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Abstract 

Nigerian tertiary healthcare centers are legally mandated to provide specialized clinical care, advance research, and deliver 

undergraduate and postgraduate medical education. Decades of systemic, structural, and institutional dwindling infrastructure 

and medical services, however, have profoundly compromised this national mandate. This narrative review analyzes current 

evidence from public health, health economics, public policy, and clinical practice reports to examine the multidimensional crises 

plaguing these apex tertiary healthcare centers. Five primary drivers of the declining infrastructure and services of Nigeria's 

tertiary healthcare centers emerge from the search data: chronic underfunding coupled with misaligned budgets, severe 

infrastructure and technological deficits, widespread procurement corruption, weak regulatory oversight, and an unprecedented 

human resource crisis fueled by medical emigration ("brain drain"). By tracing the historical evolution of these challenges, we 

outline their direct consequences (degradation of patient outcomes and escalating mortality rates, the erosion of medical 

education and research output, and economic devaluation and the outflow of medical tourism) for patient outcomes and medical 

education, and detail critical lessons from past policy failures, including the multi-million United States dollar Vamed 

Engineering Project to equip apex tertiary medical centers during the 2000s, the 2014 National Health Act, and the Public-Private 

Partnerships. To reverse this infrastructure and medical services decline and advance toward universal health coverage, we 

propose a targeted framework centered on alternative health financing, public-private partnerships, institutional autonomy, 

clinical technology integration, and robust and aggressive workforce retention strategies. 
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1. Introduction 

Tertiary healthcare centers (THCs) remain the cornerstone 

of a functional national healthcare system [1]. In Nigeria, 

these centers comprise federal university teaching hospitals, 

federal medical centers, and specialized research institutes [1, 

2]. Statutorily, these institutions provide specialized curative, 

rehabilitative, and preventive care [1-3]. They also drive un-

dergraduate and postgraduate medical training and clinical re-

search tailored to regional health priorities [1, 2]. Ideally, 

these centers serve as definitive referral hubs, managing com-

plex cases referred from other primary and secondary 

healthcare facilities [3]. Yet Nigerian tertiary healthcare faces 

severe systemic dysfunction [3-5]. Far from being centers of 

clinical excellence, many teaching hospitals struggle with di-

lapidated infrastructure, frequent strikes, acute shortages of 

essential supplies, obsolete or nonfunctional equipment, and 

high rates of preventable medical errors [4, 5]. 

Patients must navigate a chaotic environment where basic 

diagnostics are unavailable, emergency care is routinely de-

layed, and out- of- pocket expenses plunge families into cata-

strophic poverty [6, 7]. These dwindling fortunes stem from 

deep-seated historical, political, and economic crises [1]. Dec-

ades of political instability, systemic corruption, and negligi-

ble political will—compounded by the structural adjustment 

programs of the late 20th century—have systematically 

eroded Nigeria's public healthcare infrastructure [1, 4]. Alt-

hough successive administrations have introduced multiple 

health sector reforms, these policies rarely translate into tan-

gible institutional improvements [8]. 

Understanding the dwindling fortunes of Nigerian THCs is 

not merely an academic exercise; it is an urgent public health 

priority [9]. As Nigeria grapples with a dual burden of infec-

tious and non- communicable diseases, the collapse of its 

highest level of healthcare threatens national health security, 

dampens human capital development, and exacerbates social 

inequalities [1, 10]. 

This narrative review synthesizes empirical evidence, pol-

icy documents, and historical analyses to critically evaluate 

the systemic decline of Nigerian THCs infrastructure and ser-

vices, analyze lessons learned from decades of stagnation, and 

articulate a pragmatic roadmap for systemic reform. 

2. Methodology 

2.1. Search Strategy and Information Sources 

We searched PubMed, MEDLINE, African Journals 

OnLine, Embase, Scopus, Cochrane Database of Systematic 

Reviews, and Google Scholar to evaluate institutional failures 

in Nigerian tertiary healthcare centers. The search strategy 

combined Medical Subject Headings terms and free-text key-

words capturing three primary domains: facility type ("tertiary 

healthcare", "teaching hospitals", "federal medical centers"), 

location ("Nigeria", "Nigerian"), and systemic challenges 

("institutional failure", "infrastructure decay", "brain drain", 

"medical negligence", "funding deficits", "governance"). The 

search was limited to peer-reviewed articles, gray literature, 

and government reports published between January 1980 and 

December 2025 to track the crisis's contemporary trajectory. 

