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EXECUTIVE SUMMARY

The new administration of the Muhammadu Buhari-feetleral Government wanted to
prepare a zero-based budget for the 2016 fiscal pdi@r presenting the proposed budget to
the National Assembly on 22 December 2015, thedNati Assembly spotted out a lot of
errors in the budget proposed and presented bgxbeutive arm of the Federal Government.
There was therefore a delay in the passage oftitigeh by the National Assembly. This gave
room for many civil society organisations to pigk and analyse the proposed budget based
on their sectors of interest. However, on 23 M&@h6 — three months after the presentation
of the proposed budget, the National Assembly am@raohd passed the budget. There was
further delay in addition to the one by the NatioAasembly, when the President did not
assent to the bill from 23 March 2016 up to the ®#N015.

Interestingly, the 2016 budget happens to be ftisé fiill fiscal year's budget that has been
prepared by the current administration. This stiglytherefore an analysis of the 2016
Appropriation Act allocation to the health sectdrs contained in this study, several
observations are made in the approved budget diighéh sector. First of all, the approved
budget for the health sector represents only 4ek8enmt of the entire budget of the Federal
Government of Nigeria and at the same time reptesedecline of about -3.73 percent from
the 2015 budget allocation to the sector. Secomully,of the amount allocated to health
sector in the 2016 Federal Government budget, 8Bd¥déent are allocated to recurrent
expenditures, while only 11.46 percent are allat&becapital projects.

Therefore, the study concludes that the 2016 bualgmtation of the Federal Government of
Nigeria to the health sector does not reflect #alities that donor agencies are gradually
exiting health sector funding from 2016. There msiacrease in the overall budget of the
Federal Government of Nigeria, whereas the allopatd health sector does not reflect the
increase, instead a decrease. The study also eolsémat greater attention is focused on
security issues in the 2016 budget of the Fedemle@ment of Nigeria, whereas malaria
alone (as a health issue) kills more than 10 titheshumber of Nigerians that are violently
kiled due to insecurity, violence and lack of adtructures. The health sector should
therefore attract more fiscal attention than anyeptissue especially as Nigeria’s health
outcomes are still very low relative to other coigs within the same economic status.

The study recommends that the following steps shbaltaken:

% Increased allocation to the health sector to rehehl5 percent Abuja Declaration
benchmark. The bulk of the new resources shouldiog@apital expenditure to
enhance access to equipment and health suppanfragtructure.

+« The implementation of the National Health Act sejtaside not less than 1 percent of
the Consolidated Revenue Fund to the Basic Healtk Erovisions Fund.

+ Guarantee the preparation of Health Sector MedienmTSector Strategies to inform
the 2017 federal budget.

¢ Increasing the efficiency of health sector spendhrgugh greater value for money
strategies. Ensure strict and efficient implemeotabf the resources allocated to the
health sector.
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+« Public private partnership schemes in the healtitoseshould be encouraged but
made as transparent and efficient as possible. Witli€nsure that the areas that the
public sector cannot delve into as a result of @ashch, the private sector actors can
augment and fill the funding gaps. However, neagssaution must be applied in
adopting the public private partnership model adlttefunding in order not to price
public health facilities beyond the reach of thdiwary Nigerian.

« FGN should explore innovative funding mechanismstifi@ health sector including
compulsory universal health insurance scheme fdtigerians.

s The FMoH should embrace civil society as a critipaltner in achieving greater
value for money in a bid to improve national healtitcomes.

s Civil society should start the 2017 budget engagenpeocess early enough with
interventions in the MTSS, pre budget memorandutharalysis to inform the new
budget of 2017.
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1. MOTIVATION

Since the beginning of the Fourth Republic, Nigen@s been ruled by three previous
administrations before the current one. It was @13 that the current administration of
President Muhammadu Buhari took over power from akeninistration of Ex-President
Goodluck Ebele Jonathan. The new administrationecamo power with the promise of
change. This explains why the 2016 budget of thdefs@ Government of Nigeria is
captioned “The 2016 Budget of Change”. This isfitst budget of the new administration.
As a norm, budgets proposal for the next fiscalr yeausually presented to the National
Assembly within the last quarter of the previowssél year. The presentation is made at such
a time as to give time for proper scrutiny of themll focus of the budget and even the line
items in the budget. It is expected that the Nafiohssembly will usually consider the
budget and make necessary corrections before apprelve budget and presenting it for
presidential assent so that it becomes the Aptpn Act.

In line with the norm, the executive arm of the austration presented the Federal
Government’s budget for the 2016 fiscal year to Waional Assembly on 22 December
2015. However, the National Assembly could not péesbudget until 23 March 2016 —
three months later. The delay in the process adgugesof the Appropriation Bill was blamed
on the irregularities found in the proposed budgepresented by the executive arm of the
Federal Government of Nigeria. In addition to thelagls by the National Assembly in
passing the budget, the President did not assdhketbill immediately. It took another two
months, precisely on thé"@®f May 2015 before the President assented to h@dpriation

Bill and it became the 2016 Appropriation Act.

The 2016 budget was prepared as a zero-based budgetary to the previously known
method of incremental budgeting. As novel as tlea iof a zero-based budgeting system may
be, the new policymakers did not take into accadimet level of knowledge of the civil
servants in relation to zero-based budgeting. iBhiiecause the onus of preparing the budget
would still fall on the civil servants. Thereforéneir level of understanding of the subject
matter was crucial in the implementation processkLof understanding of the new method
is believed to have contributed immensely to thegularities that were detected by the
National Assembly, thereby leading to the delays bioth passing and signing the
Appropriation Act by the National Assembly and Bresident respectively.

Before being passed, the proposed budget was adalyg various stakeholders and their
recommendations were sent to the National Asseffablgonsideration and to be taken into

account in the correction/approval process. Given delay in the approval process, one
should think that all the recommendations and sstgmes in the various analyses should
have been incorporated into the approved budges. gtady therefore seeks to analyse by
what extent, the approved health sector budgegrdifrom the proposed budget. This is to be
able to show the extent to which the recommendstafrihe various stakeholders have been
reflected in the approved health sector budget.
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1.1 Rationalefor Increased Domestic Spending on Health

Nigeria’'s primary health care has been enjoyingoadf aid from foreign multilateral
agencies. Most of the vaccines used in Nigeriauatglly subsidised. However, granting of
the subsidies is based on the ranking of the regigiountries — low income countries. As is
the expectation of any low income country, Nigegir@w above being classified as a low
income country, and therefore joined the leaguéwkr middle income countries in 2014
(UN, 2015).

The growth of Nigeria and consequent transitionthte league of lower middle income
countries came with a price. Recall that the camdifor most of the multilateral agencies to
continue subsidising vaccines and other basic Ineathsumables is that the recipient country
should be considered a low income country. Thigslieesghat Nigeria is no longer eligible to
receive subsidies on vaccines and other healthucoaisles. The subsidies and interventions
of these agencies go a long way in augmenting Bederd State Governments’ annual
allocation to the health sector in order to bribgat the expected health outcomes.

Every arrangement for the donor agencies to eriling and subsidising of Nigeria’'s health
sector has been concluded. For instance, Glob@n&k for Vaccines and Immunization
(GAVI) is one of the major multilateral agenciesttinave been subsidising Nigeria’'s health
sector through supply of vaccines and immunisatiaerials at no cost. Based on Nigeria’s
economic growth, GAVI has planned a gradual exat thill lead to total withdrawal of its
funds by 2020. To achieve this goal, the agencyshasegized to withdraw 20 percent of its
contributions to healthcare funds in Nigeria anlyuftbm 2016 to 2020. The implication is
that beginning from 2016, vaccines that were prneslp at no cost will attract 20 percent of
their market values. Additional 20 percent will pleaced on the products by 2017 to attract
40 percent of the market values as the productsygrerted into Nigeria. This will continue
until 2020 when 100 percent of the subsidy on veeiand immunisation materials would
have been removed from Nigeria (Tyessi and Okeb&5R

The implication of the exit strategy shown abovethat Nigerian governments should
increase annual allocation to the health sectathgast 20 percent of the amount they have
been receiving as subsidies from the donor agefres2016. The country will not be able
to maintain at least the same level of health ses/without adequate increase in the amount
allocated to health sector over the 2016 — 202&lfigears. The need to increase allocation so
as to accommodate the removed subsidies does hotconcern the 2016 budget of the
Federal Government of Nigeria, but also those efStates governments.

