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ABSTRACT

This study sought to explore the impact of health care financing on youth employment in
Nigeria over the period 2000-2024. Nigeria being home to a vast youthful population
forms the core of its labour force. The pace at which youth unemployment has soared
over the past two decades is quite alarming and represents a critical developmental
challenge to the country.One of the structural reasons for this can be attributed to
Nigeria's ailing healthcare financing model, driven by low government investment, high
out-of-pocket payments, and its significant reliance on external donor funding.The study
period for Nigeria's economy is 2000-2024, utilizing data from the World Bank, WHO,
CBN, and NBS. The realities are that restricted government investment in health can
significantly impede youths’ ability to afford care, triggering a negative cycle with
reduced investment in education, skills development, employability of youths, and
diminishing capacity of policymakers to make data-driven decisions. To address this, this
study aimed to investigate the impact of government expenditure in healthcare (GHE),
out-of-pocket health care expenditures (OOP), and external healthcare financing (EHF)
on youth employment (YEMP), while controlling for factors like literacy, population
growth, and life expectancy using the ARDL bounds test approach to cointegration. The
results indicated that a long-run relationship among the variables exists, supported by
the bounds test results (F-statistic = 10.039).High out-of-pocket healthcare spending
demonstrably exacerbated youth unemployment (coefficient = 2.107, p = 0.0353) by a
significant margin, whereas government health expenditure showed a marginal positive
effect (coeff = 2.389, p = 0.0564). No impact was observed from external financing for
short- or long-term effects. Although individual long-run effects were not statistically
significant possibly due to multicollinearity and a limited sample size, the models overall
explained over 99.79% (R^2) of the variations in youth employment. Policy
recommendations include a considerable boost in public spending on healthcare,
aligning with the objectives of the 2014 Abuja Declaration on Public Health Spending
Target; expanding the coverage of social health insurance to reduce the burden of OOP
expenditures; reframing external assistance as Strengthening-Oriented rather than
vertical interventions on youth employment; incorporating demographic and family
planning into health investments; and integrating education with workforce development
to strengthen human capital.
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CHAPTER ONE

INTRODUTION

1.1 BACKGROUND OF THE STUDY

Youth employment has emerged as one of the most pressing developmental challenges in

Nigeria in the 21st century. With over 70 million youth, representing 35% of the

population and more than 60% of the labour force (World Bank, 2025; National Bureau

of Statistics, 2020), the effective engagement of this demographic is critical for economic

growth, political stability, and sustainable development. Despite being Africa's largest

economy, Nigeria's youth unemployment rate rose sharply from 2.3% in 2000 to over

33% in 2020. Concurrently, the proportion of young Nigerians not engaged in

employment, education, or training increased from 24.8% in 2011 to 28.1% in 2019.

These trends indicate that structural barriers hinder the productive utilisation of Nigeria's

youth human resource potential.

A critical yet often overlooked structural obstacle is the state of healthcare financing in

Nigeria. Health represents a fundamental component of human capital, and the

organisation of healthcare financing directly influences population health, productivity,

and labour-market participation (Becker, 1964; Grossman, 1972). In Nigeria, healthcare

financing is characterised by inadequate funding, a high prevalence of out-of-pocket

payments by households, and increasing dependence on foreign donor funds. These

factors have collectively contributed to some of the poorest health indicators globally.
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Government expenditure on healthcare in Nigeria consistently falls below the

recommended 15% of the total government budget, as stipulated by the Abuja

Declaration of 2001. In most years following the declaration, Nigeria allocated less than

5% of its budget to healthcare (WHO, 2021). Since the 1999 democratic transition, the

health system has experienced persistent underperformance due to financial

underinvestment and inadequate infrastructure. In 2023, healthcare spending was less

than 5.75% of the national budget, compared to the 15% commitment outlined in the

Abuja Declaration (Stephanie, Tosho, and Idris Olokeogun, 2024). Per capita public

spending on health services remains below US$8, significantly lower than the global

standard of US$8, resulting in a substantial funding gap that is primarily filled by the

private sector, compared with expenses (Lambo, 2015). Out-of-pocket expenditures

accounted for approximately 30% of Georgia's health expenditures between 2000 and

2024, one of the highest ratios in sub Saharan Africa, indicating that majority of

healthcare funding are borne directly from individuals (World Health Organisation, 2024).

This reliance on out-of-pocket spending diverts resources from investments in education,

nutrition, and skills training, thereby undermining human capital development.

External financing has played a significant role in partially addressing Nigeria's

healthcare funding gap. The country has received substantial donor health finance from

external agencies like the Global Fund, PEPFAR, GAVI, and the World Bank. The

proportion of health finance from external sources increased from approximately 3.2% in

2000 to 8% by 2024. Although external health financing has improved specific health

outcomes, such as reductions in HIV/AIDS infection rates, child mortality, and increased

immunisation coverage, its emphasis on vertical, disease-specific interventions has not
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effectively contributed to the development of infrastructure necessary for broad-based

human capital growth and youth employment (Ooms et al., 2010). Empirical studies

further suggest that external health financing can reduce domestic government

contributions to the health budget, thereby undermining the sustainability of health

financing in Nigeria (Lu et al., 2010).

The relationship between healthcare financing and youth employment operates through

several mechanisms. At the individual level, inadequate healthcare financing reduces

access to health services, resulting in higher morbidity and increased sickness absence

among youths, which diminishes cognitive and physical productivity and, consequently,

employability. At the household level, high out-of-pocket healthcare costs can

impoverish families, compelling youths to withdraw from education and vocational

training and restricting their capacity to finance job searches. At the macroeconomic level,

insufficient health sector financing reduces the overall health capital of the labour force,

thereby limiting the economy's capacity to generate employment opportunities for youths

(Wagstaff and van Doorslaer, 2003; Onwujekwe et al., 2019).

Despite robust theoretical and empirical support for this association, few studies have

empirically investigated the impact of healthcare financing, in its various forms, on youth

employment in Nigeria. Existing research predominantly examines the relationship

between healthcare finance and economic outcomes such as health, growth, or poverty,

often neglecting employment effects, particularly those disaggregated by age group.

Furthermore, limited studies employing Nigerian macroeconomic data utilise the ARDL

test model, that is especially appropriate for minor annual datasets with mixed orders of

integration, as is characteristic of Nigeria’s macroeconomic time series.
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This research span from 2000 till 2024, encompassing the post-Abuja Declaration era

marked by healthcare financing reforms, the adoption of the National Health Insurance

Scheme (NHIS), increased healthcare aid, and various policy interventions addressing

youth unemployment, like N-Power, YouWIN, and the Nigerian Youth Investment Fund.

The use of time series data, the study analysis both short and long run interactions among

government healthcare expenditure (GHE), out-of-pocket expenditure (OOP), external

healthcare financing (EHF), and youth employment (YEMP), alongside control variables

including literacy, population growth, and life expectancy. The findings provide

empirical evidence to inform Nigeria’s policy reforms in these domains.

1.2 STATEMENT OF THE PROBLEM

Youth unemployment in Nigeria remains relatively high, in part due to insufficient

government investment in health, resulting in citizens shouldering the majority of

healthcare costs.

Existing research on health expenditures and economic growth has often overlooked how

youths are vital instrument for economic development. Many studies fail to consider that

disruptions affecting youth can have significant negative consequences for overall

economic performance.

There is insufficient information to guide the development of effective government

strategies to address the relationship between health financing and the employment of

youths. Accordingly, the research studies the effects of government, individual, and

foreign health financing on the employment of youths in Nigeria. While acknowledging
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the influence of additional variables, like life expectancy, literacy rates, and population

growth, the analysis focuses on the role of health financing in youth job creation.

1.3 RESEARCH QUESTIONS

1. What is the effect of government health expenditure on youths’ employment in Nigeria?

2. What is the role of out-of-pocket health expenditure on the employment of youths in

Nigeria?

3. What is the effect of external health expenditure on youths’ employment in Nigeria?

1.4 OBJECTIVES OF THE STUDY

To understanding the relationship between health finance and youth employment in

Nigeria the major objectives of this study are listed below:

1. To demonstrate the influence of government healthcare expenditures on Nigerian

youths employment.

2. To emphasize the impact of out of pocket healthcare spending on the employment

status of Nigerian youth.

3. To illustrate the role of external health expenditures on Nigerian youths’ employment..
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1.5 RESEARCH HYPOTHESES

H0: Government healthcare expenditure has no significant effect on youth employment in

Nigeria.

H0: Private (out-of-pocket) healthcare expenditure has no significant effect on youth

employment in Nigeria.

H0: External healthcare expenditure has no significant effect on youth employment in

Nigeria.

1.6 SIGNIFICANCE OF THE STUDY

The purpose of the study is to provide a universal research on the impact of health

expenditure on youth employment in Nigeria. Several policy approaches have been

initiated by successive government to address youth unemployment in Nigeria;

nevertheless health problems pose a constraint on productivity of human resources

development as well as creation of job for young ones. The effectiveness of appropriate

and feasible strategies is of immense benefit when it is based on the knowledge on effects

of govt funding, private and household expenditure and extern funding. In Nigeria, this

work may present a standard approach to determine effect of health finance on youth

employment and the impact if the results of this study revealed significance impact of

govt funding on youth employment, government may be directed on proper way to fund

the health sector of the economy in Nigeria.

This research also makes an contribution to the analysis in Nigeria of link between

healthcare finance and labor market outcomes (employment generation, job opportunities,
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etc). Existing work has often concentrated on overall development and its issues but this

is distinctively focus on youth’s unemployment to see whether finance could be seen as a

tool to combat youth unemployment. The finding of the research could serve as an useful

material for students of Nigerian Universities, Nigerian researches, as well as experts in

labor and health economist and Nigerian policymakers.