We manually reviewed reference lists of included studies, na-

tional health policies, and official reports from the Nigerian 

Federal Ministry of Health and the World Health Organization 

(WHO) to identify additional relevant literature. Table 1 be-

low summarizes the systematic outline used as a literature 

search strategy for all the relevant studies for this narrative re-

view. 

Table 1. Outline of Literature Search Strategy for Reviewed Studies. 

COMPONENT STRATEGY DETAILS 

Databases/Engines 
PubMed, MEDLINE, African Journals OnLine, Embase, Scopus, Cochrane Database of Systematic 

Reviews, Google Scholar 

Domain 1: Facility Type "tertiary healthcare", "teaching hospitals", "federal medical centers" 

Domain 2: Location "Nigeria", "Nigerian" 

Domain 3: Systemic Chal-

lenges 

"institutional failure", "infrastructure decay", "brain drain", "medical negligence", "funding deficits", "gov-

ernance" 

Search Logic MeSH terms and free-text keywords combined within and across the three primary domains 

Publication Types Peer-reviewed articles, gray literature, government reports 

Timeframe January 1980 - December 2025 

Manual Searching 
Reference lists of included studies, national health policies, official reports from the Nigerian Federal Minis-

try of Health and the World Health Organization  
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2.2. Eligibility Criteria 

To align precisely with the primary research objectives, lit-

erature screening followed a structured protocol based on pre-

determined eligibility criteria (inclusion and exclusion param-

eters), as shown in Table 2 below. 

Table 2. Presentation of the Inclusion and Exclusion Criteria of Selected Relevant Studies. 

PARAMETER/ 

CATEGORY 
INCLUSION CRITERIA EXCLUSION CRITERIA 

Setting/Facility 

Level 

Nigerian tertiary healthcare institutions (teaching 

hospitals and federal medical centers) 
Primary or secondary healthcare tiers with no tertiary nexus. 

Scope/Focus 
Systemic, structural, financial, or administrative 

frameworks. 

Purely clinical case reports or drug efficacy trials without 

systemic analysis. 

Design/Publication 

Type 

Peer-reviewed empirical research or systematic and 

narrative reviews. 

Editorials, commentaries, or opinion pieces lacking empiri-

cal data. 

Gray Literature 
Official white papers, national policies, and institu-

tional reports. 

Unofficial blogs, self-published reports, or gray literature 

from unaccredited or non-public health bodies. 

Language Documents published exclusively in English. Documents published in languages other than English. 

 

2.3. Study Selection and Data Extraction 

The selection process followed a multi-stage screening pro-

tocol. First, duplicates across the databases were identified 

and removed. Second, titles and abstracts were independently 

screened for relevance based on the pre-established eligibility 

criteria. Third, full-text articles of the shortlisted studies were 

retrieved and thoroughly reviewed for final inclusion. Data 

extraction was structured using a standardized matrix. The ex-

tracted data points included: primary author, year of publica-

tion, geographic location/zone of the study facility, specific 

institutional failures evaluated, lessons learned, and proposed 

strategic recommendations. 

2.4. Data Synthesis and Characterization of 

Homogeneity 

We synthesized the findings using a qualitative narrative 

approach, as the high degree of thematic uniformity across the 

literature precluded the need for a statistical meta-analysis. 

During data extraction and screening, we observed a striking 

convergence among the selected studies that spanned across 

diverse geopolitical zones and more than two decades of pub-

lication. Remarkably, the institutional deficiencies docu-

mented in the early 1980s closely mirrored the systemic fail-

ures reported in the mid-2020s. Furthermore, the underlying 

structural drivers of these failures remained identical, whether 

the healthcare facility was situated in a northern or southern 

region. This persistent lack of variance in both systemic pa-

thology and reform trajectory justifies a unified narrative 

framework, confirming that these breakdowns represent 

deeply entrenched, systemic patterns rather than isolated in-

stitutional anomalies. 

3. Context and Evolution of Tertiary 

Healthcare in Nigeria 

The evolution of THCs in Nigeria began during the colonial 

era, heavily shaped by British administrative models [11]. The 

establishment of University College Hospital (UCH), Ibadan, in 

1948 introduced formal tertiary medical education and special-

ized clinical care to the country [12, 13]. Modeled after elite 

British teaching institutions, UCH—and later the Lagos Uni-

versity Teaching Hospital in 1962—initially featured world-

class infrastructure and international faculty, attracting patients 

from across West Africa [12, 13]. Following independence, 

booming oil revenues in the 1960s and early 1970s enabled the 

federal government to prioritize healthcare expansion [1, 14]. 

