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Abstract

Health security remains a critical concern in global public health, particularly in low- and middle-income countries facing
recurrent infectious disease outbreaks. National health security plans provide the policy architecture for translating international
commitments into domestic preparedness capacities, yet their operational effectiveness depends on stakeholder awareness,
financing, coordination and subnational implementation. This study examines the role of health policy in enhancing health
security in Nigeria, using the National Action Plan for Health Security (NAPHS) as a case study. Specifically, it assesses
stakeholders’ awareness of NAPHS, perceived relevance of the policy framework, implementation effectiveness, perceived
improvements in health security domains, barriers to implementation and recommendations for strengthening Nigeria’s
preparedness system. A quantitative cross-sectional survey design supported by documentary policy analysis was adopted. Data
were collected from 380 purposively selected stakeholders using a structured questionnaire covering institutional profile,
familiarity with NAPHS, perceived relevance, implementation effectiveness, preparedness improvements, funding adequacy,
inter-agency coordination, One Health awareness, training exposure, barriers and recommendations. Descriptive statistics, cross-
tabulations, chi-square tests of independence and Cramér’s V were used for analysis. NAPHS was widely recognised as relevant
(90.3%) and strategically aligned with national and international frameworks (81.1% and 80.8%, respectively). However, only
9.2% rated implementation as very effective, while 60.3% rated it moderately effective. Familiarity was strongly concentrated
at the federal level (92.4%) compared with state (44.2%) and community/facility levels (15.8%). The strongest improvements
were observed in disease surveillance (69.2%) and laboratory capacity (67.1%), whereas funding mobilisation (15.0%),
workforce training (26.0%) and inter-agency coordination (26.8%) were the weakest domains. Inadequate funding (84.7%) and
weak coordination (76.1%) were the most frequently reported barriers. While NAPHS provides a strong policy foundation for
health security in Nigeria, its operational impact depends on sustainable domestic financing, decentralised implementation,
strengthened coordination, workforce development and improved subnational awareness. The study contributes evidence-based
recommendations for strengthening national preparedness planning in resource-constrained settings.
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1. Introduction

Health security has become a major concern in global pub-
lic health because infectious disease outbreaks, zoonotic spill-
overs, antimicrobial resistance, climate-related emergencies
and other public health threats can rapidly disrupt health sys-
tems, economies and social stability [1-4]. The experiences of
Ebola virus disease in West Africa, COVID-19 and recurrent
epidemic-prone diseases across sub-Saharan Africa have
shown that public health emergencies are not only biomedical
events but also governance, policy and security challenges [5-
7]. Therefore, strengthening national preparedness requires
coherent health policy, sustainable financing, functional insti-
tutions, trained human resources, multisectoral coordination,
effective surveillance and strong laboratory systems [8-10].
The International Health Regulations (IHR 2005) provide the
main global legal framework for strengthening countries’ ca-
pacities to prevent, detect, assess, notify and respond to public
health risks of international concern [11]. Under the IHR
framework, countries are expected to build core capacities in
surveillance, laboratory confirmation, emergency prepared-
ness, risk communication, response coordination and points of
entry [11, 12]. However, the effectiveness of IHR implemen-
tation depends largely on domestic policy ownership, institu-
tional capacity, political commitment and the ability to trans-
late assessment findings into funded and measurable actions
[13-15]. The National Action Plan for Health Security
(NAPHS) was developed as a country-owned, multi-year,
multisectoral and all-hazards planning framework for acceler-
ating the implementation of IHR core capacities [16]. The
NAPHS approach is based on whole-of-government, whole-
of-society and One Health principles, recognising that health
threats often emerge at the intersection of human, animal and
environmental systems [16-18]. As a policy instrument,
NAPHS helps countries identify health security gaps, priori-
tise interventions, cost activities, assign implementation re-
sponsibilities, mobilise resources and monitor progress [16,
19]. Nigeria provides an important case for examining the role
of health policy in enhancing health security. As Africa’s most
populous country, Nigeria faces a complex risk environment
shaped by high population mobility, recurrent infectious dis-
ease outbreaks, urbanisation, climate-sensitive disease pat-
terns, porous borders and a federal governance structure that
requires coordination across federal, state and local govern-
ment levels [20-22]. The country has experienced repeated
outbreaks of Lassa fever, cholera, meningitis, yellow fever,
mpox and other epidemic-prone diseases, making prepared-
ness and response capacity a continuing national priority [21,
23]. Nigeria’s National Action Plan for Health Security 2018-
2022 was developed to address gaps identified through the
Joint External Evaluation and related assessments [20, 24].
The plan integrated existing national workplans and strategic