1.7 SCOPE OF THE STUDY

This study is focused on the impact of funding on youth's unemployment in Nigeria, for

the study shall restricted to the Nigerian alone, as necessary documents for research can

be obtained from World bank , National bureau of statistics (NBS) , Central bank of

Nigeria(CBN) and world Health organization(WHO) and shall be based on available

secondary data within the period of 2000 -2024.
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CHAPTER TWO

LITERATURE REVIEW

2.1 CONCEPTUAL LITERATURE

The conceptual analysis in this research focuses on the following variables: government

healthcare expenditure, private healthcare expenditure, external healthcare financing,

literacy rate, population growth rate, and life expectancy.

2.1.1. Healthcare Financing

The study outlines the processes of fund creation and resource distribution in relation to

healthcare financing. It considers all possible means of creating and financing health care

facilities across different sectors of the country, including government contributions, out-

of-pocket expenditures, and external influences. It is recognised that, due to the

significance of these financing aspects, their effects are reflected in the effectiveness of

the health services provided.

Healthcare financing in Nigeria is characterised by significant flexibility. Given limited

government health care funding, private out-of-pocket financing has become the

predominant source of health care funding. The implications of this financing approach

are evident in its effects on youth employment.
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2.1.2. Youth Employment

Youth workforce engagement refers to how young people participate in the workforce.

For instance, in Nigeria, the age range for youth is 15 to 35 years. Youth engagement

includes both formal employment, which involves structured jobs and some associated

perks, and informal employment, through which young people earn money.

Youth employment serves as a key indicator of economic growth. A higher rate of youth

labour market engagement is associated with lower overall unemployment, increased

productivity, and enhanced social stability. Thus, youth employment reflects both current

and future economic prospects.

2.1.3. Government Healthcare Expenditure

This concerns the total amount the government spends on the healthcare industry,

including budgets, health insurance, donations and grants, and loans and credits. Its major

purpose is to ensure that everyone accesses healthcare facilities at a reduced cost through

budgeting for hospital charges, improving the healthcare system, paying health workers,

and sponsoring various health activities.

When budgets increase in the healthcare industry, there are more job openings for youth

and health benefits for youth. This is vital because it reduces the spread of diseases

among the youth and improves their ability to work. Government healthcare expenditure

is typically measured as a percentage of the total budget or of GDP.
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2.1.4. Private (Out-of-Pocket) Healthcare Expenditure

OOP healthcare costs are the outlays individuals make to pay for their health care needs.

Such payments include costs for medications, hospital services, laboratory tests, and

visits to health professionals. For example, in Nigeria, there is a significant amount of

private or OOP health expenditure because of the lack of insurance coverage and low

health budget in the country.

High levels of private or out-of-pocket (OOP) health expenditure can negatively affect

youth employment. As healthcare services become increasingly unaffordable, youth may

forgo necessary care, resulting in poorer health outcomes and reduced productivity.

Youth may also face opportunity costs when allocating resources to healthcare expenses

instead of investing in skills development, education, or employment opportunities. This

dynamic can lead to increased impoverishment and decreased productivity among young

people. Private or OOP health funding is stated as the proportion of total health

expenditure paid directly by individuals.

2.1.5. External Healthcare Financing

Any funding that is not sourced from government or personal funds is considered

External Funding. They are mainly sourced from international organisations, agencies,

and global health programs, such as the World Bank, UNICEF, and the Global Fund,

among others. Such funding is used to support health programs, such as vaccination
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programs, malaria control, and other initiatives that may enhance the capabilities and

productivity of young people.

The influence of external health financing on youth employment is significant and can be

either positive or negative. Donor investments in health projects often generate short-term

employment opportunities for youth by creating project-based jobs. Successful health

system funding can contribute to a healthier population, thereby enhancing youth

capacity for learning and employment.

A key limitation of external health financing is that the employment opportunities it

creates are often temporary, ending with the completion of specific projects. Furthermore,

reliance on donor funding is problematic because funding levels are unpredictable and

may fluctuate over time.

2.1.6. Literacy Rate

Literacy rate refers to the level at which individuals can read, write, and comprehend.

While the concept of literacy rate is not linked to health financing, there is certainly a link

between youth employment and literacy rates. It becomes extremely difficult to hire an

illiterate person who is unable to perform certain tasks. Hence, if youth are well equipped

with skills and a high-quality education, they will find it easier to secure employment.

This implies that youth unemployment advances with a decline in literacy rate and vice

versa.

2.1.7. Population Growth
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Population growth refers to the rate at which a nation's population increases. The claim

has often been made that population growth results in more labourers who develop

innovative ideas, as well as a larger market. However, empirical evidence shows that

when population growth continues, it may exceed the number of jobs available in a

country. This has already become the case in Nigeria.

2.1.8. Life Expectancy

The term “life expectancy” denotes the average period an individual lives, based on

current mortality rates. Higher life expectancy means better health, stability in life, and

the possibility of a longer involvement in working activities. The reason the concept of

life expectancy is crucial in this research is its link to the overall state of the population’s

health and its readiness to work.

2.2 THEORETICAL LITERATURE

2.2.1. HUMAN CAPITAL THEORY

This theory serves as the basic framework for understanding the interaction between

health care funding and youth employment. According to the human capital theory,

humans should not be regarded simply as production factors since they possess inherent

productive abilities in the form of their health status, education, abilities, and knowledge.

Investments in human capital, such as health care and education, make individuals more

productive and enable them to earn higher salaries in the labour sector.
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The main principle of Human Capital Theory is the concept of health as a capital stock.

Among the pioneers who acknowledged health as an investment good in economics was

Schultz (1961), who noted that spending on medical treatment, nutrition, and sanitation

enhances workers' productive efficiency by lowering sickness rates, increasing lifespan,

and improving physical abilities. Building on Schultz’s work, Becker (1964)

demonstrated that people and governments rationally invest in human capital by

weighing the benefits of increased future productivity and wages against the costs of

present investments. Hence, financing health care services provided by governments,

household budgets, and foreign donors can be considered an investment in human capital.

The applicability of the Human Capital Theory to the present study is especially

noticeable in the case of youth employment. Youth is the age group most sensitive to

investment. The health condition of youth is greatly influenced by the health system

funding situation prevailing during their upbringing, impacting the process of cognitive

learning and the resulting physical labour productivity, which ultimately determines their

ability to get employed. With sufficient government investment in financing health care

in Nigeria, youths would be able to access health care, remain healthy, continue attending

school, and engage in productive activities. On the other hand, when there is heavy

reliance on out-of-pocket payment financing in healthcare, as in Nigeria, where the share

of OOP in overall health expenditures has averaged 66.08% during the period 2000 to

2024, households invest less in education, and youth develop poor human capital

characteristics.

Human Capital Theory was applied to health explicitly by Grossman (1972) through the

formulation of the Health Demand Model, which views health as a capital good subject to
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depreciation that can be recovered through investments in the supply of health amenities.

According to the theory, individuals with greater health capital have higher productivity

levels, engage more in labour force activities, and receive higher wages — an outcome

relevant to youth employment dynamics. In this regard, the study finds that government

spending on health care augments the health capital endowment of young Nigerians,

facilitating their entry into the labour force.

Moreover, the Human Capital Theory provides a foundation for understanding external

financing for health care and literacy as factors affecting youth employment. Health

programmes supported by donors that enhance the state of the health system and the

health status of the population help develop human capital among the youth labour force.

Similarly, enhanced literacy, another aspect of human capital, helps the youth labour

force use information about their health more effectively, thereby further improving their

productivity. The positive delayed effect of literacy on youth employment in this paper

also supports Mincer's (1974) earnings function.

To conclude, there is a strong and convincing theoretical relationship between healthcare

financing and youth employment, as defined by Human Capital Theory. This is because

investments in improving health through government spending, alleviating financial costs,

and carefully selected external finance will raise youth productivity, making them more

employable and enhancing their ability to engage in gainful employment. Therefore,

Human Capital Theory is the principal theory upon which the findings of this research are

analysed.

2.2.2. WELFARE ECONOMIC THEORY
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The theory of welfare economics, pioneered by Arthur Pigou (1920) and expanded by

Amartya Sen (1999) and Nicholas Barr (2004), provides an appropriate basis for

analysing the impact of funding health care on employment. The field of welfare

economics concerns how society can best allocate its resources to ensure the maximum

well-being of its citizens, thereby providing the foundation for state intervention in the

market, whether in health care or other markets, where the private sector alone results in

inefficiencies and inequities.

The core issue in Welfare Economics is that of market failure. It is well accepted that the

healthcare industry exhibits characteristics such as information asymmetries, negative

externalities, and public goods, leading to inefficiencies in competitive markets that

hinder the achievement of social efficiency (Arrow, 1963). If left to its own devices, with

financing based entirely on private means, as exemplified by the relatively high out-of-

pocket payment rate in Nigeria, healthcare would be beyond the reach of economically

disadvantaged individuals, resulting in an unequal distribution of healthcare that

negatively impacts the poor and young population segment. Pigou (1920) opined that

when market failures occur, government intervention through increased public spending

and regulations becomes essential in order to achieve social welfare. The government

expenditure on healthcare (GHE) in this study refers to this policy action, which aims to

overcome market failure in healthcare and ensure that every citizen, including youth, has

access to health services for economic participation.