This economic surge funded subsequent waves of teaching hos-

pitals across diverse geopolitical zones to decentralize special-

ized medicine [12, 14]. During this peak period, these institu-

tions were well-equipped with contemporary technology and 

staffed by highly motivated, globally trained specialists [13, 14]. 

However, the economic volatility of the late 1970s and 1980s 

triggered a severe institutional decline in Nigeria [14, 15]. Fall-

ing global oil prices and political instability under successive 

military regimes drastically reduced national revenues [14, 15]. 

To secure international financial assistance, Nigeria imple-

mented Structural Adjustment Programs mandated by the Inter-

national Monetary Fund and the World Bank [15]. These pro-

grams forced deep cuts in public spending, leading to currency 

devaluation and reduced funding for health and education [14, 
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15]. The impact on tertiary healthcare was immediate [15, 16]. 

Equipment maintenance budgets disappeared, capital projects 

ceased, and hyperinflation eroded medical salaries [15, 16]. 

This economic crisis triggered the first major wave of med-

ical "brain drain," driving mass migration of elite Nigerian 

physicians to the United Kingdom, United States, and Gulf 

States [16, 17]. Nigeria’s 1999 transition to democracy raised 

hopes for healthcare revitalization [8, 18]. While the demo-

cratic era boosted absolute budgetary allocations and birthed 

ambitious blueprints—such as updated National Health Poli-

cies, the Vamed Engineering modernization project, and the 

National Health Act of 2014—structural deficiencies re-

mained [18, 19]. Political interference, bureaucratic inertia, 

and rigid civil service frameworks stalled progress [8, 9]. Con-

sequently, these legislative and financial milestones failed to 

yield functional tertiary health centers. Instead, decades of un-

derfunding and structural neglect institutionalized a legacy of 

systemic decay that persists today [8, 20]. 

4. Core Dimensions of Decline of 

Nigeria’s THCs 

4.1. Chronic Underfunding and Budgetary 

Misalignment 

Nigeria’s tertiary healthcare crisis stems from a fundamental 

lack of funding [21, 22]. In 2001, African Union leaders met in 

Abuja and pledged to allocate at least 15% of their annual na-

tional budgets to health. More than twenty years later, Nigeria 

has never met this goal [21, 22]. Instead, federal health funding 

bounces between 4% and 6.5%—nowhere near enough to run a 

complex national healthcare system [21]. The money that does 

get allocated is poorly distributed. Roughly 75% to 80% of what 

tertiary hospitals receive goes entirely to running costs, mainly 

staff salaries and administrative expenses. This leaves less than 

25% for capital upgrades. Hospitals are forced to use this tiny 

remaining fraction to maintain crumbling buildings, buy ad-

vanced diagnostic equipment, upgrade IT systems, and fund 

medical research [21]. As a result, these major teaching hospi-

tals face constant financial strain. Since government funds can-

not cover daily operational costs, hospital managers have no 

choice but to charge high fees for medical services. This shifts 

the entire financial burden onto patients, making out-of-pocket 

payments account for more than 70% of all health spending in 

Nigeria [21, 22]. For the average family, a referral to a specialist 

hospital is financially devastating [22]. It regularly forces pa-

tients to discharge themselves early against medical advice, or 

turn to cheaper, unsafe alternatives [22]. 

4.2. Infrastructural Decay and Technological 

Deficits 

The infrastructure of many Nigerian tertiary hospitals suffers 

from systemic neglect [1, 23]. Dilapidated buildings, peeling 

paint, broken plumbing, and unhygienic wards characterize nu-

merous federally owned institutions [1]. Furthermore, basic 

utilities remain chronically unreliable. Because the national 

electricity grid is unstable, these centers rely on heavy-duty die-

sel generators [23]. However, soaring diesel costs drain institu-

tional budgets and force power rationing. This causes periodic 

blackouts in critical areas like intensive care units, neonatal 

wards, and operating theaters, occasionally forcing surgical 

teams to use smartphone torches [23]. Regular water supply is 

similarly compromised. Many THCs lack regular municipal 

water, relying instead on boreholes. When treatment infrastruc-

ture fails, hospital-acquired infection rates escalate, undermin-

ing standard infection control protocols. The technological def-

icit is equally severe. Advanced diagnostic tools like Magnetic 

Resonance Imaging, Computed Tomography scanners, and lin-

ear accelerators are scarce in public centers [1]. Where available, 

they are frequently non-functional due to poor maintenance, 

missing spare parts, or a lack of local technical expertise [1]. 

