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The recent surge in enrolment in Nigeria’s National Health Insurance Scheme (NHIS) of 
11% in Q4 of 2023 presents a critical opportunity to assess its potential for improving 
healthcare outcomes and reducing poverty, particularly in rural areas. Given the 
significant healthcare infrastructure and personnel disparities across Nigeria’s rural 
regions, this paper investigates whether health insurance can effectively achieve these 
goals. We stress the importance of workforce development in this context. Despite the 
theoretical advantages of health insurance in enhancing access to care and alleviating 
financial burdens, its impact in rural areas is severely constrained by a lack of healthcare 
professionals and facilities. These systemic deficits limit access to quality care, 
undermining the potential benefits of expanded insurance coverage. We argue that while 
expanding health insurance is essential, it is insufficient to generate substantial 
improvements in health outcomes or meaningful poverty reduction without concurrent 
investments in healthcare infrastructure and workforce development. Furthermore, we 
propose a phased strategy that prioritizes strengthening healthcare facilities and 
increasing the availability of healthcare professionals in rural areas, followed by broader 
insurance coverage expansion. This approach ensures that the gains from health 
insurance translate into real improvements in healthcare access, outcomes, and 
long-term poverty reduction, thereby enhancing services for underserved populations. 

INTRODUCTION 

National health insurance (NHI) is a type of health insur
ance system that protects a country’s population from pay
ing the total health care costs. Healthcare is a critical sector 
that significantly impacts the quality of life and is increas
ingly recognized as a priority in developed and developing 
countries.1‑4 In Sub-Saharan Africa (S.S.A.), efforts toward 
achieving Universal Health Coverage (UHC) have spurred 
significant health-financing reforms, with governments fo
cusing on reducing poverty and improving healthcare ac
cess (affordability, availability, and accessibility).5‑7 This 
agenda has led to expanding the National Health Insur
ance Scheme (NHIS) in Nigeria, which is now central to the 
country’s broader UHC initiative. Despite this effort, wide
spread challenges remain, particularly in rural areas where 
health infrastructure and workforce shortages significantly 
impede access to quality healthcare services.8 

Recent investigations into Nigeria’s Contributory Health 
Insurance Scheme (NCHIS) revealed an 11% increase in 
enrolment since Q4 of 2023, followed by widespread dis
satisfaction among enrollees, particularly in rural areas.9 

Complaints include poor services, limited access to des
ignated facilities, and the exclusion of key medical treat
ments. Service providers in rural areas often exploit the ig
norance of beneficiaries, widening existing communication 

gaps. These issues persist despite the growing number of 
enrollees in the scheme. This disparity highlights the chal
lenge of providing equitable healthcare access to all citi
zens, particularly those in underserved rural regions. This 
challenge must be addressed in line with the United Na
tions Sustainable Development Goals (S.G.S.s).10 In 2022, 
Nigeria introduced the National Health Insurance Author
ity Act (NHIA) to ensure universal health insurance cov
erage.11 A key feature of the Act is the Vulnerable Group 
Fund, designed to support underserved populations.12 

While the NHIA is a step toward UHC, critical questions re
main about whether expanding health insurance alone can 
improve healthcare outcomes in rural areas, where the in
frastructure and workforce are critically lacking. 
Currently, less than 5% of rural Nigerians are enrolled 

in the NHIS, and the majority continue to rely on out-of-
pocket payments for healthcare.13 The patient-to-doctor 
ratio in rural areas ranges from 1 doctor per 10,000 to 
30,000 people, while a severe shortage of hospital beds 
further restricts access to care. These deficits in resources 
raise concerns about whether health insurance can truly 
improve outcomes in regions where the healthcare system 
is already overstretched.14 This combination of a high pa
tient-to-doctor ratio and a shortage of hospital beds high
lights the significant challenges in accessing healthcare 
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services in Nigeria and illustrates the negative impact these 
factors have on the quality of care in rural areas. 
This study explores whether NHIS improves healthcare 

outcome and poverty reduction in rural Nigeria by consid
ering the shortages in healthcare professionals and infra
structure. It provides valuable insights for both government 
policy and public health sector in developing countries. 
Specifically, the article sheds light on the critical issue of 
health infrastructure in rural Nigeria and how these short
ages limit healthcare access, even for the insured. More 
so, it examines the link between insufficient healthcare 
services and the ineffectiveness of insurance coverage in 
rural areas; and finally, this paper x-rayed the impacts of 
strategically allocating resources to areas with the highest 
marginal benefit, such as workforce and infrastructure, can 
maximize societal welfare and ultimately the health output. 