The other contribution that Welfare Economic Theory makes is the concept of the Social

Welfare Function, which assesses the welfare of society as a whole rather than relying
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solely on individual utility. According to this approach, health care financing choices,

including the share of expenditure by the government, the out-of-pocket payment, and

foreign assistance, will create broad-based welfare consequences, ranging from labour

force participation, income distribution, and economic growth. For instance, high levels

of personal expenditure on health care services are welfare losses, not just to the

households paying those fees, but also to the national economy in general, because these

reduce the potential labour productivity of the country’s young population – an inference

that this research explicitly confirms through the negative short-run association between

OOP and youth employment.

The capability approach of Amartya Sen (1999), which considers welfare economics not

just from the perspective of income or expenditure but also the entire spectrum of

individual capabilities, including the ability to maintain good health, education, and

engagement in social and economic activities, is highly pertinent to this research. Sen

posited that actual welfare would not just involve meeting preferences but would rather

mean an enhancement of people's capabilities to lead productive and fulfilling lives.

From this perspective, health financing is a key determinate that shapes individuals'

capabilities; it enables Nigerians to be healthy, educated, and employed, while inadequate

health financing limits these capabilities, resulting in poverty and unemployment among

youth.

In addition, the theory offers a framework for judging the appropriateness of external

funding for health care. From the perspective of welfare economics, external funding for

health care is appropriate, as it is one method of addressing the financing deficit for
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socially desirable levels of health care in underdeveloped nations where internal capacity

to fund such services is inadequate. But welfare economics theory also suggests that

dependence on foreign aid might affect domestic priorities in ways that jeopardise the

sustainability of health care finance, in line with the negative correlation identified in this

study between external health care financing and youth employment in Nigeria.

To conclude, Welfare Economic Theory justifies government involvement in healthcare

financing and serves as a standard for assessing the distributional and employment

implications of various financing methods. Welfare Economics helps strengthen the

analysis throughout this paper on how a shift from regressive out-of-pocket spending to

an equitable health financing system in Nigeria will improve youth employment.

2.2.3 SOCIAL DETERMINANTS OF HEALTH THEORY (SDH)

The SDH theory states that apart from the biological peculiarities of a person and the

level of healthcare provided, the state of health is also influenced by the social

environment in which this person lives. Income, education, employment, housing, social

protection, along with the finance and governance of the health system, are among the

social determinants of health.

At the core of SDH Theory lies the idea of the social gradient in health, which states that

health status tends to deteriorate systematically as one moves down the socioeconomic

scale, with the least advantaged population bearing the greatest negative health

consequences (Marmot, 2005). When considering the problem addressed by the research,

the idea becomes highly relevant since young Nigerians belonging to poor families, and
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hence, suffering from poor health because of insufficient health financing, high costs of

out-of-pocket expenditures for health care, and poor access to state-supported health care

services, end up with low educational qualifications and are unable to find jobs due to

poor health. Hence, the theoretical relationship between health financing and youth

employment can be described through the SDH approach: health inequalities stemming

from unequal health financing lead to a human capital deficit, which in turn results in

unemployment.

The rainbow model of health determinants by Dahlgren and Whitehead (1991) depicts a

hierarchical structure, from the innermost, individual biological determinants to the

outermost, more complex socio-economic, cultural, and environmental determinants. The

structural determinants of health care financing play a vital role in shaping the rainbow

model, as they facilitate access to health care and determine health inequality across

social groups. In circumstances where healthcare is paid for out of pocket, as in Nigeria,

the theory predicts that health inequality is likely to be highest, along with a deterioration

in youth productive capacity.

Additionally, the Social Determinants of Health framework provides a theoretical

foundation for understanding the significance of literacy, population growth, and life

expectancy as determinants of youth employment in this research. While literacy is a

determinant of health literacy, enabling youth to access health services and make

informed choices about their health status to preserve their health capital, which is

necessary for productive employment. On the other hand, population growth influences
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health and employment by shaping the distribution of resources and the availability of

social services. Lastly, while life expectancy is an indicator of overall population health

influenced by various social determinants, it reflects the ultimate impact of decisions

made by healthcare organisations on the productive longevity of individuals, thereby

explaining the long-run positive correlation between life expectancy and youth

employment established within this research.

Additionally, the SDH Theory acknowledges the influence of external funding and

international health governance on health systems and health outcomes in poor countries.

As highlighted by the CSDH (2008) report, international health financing systems need to

be built in ways that consider equity, take into account the structural determinants of

health inequities, and go beyond addressing disease symptoms to target the root causes of

health disparities. The finding of this research, an inverse relationship between external

funding for health care and youth unemployment, is consistent with the SDH theory's

criticism of disease-oriented aid interventions that ignore the underlying determinants of

health and employment in poor countries.

All in all, it is clear that through the Social Determinants of Health Theory, we have gone

far beyond the limited scope of analysis of the healthcare-productivity connection

proposed by the Human Capital Theory and the limited economic perspective provided

by the Welfare Economics Theory. This framework only serves to highlight that any

meaningful improvements in youth employment in Nigeria cannot come about solely

through greater investments in health care, but must entail an overall change in the socio-
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institutional context of health care finance and its impact on health and employment

among young people.

2.3 EMPIRICAL LITERATURE

Investing in education and health has a significant impact on productivity, which

improves human capital (Soares, 2014). According to Anowor (2023), in a labour market

where salaries reflect workers' marginal product, workers with higher levels of education,

skill, and health are more employable than their counterparts with lower levels. To

achieve sustainable economic growth and transformation, this study suggests that

governments at all levels vigorously pursue health policies and programs to create the

conditions for raising welfare by increasing the health sector budget (Ismaila, Aliyu,

2022).

Nigeria believes that the health of its people may be a major driver of economic growth;

hence, it allocates a large share of its financial resources to health care. No amount of

money spent by a nation on health is deemed excessive because health is a function of

wealth. As a benchmark, the United Nations (UN) recommended that a nation allocate 8

to 10 per cent of its GDP to health care. (Ismaila , Aliyu , 2022). Moreover, investing in

health care can increase worker productivity, raise incomes, and improve people's quality

of life. An active agent is more motivated to acquire new knowledge and skills when they

are healthy, as they anticipate long-term benefits from their labour. Contrarily, sick

workers have a detrimental effect on output, which explains why many Nigerian states

are developing unevenly. Half of the economic development gap between industrialised
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and developing nations can be attributed to illness and a shorter life expectancy (WHO

2019). A study by Wang and Lee (2018) examined this association in 24 different nations.

Regression analysis shows that health care spending significantly contributes to economic

expansion.

Compared with other developing countries in the same category, Nigeria's health status is

rated as poor (World Bank 2012). A key political weapon for resolving issues of fairness

in health care utilisation, guaranteeing equitable income (re)distribution, cutting

catastrophic health spending, and hastening the transition to universal health coverage is

public health spending (World Bank, 2021). In addition, Olayiwola (2020) stated that by

raising its health spending, the Nigerian government assumed responsibility for providing

high-quality healthcare facilities. According to available data from 2000 and 2019, the

health sector received, on average, between 2.1% and 5.8% of all government spending.

The proportion of government spending on public health in Nigeria has fluctuated

throughout time. From 2008 to 2019, it varied from 5.72% to 9.19%. From 2010 to 2019,

its percentage of GDP was 0.91%, 1.15%, 1.03%, 0.88%, and 0.92%, respectively

(Olayiwola, 2020).

Additionally, a nation's overall health performance serves as a conduit for this transfer

process. In 2017, the World Health Organisation (WHO) continued to rank Nigeria's

overall health performance at 187th out of 191 Member States (Olayiwola, 2020).

Moreover, Out-of-pocket (OOP) costs account for 70% of Nigerians' medical expenses

(Adeniran, 2023). According to Ipinnimo, Ibirongbe, and Obiagwu (2021), when a

household must forgo spending on other necessities of life in order to cover the medical

costs of one or more household members, this is known as catastrophic health
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expenditure. In Nigeria, household catastrophic health expenditures are common,

especially in rural areas. Therefore, it's critical to establish social and financial

intervention systems that can shield households from unaffordable medical bills. The first

technique showed a significant increase in rural regions of 18.5% compared to urban

areas of 12.8% (p=0.015); the second method showed a significant increase in rural areas

of 8.3% compared to urban areas of 2.5% (p<0.001).

From Onwujekwe, Uzochukwu, and Onoka (2011), as well as Adisa (2015), out-of-

pocket expenditure constitutes around 90 to 96% of private healthcare spending in

Nigeria, accounting for about 70% of all healthcare expenditure. Contrary to the Abuja

Declaration (WHO, 2011), most of the governments in poor countries could not allocate

adequate resources to health, which amounts to less than 9% of the budget to the sector.

Therefore, this makes people spend their money more on healthcare (Brinda et al., 2014).

The members of the households suffering from any illness or disease may be at risk of

facing CHE, and even poverty and impoverishment due to the absence of a proper

prepayment or health insurance scheme in many developing countries (Rashad and

Sharaf, 2015).

Every year, more than 150 million people, or 44 million households, experience financial

ruin, mostly due to out-of-pocket medical expenses (World Health Organisation, 2016;

Bennett, Ozawa, Rao, 2010). Because they must take medication and receive treatment

for the rest of their lives, people with HIV and AIDS are not exempt, which makes

paying for healthcare even more difficult. People living with HIV/AIDS are unable to

obtain treatment in many areas due to high healthcare expenditures (Adeniran and

colleagues, 2023). However, according to Adeniran (2023), over 150 million people are
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experiencing catastrophic health expenditures (CHE), with over 100 million falling into

poverty as a result of out-of-pocket medical expenses.

The National Health Insurance Authority Act, 2022, was enacted in 2022 to provide

oversight and regulatory authority for Nigerian health insurance schemes. The Nigerian

Federal Government introduced the National Health Insurance Scheme in 2005 to protect

Nigerians seeking medical care from financial risk (Adeniran, 2023). The majority of

Nigerians lack health insurance and face significant financial obstacles to receiving high-

quality treatment because the majority of healthcare spending (75%) is paid for out of

pocket.