Consequently, THCs paradoxically rely on external private cen-

ters for routine patient diagnostics. 

4.3. Human Resource Crisis and the "Brain 

Drain" (Japa Syndrome) 

Nigeria's THCs face an unprecedented human resource col-

lapse driven by the "Japa" syndrome (a Yoruba word meaning 

to flee or escape) [17]. Severe inflation, low wages, hazardous 

working conditions, institutional politics, and stagnant career 

progression drive this mass migration [17, 24]. Consequently, 

thousands of physicians, nurses, laboratory scientists, and phar-

macists relocate annually to high-income nations [17]. Data 

from the Medical and Dental Council of Nigeria (MDCN) 

alongside international regulatory bodies indicate that Nigeria 

has lost more than half of its skilled medical workforce over the 

past decade, primarily to the United Kingdom, Canada, the 

United States, and Australia [17]. This systemic migration se-

verely compromises tertiary healthcare institutions by depleting 

the cadres of senior consultants and specialized nursing person-

nel—particularly in perioperative, intensive care, and nephrol-

ogy units [24]. These professionals are indispensable for direct-

ing postgraduate residency programs and supervising complex 

clinical interventions [24]. Consequently, the retained work-

force is subjected to excessive clinical volumes, extended shifts, 

and profound occupational burnout [24]. Currently, Nigeria's 

physician-to-patient ratio is approximately 1:5,000, vastly ex-

ceeding the WHO-recommended benchmark of 1:600 [17]. 

This workforce depletion establishes a self-perpetuating cy-

cle: escalating clinical burdens on remaining staff accelerate 

burnout, thereby driving subsequent waves of institutional res-

ignation and migration [17, 24]. 

4.4. Governance, Administrative Inefficiencies, 

and Institutional Politics 

The leadership framework governing Nigerian THCs is 
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characterized by structural rigidity and intense politicization 

[25, 26]. By statutory mandate and institutional precedent, the 

role of Chief Medical Director within teaching hospitals re-

mains almost exclusively restricted to medical physicians 

holding postgraduate clinical fellowships [26]. While these 

executives possess advanced clinical competencies, they fre-

quently lack formal, comprehensive training in health eco-

nomics, modern healthcare administration, human resource 

management, or corporate governance [25]. As a result, ter-

tiary centers are often administered through outdated bureau-

cratic mechanisms modeled after the core civil service. This 

structural deficiency manifests as protracted decision-making 

processes, suboptimal asset management, fiscal opacity, and 

an institutional inability to adapt to evolving healthcare de-

mands [25, 26]. Furthermore, the exclusive reservation of ex-

ecutive leadership for physicians has exacerbated interprofes-

sional rivalries [26]. Non-physician labor unions—most nota-

bly the Joint Health Sector Unions, representing nursing, phar-

macy, and medical laboratory sciences—frequently clash with 

physician bodies, including the National Association of Resi-

dent Doctors and the Nigerian Medical Association [26]. 

These systemic frictions routinely culminate in protracted, re-

current industrial actions that paralyze tertiary facilities, com-

promise patient care, and severely disrupt clinical education 

[25, 26]. 

4.5. Procurement Malpractice and Corruption 

Procurement corruption severely damages the financial and 

structural integrity of THCs in Nigeria [27]. Capital funds 

meant for facility upgrades are frequently lost to inflated con-

tracts, kickbacks, and patronage networks [27, 28]. A major 

issue is the purchase of refurbished, sub-standard, or obsolete 

medical equipment disguised as brand-new. Furthermore, in-

stitutions often procure complex machinery without service-

level agreements or technical training packages [28]. Conse-

quently, expensive machinery breaks down within weeks of 

installation and sits idle, effectively becoming high-priced fur-

niture [28]. This subversion of competitive bidding drains 

public funds while depriving hospitals of lifesaving tools [27]. 

4.6. Weak Regulatory Oversight and 

Accountability 

The regulatory framework overseeing Nigerian THCs re-

mains fragmented and lacks enforcement capacity. Although 

the Federal Ministry of Health maintains theoretical oversight, 

rigorous and independent quality assurance audits are absent. 

