’s health system is lacking in these qualities 1. 
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Health information system 

Better information is an essential requirement for better health because without quality 

information on where, when, and why maternal deaths occur, we cannot effectively tackle the 

real causes of maternal and child mortality 52. Nigeria’s Health Information System is not 

only weak, but also fragmented with numerous vertical programmes, which are mostly donor-

driven 20. There is a dearth of robust population-level health and mortality data 53. Given the 

scenario, preventing maternal and child deaths is challenging and can only be contained if 

timely and reliable data  is available to support targeted interventions 2, 52. 

 

Medical products, vaccines and technologies 

The review shows that Nigeria largely depends on importation to meet its local needs for 

medicines, vaccines, and health technologies 20. However, studies indicate that medicines and 

other supplies from public facilities are available for resale at private facilities, resulting in 

unnecessary shortages of medications and supplies in public facilities 42. Consequently, 

women, especially in hard-to-reach areas are hardest hit when it comes to accessing quality 

healthcare and life-saving maternal medicines (such as Uterotonic, Oxytocin) used to manage 

complications 54. This is in contrast with the WHO’s guideline that procurement and supply 

programs need to ensure equitable access, assured quality and cost-effective use 2. 

Financing 

A good health financing system raises adequate funds for health, protects vulnerable people 

from financial catastrophe, allocates resources, and purchases goods and services in ways that 

improve quality, equity, and efficiency 2. In Nigeria, healthcare budget spending is about 3.75 

percent of the national budget 41. The budget allocations also encounter delays and non-
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release of the allocated budgets 8. The budgetary allocation for the sector hardly gets to the 

target layers envisaged during budget implementations due to corruption 15.  

The paucity of funding of healthcare services by the various tiers of government (Local, State 

and Federal) in Nigeria leads to increased out of pocket payments and many poor and 

vulnerable Nigerians cannot pay for these services 8. Over 40% of the citizens are living 

below the poverty line of <$1.90 per day 9. Data show that the level of out-of-pocket 

payments as a share of total health expenditure in Nigeria is still placed at 72%, the highest 

on the continent and one of the highest in the world 8. 

Leadership and Governance 

Effective leadership and governance ensure effective oversight, regulation, and accountability 

2. In Nigeria, weak governance undermines the functioning of health systems 48. It manifests 

through political interference in the management of health institutions: poor human resource 

management, including recruitment, training, promotions and transfers; and poor allocation 

of resources resulting in low professional standards in the delivery of health services 48, 

embezzlement and/or heavy pilfering of public funds by government officials 15. 

In addition, most governments in Nigeria ‘play politics’ with healthcare such that 

communities that support incumbent governments receive health services over those that do 

not 55. Studies show that countries such as Nigeria with widespread corruption in the health 

sector 55, 56 are associated with higher maternal and child mortality 42. The performance of a 

health system is more effective when there is strong governance and effective institutions, 

which may entail transparent funding mechanism 45, 57. If the country tackles its most difficult 

obstacles of poor accountability, inefficiency and corruption, it has enormous potential to 

transform the health sector 53. 
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Nevertheless, public satisfaction is a goal for the politicians and policymakers of every 

government 58.The dismal trends in maternal and child mortality are important markers of the 

general performance of the Nation’s health sector 20. Therefore, it is important to collect 

satisfaction assessment survey from patients for every healthcare service delivery. It would 

help to ensure effective oversight and regulation of the health system performance.  

Strengths and limitations 

This scoping review followed the PRISMA-ScR guideline, using research questions as 

benchmarks for inclusion and exclusion criteria. Also, the non-appraisal of quality of 

included articles affords this review the opportunity of including articles from a range of 

different study designs and methodologies unlike in a systematic review that focuses on 

specific study design in advance. However, access to grey literature especially government 

reports on medical tourism was limited to digitally available articles. Although the optional 

stakeholder consultation was not conducted, but would be recommended in future research. 

Conclusion 

There is a need for a complete overhaul of the Nigeria health sector to restore confidence and 

trust on public healthcare delivery. In addition, it is vital to regulate government-sponsored 

outbound medical treatment for public officers. There is a need for strong political will, 

accountability, transparency and leadership by example to revamp Nigeria’s health system. 

Otherwise, reversing the alarming outbound medical tourism, and containing the high 

maternal and child mortality in Nigeria will remain a mirage. 
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Appendix 1: Search strategy 

Search strategy Database Number 

of results 

Field search Limits 

(“Infant mortality” OR “maternal mortality” OR “child mortality”) AND (“medical tourism” 

OR “health tourism”) AND (“health economics”) AND politic* 

Library search 42 All  

 

 

 

 

 

 

 

 

 

2000-2021 

(“Infant mortality” OR “maternal mortality” OR “child mortality”) AND (“medical tourism” 

OR “health tourism”) AND (“health economics”) AND politic* 

Google scholar 287 All 

(medical tourism[MeSH Terms]) AND (nigeria) 

 

PubMed 10 All 

( ( "Infant mortality"  OR  "maternal mortality"  OR  "child mortality" )  AND  ( "medical 

tourism"  OR  "health tourism" ) )  

Scopus 130 Title, abstract, key, 

author’s keyword. 