RELATED WORK 

This section outlines related research on National Health 
Insurance Schemes and Universal Health Coverage (UHC) 
globally. Health insurance plays an important role in en
hancing access to healthcare and improving health out
comes globally, both in developed and developing coun
tries. Numerous studies have explored its impact on 
healthcare utilization and affordability, offering insights 
into how insurance coverage contributes to better health
care access.2,15‑17 In developed countries, research consis
tently demonstrates that health insurance significantly in
creases healthcare utilization. For instance, studies in the 
United States under the Affordable Care Act (A.C.A.) have 
shown that individuals with insurance are more likely to 
seek preventive care, regular check-ups, and early interven
tion for chronic diseases.18 Insured individuals tend to have 
better health outcomes because they can access services 
without the prohibitive cost burden. Furthermore, in coun
tries with universal healthcare systems like the U.K. and 
Canada, health insurance ensures that healthcare is acces
sible to all citizens, reducing health disparities across in
come levels.19,20 

Similarly, in developing countries, health insurance has 
shown a profound impact on improving healthcare access, 
particularly in rural and underserved areas. Studies across 
several African and Asian countries indicate that insurance 
schemes tailored to low-income populations significantly 
increase access to medical services and reduce out-of-
pocket (OOP) spending.21‑25 A notable example is Ghana’s 
National Health Insurance Scheme (NHIS), which has con
tributed to increased healthcare utilization and better 
health outcomes, especially in rural communities.26 As ex
plained by,27 health insurance in these settings is aimed 
not only to reduce out-of-pocket expenses but also to pre
vent households from falling into poverty due to cata
strophic health expenditures. 
Health insurance also plays a critical role in reducing fi

nancial barriers to healthcare, thereby enabling more equi
table access to essential services.8 In rural and low-income 
areas, where healthcare access is traditionally limited, in
surance programs help reduce the economic burden on 

households and encourage the use of necessary health ser
vices. For example, research in India’s28 program has 
shown that insured individuals are more likely to seek hos
pital care and preventive services compared to those with
out insurance. This trend is also evident in countries like 
Rwanda, where Community-Based Health Insurance (CBHI) 
has improved healthcare utilization among low-income 
households, particularly women and children, who previ
ously faced high financial barriers to accessing care.29 

LIMITATIONS OF HEALTH INSURANCE IN 
ENHANCING HEALTHCARE ACCESS 

The existing literature provides strong evidence that health 
insurance enhances healthcare access in both developed 
and developing countries. In developed countries, it leads 
to higher healthcare utilization and better health out
comes, while in developing nations, it plays a dual role in 
promoting healthcare access and reducing poverty. It is im
portant to understand that not all studies reported uni
formly positive results. In fact, there are conflicting find
ings that suggest that health insurance, although beneficial 
in increasing healthcare access, does not always signifi
cantly reduce the financial burden on households or im
prove health outcomes in low-income countries.30 These 
limitations have been attributed to several factors, includ
ing poor service quality, insufficient coverage, and an in
adequate healthcare workforce.31 A low patient-to-doctor 
ratio, particularly in rural areas, means that even with in
surance, patients may face long wait times and inadequate 
medical attention. Moreover, in some cases, the insurance 
coverage may be too limited, offering only partial benefits 
and leaving patients to pay out-of-pocket for many essen
tial services.32 These findings highlight the need to ad
dress structural issues within health systems in developing 
countries, such as the availability of healthcare profession
als and the scope of services covered under health insur
ance plans, to achieve more meaningful improvements in 
healthcare access and financial protection. 
In the context of Nigeria, research on National Health 

