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aTechnical Unit, Health Systems Consult Limited (HSCL), Abuja, Nigeria; bHealth Financing, Bill and Melinda Gates Foundation, Abuja, Nigeria; 
cOperations, Head of Operations, Lagos State Health Management Agency (LASHMA), Nigeria

ABSTRACT
Background: Nigeria is considering making Universal Health Coverage (UHC) a common policy goal to 
ensure that citizens have access to high-quality healthcare services without crippling debt. Globally, 
there is an acute shortage of human resources for Health (HRH), and the most significant burden is 
borne by low-income countries, especially in sub-Saharan Africa. This shortage has considerably con-
strained the achievement of health-related development goals and impeded accelerated progress 
toward universal health coverage. We examine the existing human resource capacity and the distribu-
tion of health facilities in Lagos state in this study, discussing the implications of our findings.
Methods: The study is descriptive using secondary data analysis. We leverage census-based primary 
data collected by NOIPoll on health facility assessments in Lagos state. The collected data was analyzed 
using counts, ratios, rates, and percentages.
Results: We observe a ratio of 5,014 people to 1 general medical doctor, 2,942 people to 1 specialist, 
2,165 people to 1 nurse, and 5,117 people to 1 midwife, which are far higher than the WHO 
recommendation. We also observe that the ratio of nurses to general medical practitioners is 2.2:1 in 
urban areas and 2.7:1 in rural. In contrast, the ratio of nurses to specialist medical doctors is 1.3:1 in the 
urban area and 1.5:1 in the rural areas of Lagos state. The overall nurse per general medical practitioner 
ratio is 2.3:1 and 1.4:1 for specialist medical doctors. 77.2% of the health facilities surveyed were in the 
urban areas, with private-for-profit facilities accounting for 82.9%, government facilities accounting for 
15.4%, and NGOs/faith clinics accounting for 1.7%. Primary healthcare facilities account for 75.3% of the 
facilities surveyed, secondary and tertiary facilities account for 24.6% and 0.08%, respectively. Alimosho 
LGA has the most health facilities (77.38% PHCs, and 22.62% SHCs) and staff strength specifically for 
general medical practitioners, specialists, nurses, and midwives (16.9%, 19.9%, 16.7%, 17.1%, respec-
tively). Eti-Osa LGA has the best density ratio for generalist doctors, specialist doctors, and nurses per 
10,000 (4.42, 12.96, and 11.34 respectively), while Ikeja has the best midwife population density ratio 
5.46 per 10,000 population.
Conclusion: The distribution of health personnel and facilities in Lagos State is not equitable, with 
evident variation between rural and urban areas. This inequitable distribution could affect the physical 
distance of health facilities to residents, leading to decreased utilization, ultimately poor health out-
comes, and impaired access. Much like child mortality, maternal mortality also exhibits a correlation 
with healthcare worker density. As the physician density increases linearly, the maternal mortality rate 
decreases exponentially. However, due to the low number of healthcare workers in Lagos state, doctors, 
nurses, and midwives are frequently unavailable during childbirth, resulting in increasing infant, 
neonatal, and maternal death. As such, the government should adopt the UHC strategy in its distribu-
tion of facilities and personnel in the state for adequate coverage and optimal performance of the 
facilities. Also, additional investments are needed in some parts of the state to improve access to 
tertiary health facilities and leverage private sector capacity.
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Introduction

Health systems can only function with health workers; improv-
ing health service coverage and outcomes depend on a fit-for- 
purpose and fit-to-practice health workforce [1,2]. We expect 
significant growth in the need for health workers globally in 
the coming decades due to various factors, including popula-
tion growth, aging, changing epidemiology, and new technol-
ogies [3,4]. As stated in the declaration of the international 

conference on primary health care held in Alma Ata, Russia, in 
1978, the primary objective of primary health care is better 
health for all. This includes ensuring that healthcare is acces-
sible, equitable, and affordable [4]. According to a 2008 WHO 
report, significant progress in health has largely been 
unevenly distributed globally, with convergence toward better 
health in many regions of the world. Many nations are falling 
behind with growing health disparities within countries [4]. 
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Equity in health care is based on the idea that everyone 
should have access to high-quality medical care [5]. Most 
healthcare systems are based on the idea that human 
resources should be used fairly and equally for the benefit of 
the entire population. Access to healthcare has a direct impact 
on disease burden, especially in developing countries, and is a 
crucial determinant of the overall effectiveness of a healthcare 
delivery system. Health systems in various populations have 
benefited from increased access to healthcare [6]. Measuring 
healthcare access, therefore, aids in developing a more com-
prehensive understanding of the effectiveness of the health 
system [7,8]. Achieving the goal of universal health care is 
unfortunately difficult because not everyone can access health 
care services equally [9]. According to Atser and Akpan [10], 
variation in the distribution of facilities is essential, particularly 
in rural areas where there are issues with a lack of facilities and 
the mobility of health personnel. A study conducted in the 
Ondo state revealed that the distribution of healthcare 