1.2 Indices of Improvement in the Health Status of Nigerians

Discussions on fiscal allocation of the Federal &oment of Nigeria to the health sector
cannot be complete without discussion on the curséstus of health indices in Nigeria.
There are several indices or indicators of improvedlth status. Some of the indicators used
for the Millennium Development Goals (MDGs) and gboof health-related goals in the
current Sustainable Development Goals (SDGs) cansiee in ascertaining the extent to
which a country’s health status has improved owvee t
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Given that discussion on all the indicators willamt to a study of their own, it becomes
necessary to only consider some of the indicat@srhay likely present some facts about the
health status of Nigerians. Some of the indicatioas need to be considered are: average life
expectancy; neonatal mortality rates; infant mdstatates; under-5 mortality rates; and
maternal mortality ratio, etc.

Figure 1: Average Life Expectancy of a Nigerian

= |ife Expectancy at Birth (Total) —o—Life Expectancy at Birth (Female)
=/r=Life Expectancy at Birth (Male)

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014
Years

Source: World Bank (2016) World Development Indicators

As at 2000, the average life expectancy of a Nageat birth was merely 46.62 years. There
was a relatively wide gap between the averageshfgectancy of a Nigerian woman and that
of a man. This is justified on the fact that gldfpalvomen seem to live longer than men. The
average life expectancy of a Nigerian female wag@lyears, while that of a Nigerian man
was 46.08 years. However, improvement in healthices and improvement in the living
standards of many Nigerians led to increase inettpected lifespan of an average Nigeria
within the study period of 2000 — 2014. The averdgeexpectancy of a Nigerian (and those
of male and female alike) maintained an upwarddrmoughout the period of 2000 — 2014.
It is interesting to know that as at 2014, averkifigeexpectancy of a Nigerian at birth had
risen to 52.75 years. Disaggregating the averaigenrale and female, we observe that the
average life expectancy of a Nigerian female &0a# had risen to 53.10 years, while that of
a Nigerian man had also risen to 52.43 years.

From the above, we can infer that the averageeljgectancy of a Nigerian (generally) at
birth improved by 13.15 percent from its 46.62 gear 2000 to 52.75 years in 2014.
Disaggregating the improvement into male and femate also infer that the average life
expectancy of a Nigerian female at birth improvgdlB.52 percent from its 47.19 years in
2000 to 53.10 years in 2014. On the other handatteeage life expectancy of a Nigerian
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male at birth improved by 13.76 percent from its086years in 2000 to 52.43 years in 2014.
These improvements can easily be attributed toargment in health services rendered to
Nigerian citizens.

Other important indicators of improvement in heaénvices and consequently health status
of Nigerians include newborn, infant, child, and they mortality rates (neonatal, infant,
under-five, and maternal mortality rates). These iamportant indicators of health related
goals in the Millennium Development Goals (MDGs)2800 — 2015 and the Sustainable
Development Goals (SDGs) of 2015 — 2030. To bwgtthe importance of these indicators,
maternal and child health are considered very itaporin the current 2030 Sustainable
Development Goals. This explains why the duo beddmdirst two targets of Goal 3 (Health
related goal) in the current 2030 Sustainable Dpraknt Goals.

Therefore, it is important that we consider theeleof improvement in these indicators as
they relate to Nigerians. It is possible to es&dbla correlation between improvements in
maternal and child health on one hand, and imprevenm life expectancy rate on the other
hand. The indicators will serve to inform policyneak on the area of health services that still
need to be improved in order to achieve the gdadsoual fiscal spending on health sector.

Figure 2: Neonatal, Infant & Under-Five Deaths ingdria
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Source: World Bank (2016) World Development Indicators

Neonatal mortality rate shows the probability tleathewborn dies within few days or
immediately after being born. Figure 2 above shtved neonatal mortality rate in Nigeria
was as high as 48.3 neonatal deaths out of ev@B01jve births as at 2000. There was
impressive reduction between 2000 and 2015 fiseats/in neonatal mortality rate. Neonatal
mortality rate maintained a downward trend througtibe study period of 2000 — 2015. This
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explains why as at 2015, neonatal mortality ratBligeria reduced by 28.99 percent from its
rate of 48.3 neonatal deaths out of every 1,0@®bivths in 2000 to the rate of 34.3 neonatal
deaths out of every 1,000 live births.

Similarly, infant mortality rate shows the probdlilthat an infant dies before marking

his/her second birthday. Figure 2 above shows itltfaht mortality rate in Nigeria was as

high as 112 infant deaths out of every 1,000 liughd as at 2000. Just as with neonatal
mortality rate, there was also impressive reductioimfant mortality rate between 2000 and
2015 fiscal years. Infant mortality rate maintaireedlownward trend throughout the study
period of 2000 — 2015. This explains why as at 2@ifant mortality rate in Nigeria reduced

by 38.04 percent from its rate of 112 infant deaibsof every 1,000 live births in 2000 to

the rate of 69.4 infant deaths out of every 1,008 births.

The health of a nation is usually calculated wité probability that younger generations will
grow to the point of replacing the older generatiobnder-five mortality rate shows the
probability that a child dies before marking his/fi&h birthday. Figure 2 above shows that
under-five mortality rate in Nigeria was as highl&6.8 under-five deaths out of every 1,000
live births as at 2000. The same pattern obsermedepbnatal mortality rate and infant
mortality rate was also observed in under-five @ldst rate. There was impressive reduction
in under-five mortality rate between 2000 and 2@i$bal years. Under-five mortality rate
maintained a downward trend throughout the studipgef 2000 — 2015. This explains why
under-five mortality rate in Nigeria reduced by 74 percent from its rate of 186.8 under-five
deaths out of every 1,000 live births in 2000 te tate of 108.8 under-five deaths out of
every 1,000 live births in 2015.

From the analysis above, neonatal mortality ratdant mortality rate and under-five
mortality rate recorded impressive reductions betw2000 and 2015. However, when the
absolute numbers of infant and under-five deathscansidered as indicators for measuring
progress in overall outreach of healthcare seryioes observe that the story is different.
Though, there were reductions in the absolute nusnbkinfant and under-five deaths, yet
the reductions were not as impressive as thoseoofatity rates, or were not impressive at
all.

Figure 2 above shows that there were some formediiction in the absolute number of
infant deaths in Nigeria over the study period 0@ — 2015. Comparing the decline in the
absolute number of infant deaths in Nigeria with tibserved declines in infant and neonatal
mortality rates discussed above, one can conchaletie decline in the absolute number of
infant deaths in Nigeria between 2000 and 2015ocissignificant. As at 2000, the total
number of infant deaths stood at 564,728 infanke Aumber of infant deaths maintained a
gradual declining trend from 2000 till 2015. As2&15, the absolute number of infant deaths
had recorded a decline of 14.23 percent from itaevaf 564,728 infant deaths in 2000 to
484,368 infant deaths in 2015 fiscal year. It isaclthat the 14.23 percent reduction in the
absolute number of infant deaths cannot compare thé 38.04 percent reduction in infant
mortality rate.
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In the same way, Figure 2 above also shows that there some forms of reduction in the
absolute number of under-five deaths in Nigeriaraye study period of 2000 — 2015.
However, comparing the decline in the absolute remalb under-five deaths in Nigeria with
the observed decline in under-five mortality rasedescussed above, one can also infer that
the decline in the absolute number of under-fivatioe in Nigeria between 2000 and 2015 is
not significant. As at 2000, a total of 929,285 emfive children died in one year only. The
number of under-five deaths maintained a gradudirdeg trend from 2000 till 2015. As at
2015, the absolute number of under-five deathsrdecba decline of 19.28 percent from the
total death of 929,285 under-five children in 2G00a total death of 750,111 under-five
children in 2015 fiscal year. In like manner, itcigar that the 19.28 percent reduction in the
absolute number of under-five deaths cannot compére the 41.76 percent reduction in
under-five mortality rate per 1,000 live births.