"health tourism" OR "medical tourism" OR "surgical tourism" OR "outbound medical travel" 

AND “Nigeria*” OR “Africa” 

 

EBSCOHOST 

Megafile Ultimate 

103 All 

"health tourism" OR "medical tourism" OR "surgical tourism" OR "outbound medical travel" Science Direct 178 Review articles, 

research articles, social 

science & medicine, 

Int’l journal of 

Gynaecology & 

Obstetrics, Open 

access & Open archive 

"health tourism" OR "medical tourism" OR "nigeria" OR "maternal mortality" OR "infant 

mortality" 

Web of Science 2,196 Health care sciences, 

tropical medicine, 

health policy services 

or literature, primary 

health care, critical 

care medicine, 

reproductive biology 

or nursing, plus 

citations 

Grey literature and snowball searching Google 11 Based on references 

from selected articles 
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Supplementary data (chart data of included articles) 

 

Author(s) Type of 

evidence 

Aim/purpose What motivates people to opt for MT outside 

Nigeria? 

Which SES 

group/social class in 

Nigeria takes 

advantage of MT? 

What do we know from 

the existing and/or grey 

lit. about the 

implications of MT on 

MCH services in 

Nigeria? 

Key findings 

Oleribe et al. 

2019 

Journal To identify the principal 

challenges in the health sector in 

Africa and their solutions for 

evidence-based decisions, policy 

development and program 

prioritization. 

Dilapidated healthcare systems have facilitated 

medical tourism, for example, leading to over 

5000 people leaving Nigeria every month for 

various forms of treatment abroad and about 1.2 

billion US dollars lost from the Nigerian 

economy to medical tourism yearly. 

 
Healthcare systems in 

Africa suffer from neglect 

and underfunding, leading 

to severe challenges 

across the six World 

Health Organization 

(WHO) pillars of 

healthcare 

delivery. 

Inadequate human resource and 

healthcare financing and poor 

leadership and management are the 

major challenges of healthcare 

systems in Africa. The major 

solutions outlined by the 

participants grouped into leadership 

and governance, healthcare 

workforce and healthcare financing. 

Aiwerioghene 

et al. 2016 

Journal To do a critical analysis of the 

available literature comparing 

Indian and Nigeria healthcare 

system with regards to medical 

tourism. 

  
Presently Nigeria is not a 

medical tourism 

destination. The huge 

amount spent on medical 

tourism annually in India 

by the Nigerian patients is 

a huge drain to the 

economy. 

 



 

87 
 

Abubakar et al. 

2018 

Journal To examine the factors responsible 

for medical tourism in Nigeria and 

the measures that can be put in 

place to ensure that medical 

tourism can be curbed in the 

country. 

Medical tourism is fast becoming a culture 

among many Nigerians due to the deplorable 

state of the health care system in Nigeria 

especially govt owned hospitals. Every month, 

almost 5,000 people leave the country for 

various forms of treatment abroad when such 

treatment should have been carried out in 

Nigeria. Recently, the Nigerian President 

travelled to a London hospital for ear infection 

which could have been treated at home 

The social classes to 

which an individual 

belongs and personal 

beliefs of the 

beneficiaries of health 

services are what 

motivate individuals to 

seek medical help. 

More so, the negative 

attitude of health 

professionals to patients 

and medical negligence 

among health 

professionals in the 

country is also 

alarming. 

About 1.2 billion dollars 

is lost to medical tourism 

yearly in Nigeria which 

could have been invested 

in the development of the 

country’s health care 

system and the country as 

a whole. The Nigerian 

government should, as a 

matter of urgency, ban 

sponsored medical 

treatment for government 

officials abroad. It is 

therefore high time 

government officials 

started patronizing 

Nigerian hospitals. 

Leadership should be by 

example, when 

government imbibes this 

attitude, possibilities are 

that others will follow 

suit. 

Most of the government owned 

hospitals in the country are ill 

equipped and in a dilapidated state. 

These facilities should be fully 

upgraded to meet the current health 

challenges of the teeming 

population. Government hospitals 

especially tertiary hospitals that 

attend to specialist cases should be 

adequately equipped with up-to-

date medical facilities so that 

people can get adequate health 

services needed for their treatment 

and therefore discouraged from 

going abroad for medical treatment.  

Tackling the problem of medical 

tourism in Nigeria include: 

adequate funding, improved health 

care facilities, better remuneration 

and motivation for health workers, 

government intervention on the 

battle for supremacy among health 

workers, immediate ban of 

government sponsored medical 

treatment abroad, adequate training, 

enforcement of legal action against 

medical negligence, improved 

medical research and encouraging 

foreign investment.   
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Orekoya and 

Oduyoye 2018 

Journal To explore the implications of 

medical tourism on public health 

care development in a developing 

nation. 

The key factors responsible for Nigerians to 

become medical tourists include inadequate 

health facilities and equipment, poor human 

resources management, lack of motivation and 

remuneration, corruption, poor health care 

financing, decreased expenditure on health by 

the government, political instability, shortage of 

essential drugs and supplies, inadequate access 

to health care, absence of integrated system for 

disease response, prevention, surveillance and 

treatment; high user fees and inadequate health 

care providers, and lack of confidence in the 

nation’s health sector. 

The wealthy prefer to 

travel to the United 

States or Europe for 

treatment while the 

Nigerian masses prefer 

to go to South Africa or 

even India for treatment 

due to reasons best 

known to them. This 

perception is increased 

by the fact that 

government officials 

and politicians are 

sponsored abroad for 

medical treatment on 

the nation’s expense. 

The maternal mortality 

rate (about one mother’s 

death in one hundred 

deliveries) is one of the 

highest in the world. 

Some other health status 

indicators like the under-5 

mortality rate and adult 

mortality rate are higher 

than the average for Sub-

Saharan Africa. A viable 

health care system 

depends on the 

availability of capable 

human resources for 

health, adequate funding, 

ardent health research, 

standard framework and 

good govt that recognizes 

and addresses the health 

care needs of the people. 