facilities was inequitable, which constrained the advancement 
of health at the community level [11]. In a study on health 
deprivation in rural Borno, Nigeria, Adedayo and Yusuf [12] 
concluded that health deprivation lowers the quality of life in 
rural communities. Overcrowding, a resulting lack of proper 
attention to patients, and poor access in some specific areas 
with vulnerable conditions of the low number of health facil-
ities, especially among rural residents, are the effects of the 
maldistribution of health facilities [13,14].

Health policymakers must prioritize ensuring that all people 
have access to primary healthcare equally. All citizens in a nation’s 
most remote and impoverished areas should have access to 
healthcare professionals. The provision of healthcare is both a 
necessity for society and a fundamental human right. A lack of 
healthcare staff, basic health facilities, and services in any commu-
nity links to lower productivity, shorter life expectancy, and higher 
death rates [15]. Nigeria has faced several shortcomings in mana-
ging its health system over decades resulting in repeated reforms 

Figure 1. Map of Lagos showing the Local Government Areas. Source: Ministry of Physical Planning. 

Figure 2. Percent Distribution of Facilities in Urban and Rural Areas. 
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[16–19]. Unfortunately, these reforms have not significantly 
impacted the health status of the 184 million residents [20–22]. 
National health systems in Nigeria are known to perform below 
expectations due to recurring issues both within and outside the 
health sector, limiting affordable healthcare services to the people 
[23]. The health system’s functional capacities in these settings 
have gradually deteriorated due to failure to recognize and utilize 
the efforts of all organizations, institutions, structures, and 
resources primarily focused on promoting health [24]. Several 
studies link the presence of health workers to a favorable health 
outcome [25]. As a result, its availability and composition are 
recognized as crucial indicators of the health systems strengthen-
ing. The World health report 2006 suggests a minimum worker 
density threshold of 2.3 workers (doctors, nurses, and midwives) 
per 1000 population necessary to achieve the United Nations 

Millennium Development Goals (MDGs) for health [25]. However, 
there is no broad agreement on the optimal number of health 
workers required for a given population [25]. In the distribution of 
health workers, inequalities could be in the form of chronic or 
acute personnel shortages in some locations or professional mis-
distribution [26]. This problem crosses around the world, but 
especially in Low-to-middle-income countries. As a result, there 
is a need for Equity in the distribution of healthcare facilities. Both 
accessibility and use are critical features of equitable health 
resource distribution based on population needs rather than 
equal distribution in terms of number [27]. The distance between 
health facilities and residents in Lagos State is a significant factor 
influencing health service utilization and health outcomes, and 
increasing distance lead to lower utilization. Therefore, access to 
health facilities plays a critical role in improving the health status 

Figure 4. Distribution of Facility Level of Care in Urban and Rural Areas of the States. 

Figure 3. The Distribution of Facilities across the Local government area (LGA) and locality. 
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of people [28]. According to Eke (2015; Sanni, 2010) [29], the 
Nigerian healthcare sector is severely underdeveloped and fails 
to satisfy local demands because most healthcare facilities con-
centrate in major cities, with residents in urban areas having four 
times the amount of access to healthcare as those in rural areas. 
The health infrastructure in Nigeria is inadequate to meet the 
growing population’s needs [29]. Nigeria was ranked 140th out 
of 195 countries on the Healthcare Access and Quality Index 
report, based on quantifying personal access to healthcare and 
the quality of healthcare offered in 195 countries from 1990 to 
2015 [30]. Because of the poor healthcare situation in the country, 
roughly 715 doctors left in 2015, leaving Nigeria with a doctor-to- 
patient ratio of 1:4250, compared to the recommended ratio of 
1:600 by the World Health Organization [30,31]. Inequalities in the 
geographical distribution of healthcare facilities are a crucial con-
straint on access to healthcare services. The distance between the 
location of the health facility, its high demand, and the shortage of 
personnel contributes to the difficulty of using the healthcare 
services [32,33]. Uwala (2020) and Welcome (2011) [34,35] also 
stated that health facilities (health centers, workers, and medical 

equipment) are insufficient, particularly in rural regions. As a result, 
this study aims to assess the existing human resources capacity in 
health facilities in Lagos State, Nigeria. The research questions 
guiding the study are:

(1) How are Lagos State healthcare facilities distributed?
(2) Are healthcare personnel in Lagos State adequate and 

evenly distributed across the local governments in the 
state?