President Bola Ahmed Tinubu submitted the "Renewed Hope budget" to the National

Assembly for approval on November 29, 2023, but it needs careful examination to

determine how it might affect current health policies and programs, including family

planning, routine vaccinations, brain drain, nutrition, and primary healthcare. “The World

Bank announced on Wednesday that it has approved a total of $1.08 billion in

concessional loans to Nigeria to improve the quality of education, resilience of

households and communities, and nutrition for disadvantaged populations (Reuters,

2025).”

Also, there is an agreement between the World Bank and Global Fund (2025) to Fight

AIDS, Tuberculosis, and Malaria to help the developing nations create more resilient

health systems as well as secure funding for primary healthcare and combating HIV, TB,

and malaria. “Healthy populations power prosperous economies,” said President of

World Bank Group Ajay Banga. “Through this collaboration with the Global Fund, we
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can work together for maximum impact, building stronger primary healthcare systems

that generate jobs, boost growth and build resilience.”

According to Peter Sands, Executive Director of the Global Fund, "Sustained investment,

effective financing and genuine partnership will be essential to support health systems

scaling up." "It is the strength of the World Bank Group's sustainable financing approach

and the track record of the Global Fund in achieving results on the ground that is captured

in this new partnership. Working together with countries, we can pool the resources,

expertise, and innovation needed to protect the health of their populations and foster

sustainable development. The NHIS of Nigeria was established in 1999 as a means of

protecting its population from the cost of health care. This system was put in place in

2005 to ensure financial risk protection through reduced out-of-pocket expenditure

(Wright, 2025)."

2.4 RESEARCH GAP

Several efforts have been undertaken in an attempt to establish the link between health

care expenditures, economic growth, and health. However, there has been a lack of

sufficient data concerning the relationship between youth employment and health

expenditure in particular in developing nations like Nigeria. The current literature on

health expenditure does not differentiate between health care expenditures by the

government, out-of-pocket expenditures, and foreign health expenditure; rather, the study

uses aggregate figures for health expenditures.
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Moreover, while studying youth employment in Nigeria, the current literature has

primarily concentrated on economic growth, educational levels, and skill deficits, and

health financing has not been considered. There is a shortage of studies on health finance

in Nigeria. Hence, this study seeks to fill this gap through investigating the effect of

health care finance sources on youth employment in Nigeria.
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CHAPTER THREE

METHODOLOGY

3.1 INTRODUCTION

The discussion in this chapter revolves around the research methodology used to solve

the posed research problems. This chapter includes the list of variables, the research

model and sources and types of data.

3.2 RESEARCH DESIGN

The research was designed as an ex post facto research design in view of the fact that the

research made use of historical data of previous years to examine and establish the

relationship between health care financing and youth employment in Nigeria. Ex post

facto research design does not manipulate any variables it simply establishes the

relationship of event that have already occurred in the past. Health care expenditure of

Government on health care, Out of pocket Health care expenditure by private sector and

external source Health Care Financing on youth employment will be modeled using

econometrics techniques as the data are contained in official records. The use of Ex Post

Facto Design in research is appopriate because the researcher can effectively trace the

cause in an examination of the relationship between health care financing and youth

employment using existing and historical data
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3.3 THEORETICAL FRAMEWORK

This study is supported by three main theories which are mentioned in chapter two as

follows: Human Capital Theory, Welfare Economics Theory and SDH theory. The model

explained in this chapter is developed on the basis of these theories.

According to the Human Capital theory (Schultz 1961, Becker 1964, Grossman 1972 and

Mincer 1974), health is important because it is a form of capital that can be invested in by

investment in the form of government, private or external funding for health services,

which in turn increases the productivity, employability and earning capacity of youths.

This theory is the basis for the explanatory variables GHE, OOP, and EHF, as well as the

proxies for human capital accumulation, LIT and LEXP. Improved health and education

should lead to greater labour-market participation among young people.

Through the Welfare Economics Theory (Pigou, 1920; Arrow, 1963; Sen, 1999; Barr,

2004), the need for government intervention in healthcare financing is justified based on

the concept of market failure, and the impacts of the distribution of the healthcare costs

(whether government, OOP or external donors) on social welfare and consequently on

youth outcomes in employment are examined.

The Social Determinants of Health Theory (SDHT) (Dahlgren & Whitehead, 1991;

Marmot, 2005; CSDH, 2008) places financial resources for health care in a wider

structural context, partly because other socioeconomic factors, like the literacy rate, the

population growth and life expectancy, are included in the model and represent other

determinants of health that are structurally embedded and that mediate the relationship

between financial resources for health care and youth employment.
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These theories give the rationale for the functional form of the dependent variable,

YEMP, as a function of the independent variables, GHE, OOP, EHF, LIT, POPG, and

LEXP, as used in this chapter, and for the a priori economic test of significance (Section

3.4.5) applied to the signs of the coefficients.

3.4 MODEL SPECIFICATION

The model for this study can be specified as: Youth employment = f (healthcare financing,

control variables). The main explanatory variables are government healthcare expenditure,

private (out-of-pocket) healthcare expenditure, and external healthcare financing, and the

control variables are literacy rate, population growth rate, and life expectancy. The

relation is expressed as a functional

YEMP = f ( GHE, OOP, EHF, LIT, POPG, LEXP)………………..(1)

YEMPt = β1 + β2GHEt + β3OOPt + β4EHFt + β5LITt + β6POPGt + β7LEXPt + Ut…….(2)

The Autoregressive Distributed model of equation 2 can be expressed as:
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Where:

YEMP = Youth Employment

GHE = Government Healthcare Expenditure

OOP = Private (Out of Pocket) Healthcare Expenditure
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EHF = External Healthcare Financing

LIT = Literacy Rate

POPG = Population Growth Rate

LEXP = Life Expectancy

3.5 METHOD OF EVALUATION

3.5.1 PRELIMINARY TEST

In this study, preliminary tests are carried out to assess the data properties before

performing regression analysis. These tests are necessary to ensure the quality of the data

to be analysed and prevent errors in the results.

The preliminary test used here is the unit root test. The unit root test determines if the

time-series data is stable. These tests help to ensure that the estimated model is sound and

valid.

3.5.2 UNIT ROOT TEST

Through the test on unit root, the researcher can be aware of whether the series is

stationary or not. Stationarity represents the circumstances where the average values of

time dependent series and other statistical parameters do not alter with respect to time.

These variables play vital role as non-stationary variables can result into spurious

regression.

In this thesis will utilize Augmented Dickey Fuller test for determining whether unit root

exists in data since the result of ADF test can indicate whether null hypothesis of non
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stationary data could be rejected or not at favour of alternate hypothesis which is data are

stationary. It can implement if test value is small compared with critical value (in the

direction of negative sides).

3.5.2.1 ARDL JUSTIFICATION

After looking at the unit root test for the variables, it can be confirmed that the variables

comprises of both I(0) and I(1). Therefore we are capable of utilising the Autoregressive

Distributed Lag technique. In addition to that it will provide us with the answers to

analyse the impact of one variable on another in both long run and short run run.

3.5.3 CO-INTEGRATION TEST

This section of cointegration analysis is aimed at testing for the existence of a long-run

equilibrium between the variables. If such relationship is estimated by using ARDL, then

cointegration will be found using Bounds test. Bounds test relies on the estimation of the

F statistic and comparing it against the bounds critical values, such that, when theF-

statistic >bounds critical values, then long-run relationship holds true between the

variables.

3.5.4 ERROR CORRECTION MECHANISM (ECM)

To determine the speed at which convergence takes place toward the steady state, the

authors opted for the Error correction model. A negative sign for the error correction
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coefficient is expected. The size of error correction term indicates the speed at which

variables tend to converge toward equilibrium.

3.5.5 ECONOMIC TEST OF SIGNIFICANCE (A PRIORI TEST)

The economic a priori test is used to verify whether the estimated coefficients are

consistent with theoretical predictions about their signs and sizes. Economic theory

suggests that government spending on health care and external financing of health care

should be positively correlated with youth employment, whereas out-of-pocket spending

on health care should be negatively correlated. Likewise, literacy rates and life

expectancy are expected to positively affect youth employment, while population growth

is expected to negatively affect it.

Table 3.1 A PRIORI TEST EXPECTATION

Variables Expected Signs and Magnitude

GHE POSITIVE RELATIONSHIP

OOP NEGATIVE RELATIONSHIP

EHF POSITIVE RELATIONSHIP

LIT POSITIVE RELATIONSHIP

POPG NEGATIVE RELATIONSHIP

LEXP POSITIVE RELATIONSHIP
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3.5.6STATISTICAL TEST OF SIGNIFICANCE (FIRST ORDER TEST)

3.5.6.1 T-TEST OF SIGNIFICANCE

We used the first series of the test of significance, the t-test is selected to measure the

significance of each independent variables on the dependent variable since it is testing

whether the coefficient associated with any independent variable is significantly different

from zero. In other words, in the t-test it could be possible to determine the significance

of each variable on Youth Employment individually.

3.5.6.2 F-TEST OF SIGNIFICANCE

Another importance test in determining the significance level of the model as a whole

will be F test which is being applied to see how each factors' influence on the dependent

variable factors simultaneously. It is determining whether the overall model is statistical

significance (less than or greater than 0.05). It's significant if it less than 0.05

3.5.6.2 COEFFICIENT OF DETERMINATION OR R²

The amount of variation in a dependent variable that is accounted for by your regression

equation is represented by this percent, it could range from 0-1 and the highest percents

explains better relationship. There is yet another value called the adjusted R, that helps

estimate how well the model as whole fits with your data.