It will also be necessary to present the currestiustof maternal health in Nigeria over the
years. This entails presenting the trend of matenmatality and maternal mortality ratio in

Nigeria. Figure 3 below is a graphical presentatbrthe trend in maternal mortality and
maternal mortality ratio between 2000 and 2015.

Figure 3: Number of Maternal Deaths & Maternal Mality Rate in Nigeria
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Source: World Bank (2016) World Development Indicators

Any country that will not want to experience genier@al gap must not toy with the health of
its women of reproductive age and that of the caiidWe have presented the current status
of health of children (under-five children, infardad newborns). It is equally important to
consider what has happened with respect to motlégsre 3 above presents the current
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trend in maternal mortality ratio and absolute nemiif maternal deaths. Maternal mortality
ratio shows the probability that a pregnant womaes dduring child birth or from
complications emanating from childbearing. Figurat®ve shows that maternal mortality
ratio in Nigeria was as high as 1,170 maternallgeaut of every 100,000 live births as at
2000. Interestingly, maternal mortality rate re@dmpressive reduction between 2000 and
2015 fiscal years. The impressive reduction was i@&sult of the downward trend maintained
by maternal mortality rate almost throughout thelgtperiod. As at 2015, maternal mortality
rate in Nigeria had reduced by 30.43 percent frizmvalue of 1,170 maternal deaths in every
100,000 live births in 2000 to the value of 814 ena&l deaths in every 100,000 live births.

It is easy to infer from the analysis above thatamal mortality rate recorded impressive
reduction between 2000 and 2015. However, whemliselute number of maternal deaths is
considered as an indicator for measuring progmresserall outreach of healthcare services,
the story changes. There was a reduction in thelatesnumber of maternal deaths between
2000 and 2015, but the reduction is not as impresas the rate of reduction in maternal
mortality rate.

From Figure 3 above, it may not be very reasonableompare the decline in the absolute
number of maternal deaths in Nigeria between 20@02915 fiscal years with the observed
decline in maternal mortality rate discussed abdsat 2000, Nigeria recorded a total of
62,000 maternal deaths. The number of maternahsezcillated severally from that point
and even reached the lowest point of 52,000 mdteleaths in 2008. However, due to a
further rise from that point, available records whbat Nigeria recorded a total of 58,000
maternal deaths in 2015. Therefore, taking the 2@jure of 58,000 maternal deaths and
comparing same with the 2000 figure of 62,000 nmatletleaths, we observe that the absolute
number of maternal death merely declined by 6.4%5qre between 2000 and 2015 fiscal
years.

2. GLOBAL TREND OF DEVELOPMENT IN HEALTH

Globally, there has been improvement in the at@ngiven to some previously neglected
diseases. The methods adopted in achieving theoiraprent include mass treatment of
infected persons; individual treatment and cardenrgary public health; interventions in
water, sanitation and hygiene; and supportive wetgions to strengthen the health systems
of developing countries. Due to the various fornisnterventions listed above, up to 50
countries were at the point of achieving or hadeadd national elimination of at least one
neglected tropical diseases (WHO, 2016). As a resluthe national elimination of the
neglected tropical diseases in up to 50 counttiese is general improvement in global
health records. One of such improvements is foanthe level of average life expectancy at
birth in many countries. This has also led to inweraent in the global average life
expectancy at birth. The Figure below shows theeturglobal status of average life
expectancy at birth.
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Figure 4: Average Life Expectancy at Birth accoglio Regions and Income Groups (2014)

B Female mMale ZTotal

Source: Adapted from World Bank (2016) World Developmedicitors

According to Figure 4 above, average life expectaatcbirth as at 2014 was high for most
regions of the globe. The global average life eiquexy at birth in 2014 for all genders stood
at 71.45 years. Within the same year, the globatage life expectancy at birth in 2014 for
the female gender stood at 73.60 years, whiledhiatale gender was 69.39 years.

On a regional basis, North American region recortiesl highest level of average life
expectancy at birth in 2014. In North America, aggr life expectancy at birth in 2014 for all
genders stood at 79.24 years. In the same wayagedife expectancy at birth for the female
gender stood at 81.66 years, while that of the rgaleder was 76.94 years. Following the
North American region, Europe and Central Asia réed the second highest level of
average life expectancy at birth in 2014. In tldégion, average life expectancy at birth in
2014 for all genders stood at 76.89 years. In #mesway, average life expectancy at birth
for the female gender stood at 80.38 years, whi¢ of the male gender was 73.65 years.
Latin America, East Asia and Pacific, and MiddlesEand North Africa recorded 74.94
years, 74.92 years, and 72.82 years respectivelgvierage life expectancy at birth for all
genders. These records made the three regionsctumieethe third, fourth and fifth best
regions respectively in terms of average life exgecy at birth. Sub-Saharan Africa is the
least and poorest region in terms of average kfgeetancy at birth. In Sub-Saharan Africa,
average life expectancy at birth in 2014 for alhders stood at 58.56 years. In the same way,
average life expectancy at birth for the femaledgerstood at 59.91 years, while that of the
male gender was 57.29 years.

On the basis of income groups, High Income Countgup recorded the highest level of
average life expectancy at birth in 2014. The inegroup’s average life expectancy at birth
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in 2014 for all genders stood at 79.24 years. énsdime way, average life expectancy at birth
for the female gender stood at 82.26 years, whi¢ of the male gender was 76.39 years.
The Upper Middle Income Countries group recordedsiacond highest or second best level
of average life expectancy at birth in 2014. Withie Upper Middle Income Countries,
average life expectancy at birth in 2014 for alhders stood at 74.66 years. In the same way,
average life expectancy at birth for the femaledgernn this group of countries stood at 76.78
years, while that of the male gender was 72.67syeline Lower Middle Income group of
countries directly followed the Upper Middle Incomeup of countries as the third group in
terms of average life expectancy at birth. Thisome group of countries recorded 67.23
years as average life expectancy at birth foredidgrs. In terms of average life expectancy at
birth for the female gender, this income group adirdries recorded 69.06 years, while the
group also recorded 65.50 years as the averagexgectancy at birth for the male gender.
Lastly, the low income group of countries recordeel least level of average life expectancy
at birth among all the income groups. AveragedXpectancy at birth in 2014 for all genders
in the low income group of countries stood at 61y8ars. In the same way, average life
expectancy at birth for the female gender in losome countries stood at 62.94 years, while
that of the male gender was 59.80 years.

From the same Figure 4 above, average life expegtanbirth is lower in Nigeria than in
any of the regions or income groups presented ab&verage life expectancy at birth in
2014 for all genders in Nigeria stood at 52.75 yeBisaggregating the record into the male
and female genders, we observe further that avdifggexpectancy at birth for the female
gender in Nigeria stood at 53.10 years, while tfidhe male gender was 52.43 years.

It may not be rational to compare average life eiggecy at birth in Nigeria with those of
other regions of the globe that Nigeria does nddrizeto. Nigeria is a part of Sub-Saharan
Africa (SSA) and should be able to compare withrégion. Therefore, comparing Nigeria’'s
average life expectancy at birth with that of S@t&an Africa, we observe that Nigeria fell
(falls) below the region’s average. Average lifgoestancy at birth for all genders in Sub-
Saharan Africa stood at 58.56 years, while that Nbferia stood at 52.75 years.
Disaggregating the data into male and female gemaepbserve that average life expectancy
at birth for the female gender in SSA countrie®dtat 59.91 years, while in Nigeria, average
life expectancy at birth for the female gender dtab53.10 years. In the same way, average
life expectancy at birth for the male gender in S@Aintries stood at 57.29 years, whereas
average life expectancy at birth for the male gemd@ligeria stood at 52.43 years.