Insurance Schemes NHIS has produced mixed results. Some 
studies have highlighted positive impacts, especially in ur
ban settings where healthcare facilities are more avail
able.33,34 For example, in urban areas, insured individuals 
are more likely to seek healthcare services than their unin
sured counterparts, and there is evidence that insurance 
has reduced the reliance on OOP spending for certain ser
vices.35 However, these benefits are not consistently expe
rienced across the country. Other studies indicate that in
sured patients continue to incur significant OOP expenses, 
driven by hidden costs and gaps in coverage.36 This has 
been attributed to inadequate coverage for specific treat
ments, medications, or diagnostic tests. This means that 
many insured patients must still pay out of pocket, which 
limits the financial protection that health insurance is in
tended to provide. This reality highlights the limitations of 
focusing solely on insurance expansion or Universal Health 
Coverage (UHC) without addressing the underlying infra
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structural weaknesses that inhibit the delivery of health
care services. 

ECONOMIC THEORIES SUPPORTING 
INFRASTRUCTURE PRIORITIZATION 

Economic principles suggest that healthcare outcomes 
would improve dramatically if governments reallocated re
sources to address foundational challenges.37 Several key 
economic theories support prioritizing investments in 
healthcare infrastructure and workforce development over 
merely expanding insurance coverage, particularly cost-ef
fectiveness and resource allocation.38 Cost-Effectiveness 
Analysis (C.E.A.) is a fundamental tool in health economics 
that focuses on maximizing health outcomes with available 
resources.39 C.E.A. argues that resources should be directed 
towards interventions that produce the greatest health im
provements relative to cost.40 In healthcare, this means 
prioritizing investments in areas that provide the highest 
returns, such as infrastructure development and workforce 
training, before expanding insurance coverage. 
For instance, improving healthcare access by building 

facilities and ensuring a trained workforce is often more 
cost-effective in rural and underserved regions than ex
panding insurance coverage. Insurance alone has a limited 
impact in areas with insufficient healthcare services be
cause there are no adequate facilities or personnel to de
liver care. C.E.A. suggests that in resource-limited settings, 
directing funds towards building clinics, purchasing essen
tial medical equipment, and training healthcare profession
als yields better health outcomes than focusing solely on 
subsidizing insurance. Investing in infrastructure and 
workforce strengthens the healthcare system, allowing it to 
deliver effective care, whereas insurance without adequate 
services and staff has a much smaller effect on improving 
health. 

HEALTHCARE INFRASTRUCTURE IN RURAL 
NIGERIA 

The healthcare infrastructure in rural Nigeria is severely 
underdeveloped, leading to significant challenges in deliv
ering quality healthcare to both insured and uninsured in
dividuals.41 Inadequate facilities and a shortage of trained 
medical personnel contribute to significant health dispari
ties between rural and urban areas.42 Government invest
ment in medical education and rural placement incentives 
is crucial to address these challenges and improve health 
outcomes. These investments and upgrading healthcare in
frastructure can enhance service delivery for all individuals, 
regardless of their insurance status, by ensuring a stronger 
healthcare system across rural Nigeria. 

OPPORTUNITY COSTS AND ALLOCATIVE 
EFFICIENCY 

From an economic perspective, focusing solely on insur
ance expansion without addressing infrastructure and 

workforce gaps involves significant opportunity costs. Op
portunity cost refers to the potential benefits forfeited 
when resources are allocated to less efficient interventions 
instead of more effective ones.43 In this case, the govern
ment risks misallocating limited resources by prioritizing 
insurance expansion over investments in healthcare infra
structure and personnel. 
Allocative efficiency is a key concept in economics that is 

achieved when resources are distributed to maximize over
all benefits and outcomes. In healthcare, this means prior
itizing interventions that provide the greatest health im
provements per unit of cost. Insurance expansion alone, 
particularly in regions with scarce healthcare facilities and 
personnel, does not achieve this because insured individu
als may still need access to medical services. By investing 
first in infrastructure and workforce development, the gov
ernment can ensure that the healthcare system can deliver 
services to insured and uninsured populations, maximizing 
the overall effectiveness of health interventions. 