Existing accreditation bodies—including the National Univer-

sities Commission and postgraduate medical colleges—pri-

marily evaluate educational curricula and baseline staffing 

quotas. They rarely monitor continuous clinical outcomes, pa-

tient safety metrics, or operational efficiency [29]. Conse-

quently, institutions face few structural repercussions for ad-

ministrative negligence or substandard care [29]. Furthermore, 

patient grievance mechanisms are either non-existent or struc-

turally biased toward hospitals. Medical errors are frequently 

dismissed as unavoidable complications rather than systemic 

failures, fostering an environment of limited accountability 

[30]. This lack of transparency ultimately erodes public trust, 

driving patients away from public tertiary centers toward 

costly private facilities or unregulated traditional alternatives 

[29, 30]. 

5. Consequences of Decline of  

Nigeria’s THCs 

5.1. Degradation of Patient Outcomes and 

Escalating Mortality Rates 

The institutional decline in THCs directly causes preventa-

ble deaths [31]. As the final referral tier for complex cases, 

THCs with operational deficiencies drive up mortality rates, 

particularly among vulnerable populations. 

Nigeria’s maternal mortality ratio remains among the high-

est globally, exceeding 500 deaths per 100,000 live births [31]. 

At the tertiary level, these deaths often stem from delayed 

emergency obstetric care, blood bank shortages, and missing 

surgical consumables. Emergency medicine is similarly com-

promised. Without standardized triage and due to rigid "pay-

before-treatment" policies, critically ill patients suffer. Those 

with acute myocardial infarction, cerebrovascular accidents, 

or severe polytrauma frequently die in waiting areas while rel-

atives scramble to purchase basic supplies such as intravenous 

fluids and syringes [31]. Additionally, degraded infection con-

trol infrastructure has turned many THCs’ wards into reser-

voirs for multidrug-resistant bacterial pathogens [32]. The re-

sulting high rates of postoperative infections and neonatal sep-

sis prolong hospitalizations, escalate catastrophic health ex-

penditures, and increase overall mortality among the populace 

[31, 32]. 

5.2. The Erosion of Medical Education and 

Research Output 

The decay of THCs directly compromises medical educa-

tion and clinical research [13, 33]. These institutions serve as 

vital classrooms for medical students and residents [13]. 

When facilities lack basic diagnostics, modern surgical suites, 

or electronic records, training reverts to obsolete paradigms 

[13]. Consequently, trainees increasingly learn medicine in 

theory rather than through practice [13]. For instance, a neu-

rosurgery or cardiology resident might graduate having seen 

only a fraction of standard global procedures. Frequent equip-

ment failures and missing consumables restrict hands-on ex-

perience, ultimately undermining the clinical competence and 

global competitiveness of Nigerian-trained specialists [13]. 

Concurrently, clinical research has stagnated [33]. Without re-
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search grants, state-of-the-art laboratories, and robust data in-

frastructure, clinicians cannot execute high-impact, transla-

tional studies [33]. Institutional output remains confined to 

retrospective case series and descriptive cross-sectional de-

signs. These methodologies carry minimal weight in global 

scientific discourse and fail to effectively inform national 

health policy [33]. 

5.3. Economic Devaluation and the Outflow of 

Medical Tourism 

The systematic outbound of Nigeria's political and eco-

nomic elite to foreign medical destinations has fundamentally 

crippled the nation’s domestic healthcare landscape [34]. This 

outbound medical tourism drains hundreds of millions of dol-

lars from the domestic economy annually [34, 35]. More crit-

ically, it creates a starkly bifurcated system: high-quality for-

eign care for the wealthy, and underfunded, failing public ter-

tiary centers for the impoverished majority [24, 35]. Because 

policymakers and their families bypass local institutions, there 

is no personal stake or political will to fund, reform, or sustain 

the domestic healthcare infrastructure [35]. 

6. Retrospective Insights from Past 

Policy Interventions 

For thirty years, Nigerian governments and international 

partners have launched initiatives to fix Nigeria’s THCs. Eval-

uating why these interventions failed offers essential guidance 

for building a sustainable future [1, 36-39]. 