(3) What is the ratio of facility and personnel (doctors, 
nurses, and midwives) to the population in Lagos State?

Study area

Lagos is one of the 36 states in Nigeria, with the year 2020 
estimated population of 14,368,000 [36]. Lagos is Nigeria’s most 
densely populated state, accounting for approximately 7% of the 
national population [37–40]. It has five administrative divisions: 
Ikeja, Badagry, Ikorodu, Lagos Island, and Epe, subdivided into 20 

Figure 5. Percent Distribution of Facilities based on Ownership Type. 

Figure 6. Percent Distribution of Facility Ownership Type by Level of Care. 
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Local Government Areas (LGAs) (Figure 1). Lagos State has 
358,862 hectares or 3,577 sq. km, accounting for approximately 
0.4% of the total land area in Nigeria. The state covers 
356,861 hectares, with wetlands covering 75,755 hectares [41]. 
The state is in the southwestern part of Nigeria [41–44]. 
According to the United Nations, if Lagos state continues at its 
current growth rate, it will soon double its current population 
size, making it the third most populous large city, trailing only 
Tokyo and Delhi (U.N. 2016) [42]. Lagos State has a total hospital/ 
clinic population of 2,333: 458 public and 1875 private, out of 
which 1574 are primary health facilities, 756 are secondary, and 
three are tertiary. Of this number, public/primary is 412, private/ 
primary is 1162, public/secondary are 44, private/secondary is 
712, public/tertiary is two, and private/tertiary is one [45]. Over 
the last decade, the state has made significant progress in the 
economy, infrastructure, and healthcare systems. According to 
the Health Facility Monitoring and Accreditation Agency 
(HEFAMAA), the Lagos State Government has significantly 
improved health systems by acquiring vaccinations and family 
planning programs. According to HEFAMAA, Lagos has over 
10,000 skilled healthcare workers across 20 local governments. 
It has over 2,500 accredited healthcare facilities (private and 
public-owned) providing healthcare services in the state, includ-
ing Primary Health Centers, Maternal/Child Health Clinics, 
Specialist Clinics, and Diagnostic Centers. While these facilities 
provide access to health education, the constant rate of avoid-
able deaths in Lagos, particularly maternal and child mortality, is 
deeply concerning [41].

Data and sampling methods

The study leveraged Universal Health Coverage data collected on 
health facilities assessment in Lagos state [46]. NOIPoll carried out 
the health facility assessment with technical assistance from HSCL. 
NOIPoll adopted a quantitative research methodology for the 
health facility assessment, while HSCL developed a list of health 
facilities using information from the State Ministry of Health. The 
list served as a sample frame for health facilities in Lagos state. The 
sample frame consisted of 2,398 health facilities, and a census 
approach was adopted. NOIPoll engaged vital stakeholders to 
refine the technical assistance plan for the health facility assess-
ment. These stakeholders include the State Ministry of Health 
(SMOH), the Lagos State Health Insurance Agency (LASHMA), the 
Health Facility Monitoring and Accreditation Agency (HEFAMAA), 
and relevant professional bodies. NOIPoll interviewed target 
respondents through the telephone using Questionnaire 
Processing Software for Market Research (QPSMR). The final health 
facility assessment dataset contains information on Facility 
Ownership, Facility level of care, Accrediting body, Human 
Resources, Basic Medical & Infection Prevention Equipment, 
Infrastructure, Available Services, Health Insurance Coverage, 
Medicines & Commodities, Financial Management Systems, 
Clinical Governance, and Covid-19 Response.

Statistical method

The method of analysis employed in the study is descriptive 
statistics. We use multiple and straightforward bar charts, 

alongside percentages and ratios, to assess the distribution 
of facilities and personnel distributions across the state. Also, 
we computed the estimated population of Local Government 
Areas in Lagos State for 2020 used in the study using a 
constant national growth rate of 3.3% and a geometric growth 
projection method as adopted by CityPopulation (2021) [47]. 
Because NOIPoll successfully interviewed 1256 facilities, 
accounting for 53.8% of all health facilities in Lagos State, we 
compute the facility and health personnel to population ratio 
using 53.8% of the population in the state.