It may not also be fair to compare average lifeegxancy at birth in Nigeria with those of
other income groups that Nigeria does not belong\igeria was previously grouped among
the Low Income Countries until 2014, when the paita income of the country moved up
and Nigeria was ranked among other Lower Middleoine Countries by the World Bank.
Following the upward movement, it is safe to obseettvat the facts presented in Figure 4
above represent 2014 fiscals, the same year tig®ridi got the status of a Lower Middle
Income Country. This means that it is good to mesasligeria’s progress with respect to the
income group that it belongs. Comparing Nigeria/erage life expectancy at birth with that
of the Lower Middle Income group of countries, waserve that Nigeria ranks below the
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group. Average life expectancy at birth for all ders in the Lower Middle Income group of
countries stood at 67.23 years, while that of Nagetood at 52.75 years. Disaggregating the
data into male and female gender, we observe treatge life expectancy at birth for the
female gender in the Lower Middle Income Countsesod at 69.06 years, while in Nigeria,
average life expectancy at birth for the femaledgerstood at 53.10 years. In the same way,
average life expectancy at birth for the male gemdéower Middle Income Countries stood
at 65.50 years, whereas average life expectaniithtfor the male gender in Nigeria stood
at 52.43 years.

Incidentally, even when comparison of Nigeria'srage life expectancy at birth is done with
respect to that of Low Income Countries, we stiiserve that Nigeria ranks below the
group’s average. Average life expectancy at biothdll genders in Low Income Countries
stood at 61.33 years, while that of Nigeria stob82a75 years. Disaggregating the data into
male and female gender, we observe that averagesXpectancy at birth for the female
gender in Low Income Countries stood at 62.94 yewssile in Nigeria, average life
expectancy at birth for the female gender stodsBat0 years. In the same way, average life
expectancy at birth for the male gender in Low meoCountries stood at 59.80 years,
whereas average life expectancy at birth for theergander in Nigeria stood at 52.43 years.

It is important to take a quick summary of all faets presented in Figure 4 above. The first
aspect of the summary is that globally, female gesgéems to live longer than male gender.
The facts presented in Figure 4 above shows tmaalée gender lives longer than the male
gender in all the income groups and all the regairtbe globe. Another important summary
is that average life expectancy at birth in Nigegalower than the global average life
expectancy at birth. Average life expectancy athbin Nigeria is lower than average life
expectancy at birth in Lower Middle Income Courdrigvhich Nigeria is among). It is
pitiable that average life expectancy at birth ilgd¥ia is even lower than average life
expectancy at birth in Low Income Countries (whidigeria is no longer among). The same
is applicable when average life expectancy at birtNigeria is compared with that of Sub-
Saharan Africa. Average life expectancy at birthNigeria is lower than average life
expectancy at birth in Sub-Saharan African Coustfrehich Nigeria is among).

Comparatively, average life expectancy at birthdbbrgenders in Nigeria is 5.81 years less
than average life expectancy at birth in Sub-Sahafacan Countries. When disaggregated
according to gender, we observe that averagexijectancy at birth for the female gender in
Nigeria is 6.81 years less than that of female gema Sub-Saharan Africa. On the other
hand, average life expectancy at birth for the ngalleder in Nigeria is 4.86 years less than
that of male gender in Sub-Saharan Africa.

In the same way, average life expectancy at battall genders in Nigeria is 14.48 years less
than average life expectancy at birth in Lower Medshcome Countries. Disaggregating the
data into genders, we observe that average lifeaapcy at birth for the female gender in
Nigeria is 15.96 years less than that of femalelgem Lower Middle Income Countries. On
the other hand, average life expectancy at binthife male gender in Nigeria is 13.07 years
less than that of male gender in Lower Middle Inec@ountries.
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Although Nigeria is no longer part of the Low Incer@ountries, yet we observe that average
life expectancy at birth for all genders in Nigeigastill 8.58 years less than average life
expectancy at birth in Low Income Countries. Digagating the data into genders, we

further observe that average life expectancy dh lbor the female gender in Nigeria is 9.84

years less than that of female gender in Low Inc@uantries. On the other hand, average
life expectancy at birth for the male gender in éMig is 7.37 years less than that of male
gender in Low Income Countries.

Globally, average life expectancy at birth in Nigehas not performed well in the
community of developing and developed countriethefglobe. The average life expectancy
at birth for all genders in Nigeria is 18.70 yelass than the global average life expectancy at
birth. When disaggregated according to gender, Wweeme further that average life
expectancy at birth for the female gender in Nmas 20.50 years less than the global
average life expectancy at birth for the femaledgen On the other hand, average life
expectancy at birth for the male gender in Nigexi#6.96 years less than that of male gender
on the global scene.

Table 1. Ranking of Countries according to their Average Life Expectancy at Birth (2014)

MALE FEMALE TOTAL
Ranks Countries Avg.| Countries Avg. | Countries Avg.
Years Years Years
1 [ Hong Kong 81.20 Hong Kong 86.90 Hong Kong 83.99
2 | Switzerland 80.8Q Japan 86.83 Japan 83.59
3 | Liechtenstein 80.70 Spain 86.10 Spain 83.08
4 | Iceland 80.50 France 85.6Q Switzerland 82.85
5[ Japan 80.50 Korea, Rep. 85.48 ltaly 82.69
6 | Luxembourg 80.5(Q Italy 85.20]| Singapore 82.6%
7 | Singapore 80.50 Switzerland 85.0Q France 82.37
8 | Australia 80.30 Singapore 84.90 Liechtenstein 82.26
9 | Israel 80.30 Bermuda 84.69 Australia 82.25
10| Italy 80.30] Chile 84.49| Luxembourg 82.21
World 69.39 | World 73.60 | World 71.45
SSA 57.29 | SSA 59.91 | SSA 58.56
193 | Nigeria 52.43| Angola 53.81| Nigeria 52.75
194 | Angola 50.80| Nigeria 53.10 Angola 52.27|

Source: Adapted from World Bank (2016) World Developmedicitors

From Table 1 above, average life expectancy ah lbot the male gender in Hong Kong is
considered the highest in the world. Hong Kong absaks the best when the average life
expectancy at birth for the female gender is beogsidered, as well as when the average
life expectancy at birth for all genders is consadle Majority of the countries that make the
list of the first ten countries in the ranking aiuntries based on their average life expectancy
at birth are in the developed countries.
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Out of a list of 200 countries that are ranked agiog to their 2014 average life expectancy
at birth, Nigeria ranked 183while Angola is ranked 14when average life expectancy at
birth for the male gender is considered. HoweveigeNa and Angola exchanged their
positions for the average life expectancy at bfdhthe female gender. For average life
expectancy at birth for the female gender, Nigeaizked 199 out of 200 countries just after
Angola which is ranked 1#3out of 200 countries. However, considering averéfge
expectancy at birth for all genders, Nigeria rank68° out of 200 countries, and is directly
followed by Angola which is ranked 194out of 200 countries. Based on the ranking,
average life expectancy at birth in Nigeria for gdnders is merely better than those of
countries like Angola, Cote d'lvoire, Chad, Siekeone, Swaziland, Lesotho, and Central
African Republic respectively in their order of kamy. In the same way, average life
expectancy at birth in Nigeria for the male gendewnly better than those of Angola, Chad,
Central African Republic, Cote d'lvoire, Sierra beg Lesotho, and Swaziland respectively.
On the other hand, average life expectancy at birtNigeria for the female gender is only
better than those of Cote d'lvoire, Chad, Sierrankg Central African Republic, Lesotho,
and Swaziland respectively.

3. FEDERAL GOVERNMENT ALLOCATION TO HEALTH SECTOR IN
NIGERIA

3.1 The 2016 Allocation

The 2016 budget of the Federal Government of Nagalibcates the total sum €£80.063
billion to the health sector. This amount represemly about 4.13 percent of the entire
budget of#.061 trillion by the Federal Government of Nigeina2016. Interestingly, this
amount also represents a decline compared te=2%.X52 billion (5.78 percent of total
budget) allocated to the health sector in 2015 bydgut of a total federal budget of N4.493
billion.