3.5.7 ECONOMETRIC TEST OF SIGNIFICANCE (SECOND ORDER TEST)
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3.5.7.1 AUTOCORRELATION TEST

The autocorrelation test done in to check out for if any correlations do in fact do exist

among error terms across the time. Durbin Watson statistic value is employed in

executing this particular test. The Durbin Watson test could be the statistic for testing the

current presence of autocorrelation. While having DW value nearby to 2 means no

autocorrelation is contained in error, DW below 2 shows positive autocorrelation, as well

as DW above 2 displays negative correlation.

3.5.7.2 NORMALITY TEST

It is also needed to make normality test on the residuals, to know whether they have a

normal distribution which is vital when making statistical inference. There are a couple

ways of checking that the residuals have a normal distribution. One type of test is Jarque

Bera test. If the value p > 0.05 then the assumption of normality is accepted on the

residuals, otherise it must be rejected.

3.5.7.3 HETEROSKEDASTICITY TEST

The presence of heteroskedasticity is test to be the spread for of the error terms are the

same or nope. Since a large variance out error terms in linear backward analysis sack

output unreliable regress. On average, p-value is and is equal toward the p > 0.05 implies

that on is not presence of the heteroskedasticity, which average ensure the variance is that
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the error terms will are homogeneous and otherwise on which other end the presence of

the p-value is equal to the p <0.05 denotes the presense of the heteroskedasticity.

3.6 DATA SOURCES

In this research, the source of information will be secondary which will be based on

trustworthy and credibly recognized and acceptable source of data. Government health

spending and other variable factors like youth employment rate, literacy rate, growth rate

of the population, life expectation of Nigerian citizen and the amount expended on the

provision of medical care, will come from the World Bank Development Indicators

(WDI), October 2023. Also, governmental health financing data will be obtained from

statistical bulletin of Central Bank of Nigeria, as well as foreign health spending data will

be collected from World Health Organization (WHO) data base. The timeframe will be

from 2000-2024.

3.7 ECONOMETRIC SOFTWARE

E-views 9.0 version was the econometric software used in this study
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CHAPTER FOUR

PRESENTATION AND ANALYSIS OF RESULT

4.1 INTRODUCTION

Empirical results of the study will be provided together with the examination of the

association between the health care financing and youth unemployment in Nigeria in this

chapter. The ARDL approach to estimate the relationship will be used in the chapter.

The chapter will start with the provision of the results of the unit root tests performed on

the variables for the purpose of establishing their stationary nature. In addition to that, the

ARDL model estimation and the cointegration bounds test will be conducted.

4.2 DESCRIPTIVE STATISTICS

Table 4.1: Presentation of the descriptive statistics

YEMP GHE OOP EHF LIT POPG LEXP
 Mean  52.64000  2.688000  66.08400  5.448000  64.95200  2.638000  51.97600
 Median  53.00000  2.700000  66.30000  5.200000  65.10000  2.640000  52.00000
 Maximum  55.30000  3.500000  71.50000  8.000000  74.20000  2.690000  57.30000
 Minimum  48.00000  1.800000  60.00000  3.200000  55.00000  2.550000  46.50000
 Std. Dev.  2.165256  0.500267  3.656692  1.557006  6.041186  0.038730  3.401627
 Skewness -0.756736 -0.125243 -0.120824  0.208483 -0.065719 -0.534952 -0.035456
 Kurtosis  2.474051  1.884319  1.718852  1.709249  1.742076  2.428611  1.726444

 Jarque-Bera  2.674185  1.361966  1.770557  1.916562  1.666301  1.532479  1.694763
 Probability  0.262608  0.506119  0.412599  0.383552  0.434678  0.464758  0.428536

 Sum  1316.000  67.20000  1652.100  136.2000  1623.800  65.95000  1299.400
 Sum Sq. Dev.  112.5200  6.006400  320.9136  58.18240  875.9024  0.036000  277.7056

 Observations  25  25  25  25  25  25  25

Source: Author's computation (2026) using Eview 9
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The descriptive statistics for all seven variables over the 25-year period (2000–2024) are

presented in Table 4.1. The average Youth Employment (YEMP) was 52.64%, with a

range from 55.30% to 48.00%, indicating a slow rate of decline in youth employment

during the study period. The skewness is negative (−0.757) and shows a slight left tail,

and the kurtosis (2.474) is less than the normal value (3),, indicating a platykurtic (flat-

topped) distribution.

The average Government Healthcare Expenditure (GHE) was 2.69% with a standard

deviation of 0.500, indicating a slow but steady increase in public health spending. Out-

of-Pocket Expenditure (OOP) had the highest mean of 66.08%, indicating a significant

burden of private health costs on Nigerian households. External Healthcare Financing

(EHF) increased from 3.20% to 8.00% with an average of 5.45% over the period and

positive skewness (0.209), indicating an accumulation of values in the earlier, lower-

range years.

The Literacy Rate (LIT) had an average of 64.95% and the greatest sum of squared

deviations (875.90), consistent with the largest spread of the variables. The most stable

variable was Population Growth Rate (POPG), with an average of 2.638%, a standard

deviation of only 0.039, and a rather narrow range of 2.55% to 2.69%. Life Expectancy

(LEXP) improved consistently over the period, rising from 46.5 to 57.3 years, with an

average of 51.98 years.

Most importantly, the probability values derived from the Jarque-Bera test statistics for

all 7variables lie above 0.05 (0.2626 for YEMP to 0.5061 for GHE). This means that, for

all the series, the null assumption of the data being distributed normally cannot be
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rejected at the 5 per cent level of significance. This therefore is satisfactory for further

work using regression and time-series techniques.

4.3 UNIT ROOT TEST RESULT

Table 4.2: Presentation of the Unit Root Test Result

Table 4.2 PRESENTATION OF THE UNIT ROOT TEST RESULT

LEVEL FORM 1ST DIFFERENCE

Variables ADF Critical

Value

(5%)

Prob ADF Critical

Value

(5%)

Prob Intergration

YEMP -1.328933 -2.998064 0.5981 -1.024382 -2.998064 0.7267 I(1)

GHE -2.127749 -3.808546 0.2367 -7.325754 -2.998064 0.0000 I(1)

OOP 0.162464 -3.004861 0.9633 -2.846375 -3.004861 0.0682 I(1)

EHF 1.546716 -2.991878 0.9989 -3.041085 -2.998064 0.0458 I(1)

LIT -2.171784 -3.012363 0.2213 1.349975 -3.004861 0.9980 I(0)

POPG -1.773582 -3.004861 0.3828 -0.676117 -3.004861 0.8330 I(1)

LEXP -1.105169 -2.991878 0.6966 -1.826227 -3.004861 0.3587 I(1)

Source: Author's computation (2026) using Eview 9 output.

ADF Unit Root Tests In order to check that the variables have stationarity, the ADF Unit

Root Test was applied to all the variables. It should be noted here that a unit root test is a
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test where there is no unit root in time series. The ADF unit root test works by rejecting

the null hypothesis if the test statistic value is below the critical values or if the p value is

lower than 0.05. In table, it has been found out that in all the 7 variables, YEMP, GHE,

OOP, EHF, LIT, POPG, and LEXP, the null hypothesis of no unit root cannot be rejected,

as the ADF statistics all are less than the critical values at 5 percent and corresponding p-

values are larger than 0.05.

In this case, GHE reached stationarity at the 1% significance level by taking first

difference and ADF statistic is -7.325754 and its probability is 0.0000 and EHF reached

stationarity at 5% significance level and ADF statistic is -3.041085 with the probability

value 0.0458. In addition, OOP is almost stationary at 10% level of significance with

prob. 0.0682. However, the remaining variables, namely, YEMP, LIT, POPG and LEXP

are considered as I(1), consistent with the trending behavior of macroeconomic and

demographic series.

Note that there is no variable I(2) for order two in sequence. Main assumptions about

cointegration test when the study uses ARDL bound testing approach which suggest

pesaran et al. (2001), assume I(0) and or I(1). They also highlight advantages of ARDL

approach over other cointegration tests such as those developed by Engel and Granger

(1987), and Johansen (1991).



39

4.4 RESULT FOR THE ARDL MODEL

Table 4.3: Presentation of the ARDL MODEL RESULT

Dependent Variable: YEMP
Method: ARDL
Date: 05/20/26   Time: 09:54
Sample (adjusted): 2001 2024
Included observations: 24 after adjustments
Maximum dependent lags: 1 (Automatic selection)
Model selection method: Akaike info criterion (AIC)
Dynamic regressors (1 lag, automatic): GHE OOP EHF LIT POPG LEXP  
Fixed regressors: C
Number of models evalulated: 64
Selected Model: ARDL(1, 1, 0, 1, 1, 0, 1)

Variable Coefficient Std. Error t-Statistic Prob.*  

YEMP(-1) 1.086358 0.195455 5.558100 0.0001
GHE 2.388595 1.131536 2.110931 0.0564

GHE(-1) 1.094725 1.058111 1.034603 0.3213
OOP -2.106756 0.888435 -2.371310 0.0353
EHF -0.802022 0.676151 -1.186159 0.2585

EHF(-1) 1.307689 0.785680 1.664403 0.1219
LIT -1.711667 0.867642 -1.972779 0.0720

LIT(-1) 2.708835 0.866415 3.126488 0.0087
POPG 8.755720 7.102989 1.232681 0.2413
LEXP -1.403940 1.110675 -1.264042 0.2302

LEXP(-1) -3.525256 1.291918 -2.728699 0.0183
C 291.6529 107.2398 2.719634 0.0186

R-squared 0.997899     Mean dependent var 52.66250
Adjusted R-squared 0.995973     S.D. dependent var 2.208838
S.E. of regression 0.140167     Akaike info criterion -0.785106
Sum squared resid 0.235763     Schwarz criterion -0.196079
Log likelihood 21.42127     Hannan-Quinn criter. -0.628837
F-statistic 518.1503     Durbin-Watson stat 2.070647
Prob(F-statistic) 0.000000

*Note: p-values and any subsequent tests do not account for model
        selection.