The unimpressive state of the health 

care system has led to inequities in 

the Nigerian society with the 

affluent possessing the means to 

seek for treatment overseas while 

the low-income citizens stay put 

with the health system that needs a 

total overhaul. Reversing outbound 

medical tourism entails investing 

heavily in the health sector and 

ensuring it is affordable to all 

Nigerians. 

Orji et al. 2020 Journal To assess the reasons behind 

Nigerian consumers’ outbound 

medical tourism; determine the 

risk factors that give Nigerians 

concern over outbound medical 

tourism; and ascertain the effect of 

cost on Nigerian patients’ 

outbound medical tourism. 

There are four major reasons for Nigerians 

participation in outbound medical tourism. 

They include; improper medical 

treatment in home country, infrastructural 

inadequacies, commensurate cost of treatment 

in destination countries and availability of 

qualified health service providers abroad. 

The rich Nigerians and 

officials at the top 

echelon jet out of the 

country to attain proper 

medical procedures. For 

instance, the wife of a 

past Nigerian President 

in 2005 lost her life as a 

consequence of having 

cosmetic surgery in 

Spain. The incumbent 

Nigerian President has 

also visited the UK 

health system in June 

2016 to address “a 

persistent ear infection”. 

Despite the existence of 

more than 250 ear, 

nose, and throat 

specialists and a 

national ear hospital in 

Nigerian. 

More than ₦1billion is 

extracted per annum 

through medical trips to 

India, Germany, America, 

China and Dubai, thereby 

depleting the nation’s 

foreign reserve. In 

economic terms, the 

demand for medical 

treatment abroad is 

inelastic because patients 

are willing to pay any cost 

to get a desired treatment. 

The findings showed that Nigerians 

undertake outbound medical 

tourism due to improper medical 

treatment in home country, 

infrastructural inadequacies, 

commensurate cost of treatment in 

destination countries and 

availability of qualified health 

service providers abroad. 
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Abubakar and 

Adamu 2016 

Journal To high light some of the 

problems encountered by patients 

after treatment abroad such as 

been attended to by incompetent 

health personnel or having 

inappropriate treatment. 

In developing countries such as Nigeria, the 

motivation to travel abroad is largely to access 

better health service due to the paucity of a 

super specialist. 

The incessant industrial disharmony with the 

health sector has eroded the confidence of the 

public on the quality of care in Nigerian 

Hospitals. 

 
Nigeria loses about 46 

billion Naira ($255 

million) to medical 

tourism annually. This 

amount does not reflect 

the man-hours involve in 

preparation, travel to and 

fro, and the stress 

involves in the whole 

process. 

 

PWC 2016 Report Restoring trust to Nigeria's 

healthcare system 

Lack of trust in the local healthcare system is a 

major factor that motivate patients to seek care 

abroad. 

There is absence of clear clinical protocols to 

ensure proper diagnosis of patients. Also there 

are no defined referral mechanisms vertically or 

horizontally. 

The patients who travel 

abroad for healthcare 

are precisely the ones 

that can pay for services 

at market prices in 

Nigeria. 

It could be tempting to 

think of this as just the 

loss of foreign exchange – 

allocating $1Bn to 

medical care needs abroad 

means there is $1Bn less 

available to other sectors 

of the economy. 

However, there is a more 

fundamental impact of 

external medical tourism 

– the loss of value from 

the local healthcare 

system. 

The first thing to recognise is that 

addressing the problem will require 

some  fundamental changes across a 

wide range of stakeholders and 

some of these changes will require 

a rethink of the roles of some of the 

organizations/players in the sector. 

Mogaka et al. 

2017 

Journal To determine the level of 

knowledge on the role, structure 

and effect of MT in Africa as it 

relates to healthcare systems in the 

region. 

Patients may lack confidence in the ability of 

home health systems to meet their medical 

needs and move abroad in relatively large 

numbers 

The wealthy middle 

class in Africa, for 

instance, regularly seek 

advanced medical care 

abroad. 

 
MT services are primarily provided 

by the private sector and payments 

are mostly out of pocket. 

Aiwerioghene 

et al. 2021 

Journal To identify the factors affecting 

Nigerian medical tourism sector. 

The main reason people in Nigeria go abroad 

for treatment is the poor quality and poor 

standard of treatment in Nigeria. 

Nigerian healthcare sector lacks adequate 

infrastructure. Currently, only one hospital in 

Nigeria is recognized by JCI (international 

accreditation). A few hospitals have updated 

medical equipment making it difficult for 

proper diagnosis. 

  
Nigerian Healthcare system has 

remained relatively weak despite 

the effort from the government over 

the years. Improvement in 

healthcare infrastructure is required 

for reaching the goals of high-

quality care, better patient 

satisfaction, and effective utilization 

of resources. 
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Balogun 2019 Journal To investigate the decision-making 

process of Nigerian medical 

tourists and why they prefer 

medical tourism to India to 

medical care locally. 

Reasons and factors why they chose medical 

tourism to India rather than staying back in 

Nigeria for their medical needs: long waiting 

list, inadequate medical equipment (surgical 

and diagnostic) in hospitals, chaotic laboratory 

services, inadequately staffed hospitals, 

comparatively limited degree of expertise 

among Nigerian medical practitioners, 

nonchalance and negligence by available 

medical experts, non-collaboration among 

medical and allied staff, poor customer service 

from hospital workers, poor sanitary and 

environmental conditions, poor response to 

treatment, concerns about access to quality 

drugs, lack of trust and confidence in the 

system. 