Figure 5: Proportional Allocation of Health SectBudget in 2016 to Recurrent and Capital
Expenditures

Source: BOF (2016) FGN Approved Budget 2016
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Disaggregating the entire budget allocation of Begleral Government of Nigeria to the
health sector, we observe that the sum=@PN413 billion out of the total budget of
N250.063 billion goes to recurrent expenditures.sAewn in Figure 5 above, this amount
represents 89 percent of the total allocation ef ederal Government of Nigeria to the
health sector. This leaves only the sune-88MN50 billion out of the total budgetePNO0.063
billion for capital expenditures in the health sect

Disaggregating the health sector budget allocdtimtiner, we also observe that the sum of
N221.413 billion allocated to recurrent expenditurethe health sector represents about 8.37
percent of the sum eEN646 trillion allocated to all non-debt recurrexipenditures in the
2016 budget of the Federal Government of Nigeria.tl@ other hand, we also observe that
the sum of=28.650 billion allocated to capital expendituresthie health sector represents
about 1.80 percent of the sum-e1.888 trillion allocated to all capital expenditsre the
2016 budget of the Federal Government of Nigeria. Wive earlier observed that the total
sum of-AR50.063 billion allocated to the health sector espnts only about 4.13 percent of
the entire budget o&=®BI061 trillion by the Federal Government of Nigema2016. This
proportion is nowhere near the 15% benchmark séthdéybuja Declaration for government
allocation to the health sector.

It is interesting to observe that the health sebtaiget does not reflect the epidemiological
realities in the Nigeria of 2016 and the capita¢de of the sector. First of all, the budget
allocates only 1.8 percent of all capital expenéguo health sector capital projects, whereas
total allocation to the health sector representsuald.13 percent of the entire budget of the
Federal Government in 2016 fiscal year. This méhasmuch of what makes up the health
sector allocation goes to recurrent (payment oérggd and overhead). Nigeria’'s health
workers-to-population ratio is still very low rella to other member countries of the United
Nations. It therefore does not seem rational thetRederal Government of Nigeria prepares
the greater proportion of the 2016 budget allocatm the health sector just to service this
small number of health workers that are availabl®f the overall recurrent budget of
N221.4bn, N217.4billion is for personnel whilst dveads take N3.9 billion. Thus, personnel
expenditure takes up 87.4 percent of the overalthdudget whilst overheads are a paltry
1.6 percent.

Secondly, given the gradual exit of most of theatenn the health sector, it is expected that
Federal Government's allocation to the health segtib reflect the consciousness of gradual
exit of these donors. This implies making additiofiecal commitment in order to fill the
gaps that would have been created by the graditabfethe donors. For example, a 4-year
gradual exit of donor agencies from assisting m hiealth sector implies 25 percent annual
withdrawal of funds. The implication is that thedeeal Government should be able to
calculate the value of the subsidies, financiailsteasce, and technical assistance given by the
donor agencies. Using the value, the 2016 buddetation to the health sector should
represent an addition of 25 percent of the gengrasue of all the donor agencies’
assistance given in 2015 to Nigeria’s health satimugh the Federal Government.
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Thirdly, there is a general increase in the 201dgeti of the Federal Government of Nigeria
from the 2015 budget. Precisely, the 2016 budgethefFederal Government of Nigeria
represents an increase of 34.88 percent from timeagyoroved for 2015 budget of the Federal
Government. It is therefore rational to expect tihat 2016 budget allocation of the Federal
Government to the health sector should at leastatef similar increase. Rather than an
increase, the total allocation to the health sedtorthe 2016 budget of the Federal
Government represents a decline of about -3.73pefoom the total allocation to the health
sector in the 2015 budget of the Federal Government

3.2 Comparison with Other Sectors

It is a common phenomenon that the fiscal policymy administration reveals the priorities

of the administration and the policy focus of saadeninistration. Sectoral allocations in the

2016 budget of the Federal Government present sssues of concern to any analytical

mind. Figure 6 below presents a graphical viewhefgectoral allocations of the 2016 budget
of the Federal Government of Nigeria.

Figure 6: Comparison of Sectoral Allocations in 2@&16 FGN Budget
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Source: BOF (2016) FGN Approved Budget 2016

From Figure 6 above, we observe that among thesiators presented above in the Figure,
health sector receives the least of sectoral dilmtsr Total allocation to the health sector,
which amounts te=R50.06 billion, merely represents 4.13 percentheftbtal budget of the
Federal Government in the 2016 fiscal year. The cd$iealth sector allocation in 2016 will
hardly compare with the total allocation that go@she Ministry of Interior, which receives
the highest amount 6£53M3.66 billion. This amount allocated to the Minysbf Interior
represents 8.48 percent of the total budget ofFdxeral Government in 2016 fiscal year.
Following the Ministry of Interior from a close rga is the infrastructural sector (Housing,
Works and Powers sectors). The infrastructuraloseaeiceives a total allocation e#486.94
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billion. The total allocation to the infrastructusector represents about 7.54 percent of FGN
total budget in 2016 fiscal year. The third highssttoral allocation goes to the Defence
sector. The Federal Ministry of Defence receivéstal allocation 0&=M43.08 billion in the
2016 budget of the Federal Government of Nigerilais Tamount represents about 7.31
percent of the total budget of the Federal Govenine 2016 fiscal year. Coming to the
social services group of sectors, the Federal Gowent allocation to education sector
exceeds that of health sector. In the 2016 budf¢heo Federal Government of Nigeria,
education sector receives a total allocation=dDB8I17 billion in the 2016 budget of the
Federal Government of Nigeria. This amount reprissabout 6.8 percent of the total budget
of the Federal Government in 2016 fiscal year.

Looking at the capital expenditures component ef ¢lctoral allocation, we observe that
among the five sectors presented in Figure 6 abdmadth sector receives the least of sectoral
allocations. Capital expenditures allocation to ttemlth sector stands ai28165 billion,
which represents only 1.8 percent of the entireitabpudget envelope of the Federal
Government in 2016 fiscal year (i.e<1]987.60 billion). This proportion of capital
expenditures budget will hardly compare with thpitzd expenditures allocation that goes to
the infrastructural sector (Housing, Works and Psweectors). The infrastructural sector
receives capital expenditures allocation=gf2.96 billion. The allocation represents about
26.64 percent of FGN capital expenditures budge2(Gm6 fiscal year. The second highest
sectoral allocation in capital expenditures compbred FGN budget goes to the Defence
sector. The Federal Ministry of Defence receivesltoapital expenditures allocation of
N130.86 billion in the 2016 budget of the Federav&ament of Nigeria. This amount
represents about 8.24 percent of the entire capipknditures envelope of the Federal
Government budget in 2016 fiscal year. The thirghbst sectoral allocation in capital
expenditures component of FGN budget in 2016 goeshé Ministry of Interior. The
Ministry receives the sum ef6\..71 billion, representing about 3.89 percentagfital budget
envelope of the Federal Government in 2016 fisearyEducation sector is the fourth sector
among the five sectors included in Figure 6 aboMee sector receives a total capital
expenditures allocation e£3%.43 billion in the 2016 budget of the Federal &owent of
Nigeria, which represents about 2.23 percent ofalveapital expenditures of the budget
envelope of the Federal Government in 2016 fisealy

The recurrent expenditures component of the sdcadi@cation is not any better. Health
sector allocation can only compare favourably wille infrastructures sector (Works,
Housing and Power).