R-squared: 0.997899 || Adjusted R-squared: 0.995973

F-statistic: 518.1503 || Prob (F-statistic): 0.000000

Source: Author's computation (2026) using Eview 9

The output of the ARDL(1,0,1,0,1,1,0,1) regression estimation is reported in Table 4.3.

The estimated parameter for the lagged dependent variable YEMP(-1) is positive and

statistically significant (coeff. = 1.087, prob. = 0.0001), which shows there is persistency

in the evolution of the youthful unemployment dynamics of Nigeria, such that the current

value of youthful unemployment is significantly determined by its value in the previous

period.

Government healthcare expenditure (GHE) has a positive and marginal significance at

10% (coeff. = 2.389, prob. = 0.0564), implying that an increase in the amount of
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government healthcare expenditure increases the value of youth employment, and this is

supported by the human capital development hypothesis. The lagged value of government

healthcare expenditure (GHE(-1)) has a positive value and is not statistically significant

(prob. = 0.3213).

The Out-of-Pocket Expenditure (OOP) is statistically significant and negative (coeff. =

−2.107, prob. = 0.0353), implying that higher out-of-pocket health costs decrease youth

employment. This is consistent with the theory that excessive private health expenditure

crowds out productive investment and diminishes households' ability to support youth

labour market participation.

EHF turns out to be negative and statistically insignificant for the current period (prob. =

0.2585), while its lagged term, EHF(−1), is positive (coeff. = 1.308) but close to being

statistically significant at the 15% level (prob. = 0.1219), implying that the benefits

accruing from external health care spending could have a delayed impact on the

employment situation. LIT is found to be negative in the current period (prob. = 0.0720),

whereas LIT(−1) is positive and highly statistically significant (coeff. = 2.709, prob. =

0.0087).

POPG coefficient is positive but insignificant (probability value = 0.2413). LEXP and

LEXP(−1) coefficients are negative. LEXP(−1) is significant (probability value = 0.0183).

This might be attributed to structural factors in the Nigerian labour market, given that the

population consists of ageing workers who are not very productive. Constant coefficient

is positive and significant (probability value = 0.0186).
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To conclude, the fitness of the model is excellent. Having an R-squared of 0.9979 implies

that almost 99.8 percent of the variation in youth employment is explained by the model.

Given that the Adjusted R-squared value of 0.9960, this tells us that the fitness of the

model is independent of the number of regressors in the models. An F-statistic value of

518.15 with a 0.000000 significance level, suggests that all of the regressors as a whole

are significant. The model has an adequate Durbin-Watson statistic value of 2.071 which

indicates a value that is approximately close to 2. Therefore, there is no first-order serial

correlation present in the models. This is confirmed by the AIC value of 0.785 which

shows that among the sixty four choices available this model performs best

.4.5 BOUNDS TEST (CO-INTEGRATION) USING THE ARDL MODEL

Table 4.4: Presentation of the Bounds Test

Source: Author's computation (2026) using Eview 9
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The results for the ARDL bounds test are summarized below as Table 4.4. As is clear

from the estimates, the F-statistic value is 10.03938 and is large relative to the upper

critical bound for I(1) in every case at all levels of significance including 10%, 5%, 2.5%

and 1% which are 3.23, 3.61, 3.99 and 4.43 respectively. These results support the

rejection of the null hypothesis in as much as youth employment and health care

financing are not linked in the long run even at 1% level of significance. Having rejected

the null hypothesis, there exists the existence of the long run link between youth

employment and health care financing.

The results above confirm the theoretical prediction that financing decisions in the health

sector have significant structural impacts on labour market performance, especially for

the youth population in developing countries. The determination of cointegration requires

estimating the long-term coefficients and the ECM in the following paragraphs.

4.6 LONG-RUN RESULTS FOR THE ARDL MODEL

The long-run cointegrating equation estimated by EViews is expressed as:

Cointeq = - (-40.3357 GHE + 24.3956 OOP - 5.8555 EHF - 11.5469 LIT - 101.3885

POPG + 57.0785 LEXP - 3377.2476)

Table 4.5 PRESENTATION OF THE LONG-RUN RESULTS
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Long Run Coefficients

Variable Coefficient Std. Error t-Statistic Prob.   

GHE -40.33573... 100.135662 -0.402811 0.6942
OOP 24.395562 50.684739 0.481320 0.6389
EHF -5.855456 12.389615 -0.472610 0.6450
LIT -11.54688... 27.986675 -0.412585 0.6872

POPG -101.3884... 288.122623 -0.351893 0.7310
LEXP 57.078526 126.230689 0.452176 0.6592

C -3377.247...7082.09196... -0.476871 0.6420

Source: Author's computation (2026) using Eview 9

From the results shown in Table 4.5, it is clear that although the signs of the coefficients

are consistent with theory, none of the variables is statistically significant at either the 5%

or 10% levels. While not surprising in the case of an ARDL model estimated from

limited annual data with highly trended variables, such a result must be viewed in context.

For example, Government Healthcare Expenditures (GHE) have a negative coefficient of

−40.336,, indicating that, in the long run, higher government expenditures on health fail

to deliver youth job outcomes in Nigeria. The explanation for this may lie in the

inefficiencies of the Nigerian health system, whereby higher government health

expenditure does not guarantee better health outcomes or the productivity gains necessary

to boost youth labour market outcomes.

Out-of-Pocket Expenditures (OOP) have a positive long-run coefficient of 24.396, which

initially appears quite contradictory. Nonetheless, this may be because OOP expenditure

for health service access, especially in the private sector, in Nigeria's primarily informal
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economy, has been linked to comparatively higher access to health services, enabling

young people to maintain their labour market involvement in the long run.

External Health Finance (EHF) carries a negative long-run coefficient of −5.855,

indicating that donor-funded health-related efforts have failed to sustain youth

employment growth. This might be because external finance often focuses more on

vertical health initiatives (such as immunisation and disease control) rather than on health

systems building, which would increase productivity levels.

LIT has a negative coefficient of −11.547,, which may seem unexpected but may arise

from structural differences between Nigeria's increasing literacy levels and the

requirements of its labour market, meaning that increasing literacy levels have not been

accompanied by job creation at a proportionate level among youth.

POPG has a negative sign (−101.389), indicating that Nigeria's fast-growing population

puts pressure on its labour market and reduces youth employment per capita in the long

run. LEXP is positive (57.079), suggesting that longer longevity leads to greater youth

employment in the long run, consistent with the idea that more productive populations

lead to higher employment.

Large standard errors of all the long-run estimates result from the limited degrees of

freedom caused by the small sample size (only 24 observations) relative to the number of

parameters being estimated, as well as the high correlation of the independent health
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financing variables – a common feature of macroeconomic time series regressions in

developing countries. Despite the insignificance of each long-run coefficient individually,

cointegration among them is established via the bounds test in Section 4.4.

4.7 ERROR CORRECTION MODEL (ECM) FOR THE ARDL MODEL

TABLE 4.6PRESENTATION OF THE ERROR CORRECTION MODEL (ECM)

ARDL Cointegrating And Long Run Form
Dependent Variable: YEMP
Selected Model: ARDL(1, 1, 0, 1, 1, 0, 1)
Date: 05/20/26   Time: 11:32
Sample: 2000 2024
Included observations: 24

Cointegrating Form

Variable Coefficient Std. Error t-Statistic Prob.   

D(GHE) 2.388595 1.131536 2.110931 0.0564
D(OOP) -2.106756 0.888435 -2.371310 0.0353
D(EHF) -0.802022 0.676151 -1.186159 0.2585
D(LIT) -1.711667 0.867642 -1.972779 0.0720

D(POPG) 8.755720 7.102989 1.232681 0.2413
D(LEXP) -1.403940 1.110675 -1.264042 0.2302

CointEq(-1) 0.086358 0.195455 0.441832 0.6665

    Cointeq = YEMP - (-40.3357*GHE + 24.3956*OOP  -5.8555*EHF  
        -11.5469*LIT  -101.3885*POPG + 57.0785*LEXP  -3377.2476 )

Source: Author's computation (2026) using Eview 9

In table 4.6 above, it shows in the short run that there is only one significant variable at

the 5% level, which has a negative coefficient of −2.107 (Prob.=0.0353). The results

reveal that in the short run, an increment of 1 unit of out-of-pocket expenditures among

the young people decreases the employment rate by 2.11%. From this result, the authors

are further convinced that out-of-pocket expenditure negatively affects the ability to

mobilise family resources in the short run, thereby reducing labour participation among

youth.
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Government healthcare expenditure is positively significant at the 10% significance level

(Coeff. = 2.389, Prob. = 0.0564), implying a mild effect on youth employment in the

short run through government healthcare investment. Additionally, literacy rate is

statistically negative and insignificant at the 10% significance level (Prob. = 0.0720). The

authors argue that this could be due to the costs of transition for youths who remain in

school rather than enter the labour market in the short run. Moreover, variables of

external healthcare financing, population growth, and life expectancy are found to be

insignificantly related to employment in the short run.