6.1. The Vamed Engineering Project:  

The Limits of Equipment-Centric Fixes 

In the early 2000s, Nigeria launched the multi-billion Naira 

Vamed Engineering Project to equip apex THCs with ad-

vanced diagnostic and therapeutic technologies [36]. While 

the initiative initially modernized select centers, its long-term 

clinical impact stalled [1, 36]. The Vamed project underscores 

a critical lesson in global health procurement: high-tech hard-

ware acquisition fails without systemic institutional reform 

[36]. The initiative neglected to establish preventative mainte-

nance frameworks, secure spare-part supply lines, or build lo-

cal biomedical engineering capacity [1, 36, 37]. Consequently, 

much of the sophisticated machinery was abandoned within 

years of installation. 

This failure highlights that technological interventions in 

low- and middle-income country health systems require par-

allel investments in management structures and technical sup-

port ecosystems [36, 37]. 

6.2. The National Health Act 2014: Legislative 

Implementation Gaps 

The 2014 National Health Act promised to revolutionize 

Nigerian healthcare [8, 38]. By establishing a legal framework 

for system regulation and creating the Basic Health Care Pro-

vision Fund, the legislation aimed to secure dedicated funding 

for primary and secondary care [38]. Yet, bureaucratic inertia 

and weak political commitment have stalled meaningful pro-

gress. Critical components remain unenforced, particularly 

Section 11 financing mechanisms, quality standards, and 

emergency care mandates. This stagnation underscores a vital 

lesson: statutory frameworks achieve nothing without clear 

operational guidelines, fiscal transparency, and sustained po-

litical will across all levels of government [8, 38]. 

6.3. Public-Private Partnerships (PPPs):  

The Risk of Fragmented Modernization 

To bypass public funding constraints, several THCs out-

sourced clinical and ancillary services—including radiology, 

laboratory diagnostics, and pharmacy supply chains—to pri-

vate entities via public-private partnerships (PPPs) [39]. The 

outcomes remain mixed. While privatization improved equip-

ment availability and service reliability, it sharply increased 

out-of-pocket costs, pricing out low-income patients. Further-

more, vague contract terms triggered legal disputes between 

some hospital administrations and some private vendors over 

profit-sharing and operational boundaries [39]. These experi-

ences demonstrate that PPPs cannot serve as stopgap measures 

for public sector failures. Instead, they require robust national 

regulatory frameworks that balance private returns with health 

equity and the desired social safety nets [39]. 

7. Strategic Roadmap for Reform 

Addressing the decline in Nigeria's THCs demands a depar-

ture from transient, reactionary policies [21, 26, 40]. Long-

term viability depends on a structurally integrated roadmap 

targeting core vulnerabilities in healthcare financing, institu-

tional governance, infrastructure decay, and human resource 

management [21, 26, 40]. 
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Figure 1. Proposed transformational roadmap for tertiary healthcare restructuring in Nigeria. 

7.1. Restructuring Health Financing and 

Mobilizing Capital 

Nigeria must aggressively reform funding for its THCs [8, 

38, 40]. Relying on erratic federal budgetary subventions is 

structurally unsustainable. Fully operationalizing and enforc-

ing the National Health Insurance Authority Act will make 

coverage mandatory. This shifts the population from out-of-

pocket spending to a pre-paid, pooled-risk framework [8, 41]. 

Consequently, capitation and fee-for-service reimbursements 

will provide teaching hospitals with predictable revenue. To 

complement this, Nigeria should establish a Tertiary 

Healthcare Trust Fund, modeled after the Tertiary Education 

Trust Fund. Financing could come from an earmarked 1-2% 

levy on corporate profits within the telecommunications, oil 

and gas, and financial sectors [41]. These revenues must be 

strictly ring-fenced for capital expenditure, biomedical re-

search, and infrastructural upgrades. Concurrently, the Nige-

ria Sovereign Investment Authority should scale up its co-in-

vestments in oncology, cardiology, and diagnostic centers, ex-

panding on successful institutional pilots [38, 41]. 

7.2. Governance Reform and 

Professionalization of Administration 

Tertiary hospital governance requires modernization to 

eliminate administrative inefficiencies and professional rival-

ries [25, 42, 43]. Teaching hospital leadership must be decou-

pled [25]. While a Director of Clinical Services manages clin-

ical care, a professional Chief Executive Officer should lead 

overall administration. This executive must hold a master of 

Business Administration, Master of Health Administration, or 

specialized training in hospital management and corporate 

governance, regardless of their undergraduate discipline [25]. 

Furthermore, hospital management boards require insulation 

from partisan political interference. These boards should com-

prise technocrats, health economists, legal experts, and com-

munity representatives. 