Comparing health and defence in the 2016 budgehefFederal Government of Nigeria
presents some serious issues of concern. Fir$f tietotal allocation to health sector stands
at N250.06 billion, which represents 4.13 percent ofNF@®tal budget, while the total
allocation to the defence sector stands=44308 billion representing 7.31 percent of the
total budget of the Federal Government in 2016.08dky, the recurrent expenditures
allocation to health sector stands=224.41 billion, which represents 8.37 percent oNFG
non-debt recurrent expenditure in 2016 budget,emhié recurrent expenditures allocation to
the defence sector stands=e8112.21 billion representing 11.80 percent of FGNh-debt
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recurrent expenditure in 2016 budget. Thirdly, tapital expenditures allocation to health
sector stands at28.65 billion, which represents 1.80 percent of FGyital expenditures
envelope in 2016 budget, while the capital expeme# allocation to the defence sector
stands at130.86 billion representing 8.24 percent of FGNiteh@xpenditures envelope in
2016 budget.

Looking at all the scenarios and comparisons madeeg one can argue that the policy focus
of the current administration prioritises securtgtters. Security issues are very important in
any economy that will grow. Most investors will fo¢ persuaded to invest in an atmosphere
of chaos and insecurity. However, in 2015, aboubD3T Nigerian lives were lost to all
manner of violence. Out of this number, about 54q8&ent of the lost lives (i.e. 9,264 lost
lives) were attributed to Boko Haram and militapecations. The total number of lost lives
(i.e. 17,031 lost lives) represents a decline ofi24ercent in the incidence of violent deaths
in 2015 from the total number of 22,544 lives lios2014 (Nigeria Watch, 2015).

On the other hand, on an annual basis, Nigeriardscabout 100 million cases of malaria
diseases leading to over 300,000 deaths per yeaddition, another 215,000 lives are lost to
HIV/AIDS per year in Nigeria (Dada and Oguntola]l38R The implication is that even in the
years that insecurity is considered to be very higb number of fatalities recorded as a
result of violence, insecurity and bad infrastruesuonly account for less than 10 percent of
the number of deaths attributable to malaria aldines therefore rational to find out what
informs the current administration’s focus on ingéy without commensurate interest in the
health of the people, especially in a country wleety one type of disease kills more than 10
times the number of violent deaths recorded ircthetry in any particular year.

3.3 Health Sector Allocations over the Years

It is equally important to review the extent to aithe Federal Government of Nigeria has
allocated resources to the health sector over dagsy Table 2 below shows the amounts
allocated to the health sector between 2010 and5.20he figure equally shows the
proportions of health sector budget in the ovebaltiget of the Federal Government of
Nigeria within the same period.

Table 2: Trend of FG Allocation to Health Sectoraf FG Total Budget

2010 | 4,427,184,596,534 164,914,939,155 664,077,689,480 499,162,750,325
2011 | 4,484,736,648,994 257,870,810,310 672,710,497,349 414,839,687,039
2012 | 4,648,849,156,934 284,967,358,038 697,327,373,540 412,360,015,502
2013 | 4,987,220,425,601 282,501,464,455 738,690,600,000 458,871,046,07Q
2014 | 4,695,190,000,00Q 264,461,210,950 704,278,500,000 439,817,289,05(Q
2015 | 4,493,363,957,15§ 259,751,742,847 674,004,593,574 414,252,850,727
2016 | 6,060,677,358,2271 250,062,891,075 909,101,603,734 659,038,712,659

Source: Approved Budgets - Budget Office of the Federation
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From Table 2 above, we observe that total allonatm the health sector by the Federal
Government of Nigeria started from N164.9billion2610. The allocation started increasing
gradually from 2011 and 2012. The increase in fisflacation to the health sector moved
from 3.7 percent of the budget in 2010 to 5.7 psrde 2011 and then 6 percent in 2012.
However, it fell back to N282.5billion in 2013 whiaepresents 5.7 percent of the overall
budget. In 2014, it declined again to 5.63percdrihe overall budget whilst rising again to
5.78percent of the overall budget in 2015. Finatlyleclined in 2016 to 4.13 percent of the
overall budget. Essentially, the health budgetriguand percentages have been undulating
and oscillating without a pattern and consistenitys worrisome to observe that total budget
has continued to increase over the years, yetltbeation to health sector has continued to
decline steadily since 2013. It has been obseradaethat thed250.063 billion allocated to
the health sector in the 2016 budget of the Fed8mtlernment of Nigeria represents a
decline of about -3.73 percent from th239.752 billion allocated to the same health sector
in 2015 budget of the Federal Government of Nigeria

It is important to consider how the amount is distired between recurrent and capital
expenditure components. Figure 7 below shows hawvtdkal amounts allocated to health
sector are shared between recurrent and capitahelxpres.

Figure 7: Trends of Recurrent and Capital ExpenaituAllocation to Health Sector in FG
Budget
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It is not enough to worry only about the amountedked to the health sector over the years.
It is equally important to examine the proportiasfsdistribution of the amount between

recurrent and capital expenditure components. Eiguabove shows that the least proportion
of recurrent expenditures of the health sector betw2010 and 2016 fiscal years was
observed in 2010 when recurrent expenditures atedufor about 62.62 percent of total

allocation to the sector. At that point, capitaperditures accounted for about 37.38 percent
of the entire budget of health sector. This fisgahr equally accounted for the highest
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proportion of capital expenditures in the overaalh sector budget between 2010 and 2016
fiscal years.

The proportion of recurrent expenditures contint@anove rapidly up and slightly down
until it reached the peak of 91.27 percent in 2Q3n capital expenditures only accounted
for a meagre 8.73 percent of total health sectdgbt There was a little improvement in the
proportional allocation to capital expenditures poment of health sector budget in 2016
fiscal budget. Capital expenditures accounted bmuéa 11.46 percent of total health sector
budget in 2016 — an improvement from the 8.73 pernexorded in 2015.

It should be noted that the current trend in hesdittor budget is not sustainable to improve
health outcomes. Nigeria’'s health sector still stdfa lot of deficiency in infrastructure. It is
therefore not rational to allocate some meagre atsoof money to the sector in the face of
such infrastructural deficits. It is a common oceuace that in many public health facilities
(primary, secondary and tertiary alike), basic pments for health and allied services are
either non-existent or in moribund state. It idsad that even where there is enough qualified
health personnel, patients still get unsatisfacgewgvices due to the absence of basic health
equipment. It is worrisome that many private heéttilities in Nigeria can afford to acquire
and maintain many of such health equipments, vihéepublic health facilities cannot afford
to acquire or maintain one. It therefore implieattthe government has not shown very high
level of commitment to the health and wellbeingha citizens through health sector budgets.

Interestingly, the 2016 budget of the Federal Gowvent of Nigeria reveals that the health
needs of over 182 million Nigerians should be @tdor with only-M28.65 billion in capital
expenditures budgeted for the health sector, wheBtate House Medical Centre alone
receives an allocation e£2\B25 billion for capital projects in the same 20d&lget. The
amount budgeted for capital projects at the Staiasd Medical Centre alone is about 10
percent of the amount budgeted for capital projectdl the 128 Health Facilities, Ministry,
Boards, Institutes, Teaching Hospitals, and Agencie

It is equally interesting to observe that the Stdtaise Medical Centre is accessible as a
health facility to only the Presidency. This meé#mat less than 0.0001 percent of Nigeria’s
population receives more attention in health budgehan the other 182 million Nigerians.
Little or no wonder why Nigeria cannot even compaith low income countries, not to
mention other lower-middle income countries in teraf average life expectancy at birth.
The statistical figure presented when comparingeN#&)s average life expectancy at birth
with the average life expectancy at birth of Sub&Ban Africa is very discouraging. “The
Giant of Africa” as regularly referred to cannoteavmeasure up with low income countries
in terms of most of the health indicators. This ek difficult to compare Nigeria with the
health outcomes of other lower-middle income caastrwhere Nigeria is currently being
categorised.

3.4 Utilisation of Allocated Funds
Beyond the low level of proportion of capital butige total health sector budget, it is very
important to find out the level of implementatioh tbe capital budget. This will help to
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reveal necessary steps that should be taken byscigiety organisations in monitoring the
budget. Table 3 below shows the level of capitajguats implementation between 2010 and
2015.