Results

Distribution of healthcare facilities in Lagos State

The results of the analyses are presented based on the dis-
tribution of healthcare facilities and personnel across Lagos 
State. Most facilities surveyed (77.15%) are in the state’s urban 
areas, while 22.85% are in the state’s rural areas (See Figure 2). 
The facilities are concentrated more in Alimosho Local 
Government Area than any other LGA (See Figure 3). Most of 
the facilities surveyed (75.32%) are primary health care (PHC), 
24.60% are secondary health care (SHC), and 0.08% are tertiary 
facilities. 55.97% of the facilities are PHC in the urban area, 
19.35% are PHC located in the rural area, 21.10% are SHC in 
the urban area, and 3.50% are SHC located in the rural areas of 
the State (See FIgure 4). The results also show that most of the 
facilities surveyed (82.88%) are private-for-profit, with 59.16% 
being PHCs and 23.73% being SHCs. 15.45% are government- 
owned facilities, with 14.89% being PHCs, 0.48% are SHCs, and 
0.08% are tertiary facilities. 1.67% are NGOs/mission-owned 
facilities, with 1.27% PHCs and 0.40% SHCs (See FIgure 5 and 
Figure 6).

Distribution of healthcare personnel in Lagos State

Alimosho LGA has the highest population of general medical 
doctors (16.9%) with a ratio of 2.33 general medical doctors 
per 10,000 population. Alimosho also has the highest popula-
tion of specialist medical doctors (18.9%), nurses (16.7%), and 
midwives (17.1%) with respective rates per 10,000 population 
of 4.45, 5.32, and 2.31 (See Table 1 and Table 3). The local 
government with the second largest population of general 
medical doctors is Surulere (10.4%), with a ratio of 3.75 per 
10,000 population. In comparison, Eti-Osa LGA has the second 
largest number of specialist medical doctors (11.9%) with a 
ratio of 12.96 per 10,000 population, followed by Surulere 
(9.9%) with a ratio of 6.1 per 10,000 population. However, 
Ifako-Ijaye LGA has a ratio of 6.24 specialist medical doctors 
per 10,000 population, making it the local government with 
the second-highest specialist-population ratio. We record the 
highest percentage of Nurses in the State in Alimosho LGA 
(16.67%), with a ratio of 5.32 per 10,000 population. Next is 
Surulere LGA, with 9.43% of nurses representing 7.9 nurses per 
10,000 population. The ratio of nurses per 10,000 population 
in Eti-Osa is 11.43, the highest in the State. We recorded a 
minor proportion of general medical doctors (0.5%) in Epe 
LGA, and the local government also has a minuscule percen-
tage of specialist medical doctors (0.1%), nurses (0.5%), and 
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midwives (0.6%) in Lagos State. The results further show that 
82.8% of general medical doctors, 81.6% of specialists, 79.9% 
of nurses, and 79.2% of midwives are in urban areas. 85.1% of 
GMD, 97% of specialists, 84.5% of nurses, and 77.6% of mid-
wives are in private hospitals. 88.3% of GMD, 73.5% of specia-
lists, 86.5% of nurses, and 91.6% of midwives are in primary 
healthcare facilities (See Table 2).

The ratio of healthcare facility and personnel to the 
population in Lagos State

Table 4 shows the ratio of private to public health facilities in each 
LGA. The highest ratio of (15.3:1) private to the public facility is 
recorded in Surulere LGA, followed by Kosofe (12.3:1), Epe local 
government has more public health facilities than the private (1:5), 
and the ratio in Ibeju/Lekki is (1:1). The local government with the 
least general medical doctors per 10,000 population is Epe (0.52), 

specialists (0.19), nurses (1), and midwives (0.58). We present the 
ratio of medical personnel to the facility in Table 5. The study result 
shows that Ifako-Ijaye and Ajeromi-Ifelodun LGAs have a ratio of 
about two general medical doctors to one facility (2:1). In contrast, 
other local government areas have in the state have at most one 
general medical doctor per facility. The highest specialist-facility 
ratio of (4.1:1) is in Ifako-Ijaye LGA, followed by Eti-Osa (3.8:1) and 
the minor ratio of (0.3:1) in Epe local government. For nurses, Ikeja 
has the highest ratio of 4:1, followed by Ifako-Ijaye (3.8:1), and the 
least is Epe (1.3:1). Apapa and Ikeja have the midwives-facility 
ratios of (2.1:1) and (2:1) while Mushin, Lagos Island, Epe, and 
Shomolu, being the least, have a ratio of 0.8:1. The nurses per 
general medical doctor ratio are highest in Badagry and Ibeju- 
Lekki (3.9:1), while the least is (1.7:1) in Ajeromi-Ifelodun and 
Island. We recorded the highest ratio of nurses to specialists of 
(5.5:1) in Ibeju-Lekki, followed by Epe (5.3:1), and the least is Lagos 
Island (0.8:1) (See Table 6) [48]. The ratio of nurses to specialist 
medical doctors is 14.5:1 in public health facilities, 1.2:1 in the 
private-for-profit, and 2:1 in NGO/faith-based health facilities.