UNDERMINING EFFECTIVENESS OF INSURANCE 
EXPANSION 

Without sufficient infrastructure and a well-trained work
force, expanding health insurance coverage has limited 
practical value. For instance, in rural or underserved areas, 
even if more people are covered by health insurance, they 
may still lack access to health care due to a shortage of 
medical facilities and professionals. It is important to note 
that the availability of insurance alone only guarantees 
access to care if clinics and hospitals are too far away, 
under-equipped, or understaffed. This mismatch between 
insurance availability and service delivery may result in in
efficiencies, where the intended benefits of insurance ex
pansion are not fully realized. 
This issue is particularly acute in Nigeria, where rural ar

eas are often poorly served by healthcare infrastructure, as 
highlighted by.44 This means that insured individuals in a 
rural region may not be able to access primary healthcare 
services because there are no functioning clinics nearby or 
no healthcare workers available. In such cases, insurance 
becomes less relevant because the fundamental barriers to 
care, such as a lack of physical facilities and medical pro
fessionals, remain unaddressed. Therefore, expanding in
surance without building the necessary healthcare founda
tion can lead to minimal improvements in health outcomes 
while consuming resources that could be better spent on 
more impactful areas. 

PRIORITIZING WORKFORCE AND 
INFRASTRUCTURE 

Prioritizing investment in the healthcare workforce and in
frastructure aligns with the economic principle of focusing 
on the most effective use of limited resources to achieve the 
best possible outcomes. In this paper, we suggest that in
vesting in healthcare infrastructure, such as building clin
ics, providing medical equipment, and ensuring access to 
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Table 1. Estimate of healthcare indicator of rural Nigeria        

Healthcare Indicators National Average Rural Nigeria Estimate 

Physicians per 1,000 people 0.4 0.02 – 0.05 

Nurses and Midwives per 1,000 people 1.5 – 1.6 0.4 – 0.8 

Community Health Workers per 1,000 people 0.2 – 0.3 0.1 – 0.2 

Hospital Beds per 1,000 people 0.5 0.2 – 0.3 

Specialist Surgical Workforce per 100,000 people 0.4 – 0.8 0.1 – 0.2 

Source: The Global Health Observatory 

clean water and electricity, along with training and appro
priate incentives to healthcare workers, could address the 
root causes of healthcare access issues. This approach could 
ensure that healthcare services are available and accessible 
to all, making insurance expansion more meaningful and 
effective. 
Healthcare systems rely on qualified personnel to deliver 

care, and without enough trained doctors, nurses, and 
other healthcare workers, even the best infrastructure re
mains underutilized.45 Investing in medical education and 
offering incentives for healthcare workers to serve in rural 
areas, the government can ensure that healthcare facilities 
are properly staffed, allowing insured and uninsured indi
viduals alike to receive timely and effective care. 

ANALYTICAL FRAMEWORK 

This study applied an analytical framework to explore 
whether the provision of health insurance in rural Nigeria 
leads to improved healthcare outcomes and reduces poverty 
in the context of significant disparities in healthcare per
sonnel and infrastructure. Rural areas in Nigeria have much 
lower densities of healthcare providers, including physi
cians (0.02 to 0.05 per 1,000 people), nurses and midwives 
(0.4 to 0.8 per 1,000 people), and community health work
ers (0.1 to 0.2 per 1,000 people), compared to the national 
averages. Additionally, rural regions have fewer hospital 
beds (0.2 to 0.3 per 1,000 people) and a limited specialist 
surgical workforce (0.1 to 0.2 per 100,000 people), which is 
far below international recommendations46 as detailed in 
table 1. 
The analytical framework utilized in this study draws on 