Table 3: Health Capital Budget Allocation, Releases, Cash Backed and Utilisation

Year | Approved | Released Cash Utilised Utilised as a | Utilised as a
Capital Health Backed Sum of the | Percentage of | Percentage of
Health Capital Health Health Approved Cash Backed
Budget Budget Capital Capital Budget Sum
(N'bn) (N'bn) Budget Budget
(N'bn) (N'bn)
2010 53,066 33,570 33,562 17,745 33.44 52.87
2011 55,415 38,785 38,716 32,165 58.04 83.08
2012 60,920 45,001 37,171 33,682 55.29 90.61
2013 60,047 28,838 28,838 19,109 31.82 66.26
2014 49,517 20,472 20,472 18,688 37.74 91.29
2015 22,676 16,445 16,445 12,214 53.86 74.27
Total 301,641 183,111 175,204 133,603 Average for 6Average for
years: 45.03 6 years:
76.40

Source:Budget Implementation Reports - Budget Office ®Ré&deration

There is a wide margin between budgeted capitatmditures and actual capital expenditures
in the health sector between 2010 and 2015 as sioviable 3 above. The percentage of
approved capital budgeted utilised in 2010 wasltaypd3.44 percent; in 2011, it rose t058.04
percent. In 2012, it declined to 55.29 percent sthilirther declining to 31.82 percent in
2013. In 2014, it rose to 37.74 percent and furtbee to 53.86 percent in 2015. For the six
years, it averaged 45.03 percent. Again, this isiradulating movement without pattern and
rhyme and shows the lack of absorptive capacityhey Federal Ministry of Health. This
development raises a fundamental poser; why imsisincreased allocations to the health
sector when the FMoH finds it difficult to fully iise the paltry allocations it currently
receives? The answer to this poser may be predicatehe answer to another poser; what
are the factors informing this poor absorptive cityaf the FMoH? The answers may not be
unrelated to the late approval of budgets, hapkaaiad late release of sums appropriated for
capital expenses, tardiness of officials of the HYlcapacity deficits in the FMoH, etc.

Should the previous ratio of actual capital expemds to budgeted capital expenditures be
sustained in 2016, it may not be out of place tpeek that no more than 50 percent of the
allocation may actually be spent on capital prgdat the health sector in 2016. This is
especially true as most of the assumptions uporciwtiie 2016 revenue projections were
predicated have proved unrealistic and unattainalgeally, whenever there is a decline in
projected revenues of the government, recurreneéredipure budgets are implemented to the
letter, while the capital expenditures are madpay for the deficit. Going by that trend, it is
safe to assume that about 50 percent of the cuyesntcapital projects in the health sector
will be implemented.
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3.5 The Health Budget had no Underlying Medium TernmSector Strategy
The 2016 budget of the FMoH was not underpinnecaliedium Term Sector Strategy
which should have conferred it with the followingrefits:

+« Articulate medium-term (three years) goals and d@bjes against the background of
the overall goals of high level national policiesternational standards and the
attainment of the Sustainable Development Goals;

+« Identify and document the key initiatives (thatpspjects and programmes) that will
be embarked upon to achieve the goals and objsctive

% Cost the identified key initiatives in a clear ar@hsparent manner;
% Phase implementation of the identified initiative®r the medium-term;

% Define the expected outcomes of the identifiedatiites in clear measurable terms;
and

+ Link expected outcomes to their objectives andgoal

3.6 No Provision for the Basic Health Care Provisio Fund

The 2016 health budget ignored the provisions efNational Health Act which mandates
the provision of not less than 1 percent of thesttidated Revenue Fund to the Basic Health
Care Provision Fund. Since this is the law, it wasimbent on the fiscal authorities on the
prompting of the Federal Ministry of Health to esft the fact of the provisions of the law
because a law takes effect from the date it isndsdeto by the President. The 2016
experience of leaving out the Basic Health CareviBian Fund is inexcusable and is clearly
a violation of the law. It needs to be noted thaatthe law stated is not less than 1 percent
of the Consolidated Revenue Fund which is the mimmiloor. It could therefore be more
than 1 percent.

The implication of the foregoing is that MNCH anelated services (using the minimum
floor of 1 percent) lost good sums of money. Withotal Consolidated Revenue Fund of
N3.855trilion in 2016, 1 percent amounts to N38l&bWwhich should have been remitted to
the Basic Health Care Provision Fund. Of this sdB%o percent of the Basic Health Care
Provision Fund would have gone to the National BrinHealth Care Development Agency
which would have used it for a number of programmekiding MNCH. This would amount
to N17.350billion in 2016. Also, the 50 percenttbé Basic Health Care Provision Fund
going to basic minimum package of health servicesitizens through the National Health
Insurance Scheme would have impacted on MNCH.

3.6 Donor Funds were not Identified in the Budget

The 2016 federal health budget did not take cogesaf the contribution of Development
Partners through grants and other support mechaniéris possible that in calculating the
resources voted to the sector, the authorities Inaag taken cognisance of the development
aid, but this is not clear on the face of the badgAdmittedly, there are provisions for
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counterpart funding, especially in the Service WAttdes, but the percentages and overall
sums are not clear. This is faulty as it does motray a true picture of the level of funding

available for health interventions. This is not gractice in other African countries and runs
against the standard Nigerian Appropriation Biluge that:

All Accounting Officers of Ministries, Parastatasid Departments of Government
who control heads of expenditure shall upon theiegrmmto effect of this Bill furnish
the National Assembly on a quarterly basis withaded information of all foreign
and or domestic assistance received from any aggregon or organisation in any
form whatsoever.

If this is the law, all grants sums that are duedalraw down within the year should have
been declared and incorporated into the budget. fatiethat these contributions are not
captured may lead to double counting in terms oNH&aying for services and facilities
already funded by donors. It may also lead to quron by MDA officials. This may also be
responsible for the poor absorptive capacity of Flederal Ministry of Health to the extent
that it focuses more on using donor funds whilgfi@&ting the official FGN funds.

4. LESSONS FOR IMPROVED HEALTH FUNDING

Owing to the glut in global oil prices, Nigerianwgonments’ revenues have continued to
decline since the second half of 2014 fiscal ydtaitherefore implies that the Federal
Government should adopt a high level of fiscal igiswe in order to achieve her development
goals. It is interesting to observe that in the®@4cal year, the sum 6£3%.67 billion was
proposed in the budget for health sector capitajepts. However, during approval, the
amount was reduced to oni2BL65 billion, whereas the-217.42 billion proposed for
personnel costs was increased@il[K.47 billion before approval. In a similar walgetsum

of N4.30 billion was proposed for overhead cost ingame 2016 budget, whereas only the
sum of-1B.94 billion was approved for the same overheatl do little proportion of health
sector budget in the total budget of the FederaleBoment of Nigeria was even reduced
during appropriation. The sum 257.38 billion was proposed as total budget ofttéalth
sector in 2016 FGN budget. Only the sum=#5R.06 billion was approved as the total
budget of the health sector in 2016 FGN budget.

Without any significant alteration in the proposedurrent expenditures of the health sector,
the National Assembly approved an amount that gmifscantly lower than what was
proposed. The reduction is mainly attributed to thduction in the capital expenditure
component of the proposed budget of the healthose@he reduction does not reflect
corrections that are based on the recommendatibrsvib society organisations or other
stakeholders that analysed the proposed budgesw@maitted their reports to the National
Assembly. Certain line items in the recurrent exjiieme component of the approved budget
can still be done without, while freeing up the rmpmeant for such line items to be used for
other capital projects in the sector.

It may not be said that FGN’s health sector budgiécts a need to develop the country’s
health sector. It may not also be said that theeatiryear health sector budget of the FGN
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reflects a country that is aware that most of thecines it received free through donor
agencies may no longer be entirely free due to iNigerecent level of economic growth that
moved the country from low income group to loweddie income group of countries. These
two realities are complicated by the recent declimeghe country’s revenue generation
capacity as a result of the glut in the globalmdrket. Therefore, Nigeria’s health sector is
faced with two critical options of “looking for merfunds” and or “efficient utilisation of
available funds”. Looking for more funds should Hee right way to go. But the
developmental aid component of funding is shrinkiBgnor agencies are already exiting
funding of Nigeria’s health sector, thereby congiray the options available to the health
sector. This focuses attention on domestic resauadglisation for health and improvements
in the efficiency of the utilisation of availablerfds.