Figure 7 shows the correlation between population, facil-
ities, and health personnel. The correlation between popula-
tion and the number of facilities is positive and strong (0.81), 
meaning that the higher the population, the high the number 
of facilities. All the correlation coefficients are positive, sug-
gesting a positive relationship between each pair of variables.

Discussion of findings

Equity in healthcare
Healthcare equity aims to ensure that everyone can access 
affordable, culturally competent health care regardless of sev-
eral factors, including geographical location. Findings revealed 
that most of the healthcare facilities in Lagos State are in the 
urban region. While the high number of facilities can be linked 
to the population in urban areas, the distribution of personnel 
does not rely on the spread of the population, as the study 
reveals that some local government areas with fewer popula-
tions have better medical personnel-to-population ratios than 
those with a larger population. This shows that healthcare 
facilities and personnel are not evenly distributed in Lagos 
State, as Sanni (2010) [49] supported.

The health worker population ratio is better in the urban area 
of Lagos than in the rural area, where health services are needed 
more because of their poorer economic and environmental con-
ditions and high population density. As obtained in Lagos state, a 
poor health worker-to-population ratio implies increased patient 
waiting time and excessive workload for the providers, affecting 
quality efficiency with poor health outcomes. Inadequate human 
resources in rural health facilities could be a significant impedi-
ment in mobilizing a response to health challenges resulting in 
unsafe, ineffective, inefficient, untimely, and inequitable health-
care. Generally, people living in the state’s rural areas have worse 
health than their urban-dwelling counterparts (Wonca, 2003) [50]. 
Therefore, controlling the inadequacy of workforce distribution in 
rural and urban Lagos states would have a salutary effect on 
healthcare delivery, thereby improving the overall well-being of 
the residents.

Table 1. Percent Distribution of Personnel by LGA.

LGA
Doctors 

(Generalist)
Doctors 

(Specialist) Nurses Midwives

Agege 3.4 2.6 2.6 2.4

Ajeromi- 
Ifelodun

6.0 3.1 4.5 5.2

Alimosho 16.9 18.9 16.7 17.1
Amuwo-Odofin 4.1 5.2 5.0 4.9

Badagry 1.5 1.6 2.5 2.6
Ifako-Ijaye 6.8 8.6 5.9 6.5

Ikeja 6.6 6.2 8.0 9.7
Mushin 3.2 2.8 2.6 2.5
Ojo 3.9 2.5 5.4 5.2

Oshodi-Isolo 5.5 6.0 6.5 6.6
Apapa 1.1 0.5 1.2 2.2

Eti-Osa 6.9 11.9 7.7 5.9
Lagos Island 1.8 2.2 1.3 1.5

Lagos Mainland 2.2 1.4 1.8 2.0
Surulere 10.4 9.9 9.4 8.7
Epe 0.5 0.1 0.5 0.6

Ibeju/Lekki 1.6 0.6 2.6 1.9
Ikorodu 8.3 6.4 7.3 7.1

Kosofe 7.3 8.1 6.2 5.5
Shomolu 2.2 1.6 2.4 1.9

Table 2. The Percent Distribution of Personnel by Facility Ownership and Level 
of Care.

Doctors  
(Generalist)

Doctors  
(Specialist) Nurses Midwives

Locality
Urban 82.80 81.55 79.94 79.22
Rural 17.20 18.45 20.06 20.78

Ownership
Government 12.63 1.21 12.88 18.61

Private 85.12 97.01 84.53 77.58
NGO/Mission 2.26 1.78 2.59 3.81

Level of Care
Primary 88.34 73.53 86.45 91.58
Secondary 11.66 26.20 13.52 8.42

Tertiary 0.00 0.26 0.03 0.00
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SDG 3.C – Recruitment of the health workforce in 
developing countries
The available facilities are grossly understaffed and cannot 
cater to the health needs of the people (Alenoghena, Isah 
and Isara, (2016) [48]. The ratio of 5,014 persons to 1 general 
medical doctor, 2,942 persons to 1 specialist, 2,165 persons to 
1 nurse, and 5,117 persons to 1 midwife in Lagos state indi-
cates that not much importance is attached to the health of 
the populace. These figures are far higher than the recom-
mended number of doctors per population of 1:600 (Muanya 
and Onyenucheya, 2021) [31].

The findings further show that the ratio of nurses to general 
medical doctors is 2.2:1 in urban areas and 2.7:1 in rural areas. 
The ratio of nurses to specialist medical doctors is 1.3:1 in the 
urban and 1.5:1 in the state’s rural areas. The overall nurse per 
general medical doctor ratio was 2.3:1 and 1.4:1 for the specialist 
medical doctor, which means that Lagos state needs more 
nurses in urban and rural areas, as there is a deficit of medical 
personnel, thereby putting much burden on the available ones. 
Our findings are consistent with Welcome (2011) [35], who 
pointed out that the healthcare delivery system in Nigeria is 
inadequate for the populace. In the last ten years, there have 

Table 4. The Distribution of Public and Private Facilities per 10,000 population.