Government hospitals have experts but it is the 

junior doctors that handle most of the cases. 

The consultants usually come when it may be 

too late 

  
Nigerian MTs to India consider 

medical tourism as an enforced 

necessity rather than a desired first 

choice. Unmet needs resulting from 

service failure lead them to medical 

tourism. 

Obuh et al. 

2020 

Journal To evaluate the effects medical 

tourism has on Nigeria 

 
All Nigerian presidents, 

Governors, Ministers 

and other wealthy 

individuals since the 

democratic dispensation 

represents the largest 

chunk of individuals 

who have gone outside 

this country seeking 

medical attention, an 

ugly trend that must be 

reversed. 

Findings revealed that 

indeed, medical tourism 

by Nigerians has had 

some effects on several 

sectors of the country, one 

of which is a reduction in 

the revenue for sustaining 

local health sector and as 

a result, leads to poor 

performance on the 

medical officers, as they 

are short of logistics and 

facilities and in turn leads 

to lack of trust in medical 

practitioners and also high 

mortality rate. 

The health sector is being denied 

the much needed funding which is 

affecting its development. In 2014 

the Federal Ministry of Health, 

through its Director of planning, 

Research and Statistics, disclosed 

that public officers alone spent 

N198.95 billion on medical 

tourism. 
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Wapmuk et al. 

2015 

Journal The paper examines the growing 

phenomenon of medical tourism in 

Nigeria‐India relations. 

The reasons for the increase of Nigerians going 

for medical tourism in India are many. First, 

years of systemic decay by a lack of political 

commitment, corruption and mismanagement 

of the national economy has also affected the 

health sector. The political leaders inclusive 

lack confidence in healthcare facilities 

established by them and prefer to go abroad for 

treatment. 

  
There is no doubt that particularly, 

the public health infrastructure in 

Nigeria, is in shambles owing 

mainly to poor funding, shortage of 

medical facilities and personnel and 

poor medical service delivery. Over 

5,000 citizens fly out on a monthly 

basis, seeking medical treatment in 

India and other countries. 

Eme et al. 

2014 

Journal To identify the indices of the 

Nigerian dying health system and 

suggest ways of building a solid 

healthcare system in Nigeria. 

Primary healthcare, like most facets of our life, 

collapsed long ago and the evidence is the 

preference for foreign medical attention by 

Nigeria’s elite who can afford it. They do not 

have confidence in our medical personnel to 

handle even basic ailments, from toothache to 

headache, not to talk of more serious medical 

conditions. 

At the hospital, patients on admission buy 

everything namely syringes, drugs and hand 

gloves for the nurses, disinfectant, detergent 

and even bulbs for the wards in many public 

hospitals across the country. 

The queues are long, the equipment outdated, 

the facilities understaffed, the necessary 

medication is often lacking, and most of the 

patients cannot even afford the drugs or 

treatment. Remote areas and rural communities 

are almost relegated to the background and 

have to fend for themselves. 

Despite having some of 

the very best healthcare 

professionals in the 

world, the lack of 

development of the 

public healthcare 

system has eroded the 

little confidence the 

general population have 

in the Nigerian 

healthcare system. Even 

the leaders who ought 

to lead by example are 

most guilty of this lack 

of faith in the Nigerian 

healthcare system, 

which is why they excel 

at flying themselves and 

their cronies to other 

countries with highly 

developed healthcare 

systems at the slightest 

sign of any health 

issues. 

 
Healthcare system in Nigeria began 

to deteriorate in the 1980s when our 

medical experts and other medical 

personnel left the country in droves 

in search of the proverbial greener 

pasture abroad. The absence of 

modern facilities in many public 

hospitals is linked to failure of 

successive governments to pay 

adequate attention to the health 

sector. Inadequate and obsolete 

equipment in Nigerian hospitals had 

over the years contributed to the 

exodus of Nigerian doctors and 

other health personnel abroad in 

search of better opportunities. 

Indeed, poor healthcare services in 

the country have contributed to 

increase in mortality rate in the 

country. The budgetary allocation 

for this sector hardly get to the 

target layers envisaged during 

budget implementation. Most of 

these funds get embezzled by 

corrupt officials and their 

collaborating suppliers and 

contractors. 
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Eze et al. 2020 Journal Examined the demand factors 

responsible for outbound medical 

tourism to India, South Africa and 

Germany. 

Thousands of Nigerians travel abroad each year 

to seek medical treatment mainly because the 

nation’s health care system remains poorly 

funded. 

Factors like inadequate medical equipment, 

inadequate service personnel, and also 

inadequate infrastructures (to mention a few) 

have greatly contributed to the abysmal state of 

Nigeria's healthcare sector, and this has in turn 

made people lose confidence in the sector. This 

lack of confidence in the healthcare sector has 

further led to the increase of Nigerians with life 

threatening ailments travelling abroad in search 

of better medical treatment and care. 

  
This study concludes that medical 

tourists are propelled to engage in 

medical tourism by certain demand 

factors, which include medical cost, 

medical service quality and 

destination competitiveness. These 

factors will continue to appeal to 

tourist who can obtain them abroad 

Nigeria is undoubtedly one of the 

biggest sufferers from medical 

tourism in the world. 

Mathai et al. 

2015 

Journal  
    

Without quality information on 

where, when, and why maternal 

deaths occur, we cannot begin to 

tackle the real causes of maternal 

mortality. Better information is an 

essential requirement for better 

health. 

Makinde 2016 Journal Physicians as medical tourism 

facilitators in Nigeria: examine 

issues of the practice. 