On the basis of the foregoing, it is important éarh from the Indian experience. India
exhibits similar attributes to Nigeria in termstbé contribution of the governments to total
health expenditures. Just like Nigerian governmdntian Government spends 22% — 30%
of total health expenditures in India. The resttlod health expenditures are borne by the
households. It should be expected that the sirtylami fiscal features of the two countries

should imply similarity in health outcomes. Butghs not the case in reality. Indian health
sector witnessed tremendous growth and improverhetween 1998 and 2011 (KPMG,

2010). This did not come without feasible, meadhbieaspecific, and time-bound health

sector plan. To get to the current level of growatid improvement, Indian public sector

partnered with the private sector over the perioithiee decades.

Therefore, effective and productive public privaatnership scheme in the health sector in
Nigeria can still free up some funds for the goweent and at the same time raise enough
funds to improve on the health services in Nigeltias true that up to 75 percent of total
health expenditures in India are borne by privaga@ actors, yet most of the expenditures
are not just on health consumables, but more otthhedrastructures. Given the level of
development of Nigeria’s health sector, most hoakEhpay for health consumables and
health services, while in India, most householdg fgabecome shareholders of renowned
health facilities and infrastructures. Therefoexhanneling private sector funds from health
consumables to health facilities will go a long wayimproving Nigeria’s health sector. To
be able to do so, Nigeria’'s public sector will ngedacquire basic infrastructures that will
make Nigerian households to stop providing for thelves every minute health consumable
whenever they get to the health facilities. Thisvisat improved capital expenditures can
achieve. Also, the recurrent expenditure compooéttie sector’s budget to be reviewed and
all the frivolous line items expunged from the betdg

5. CONCLUSION

The Federal Government of Nigeria is faced wittaghccrunch. At the same time, the recent
growth of the Nigerian economy with its attendaategorisation of the country among the
lower-middle income countries has necessitated rdagencies to plan their exit in funding
Nigeria’s health sector. This means that more fustasild be expended on the health sector
by Nigerian governments. The 2016 approved budfy#teoFederal Government of Nigeria
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does not reflect these realities. The total appitobedget of the Federal Government of
Nigeria in 2016 amounts to an increase of 34.88qudrfrom the 2015 approved budget of
the Federal Government of Nigeria, whereas the cugiok budget allocation to the health
sector amounts to a decline of about -3.73 pertent the approved budget allocation to the
same sector in 2015. This decline does not refleetconsciousness of an increased fiscal
burden on the Federal Government due to the exiteofunding agencies. More importantly,
the allocation of funds to capital expenditures porent of the health sector is very deficient
given the level of development and improvemenhefdector.

Therefore, the study recommends that the follovgitegs should be taken:

R/
A X4

Increased allocation to the health sector to rehehl5 percent Abuja Declaration
benchmark. The bulk of the new resources shouldiog@apital expenditure to
enhance access to equipment and health suppantragtructure.

The implementation of the National Health Act segjtaside not less than 1 percent of
the Consolidated Revenue Fund to the Basic Healtk Erovisions Fund.

Guarantee the preparation of Health Sector MedienmTSector Strategies to inform
the 2017 federal budget.

Increasing the efficiency of health sector spendhmgugh greater value for money
strategies. Ensure strict and efficient implemeotabf the resources allocated to the
health sector.

Public private partnership schemes in the healtitoseshould be encouraged but
made as transparent and efficient as possible. Wili€nsure that the areas that the
public sector cannot delve into as a result of @aahch, the private sector actors can
augment and fill the funding gaps. However, neagssaution must be applied in
adopting the public private partnership model aditrefunding in order not to price
public health facilities beyond the reach of thdimary Nigerian.

FGN should explore innovative funding mechanismstli@ health sector including
compulsory universal health insurance scheme fdtigerians.

The FMoH should embrace civil society as a critipattner in achieving greater
value for money in a bid to improve national healtitcomes.

Civil society should start the 2017 budget engagenpeocess early enough with
interventions in the MTSS, pre budget memoranduth aralysis to inform the new
budget of 2017.

REFERENCES

Budget Office of the Federation (BOF) (2006). ‘F@N06 approved budget’. Abuja: BOF
Publications.

Engaging the Approved 2016 Federal Health Budget Page 25



Budget Office of the Federation (BOF) (2007). ‘F@R0O7 approved budget’. Abuja: BOF

Publications.

Budget Office of the Federation (BOF) (2008). ‘F@R08 approved budget’. Abuja: BOF
Publications.

Budget Office of the Federation (BOF) (2009). ‘F@R09 approved budget’. Abuja: BOF
Publications.

Budget Office of the Federation (BOF) (2010). ‘F@N10 approved budget’. Abuja: BOF
Publications.

Budget Office of the Federation (BOF) (2011). ‘FGN11 approved budget’. Abuja: BOF
Publications.

Budget Office of the Federation (BOF) (2012a). ‘F@OL2 approved budget’. Abuja: BOF
Publications.

Budget Office of the Federation (BOF) (2012b).‘Qady budget implementation report—
fourth quarter 2012'. Abuja: BOF Publications.

Budget Office of the Federation (BOF) (2013a). ‘F@OL3 approved budget’. Abuja: BOF
Publications.

Budget Office of the Federation (BOF) (2013b). ‘Qedy budget implementation report—
fourth quarter 2013'. Abuja: BOF Publications.

Budget Office of the Federation (BOF) (2014a).'F@0I4 approved budget’. Abuja: BOF
Publications.

Budget Office of the Federation (BOF) (2014b).‘Qady budget implementation report—
fourth quarter 2014’. Abuja: BOF Publications.

Budget Office of the Federation (BOF) (2015). ‘F@N15 approved budget’. Abuja: BOF
Publications.

Budget Office of the Federation (BOF) (2016). ‘F@N16 approved budget’. Abuja: BOF
Publications.

Dada, T. and Oguntola, T. (2015, April) “World Ma& Day: Nigeria Ranks Highest In
Death Rate — US”. Leadership Newspapegr, 26, 2015 .

KPMG (2010) “Healthcare: Reaching out to the mdssedvailable at:
https://www.kpmg.de/docs/Healthcare_in_India.pdf

Nigeria Watch (2016lifth Report on Violence in Nigeria 201Bbuja: Nigeria Stability and
Reconciliation Programme Publications.

Section 8 of the 2013 Appropriation Act and sectiorof the 2014 Appropriation Act.

Tyessi, K. and Okeke, V. (2015) “Crisis looms irgBiiia’'s Health Sector as Donor Partners
withdraw Funds”. In Leadership Newspaper, 24 Noveml2015. Accessed on
27/04/2016 14:59 from: http://leadership.ng/newsBbb/crisis-looms-nigerias-health-
sector-donor-partners-withdraw-funds

United Nations (2015World Economic Situation and Prospediew York: United Nations

Publication. Accessed on 27/04/2016 14:37 from:
http://www.un.org/en/development/desa/policy/wess_archive/2015wesp_full_en.
pdf

Engaging the Approved 2016 Federal Health Budget Page 26



World Health Organisation - WHO (2015global Health StatisticsLuxembourg: WHO
Publications. Accessed on 28/04/2016 14.28: at:
http://apps.who.int/iris/bitstream/10665/170250789240694439 eng.pdf

World Health Organisation - WHO (2018)Vorld Health Statistics: Monitoring Health for
the SDGs Luxembourg: WHO Publications. Accessed on 2805662 14.28: at:
http://apps.who.int/iris/bitstream/10665/170250789240694439 eng.pdf

Engaging the Approved 2016 Federal Health Budget Page 27