LGA Primary Secondary Total Public Private
Private/ 

Public ratio

Agege 0.66 0.25 0.91 0.18 0.74 4.14

Ajeromi-Ifelodun 0.80 0.09 0.89 0.09 0.80 9.40
Alimosho 1.52 0.44 1.96 0.20 1.77 9.05

Amuwo-Odofin 1.28 0.53 1.82 0.28 1.53 5.38
Badagry 1.67 0.15 1.82 0.64 1.18 1.85
Ifako-Ijaye 1.26 0.27 1.53 0.25 1.29 5.22

Ikeja 1.66 1.03 2.69 0.48 2.21 4.62
Mushin 0.67 0.22 0.89 0.13 0.76 5.86

Ojo 1.13 0.31 1.44 0.25 1.19 4.77
Oshodi-Isolo 0.99 0.32 1.30 0.19 1.12 6.00

Apapa 0.84 0.00 0.84 0.37 0.47 1.29
Eti-Osa 2.31 1.49 3.84 0.45 3.38 7.45
Lagos Island 1.05 0.50 1.54 0.17 1.38 8.33

Lagos Mainland 0.75 0.22 0.97 0.18 0.79 4.40
Surulere 1.70 0.95 2.65 0.16 2.49 15.29

Epe 0.71 0.06 0.77 0.64 0.13 0.20
Ibeju/Lekki 2.88 0.20 3.08 1.49 1.59 1.07

Ikorodu 1.91 0.31 2.22 0.42 1.80 4.26
Kosofe 0.91 0.46 1.37 0.10 1.27 12.33
Shomolu 0.84 0.20 1.04 0.12 0.93 8.00

Table 3. The Distribution of Medical Personnel per 10,000 Population.

LGA Population Doctors (Generalist) Doctors (Specialist) Nurses Midwives

Agege 394,300 1.32 1.72 2.38 0.91

Ajeromi-Ifelodun 586,925 1.58 1.38 2.76 1.35
Alimosho 1,126,832 2.33 4.45 5.32 2.31

Amuwo-Odofin 280,924 2.24 4.88 6.41 2.67
Badagry 203,007 1.13 2.07 4.38 1.97

Ifako-Ijaye 365,261 2.90 6.24 5.78 2.71
Ikeja 271,222 3.80 6.01 10.66 5.46
Mushin 539,567 0.93 1.39 1.74 0.70

Ojo 520,196 1.17 1.29 3.71 1.52
Oshodi-Isolo 537,179 1.58 2.94 4.34 1.86

Apapa 190,416 0.89 0.63 2.26 1.79
Eti-Osa 242,340 4.42 12.96 11.43 3.67

Lagos Island 181,633 1.54 3.14 2.59 1.21
Lagos Mainland 278,982 1.22 1.36 2.33 1.11
Surulere 429,415 3.75 6.10 7.89 3.10

Epe 155,189 0.52 0.19 1.03 0.58
Ibeju/Lekki 100,588 2.39 1.69 9.35 2.88

Ikorodu 450,808 2.84 3.73 5.79 2.40
Kosofe 583,045 1.94 3.65 3.79 1.42

Shomolu 344,623 0.99 1.19 2.52 0.84
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been calls to address these general issues, especially on provid-
ing better facilities for disease diagnosis and treatment, 
improved health workforce welfare and remuneration, and 
expanded NHIS coverage in the country [51].

SDG 3.8 – Access to quality essential healthcare services
According to Nullis-Kapp (2005) [52], the shortage of health 
professionals could undermine global efforts to reduce poverty 
and disease and derail development goals. In her journey to 
universal health coverage, Lagos state adopts the State health 

insurance scheme (LASHMA) as an official policy target to ensure 
access to quality healthcare services for her population without 
financial hardship. A strategy for achieving UHC requires an 
analysis of the available infrastructure to deliver the services. 
However, inadequate human resources and poor health facilities 
distribution could limit service delivery access, thereby promot-
ing poor health outcomes. The LSHS aims to improve access to 
quality care by reducing the financial burden of obtaining care 
for Lagos residents. Public and private healthcare providers are 
critical to this ambitious insurance rollout. Understanding the 
distribution of health facilities and human resources for health 
would aid in engaging providers, the factors influencing their 
participation in insurance, and expectations from the LSHS. 
Financial (ability to pay), social (knowledge of and empowerment 
to access care), and physical access to health services are all 
examples of access. The Lagos State government must 
restrengthen the Primary Health Care (PHC) system to ensure 
that all Lagosians have access to high-quality, effective health-
care services to attain Universal Healthcare Coverage in Lagos. 
The inequitable distribution of health facilities in Lagos State 
could affect the physical distance of health facilities to residents, 
leading to decreased utilization, poor health outcomes, and 
impaired access [53,54].