The value of the coefficient of CointEq(−1), which indicates the speed of convergence of

the variable toward long-run equilibrium, is positive (0.086) and insignificant (Prob. =

0.6665). Ideally, the coefficient would be negative and significant in an appropriate error-

correction model because the correction toward long-run equilibrium should take place

over time. The insignificance of the coefficient of CointEq(−1) means that the process of

convergence toward long-run equilibrium is weak, which represents a drawback of this

study. The insignificance of the coefficient is primarily caused by the low sample size (24)

compared to the number of parameters estimated.

4.8 ECONOMIC TEST OF SIGNIFICANCE (A PRIORI TEST)

Table 4.7PRIORI TEST FOR SHORT-RUN COEFFICIENTS

VARIABLES EXPECTED OBTAINED COEFFICIENT

GHE POSITIVE POSITIVE 2.3886

OOP NEGATIVE NEGATIVE −2.1068
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EHF POSITIVE NEGATIVE −0.8020

LIT POSITIVE NEGATIVE −1.7117

POPG NEGATIVE POSITIVE 8.7557

LEXP POSITIVE NEGATIVE −1.4039

Source: Author's computation (2026) using Eview 9 output

Table 4.8PRIORI TEST FOR LONG-RUN COEFFICIENTS

VARIABLES EXPECTED OBTAINED COEFFICIENT

GHE POSITIVE NEGATIVE −40.3357

OOP NEGATIVE POSITIVE 24.3956

EHF POSITIVE NEGATIVE −5.8555

LIT POSITIVE NEGATIVE −11.5469

POPG NEGATIVE NEGATIVE −101.3885

LEXP POSITIVE POSITIVE 57.0785

Source: Author's computation (2026) using Eview 9 Output
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4.9 STATISTICAL TEST OF SIGNIFICANCE (FIRST ORDER TEST)

I. T-TEST OF SIGNIFICANCE FOR THE SHORT-RUN

Decision Rule: Reject H₀ if Prob. < 0.05 (Significance level = 5%)

SIGNIFICANT (NOT REJECT NULL HYPOTHESIS)

D(OOP) Prob. = 0.0353. Null Hypothesis: OOP do not impact youth employment in

Nigeria.The decline in employment in the youth will only last temporarily since out of

pocket health expenditures also pose a threat in terms of negatively affecting youths in

employment at present time frame as it would apply to Nigerian society.

NOT SIGNIFICANT (REJECT THE NULL HYPOTHESIS)

Prob. Of D(GHE) = 0.0564 We are not able to reject null hypothesis because the p value

is more than 0.05. We can concluded government expenditure on healthcare affect youth

employment. But the coefficient value estimation is positive thus supports the theory.

Prob. Of D(EHF) = 0.2585 The null hypothesis does not get rejected, There is no impact

of external health expenditure on the youth unemployment in short run.

II. T-TEST OF SIGNIFICANCE FOR THE LONG-RUN

Decision rule: If Prob. < 0.05, we reject H0 (5% level of significance)

GHE (Prob. =0.6942):Null Hypothesis is rejected.This means in the long run, the

Government’s expense on health shows no significant difference from zero at 5% level of

significance regarding the influence it impacts upon youth employment.
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OOP( Prob. =0.6389):Null Hypothesis is rejected .The effect of private Out-of-pocket

spending on the young unemployment rate, in the long run, is not statistically different

from zero at the 5% significance level.

EHF (Prob. =0.6450):Null Hypothesis is rejected.There are no statistically significant

effects of external financing of health on employment of the youth at 5% confidence level.

The Probability values of all independent variables are above the 0.05 significance level

between 0.6389 and 0.7310 level. The main reasons for the small probabilities for almost

all independent variable are very low sample size (n=24) and high collinearity in between

independent variables. Cointegration, However, exists on our data after testing with

bounds test F-statistic is 10.039.

4.9.2F-TEST OF SIGNIFICANCE

Null Hypothesis of joint slope coefficients = 0 is rejected since Probability of F-statistics

= 0.000000 < 0.05. This implies that the alternate hypothesis is accepted since GHE,

OOP, EHF, LIT, POPG, and LEXP collectively predict youth unemployment in Nigeria

from 2000 to 2024.

4.9.3 R-SQUARED TEST

Based on the value of R-squared 0.9979, we can infer that 99.79% variations in the youth

unemployment Nigeria is related to the six independent variables of the ARDL model

and 0.21% variations in the youth unemployment Nigeria is due to some other
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unrecognized influences. As Adjusted R-squared is 0.9960 which indicate there is not

useless independent variable in the model.

This is because in this case, the reason why the Adjusted R² (0.9960) is almost similar to

R² (0.9979) indicates that the model is fitted appropriately, and all the independent

variables have an effect on youth employment in Nigeria.

Both figures lie within the very strong fit range (greater than 0.80). Thus, the ARDL

model adopted in this study is appropriate for explaining youth employment in Nigeria

from 2000-2024.

Given the extremely high goodness-of-fit of the ARDL model (R² = 0.9979; Adjusted R²

= 0.9960), one can be quite confident in the efficiency of selected health care finance and

management variables in forecasting youth unemployment in Nigeria.

4.10 ECONOMETRIC TEST OF SIGNIFICANCE (SECOND ORDER TEST)

4.10.1 AUTOCORRELATION TEST

Table 4.10 THE AUTOCORRELATION RESULT
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Source: Author's computation (2026) using Eview 9

Then after conducting the ARDL technique, Breusch-Godfrey serial correlation LM test

was conduct to check the serial correlation on the residuals of regression equation of

ARDL model. Based on result that F-statistic p-value of LM test for serial

correlation=0.1354 Which is more than 0.05, the hypothesis, there is no serial correlation

on result is rejected, and implied that there is serial correlation.

4.10.2 NORMALITY TEST

Table 4.11THE NORMALITY RESULT (HISTOGRAM)
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Source: Author's computation (2026) using Eview 9

To determine whether a null hypothesis related to the normality distribution of the

residual of the model must be rejected, this would be confirmed by the Jarque Bera Test

for normality. Jarque Bera test for normality will bring out the Statistic value which is

1.261698 as the p - value equal 0.532140. This result gives indication that at the level of

signification of 5%, the statistic test shows a p-value of (0.532140) which is far above the

limit which means a null hypothesis is to be accepted. By another aspect the coefficient

of skewness is equal to-0.507933.

As such we say we have negative skewness. The kurtosis which is 2.520714 will bring

out that we had to deal with normal distribution, since 2.520714 is a result close to 3.

4.10.3 HETEROSKEDASTICITY TEST

Table 4.12THE HETEROSKEDASTICITY RESULT
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Source: Author's computation (2026) using Eview 9

Homoskedasticity test has been performed by applying Breusch Pagan Godfrey test. It

has observed the result that the p-value of the LM test statistic (LM-statistic R-squared

Observations=14.25) is 0.2194. Thus this is considered to be statistically insignificant at

5% significant level which confirms to accept the null hypotheses.

4.11 HYPOTHESIS TESTING USING ARDL
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Hypothesis One(H1): Both short and long run (0.0564 and 0.6942) are also high as

compared to 5 % critical probability. It is found that Government Health Expenditure has

an insignificant influence on youth employment in both the short run and the long run.

Hence we do not reject H. That is, the result indicates that the expenditures of

Government Health expenditure has negative insignificant relationship on the youth

employment in Nigeria. Nevertheless, the positive regression in short run as 2.389

supports the theory that youth unemployment is due to youth spending on health.

Hypothesis Two(H): The significance of the coefficient in the short run, where

p<0.05(0.0353) provide sufficient enough reason to reject the H . The regression of OOP

for the short run is-2.107 implying that the impact on youth unemployment is negative. A

one per cent increase in healthcare expenditure through OOP implies a reduction in the

youth unemployment by 2.11 percentage points. This however corroborates SHI's 5.3

Recommendation 2; a positive recommendation that must increase.

Hypothesis Three(H): In short run, the value of probability is 0.2585 more than 0.05

while in long run, it is 0.6450 which is also more than 0.05. In addition, the results

indicate that if youth unemployment is in short run, the P value is 0.1705 and if youth

unemployment is in long run, P value is 0.4251 more than 0.05 Therefore, the null

hypothesis is that there exist no significant effect of expenditure on health services

through external finance on youth unemployment in the short-run as well as in the long

run. In long run, external expenditures are more significant in terms of its
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probability(0.6450>0.05) but on value it is less in terms of its impact. While in short run

the impact is very low and has been insignificant. Even though the coefficient for both

short and long run have negative values. In other words, increased expenditure in

externally-funded health service did not results in any significant decrease of youth

employment, but had a minimal influence only.

4.12 DISCUSSION OF FINDINGS

The discussion is structured around the variables that explain the model, using

information from short-run ARDL models, OLS regression results, and long-run

coefficients to provide an all-inclusive analysis of the interaction between healthcare

finance and youth employment in Nigeria from 2000 to 2024.

4.12.1 GOVERNMENT HEALTHCARE EXPENDITURE

Short-Run: Positive but insignificantly so (coeff. = 2.389, prob. = 0.0564)

Long-Run: Negative and insignificant (coeff. = -40.336, prob. = 0.6942)

In the short run, increased government spending on health is associated with higher youth

employment. This result supports Human Capital Theory because, according to the

theory, improvements in health can generate immediate gains in productivity, as

additional money spent on health care lowers current disease rates and allows young

people to remain in the workforce. In the long run, this gain becomes insignificant and

may even be negative, suggesting that the short-term gains from health spending do not

translate into future job creation. Such results theoretically imply a mismatch between
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input and output, or, put differently, inefficient institutional performance, as pointed out

by Human Capital Theory critics (Carnoy, 1977; Bowles & Gintis, 1975).