priorities, including disease surveillance, emergency prepar-
edness, antimicrobial resistance, immunisation, risk commu-
nication and laboratory strengthening [20]. The establishment
of the Nigeria Centre for Disease Control and Prevention
through the NCDC Establishment Act 2018 further strength-
ened the legal and institutional basis for disease surveillance,
outbreak response and public health emergency coordination
in Nigeria [25]. Despite these policy developments, imple-
mentation gaps remain. Nigeria’s health security system con-
tinues to face challenges related to inadequate domestic fi-
nancing, weak inter-agency coordination, uneven state-level
implementation, limited workforce capacity, weak data sys-
tems and dependence on donor-supported programmes [24, 26,
27]. These challenges are important because the existence of
a national plan does not automatically guarantee operational
preparedness unless the plan is adequately financed, decen-
tralised, implemented and monitored [13, 15, 28]. Although
previous policy documents and technical reports have de-
scribed the design and objectives of Nigeria’s NAPHS, lim-
ited empirical attention has been given to stakeholders’ per-
ceptions of its implementation and contribution to health se-
curity preparedness. Understanding stakeholder perceptions is
important because policy implementation depends on aware-
ness, institutional ownership, coordination, resource mobilisa-
tion and frontline engagement [14, 29]. Stakeholder views can
therefore reveal whether NAPHS is functioning as a practical
implementation framework or merely as a strategic policy
document.

This study examines the role of health policy in enhancing
health security in Nigeria, using NAPHS as a case study. Spe-
cifically, the study assesses stakeholders’ awareness of
NAPHS, perceived relevance of the policy framework, per-
ceived implementation effectiveness, perceived improve-
ments in health security domains, barriers to implementation
and recommendations for strengthening Nigeria’s prepared-
ness system. By combining survey evidence with policy anal-
ysis, the study contributes to the literature on health security
governance, IHR implementation and national preparedness
planning in low- and middle-income settings.

The conceptual logic of the study is that health policy en-
hances health security when it provides a clear strategic
framework, mobilises resources, strengthens implementation
mechanisms and produces measurable improvements in pre-
paredness outcomes. In this study, NAPHS is conceptualised
as a policy instrument linking global and national health secu-
rity commitments to practical implementation mechanisms
such as financing, surveillance, laboratory capacity, emer-
gency response, workforce training, One Health coordination,
risk communication, monitoring and evaluation.
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Figure 1. Conceptual framework showing the role of NAPHS in enhancing health security preparedness in Nigeria.

2. Literature Review

2.1. Health Security and Health Policy

Health security refers to the capacity of countries and health
systems to prevent, detect, assess, report and respond to public
health threats that may endanger populations or spread across
borders [1, 11]. The concept has expanded from a narrow fo-
cus on infectious disease control to a broader concern with an-
timicrobial resistance, zoonotic diseases, climate-related
health risks, chemical hazards, emergency preparedness and
health-system resilience [2-4]. This expansion reflects the
growing recognition that public health emergencies can pro-
duce social, economic and political consequences beyond the
health sector [5, 6]. Health policy is central to health security
because preparedness requires organised public action. Health
policy defines mandates, sets priorities, allocates resources,
establishes institutions and creates accountability mechanisms
[8, 13]. Without clear policy direction, health security activi-
ties may become fragmented across institutions and sectors.
This is particularly important in low- and middle-income
countries, where health systems may face limited financing,
workforce shortages, infrastructure gaps and weak infor-
mation systems [9, 10]. Studies on health-system resilience
show that countries respond better to health emergencies when
routine health systems are strong, adaptive and well coordi-
nated [8, 9]. Kruk et al. argued that resilient health systems
must be able to prepare for, absorb and learn from shocks

while maintaining essential services [8]. Hanefeld et al. simi-
larly emphasised governance, financing, information systems
and workforce capacity as important components of resilience
[9]. These arguments suggest that health security should not
be treated as an isolated emergency agenda but as part of
broader health-system strengthening.

2.2. International Health Regulations and
Global Health Security Governance

The International Health Regulations provide the legal
foundation for global health security by requiring countries to
develop capacities for surveillance, notification, preparedness,
response and risk communication [11]. The IHR framework
recognises that public health threats can spread rapidly
through travel, trade, migration and ecological change; there-
fore, national preparedness contributes to regional and global
security [11, 12]. However, the implementation of IHR core
capacities has remained uneven across countries. Kandel et al.
found wide variation in health security capacities across 182
countries, showing that many countries still had gaps in pre-
paredness and response capacity [13]. Oppenheim et al. also
noted that preparedness indices may identify broad capacity
gaps but may not fully capture whether health systems can
function effectively during real emergencies [14]. These find-
ings show that preparedness requires more than formal com-
pliance; it requires functional systems, financing and opera-
tional readiness. The Joint External Evaluation was developed
as part of the IHR Monitoring and Evaluation Framework to
assess country capacities across technical areas such as sur-
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veillance, laboratories, emergency preparedness, risk commu-
nication, antimicrobial resistance, zoonotic diseases and
points of entry [12, 24]. However, assessment alone is not suf-
ficient. Countries require implementation plans that translate
JEE findings into clear activities, budgets and accountability
structures. This is the purpose of the NAPHS framework [16].