SDG 3.1 and 3.2 – Reduce the global maternal, neonatal, 
and child mortality
Nearly every aspect of the state’s public health is negatively 
impacted by the lack of sufficient human resources for health-
care. This shortage has a detrimental effect on both maternal 
health and HIV/AIDS treatment, in addition to raising mortality 
rates overall. The Lagos state government is concerned about 
Nigeria’s maternal mortality rate, which is one of the highest in 
the world at 512 deaths per 100,000 births [53,54]. In 2015, the 
United Nations Children’s Fund (UNICEF) projected that the 
likelihood of a child born in Lagos State dying before age five 

Table 5. The Ratio of Medical personnel to Facility across the State.

LGA Doctors (Generalist) Doctors (Specialist) Nurses Midwives

Agege 1.4 1.9 2.6 1.0

Ajeromi-Ifelodun 1.8 1.6 3.1 1.5
Alimosho 1.2 2.3 2.7 1.2

Amuwo-Odofin 1.2 2.7 3.5 1.5
Badagry 0.6 1.1 2.4 1.1

Ifako-Ijaye 1.9 4.1 3.8 1.8
Ikeja 1.4 2.2 4.0 2.0
Mushin 1.0 1.6 2.0 0.8

Ojo 0.8 0.9 2.6 1.1
Oshodi-Isolo 1.2 2.3 3.3 1.4

Apapa 1.1 0.8 2.7 2.1
Eti-Osa 1.2 3.4 3.0 1.0

Lagos Island 1.0 2.0 1.7 0.8
Lagos Mainland 1.3 1.4 2.4 1.1
Surulere 1.4 2.3 3.0 1.2

Epe 0.7 0.3 1.3 0.8
Ibeju/Lekki 0.8 0.5 3.0 0.9

Ikorodu 1.3 1.7 2.6 1.1
Kosofe 1.4 2.7 2.8 1.0

Shomolu 0.9 1.1 2.4 0.8

Table 6. The Ratio of Nurses to Doctors across the State.

LGA
Nurses per Doctors 

(Generalist)
Nurses per Doctors 

(Specialist)

Agege 1.8 1.4

Ajeromi- 
Ifelodun

1.7 2.0

Alimosho 2.3 1.2
Amuwo-Odofin 2.9 1.3

Badagry 3.9 2.1
Ifako-Ijaye 2.0 0.9

Ikeja 2.8 1.8
Mushin 1.9 1.3
Ojo 3.2 2.9

Oshodi-Isolo 2.7 1.5
Apapa 2.5 3.6

Eti-Osa 2.6 0.9
Lagos Island 1.7 0.8

Lagos Mainland 1.9 1.7
Surulere 2.1 1.3

Epe 2.0 5.3
Ibeju/Lekki 3.9 5.5
Ikorodu 2.0 1.6

Kosofe 2.0 1.0
Shomolu 2.6 2.1
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was 8.1% [55]. The severe shortage of healthcare professionals 
in Lagos State is strongly correlated with the region’s extre-
mely high mortality rates. An exponential decline in the mor-
tality rate of children under five is correlated with a linear 
increase in the density of healthcare workers. In its 2006 
World Health Report, WHO finds a comparable correlation 
[56]. One explanation for the association between physician 
density and child mortality rates in Lagos State is that fewer 
healthcare professionals mean fewer people can access basic 
medical services like immunizations and antibiotics. Children 
who are ill may not have access to treatments and may con-
sequently pass away from conditions that could have been 
avoided. This interpretation supports the notion that most 
child deaths worldwide and a sizable portion of adult deaths 
are avoidable and result from inadequate medical care [57]. 
Like child mortality, maternal mortality correlates with the 
number of healthcare workers [58,59]. The maternal mortality 
rate declines exponentially as physician density increases lin-
early [60]. Similarly, research has revealed that a rise in births 
attended by medical professionals is linked to a drop in 
maternal mortality rates [61]. However, the lack of medical 
personnel in Lagos State causes a high rate of midwives, 
nurses, and infant deaths because they are frequently absent 
during childbirth [62].