The growth of medical tourism has been a 

result of the cost of service and lengthy waiting 

times in developed countries and the absence of 

specialist services, elitist ideas, and loss of faith 

in the quality of health care services rendered in 

developing countries. 

The current president of 

the country travelled to 

the UK in June 2016 in 

order to attend to “a 

persistent ear infection”. 

This was despite the 

availability of over 250 

ear, nose, and throat 

specialists and a 

national ear hospital in 

the country. Several 

other prominent 

Nigerians have 

reportedly received 

health care services in 

various countries and 

for various ailments. 

 
Nigerians with an estimated annual 

spending on medical tourism of 

between one and 20 billion US 

dollars are undoubtedly major 

contributors to this industry. Many 

Nigerians travel to countries such as 

India and the UK for various 

treatments including cardiac 

surgeries, neurosurgeries, cosmetic 

surgeries, orthopaedic surgeries, 

and renal transplant surgeries. 
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Makinde et al. 

2014 

Journal Argues for the repeal or significant 

review of the code of medical 

ethics which bars healthcare 

providers and institutions from 

advertising the kind of services 

rendered at their medical practices. 

The affluent population perceive as an elitist 

idea, travelling abroad for medical routine 

physical examinations and surgically amenable 

ailments. In addition, the perceived suboptimal 

quality of care and treatment options available 

at healthcare facilities in the country have 

resulted in low patronage by those that can 

afford the relatively expensive healthcare cost 

in more developed countries. 

 
About 30, 000 Nigerians 

are estimated to spend 

about US$1 Billion 

annually on medical 

tourism. Should these 

resources be committed to 

the local health market, it 

would boost local 

industry. 

It is noteworthy that 33% of health 

facilities in Nigeria are private 

health facilities with majority of 

their clientele base paying for 

services out-of-pocket. Medical 

tourists are concerned about quality 

of care, and a transparent process, 

which demonstrates quality in 

health service delivery by in-

country health facilities, is needed. 

FMoH, Nigeria  

2021 

FMoH, 

Nigeria 

website 

Launch of Cardio care 

multispeciality  hospital in Abuja. 

Specialist care is often the most inaccessible 

according to the Honourable Minister of 

Health. The lack of it, or distrust of its quality 

in our country, is often the reason citizens seek 

health care abroad.  

  
It has been estimated that Nigeria 

loses between USD$1 and 2 billion 

annually in foreign exchange to 

what has been branded as medical 

tourism. 

Ejim 2014 PMNews Building a solid healthcare system 

in Nigeria. 

The queues are long, the equipment outdated, 

the facilities understaffed, the necessary 

medication is often lacking, and most of the 

patients cannot even afford the drugs or 

treatment. 

  
Despite having some of the very 

best  healthcare professionals in the 

world, the lack of development of 

the public healthcare system has 

eroded the little confidence the 

general population have in the 

Nigerian healthcare system. Even 

the leaders who ought to lead by 

example are most guilty of this lack 

of faith in the Nigerian healthcare 

system, which is why they excel at 

flying themselves and their cronies 

to other countries with highly 

developed healthcare systems at the 

slightest sign of any health issues.It 

is very shameful that Nigerians 

have to go to India for procedures 

like kidney transplants, when we 

have some of the best and brightest 

physicians in the world.  Yet, the 

same physicians would be seriously 

hampered and handicapped in 

Nigeria due to the lack of basic 

framework and infrastructure to 

support a sustainable and 

meaningful health sector. 
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Onyemelukwe-

Onuobia 2021 

Blog Engaging lawyers in the fight 

against maternal mortality in 

Nigeria. 

Nigeria was the 169th most unsafe place out of 

176 countries surveyed in which a woman 

could give birth.   1 in 13 women die in 

childbirth in Nigeria, with 145 women dying 

daily.  Having only 2 percent of the world’s 

population, Nigeria contributes 10 per cent of 

the world’s maternal deaths, coming in as the 

second country with the highest absolute 

numbers of women (about 630 out of 100,000 

live births) dying in childbirth.   

  
The high maternal mortality rate in 

Nigeria is a result of multi-faceted 

causes. Some of these causes are 

socio-cultural in origin like lack of 

basic patient education and lack of 

basic awareness of patient rights, 

and cultural practices like teenage 

marriage, which lead to 

complications in pregnancy and 

childbirth. Others are systemic 

failures within our health care 

system including public and private 

facilities that do not meet basic 

international standards for obstetric 

care and maternal health, hostile 

attitudes of health professionals.  

Liedong 2017 Blog African politicians seeking 

medical help abroad is shameful, 

and harms health care. 

It’s well documented that politicians from 

across the continent go abroad for medical 

treatment. The reasons for exercising this 

choice are obvious: they lack confidence in the 

health systems they oversee, and they can 

afford the trips given that the expenses are paid 

for by taxpayers. 

Not only do the leaders 

travel with elaborate 

entourages, but they 

also travel in expensive 

chartered or presidential 

jets. For example, the 

cost of parking Buhari’s 

plane during his three 

month medical 

treatment in London is 

estimated at £360,000. 

That’s equivalent to 

about 0.07% of 

Nigeria’s N304 billion 

budget allocation for 

health this year. And 

there would have been 

many other heavier 

costs incurred during 

his stay. 

The effective health 

systems in western and 

Asian countries that are 

being patronised by 

African leaders only exist 

because they were 

developed, and are 

consistently maintained, 

through political 

commitment and 

visionary leadership, 

qualities that are clearly 

lacking in Africa. 