secondary data extracted from the World Health Organiza
tion (WHO) and World Bank websites, with data reported in 
2021. Through these datasets, key healthcare resource in
dicators were compared between rural Nigeria and national 
averages, focusing on disparities in healthcare infrastruc
ture and workforce. Specifically, the analysis examined the 
availability of physicians, nurse and midwife ratios, hospi
tal bed density, and the distribution of specialist surgical 
workforce. These comparisons offer insight into the chal
lenges of healthcare access in rural areas, even when health 
insurance is available. 
It is important to highlight that no statistical analysis 

was conducted in this study. The data presented descrip
tively illustrate the differences between rural healthcare re
sources and national averages. The study assesses whether 

health insurance alone can enhance healthcare outcomes 
and reduce poverty in rural Nigeria, or if further invest
ments in healthcare infrastructure and personnel are re
quired to meaningfully address these resource gaps and im
prove health outcomes. 

PROPOSED APPROACH AND 
RECOMMENDATIONS 

This proposed approach outlines a phased strategy for de
veloping healthcare infrastructure and workforce in rural 
Nigeria, with the goal of expanding health insurance cov
erage in a sustainable manner to improve health outcomes 
and reduce poverty. 
In the initial phase, priority should be given to strength

ening healthcare infrastructure and workforce capacity. 
This requires targeted investments in rural health facilities, 
ensuring they are equipped with essential medical supplies 
and modern technology. Additionally, expanding training 
programs for healthcare professionals, including physi
cians, nurses, and midwives, will be crucial to addressing 
personnel shortages. To incentivize healthcare workers to 
serve in underserved areas, financial benefits, housing al
lowances, and other support measures should be offered. 
In the short term, enhancing community health programs 
through the deployment of community health workers can 
help provide basic care and referral services to bridge gaps 
in the availability of healthcare services. 
Once the foundational infrastructure and workforce ca

pacity are in place, the second phase involves gradually 
expanding health insurance coverage in areas where suffi
cient healthcare resources exist. This incremental introduc
tion of health insurance should prioritize vulnerable popu
lations, such as pregnant women, children, and low-income 
families. Continuous monitoring of both workforce and in
frastructure is essential during this phase to ensure that the 
system can handle the increasing demand without becom
ing overstressed. Public education campaigns will also play 
a vital role in raising awareness and promoting understand
ing of the benefits of health insurance among rural popula
tions. 
The final phase involves scaling up health insurance cov

erage to all rural areas, ensuring that infrastructure and 
workforce development continue to keep pace with the 
growing demand. At this stage, it is critical to integrate pri
mary, secondary, and tertiary care levels into a cohesive 
system with a well-functioning referral network. By align

Does expanding health insurance in rural Nigeria result in improved health outcomes and poverty reduction?

Journal of Global Health Economics and Policy 4

https://www.who.int/data/gho/publications/world-health-statistics


ing the expansion of insurance coverage with the growth 
of healthcare infrastructure and workforce, this phased ap
proach ensures that the healthcare system can effectively 
meet the needs of rural populations, leading to significant 
improvements in health outcomes and long-term poverty 
reduction. 

CONCLUSIONS 

Health insurance in rural areas has the potential to improve 
healthcare outcomes and reduce poverty, but the unavail
ability of healthcare infrastructure and workforce signifi
cantly limits its effectiveness. While health insurance can 
reduce out-of-pocket healthcare costs and increase access 
to services, rural Nigeria faces severe shortages in physi
cians, nurses, hospital beds, and specialist care. These gaps 
mean that even insured individuals in rural areas may 
struggle to access quality healthcare, undermining the ben
efits of insurance. Therefore, the impact of health insur
ance on healthcare outcomes and poverty reduction is 
closely tied to the healthcare system’s capacity to deliver 
services. Without parallel investments in infrastructure and 
workforce development, the full potential of health insur
ance cannot be realized. A phased, integrated approach is 
needed, where infrastructure and workforce are strength
ened first, ensuring that health insurance expansion leads 
to tangible, sustainable improvements in health and finan
cial protection for rural populations. 
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