Conclusion

Strategically locating and adequately staffing medical facilities 
is one of the indicators of a country’s health and wealth and 

the level of care it provides to its citizens and visitors. The 
study focuses on assessing the distribution of healthcare facil-
ities across Lagos State’s local government areas and localities 
(urban and rural areas) and the distribution of healthcare 
personnel and their ratios per 10,000 population. According 
to the findings, the distribution of both health personnel and 
facilities in Lagos State is not uniform. Some facilities have 
more personnel, albeit insufficient than others, and some local 
government areas have more facilities than others. The ratio of 
one medical doctor to 5,014 residents, one specialist to 2,942 
residents, and one nurse per 2,165 residents indicate that the 
state does not have sufficient experts in the already insuffi-
cient facilities to take care of the health needs of the populace. 
Therefore, this means that many people do not have access to 
proper and timely healthcare, which is a cause for concern, 
especially in this era of a mass exodus of medical personnel to 
developed countries worldwide.

Recommendations

The crisis in the health facility distribution and human 
resources for healthcare in Lagos state, Nigeria is a highly 
multifaceted issue; it is as much of a medical problem as it is 
social and political. The government and relevant stakeholders 
can only address the crisis via various short and long-term 
strategies.

(i) Findings show a ratio of 5.5 private to 1 public health 
facility in Lagos state, with some local governments 

Figure 7. Heatmap showing the correlation between Population density, facilities, and medical personnel. 
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having a ratio of 15:1. The state and local govern-
ments need to build more health facilities to cater to 
the health needs of the exponentially growing popu-
lation of the state.

(ii) The ratio of 1 general medical doctor to 5,014 people 
is more than eight times the recommended ratio of 
1:600 by the World Health Organization [31]. The gov-
ernment needs to act fast by employing more quali-
fied medical doctors to reduce this acute shortage of 
doctors in the state and help improve the state’s 
health system to meet the SDG three of good Health 
and well-being for all by 2030.

(iii) Only 22.9% of the health facilities assessed are in rural 
areas. The local government should pay attention to 
the people’s health in rural areas by making primary 
healthcare facilities available at accessible locations.

(iv) The government should adopt the universal health 
coverage (UHC) strategy in its distribution of facilities 
and personnel in the state for adequate coverage and 
optimal performance of the facilities.

(v) The government must reduce the exodus of healthcare 
professionals from this region to address Lagos State 
human resources for health crisis effectively. 
Implementing retention policies is one of the best 
ways to accomplish this. The WHO Global Code of 
Practice on the International Recruitment of Health 
Personnel, which serves as a policy framework for the 
ethical hiring of healthcare professionals, illustrates this 
[61]. Its main objective is to address the global shortage 
of healthcare professionals. This policy’s actual impact 
on the healthcare crisis in Lagos State and Nigeria is 
debatable because compliance with it is voluntary. 
Governments must ensure adherence to the pertinent 
policies to reduce the emigration of healthcare profes-
sionals. In doing this, the government must also 
enhance the working conditions for healthcare profes-
sionals by providing incentive programs for particular 
medical specialties or additional funding for private or 
rural clinics. A similar program has already been rolled 
out in Mali, which has significantly improved healthcare 
professionals’ retention [61].

(vi) Lagos State must substantially increase its health 
workforce and limit the loss of its current healthcare 
professionals. Targeting education is one of the best 
approaches to convince individuals to pursue careers 
in the healthcare profession. Governments can pro-
vide additional incentives to students who enroll in 
health-related post-secondary programs, and this 
could be in the form of bursaries, grants, and scholar-
ships. Additionally, medical school entrance require-
ments may be lowered to allow more students to 
pursue this career path. Governments can raise the 
retirement age for physicians and other medical pro-
fessionals outside the education sector.

(vii) The Lagos state government can also accelerate the 
implementation of task shifting, Task sharing strategies 
in all primary healthcare centers within the state. Task- 
shifting strategies are short-term strategies that require 

minimal resources. Transfer responsibilities from a highly 
trained healthcare worker, such as a physician or sur-
geon, to a less trained healthcare worker, such as a nurse 
or community healthcare worker, is known as task shift-
ing [63,64]. This approach enables employees with less 
training to complete tasks that would otherwise go 
unfinished due to a shortage of employees with more 
training. This strategy is particularly effective in areas 
where nurses outnumber doctors, such as the case 
with Lagos State [65]. Other research on task-shifting 
strategies in Sub-Saharan Africa has found that this 
strategy improves health outcomes in general [66,67]. 
While task-shifting strategies have shown promise, they 
are not without flaws. Most importantly, when a lower- 
skilled healthcare worker performs a more demanding 
task, the quality of care may decrease. As a result, task- 
shifting strategies should not be considered a panacea 
but instead in conjunction with other techniques to 
address the Lagos state healthcare crisis.
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