Taxpayer funded medical 

trips should be banned 

and criteria set detailing 

what sicknesses that can 

be covered by the public 

purse. Though a law to 

this effect exists in 

Nigeria, it appears to be 

ineffective. 

There is an African idiom that if a 

man does not eat at home, he may 

never give his wife enough money 

to cook a good pot of soup. This 

might just be true when applied to 

politicians on the continent seeking 

medical help anywhere but home. 

Medical tourism by African leaders 

and politicians could therefore be 

one of the salient but overlooked 

causes of Africa’s poor health 

systems and infrastructure. As long 

as Africa’s leaders keep going 

abroad for medical reasons, the 

ambition for better health 

infrastructure will remain an 

illusion. For example, Lagos 

University Teaching Hospital was 

once deemed to be one of the best 

on the continent. Recently, it was 

criticised for decadence. 

Essentially, when people charged 

with responsibility feel they have 

no need for public health systems 

because they can afford private 

health care at home or abroad, 

ordinary citizens bear the brunt. 
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Kazeem 2018 Quartz 

Africa 

Nigeria's lawmakers want to limit 

medical trips abroad for 

government officials. 

 
Over the years, public 

office holders in Nigeria 

have typically resorted 

to seeking medical 

treatment abroad. The 

most recent example 

came when president 

Muhammadu Buhari 

spent over 150 days in 

London receiving 

treatment for an ear 

infection. 

 
The lawmakers are debating a bill 

to amend the national health act to 

“regulate international trips for 

medical treatment by public 

officers. The bill, which was 

introduced by an opposition party 

lawmaker, has now passed second 

reading. Local hospitals are not 

prioritized by government officials 

as they don’t depend on them to 

stay alive. Frequent strike actions 

by doctors at public hospitals 

protesting low wages and poor 

working conditions are a steady 

reminder of that reality. 

Continuing 

Medical 

Education 

(CME) 2012 

News bites Africa: Nigeria splurge on medical 

tourism 

  
If the President, Vice 

President, Senate 

President, House of 

Representatives 

Speaker, Federal 

Executive Council 

members, governors 

and deputy governors 

and other holders of 

political office make it 

a point of duty to stand 

in the same queue with 

ordinary Nigerians to 

seek medical care and 

conduct health checks 

in public hospitals in 

Nigeria, the confidence 

of ordinary Nigerians 

and foreigners in 

Nigeria's health care 

system will be 

reignited and 

bolstered’. 

More than 5 000 Nigerians travel to 

India and other countries every 

month on medical tourism, 

spending about N78 billion every 

year, the Nigerian Medical 

Association (NMA) said. Briefing 

newsmen during Physicians' Week 

recently, NMA president Dr 

Osahon Enabulele said ‘India earns 

over US $260 million (R1.82 

billion) from medical tourism from 

Nigeria alone’. Each medical tourist 

is said to spend between $20 000 

(R140 000) and $40 000 (R280 

000) on average on each trip. 
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VOA 2019 VOA news Nigeria losing $1B annually to 

medical tourism, Authorities say. 

Nigerian authorities say the country is losing 

more than $1 billion annually to medical 

tourism as tens of thousands of Nigerians travel 

abroad in search of the best treatment. 

But even Nigerian 

President Muhammadu 

Buhari — with access 

to the best health care in 

Nigeria — made several 

trips to Britain for 

medical care in his first 

term. 

 
Nigeria’s Health Ministry says it is 

building several world-class health 

centers to address the issue, but not 

even the country’s president seems 

to trust health care in Nigeria. A 

former Nigerian lawmaker from 

Kaduna state, lost both his parents 

to diabetes. He was afraid the 

disease might run in the family, so 

he went for a medical exam. 

Unhappy with the quality of care at 

home, Bello flew to India, like 

many of Nigeria’s well-to-do. 

“Comparative analysis between 

Nigerian case and where I passed 

through in India, honestly, I cannot 

do it here because the margin is so 

wide that every Nigerian who has 

any health issue - his prayer is how 

can he be moved to India," he said. 

Enabulele  

undated 

Journal COVID-19: a possible reversal 

mechanism for outward medical 

tourism by African Political 

leaders. 

There are various reasons for outward medical 

tourism (foreign medical travels) by individuals 

and groups. These include better 

quality of health infrastructure and healthcare 

services in the destination country. 

Some elites, public and 

political office holders 

see it as a status 

symbol, even when 

such medical conditions 

or medical care needs 

can be satisfactorily 

attended to in Africa. 

 
It is well known that rather than 

investing resources in the sustained 

development of their healthcare 

systems, some African political 

leaders and public office holders 

utilize public resources to undertake 

frequent travels abroad to receive 

medical care, sometimes for 

medical conditions that can be 

readily managed in their respective 

countries. For instance, in the year 

2013, Nigeria alone, lost over 

$1billion to capital flight from 

outward medical tourism.  

Ayetoto 2021 Business 

Day 

Privaate funds in fresh bid to 

reverse Nigeria's $1.5bn medical 

tourism. 

Owing to weak infrastructure, poor government 

spending and rising loss of medical 

professionals to improved working conditions 

elsewhere. 

 
Infant mortality remains 

at 76 per 1000 as the 

country grapples with 

about 35,000 doctors 

when 237, 000 is needed, 

according the World 

India alone accounts for more than 

half of $1.5 billion that Nigeria 

loses yearly to purchasing medical 

services overseas, according to the 

Nigeria Medical Association 

(NMA). Nigeria's healthcare 

spending hovers around 3.75 
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Health Organization 

estimates. 

percent instead of 15 percent. 