Empowered with institutional autonomy, boards must inde-

pendently set competitive internal salary structures, negotiate 

localized procurement, and recruit staff to fill specific institu-

tional deficits. Consequently, they must remain strictly ac-

countable to performance targets established by the Ministry 

of Health [25, 42, 43]. 

7.3. Human Resource Retention and Workforce 

Revitalization 

Stemming the medical brain drain in Nigeria requires com-

petitive compensation structures and workplace improve-

ments [17]. While matching Western salaries is fiscally im-

possible, governments can narrow the gap [44]. Key steps in-

clude adjusting salary scales for inflation, offering non-taxa-

ble clinical allowances, increasing hazard pay, and introduc-

ing performance bonuses [17]. Senior clinicians should also 

receive duty-free vehicle import waivers and subsidized hous-

ing loans [44]. At the facility level, investing in core infra-

structure—uninterrupted power, running water, and digital 

health tools—mitigates operational burnout and improves pa-

tient safety [17]. Furthermore, professionals who have emi-

grated remain valuable assets [44]. Tertiary institutions can 

capture their expertise through structured "brain-gain" initia-

tives [17]. These include joint clinical appointments, virtual 

telemedicine consults, and short-term visiting fellowships for 

block-teaching [17, 44]. Such frameworks allow diaspora ex-

perts to support local medical training without permanent re-

location [44]. 
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7.4. Comprehensive Infrastructure 

Modernization and Technology Adoption 

Modernizing healthcare infrastructure is essential to sup-

port contemporary clinical workflows [45-47]. Tertiary hospi-

tals should transition away from inefficient paper documenta-

tion in favor of unified, open-source Electronic Health Record 

platforms [45, 46]. These systems optimize patient tracking, 

minimize administrative delays, prevent revenue loss, and 

compile standardized clinical data for public health planning 

and research [45, 46]. Furthermore, teaching hospitals must 

reform their procurement strategies by avoiding unsupported 

hardware acquisitions. Future diagnostic equipment should be 

secured through Managed Service Contracts. Under this 

framework, vendors retain hardware ownership and receive 

payment tied to equipment uptime and operational metrics [45, 

46]. This model transfers the responsibilities of maintenance, 

calibration, and parts supply directly to the manufacturer. Fi-

nally, establishing high-speed digital communication net-

works will position tertiary centers as central hubs for tele-

consultation [47]. This infrastructure allows specialists to re-

view complex cases and deliver clinical oversight to primary 

and secondary facilities in rural areas, expanding the reach of 

specialized healthcare [47]. 

7.5. Strengthening Accountability, Clinical 

Governance, and Quality Assurance 

Federal healthcare facilities require a structural shift toward 

transparency, continuous audit, and clinical accountability [48, 

49]. The Federal Ministry of Health, partnering with profes-

sional regulatory bodies, should establish an independent 

Healthcare Quality Assurance Commission. This agency will 

conduct unannounced clinical audits of tertiary centers to 

track metrics like surgical site infections, 30-day readmissions, 

neonatal mortality, and patient satisfaction [48]. Publishing 

these results annually will allow data to link directly to budg-

etary funding incentives. Furthermore, teaching hospitals 

must mandate confidential morbidity and mortality review 

panels, utilizing Root Cause Analysis for every unexpected 

clinical death or severe adverse event [49]. This framework 

shifts the institutional response to medical errors from blame 

and concealment to objective, continuous learning and patient 

safety improvement [49]. 

8. Conclusion 

The systemic decline of institutional structures and services 

of Nigeria’s THCs stems from decades of underfunding, frag-

mented governance, and severe medical brain drain. The insti-

tutional decline has compromised patient care, undermined 

medical residency training, and fueled a costly outbound med-

ical tourism market. Historically, isolated equipment procure-

ment and unenforced legislative mandates have failed to ad-

dress the root causes of this crisis. Reversing this trajectory 

requires systemic structural reform rather than superficial in-

terventions. Nigeria can rebuild its premier hospitals into cen-

ters of clinical excellence by implementing strategic health fi-

nancing, professionalizing hospital administration, creating 

competitive staff retention packages, and institutionalizing 

strict clinical accountability. Ultimately, revitalizing the ter-

tiary healthcare tier is a prerequisite for national health secu-

rity and equity. Achieving this requires sustained political 

commitment and a transition from policy formulation to rig-

orous execution. 
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