4.12.2 OUT-OF-POCKET HEALTHCARE EXPENDITURE

Short-Run: Negative and statistically significant (coeff. = −2.107, prob. = 0.0353

Long-Run: Positive and statistically insignificant (coeff. = 24.396, prob. = 0.6389)

Short-term negative effects appear to stand out as the clearest results and those most in

line with economic theory. With the household having to make payments toward

healthcare, money that might have been used for learning new skills or seeking

employment will instead be used to cover those costs. Therefore, it is difficult for youth

to find ways to join or remain in the workforce. The results obtained here can be

explained by Welfare Economics Theory, which holds that welfare loss is associated with

market failure when it is absent. Insurance and risk-sharing shift the health care burden

disproportionately to youth and the poorest individuals. Long-term negative effects have

a positive sign; however, they are statistically insignificant, meaning they cannot be taken

as evidence of any long-term benefits from out-of-pocket payments.

4.12.3 EXTERNAL HEALTHCARE FINANCING

Short Run: Negative and insignificant (coeff. = -0.802, prob. = 0.2585) – no immediate

impact on employment.

Long Run: Negative and insignificant (coeff. = -5.855, prob. = 0.6450) – no sustained

impact on employment.
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Both the short- and long-run coefficient estimates are not statistically significant and are

negative. From the theoretical standpoint, this result is in line with the criticism of the

Social Determinants of Health model regarding the nature of externally financed health

programs: the Nigerian experience of such aid suggests that it focuses on particular

diseases, such as HIV, malaria, and vaccination programs, without addressing the health

system or human capital development issues. Since vertical projects do not aim to change

the structure of factors that affect youth employment, they neither positively nor

negatively affect youth employment.

4.12.4 LITERACY RATE

Short-run: Negative and marginal LIT (prob. = 0.0720) and LIT(−1) (coeff. = 2.709, prob.

= 0.0087)

Long-run: Negative and insignificant (coeff. = −11.547, prob. = 0.6872)

The negative effect that is expected in the short run is based on the well-known principle

of opportunity cost that is common to the field of human capital theory; adolescents who

are still engaged in learning and training to increase literacy cannot be considered part of

the labour force; hence, increasing literacy will result in a short-term decrease in the

number of people employed. On the other hand, the positive lagged effect of 1 year

indicates the payoff from the delayed benefits of this investment, in line with the earnings

function proposed by Mincer (1974), where returns on education and literacy become

evident after some time as youths gain the necessary skills and join the labour force.
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4.12.5 POPULATION GROWTH RATE

Short-Run: Positively and insignificantly associated with (coefficient = 8.756, probability

= 0.2413)

Long-Run: Negatively and insignificantly associated with (coefficient = −101.389,

probability = 0.7310)

The above-discussed trend features a positive but insignificant short-term relationship,

while a negative long-term relationship; together, these trends represent the demographic

dividend-burden dichotomy at the heart of development economics. While having more

young people means more workers, if they cannot find enough jobs, this will eventually

mean fewer jobs for everyone. This is a structural issue, not a financial one, albeit one

related to finance, because inadequate health-sector finance limits productive potential.

4.12.6 LIFE EXPECTANCY

In the Short Run: Current LEXP is negative and insignificant (probability = 0.2302).

Lagged LEXP(−1) negative and significant (coefficient = −3.525, probability = 0.0183)

In the Long Run: Positive and insignificant (coefficient = 57.079, probability = 0.6592)

In regard to the contemporaneous negative and statistically significant lagged effect, it

shows that there is a transitional process in the labour market, whereby increased life

expectancy causes more elderly people to work for longer and hence compete with the

younger generation for job openings. The positive, but statistically insignificant, long-run

effect is consistent with the theory that predicts an increase in productivity and

employment in a healthy populace, as proposed by Grossman’s health capital model
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(1972). It is important to note that the lack of statistical significance is due to perfect

collinearity between LEXP and LIT.
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CHAPTER FIVE

SUMMARY, CONCLUSION AND POLICY RECOMMENDATION

5.1 SUMMARY OF FINDINGS

This research paper explores the effects of healthcare finance on youth unemployment in

Nigeria from the year 2000 to 2024 using the ARDL bounds test methodology, to

understand the short and long-run relations between the variables, as per the three

objectives outlined in Chapter One of the thesis.

As far as the first objective, which is concerned with the examination of the impact of

government financing of health care on youth employment, goes, there seems to be some

positive impact in the short term, which proves that investments into health can result in

some short-term productivity in Nigeria. Nevertheless, in the long term, the effect is not

statistically significant anymore.

In connection with the second objective, which seeks to analyze the effect of Out-of-

Pocket financing on youth employment, Out-of-Pocket Expenditure turns out to be the

most harmful financing mechanism from the short-term perspective, as it shows

statistically significant negative influence on youth employment. Such an observation

confirms the theory that household out-of-pocket expenditure prevents money allocation

for education and skill formation and labor market participation. In the long run, there is

a positive impact on youth employment, although not statistically significant one, which

has to be mentioned due to the lack of data.
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Regarding the third objective, external finance impact on youth employment: It has found

that the external finance neither helps youth employment in short or long run. Thus

current policy with emphasis to eradicate the problem does not help youth employment in

Nigeria.

In all the objectives, based on the bound test, it has been found that there is stability in the

cointegration relationship among the variables (F-statistic = 10.039). This means that

healthcare financing and youth employment have economic structure relationship

although the long-run relationship has been found insignificant. Implications of this study

reveal that healthcare financing has a short-run impact on youth employment; moreover,

whether the financing is made by the government or households or any other, it has the

same impact on youth employment in Nigeria.

5.2 CONCLUSION

In essence, this research confirms that health finance is an important factor determining

youth employment in Nigeria. It is proven that youth employment is largely influenced

by how health services are provided through the country's expenditure on health care,

private spending on health services or foreign funding for health programs. Private

spending turns out to be the most harmful, while public spending shows positive effects,

though with poor efficiency. Foreign funds do not contribute much to youth employment

due to inefficient allocation.

In turn, the presence of cointegration among all the factors indicates that appropriate

changes in health financing policy can yield sustainable effects on youth employment. As
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a result, it can be concluded that to address youth employment problems in Nigeria under

the National Youth Policy and the 2030 Agenda for SDG Goal 8, a radical revision of the

health financing policy is needed.

5.3 POLICY RECOMMENDATION

In view of the findings from this research work, the following are recommended:

1. Increase in and Improvement of the Efficiency of Public Health Spending

It is important that the government increase the amount of money allocated to the health

sector to meet the Abuja Declaration standard of 15% and ensure efficient use through

results-based financing and auditing.

2. Expand Social Health Insurance to Lessen OOP Expenditure

Social health insurance coverage needs to expand massively to include informal sector

employees and unemployed youth. Social and community-based insurance initiatives

should extend nationwide to lessen the burden of catastrophic OOP expenditure, allowing

more family savings to be invested in education, skill training, and employment

opportunities for young people.

3. Redirect Health Aid to Focus on System Strengthening

Foreign health aid must be redirected from vertical initiatives to comprehensive health

system strengthening. Foreign aid should incorporate human capital development and
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youth employment goals into its programs, and set domestic resource mobilisation

criteria to avoid excessive aid dependency.

4. Realign Education Investment with Labour Force Requirements

In light of the delayed positive impact of literacy on youth employment, continued

investment is required in technical/vocational training and the health sector to address the

skill requirements of the labour force in Nigeria and alleviate any potential discrepancy

between education and employment.

5. Combination of Demographic Policy with Healthcare Investment

If Nigeria is to capitalise fully on its demographic dividend, it will require the

implementation of employment programmes for youth, along with reproductive health

and family planning initiatives. The key to translating an increased life expectancy rate

into a better-performing young labour force lies in investing in preventive healthcare.
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Nigeria Dataset (2000–2024)
Year YEMP GHE OOP EHF LIT POPG LEXP

2000 52.1 1.8 71.5 3.2 55 2.55 46.5
2001 52.4 1.9 71.2 3.4 55.8 2.57 46.9
2002 52.8 2 70.9 3.5 56.6 2.58 47.3
2003 53 2.1 70.5 3.6 57.5 2.6 47.8
2004 53.5 2.1 70 3.8 58.3 2.61 48.2
2005 54 2.2 69.6 4 59.1 2.62 48.7
2006 54.4 2.3 69.1 4.1 60 2.63 49.1
2007 54.8 2.4 68.8 4.3 60.8 2.64 49.6
2008 55.1 2.5 68.3 4.5 61.7 2.65 50.1
2009 55.3 2.5 67.9 4.6 62.5 2.66 50.6
2010 55 2.6 67.4 4.8 63.4 2.67 51
2011 54.7 2.6 66.9 5 64.2 2.67 51.5
2012 54.5 2.7 66.3 5.2 65.1 2.68 52
2013 54.2 2.8 65.8 5.5 65.9 2.68 52.5
2014 53.8 2.8 65.2 5.8 66.8 2.69 53
2015 53.4 2.9 64.7 6 67.6 2.69 53.5
2016 52.8 3 64 6.3 68.5 2.68 54
2017 52.2 3 63.5 6.5 69.3 2.67 54.4
2018 51.7 3.1 63 6.7 70.1 2.66 54.9
2019 51 3.2 62.5 7 70.9 2.65 55.3
2020 50.2 3.2 62 7.3 71.6 2.64 55.7
2021 49.6 3.3 61.5 7.5 72.3 2.63 56.1
2022 49 3.3 61 7.7 73 2.62 56.5
2023 48.5 3.4 60.5 7.9 73.6 2.61 56.9
2024 48 3.5 60 8 74.2 2.6 57.3