Nigeria could retain a substantial 

part of the capital flight that follow 

medical tourism as more multi-

billion investments are made in the 

sector. 

Moses-Ashike 

2021 

Business 

Day 

CBN raises healthcare intervention 

fund to N200bn. 

   
CBN Governor, Emefiele said 

medical tourism put a huge strain 

on the country's foreign reserves 

and more importantly, for every $1 

billion allocated to medical 

treatment abroad, there is less than 

$1 billion that could be available to 

other critical sectors of the 

economy. 

da Lilly-Tariah 

and Sule 2020 

Journal Will improve quality of health, 

affordability, and accessibility be a 

driver to reduce outward medical 

tourism (MT) in Nigeria? 

The failure of Nigeria’s health system is 

responsible for the thriving foreign MT because 

of poor quality and service delivery, poor 

funding, inadequate human resource for health 

capacity, poor infrastructure, and inadequate 

specialist services, among other flaws. 

The spate of strikes by doctors and other 

healthcare professionals is another disturbing 

phenomenon, often spurred by the perceived 

neglect of their welfare and inadequate working 

environment.  

 
The Nigerian health 

indices are poor, for 

example, the neonatal 

mortality rate of 23/1000 

live births and under-five 

mortality rate of 76/1000 

were reported in 2018, 

while the maternal 

mortality ratio of 

917/100,000 live births 

was reported in 

2017.Improved  quality of 

healthcare delivery, 

increased accessibility, 

affordability, and 

timeliness of access by 

the population can stem 

outward medical tourism. 

A significant number of Nigerians 

travel abroad every year for MT, 

and estimates showed that Nigeria 

may be losing about $1.3 billion 

yearly as a result which places a 

burden on the Nigerian economy. 

Funding of healthcare from the 

general health budget is still poor in 

Nigeria. The current allocations are 

in the region of 4% of the budgets, 

with erratic and none release of the 

allocated budgets. 



 

98 
 

Onyenucheya 

2018 

The 

Guardian 

Reversing medical tourism in 

Nigeria. 

The inadequacy of Nigeria’s health system has 

been traced to the thriving foreign medical 

tourism due to poor service delivery, poor 

funding, unavailability of human capital, poor 

infrastructure and absence of specialist services, 

among other flaws. Failed primary healthcare, 

uncoordinated tertiary health care, corruption 

and mismanagement, of course some of the 

reasons. 

 
Most of the countries in 

the world with the best 

human indices in 

healthcare have high 

standard of living, which 

has led to the lowest 

maternal and infant 

mortality and very high 

life expectancy. 

Tens of thousands of Nigerians 

travel every year to the United 

States of America, (USA), United 

Kingdom, (UK), India, Thailand, 

Turkey, France, Canada, Germany 

Malaysia, Singapore, Saudi Arabia 

and China, among other countries 

for treatments ranging from kidney 

transplant, open heart or cardiac 

surgeries, neurosurgeries, cosmetic 

surgeries, orthopaedic surgeries, 

eye surgery and other health 

conditions, to the extent of 

delivering babies over there. 

Ogunrinde 

2021 

The 

Guardian 

Helping Nigeria overcome the 

medical tourism malady. 

Over the years, the number of Nigerians 

travelling to the US, UK, India, China, Saudi 

Arabia, Dubai and other developed countries 

for the treatment of cancer, kidney or liver 

transplant, heart or cardiac surgeries, 

neurosurgeries, cosmetic surgeries, routine 

check-up and baby deliveries, has been on the 

rise. 

The penchant for 

medical tourism by 

Nigerians, has 

somewhat, assumed a 

worrisome dimension. 

 
Nigeria also loses huge foreign 

exchange that could have been 

deployed to revamp our ageing 

hospitals and create jobs. 

Vanguard 

2015 

Vanguard 

News 

Ministerial nominee decries 

Nigeria loss of about N3bn to 

medical tourism annually. 

   
Nigeria lost between one and three 

billion naira to medical tourism. 

About 60 per cent of Nigerians go 

to private hospitals. 
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CHAPTER 7: CONCLUSION 

7.1. Thesis summary 

This chapter brings together the key findings of the thesis. It also discusses the contributions 

of the thesis, policy implications, the limitations of the study and future research directions. 

7.1.1. Overview of thesis 

This thesis by publication investigates inequality in maternal and child health and healthcare 

in Nigeria and across its six geopolitical zones. Given the three-delay theoretical model and 

access framework, the above study aim was unbundled into five research questions. 

Consequently, all the five research questions were transformed into five research papers. The 

findings show weak healthcare system and socioeconomic disadvantaged position as a hotbed 

of maternal and child mortality. 

Thus, research paper 1 shows that geographic and socioeconomic inequalities in the utilisation 

of maternal healthcare are lower among poorer and less-educated women, especially those 

living in the rural areas of the North-West and North-East geopolitical zones of Nigeria (paper 

1). 

However, a decomposition of socioeconomic inequalities in the uptake of intermittent 

preventive treatment of malaria in pregnancy (IPTp-SP) in Nigeria indicates the presence of 

pro-rich inequalities in the uptake of IPTp-SP among women, particularly in urban areas (paper 

2). Further, a decomposition of the socioeconomic inequalities in teenage pregnancy in Nigeria 

reports a negative value of the concentration index, which suggests that teenage pregnancy is 

concentrated among poor teenagers (paper 3). 

Conversely, geographic and socioeconomic inequalities in the survival of children under five 

in Nigeria show that most under-five mortality occurs within 12 months after birth. The poorest 

families are the most at risk of under-five mortality, while the richest families are least affected 

across the geopolitical zones and household wealth quintile (paper 4). 

From the foregoing, the common denominator of the key findings alluded to a weak healthcare 

system, which gives rise to outbound medical tourism. Thus, the scoping review shows that 

outbound medical tourism affects the development of local health systems and contributes to 

an increase in maternal and child mortality rates in the country (paper 5). These findings bring 
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to the fore the  importance of the three-delay theoretical model and access framework in 

addressing the health needs of women, children and families for optimal health outcomes in 

Nigeria and global health in general. 

7.2. Contributions of the thesis 

7.2.1. Empirical and theoretical contributions 

We deployed a specific method for a specific objective approach to address each research 

question. Specific econometric measures of inequality (e.g., decomposition analysis and 

survival analysis, Theil index, between-group variance [BGV], rate ratio and rate difference) 

were used to assess geographic and socioeconomic inequalities in maternal and child 

healthcare. 

Findings of the decomposition analysis show that the geopolitical zone of residence contributed 

to the pro-rich inequalities in the uptake of IPTp-SP as pregnant women in the two 

socioeconomically disadvantaged geographic zones of the North-East and North-West 

consumed fewer IPTp-SP compared to southern geographic zones. In addition, the 

decomposition analysis showed a significant contribution of the residual (i.e., the unexplained 

portion of the model) to the observed pro-rich inequality in the uptake of IPTp-SP in Nigeria. 

The distribution of some of the omitted health system factors (supply-side) from the model 

might have contributed to the pro-rich inequalities in the uptake of IPTp-SP among pregnant 

women. In other words, poor service delivery for low socioeconomic status (SES) pregnant 

women in the country may have reduced the uptake of IPTp-SP in these groups, as the quality 

of service is one of the greatest barriers to utilising maternal healthcare (paper 2). Moreover, 

the decomposition of socioeconomic inequality in teenage pregnancy identified marital status, 

wealth index of households, exposure to ICT, and religion as the most significant factors 

contributing to the observed inequality (paper 3). 

A further contribution of the thesis is the use of the Kaplan-Meier survival estimates and Cox 

proportional hazard model for analysing time-to-event data and censored observations. The 

Kaplan-Meier survival estimate findings show that most under-five mortality occurs within 12 

months after birth, with the poorest families most at risk. The richest families are the least 

affected across the geographic zones and household wealth index quintiles (paper 4). 
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The study shows that functional obstetric care must be located within reasonable reach of the 

people who should benefit from it since distance is an important barrier to seeking healthcare, 

especially in rural areas. It reiterates the importance of the access framework (availability, 

affordability and acceptability) and the three-delay model concerning facility-based delivery 

or the use of a skilled birth attendant (paper 1). 

The scoping review indicates the lack of confidence and trust in the nation’s health sector due 

to infrastructure inadequacies, poor human resources management, lack of motivation and 

remuneration, improper medical treatment, corruption, poor healthcare financing, a shortage of 

essential drugs and supplies and incessant industrial disharmony, all of which motivate 

Nigerians to embark on outbound medical tourism. Hence, outbound medical tourism affects 

the development of the health system and the quality of healthcare services and contributes to 

an increase in maternal and child mortality rates in the country (paper 5). 

7.3. Limitations of the study 

As with every study, no matter how compelling and in-depth, there are limitations. Thus, owing 

to the unavailability of some data in the NDHS, we could not analyse supply-side factors such 

as the quality of service delivery and/or patient satisfaction variables in the decomposition 

analysis. Moreover, since our analyses were based on retrospective cross-sectional data, 

temporality could not be established between explanatory variables and geographic or 

socioeconomic inequality in maternal and under-five mortality, thus impeding causal inference. 

We also acknowledge the inherent data collection challenges that could manifest through 

misreporting the age of a child or age at death in months. The self-reported maternal healthcare 

use and teenage pregnancy may be subject to recall bias and social desirability bias. Finally, 

for the scoping review, access to grey literature, especially government reports on outbound 

medical tourism, was limited to digitally available articles only. 

7.3.1. Future research directions 

Therefore, future research needs to examine supply-side factors with an emphasis on the quality 

of healthcare delivery and patient satisfaction using a mixed-method study design. There is a 

need to explore the ways citizens could hold healthcare providers and government accountable 

for the quality of healthcare delivery since governance is key to health system strengthening. 
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7.4. Conclusion and policy implications 

The utilisation of maternal healthcare is lower among poorer and less-educated women, as well 

as those living in the rural areas of Nigeria, especially in North-West and North-East 

geopolitical zones. There should be a focus on implementing context-appropriate interventions 

that will increase the uptake of maternal healthcare services among these groups. 

Moreover, strategies to improve antenatal visits and the uptake of IPTp-SP among women 

residing in socioeconomically disadvantaged geographic zones (i.e., the North-East and North-

West) may reduce pro-rich inequality in the uptake of maternal healthcare among pregnant 

women in Nigeria. 

There is also a need for targeted formal education interventions in the North-West, North-East 

and North-Central geopolitical zones for maximum impact. This is vital towards achieving a 

reduction of both maternal-cum-teenage women and under-five mortality in Nigeria. 

Finally, to improve public healthcare delivery, it is important to regulate 3  government-

sponsored international trips for medical treatment by public officials. Above all, strong 

political will, accountability, transparency and leadership by example are required to revamp 

the health system of Nigeria. 

  

                                        
3 Public officers should access healthcare within the country except where the healthcare treatment is declared 

not locally available by the Medical and Dental Council of Nigeria. 
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