2.3. National Action Plan for Health Security

NAPHS is a policy and planning instrument designed to
help countries strengthen IHR core capacities through a mul-
tisectoral and all-hazards approach [16]. It is intended to
convert assessment findings into costed and prioritised ac-
tions that can guide implementation, resource mobilisation
and monitoring [16, 19]. Unlike general health-sector plans,
NAPHS focuses specifically on capacities required to pre-
vent, detect and respond to health security threats. The liter-
ature identifies NAPHS as important for three main reasons.
First, it provides a strategic roadmap for addressing health
security gaps identified through JEE, after-action reviews
and simulation exercises [16, 24]. Second, it supports multi-
sectoral coordination by bringing together human health, an-
imal health, environmental health, finance, transport, secu-
rity, agriculture and other sectors [17, 18]. Third, it supports
accountability by identifying priorities, responsible institu-
tions, timelines and funding needs [19, 28]. Nevertheless, the
effectiveness of NAPHS depends on implementation. A plan
may be well designed but remain weak if it is not linked to
domestic budgets, legal mandates, trained personnel and
subnational implementation structures [13, 15, 28]. This
makes the Nigerian case important because it shows how a
national health security plan operates within a federal gov-
ernance system where health responsibilities are shared
across federal, state and local levels.

2.4. Nigeria’s Health Security Context

Nigeria faces a complex health security environment due to
its large population, high mobility, recurrent disease outbreaks,
ecological diversity and federal governance structure [20-23].
Repeated outbreaks of Lassa fever, cholera, meningitis, yel-
low fever and mpox have demonstrated the need for strong
surveillance, laboratory capacity, risk communication and
emergency preparedness systems [21, 23]. Nigeria’s position
in West Africa also makes its preparedness important for re-
gional health security. Nigeria’s NAPHS 2018-2022 was de-
veloped to address health security gaps identified through na-
tional assessments, including the Joint External Evaluation
[20, 24]. The plan consolidated several existing strategies and
workplans, including disease surveillance, antimicrobial re-
sistance, immunisation, emergency preparedness and labora-
tory strengthening [20]. This integration was important be-
cause fragmented planning can create duplication, weak ac-
countability and inefficient resource use. The Nigeria Centre
for Disease Control and Prevention plays a central role in the

country’s health security system. The NCDC Establishment
Act 2018 provides the legal basis for disease surveillance, out-
break detection, investigation, prevention and control of pub-
lic health threats in Nigeria [25]. National public health insti-
tutes are widely recognised as important institutional anchors
for health security because they coordinate surveillance, la-
boratory systems, emergency operations and technical re-
sponse [26, 27].

2.5. One Health and Multisectoral Coordination

One Health is a major principle in health security because
many public health threats emerge from interactions among
humans, animals and the environment [17, 18]. Zinsstag et
al. described One Health as an integrated approach to human,
animal and ecosystem health [17]. Mackenzie and Jeggo ar-
gued that One Health is essential for managing zoonotic dis-
eases, antimicrobial resistance and other complex health
threats that cannot be addressed by the health sector alone
[18]. Nigeria’s health security context makes One Health es-
pecially relevant. Zoonotic diseases, antimicrobial resistance,
food safety risks and environmental health threats require
collaboration among public health authorities, veterinary
services, agriculture, environment, laboratories and commu-
nity systems [17, 18, 30]. However, effective One Health im-
plementation requires more than policy statements. It re-
quires joint planning, shared surveillance, interoperable data
systems, coordinated response mechanisms and sustainable
financing [18, 30]. Weak inter-agency coordination remains
a common challenge in health security governance. Different
ministries and agencies often operate with separate mandates,
budgets and reporting systems [15, 28]. In Nigeria, these co-
ordination challenges are further complicated by the need to
align federal, state and local government structures. There-
fore, effective NAPHS implementation requires strong hori-
zontal coordination across sectors and vertical coordination
across levels of government.

2.6. Surveillance, Laboratory Systems and
Workforce Capacity

Surveillance is a core pillar of health security because
early detection determines how quickly threats can be inves-
tigated and contained [31]. Effective surveillance requires
timely reporting, data analysis, feedback, community partic-
ipation and trained personnel. Weak surveillance systems
can delay outbreak detection and increase the risk of wider
transmission [31, 32]. Laboratory systems are also central to
preparedness because suspected public health events require
rapid and accurate confirmation [32]. The West African
Ebola epidemic showed that delays in laboratory confirma-
tion and weak diagnostic systems can worsen outbreak
spread [5, 6]. For Nigeria, laboratory strengthening and
specimen referral systems are therefore essential for improv-
ing outbreak detection and response. Workforce capacity is
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another important determinant of health security. Prepared-
ness depends on trained epidemiologists, laboratory scien-
tists, clinicians, veterinarians, risk communication officers,
emergency managers and community health workers [26,
31]. Field epidemiology and public health emergency oper-
ations require skilled personnel who can be rapidly deployed
during outbreaks. In federal systems, workforce capacity
must also be distributed across subnational levels rather than
concentrated only at the national level.

2.7. Financing and Implementation Barriers

Sustainable financing is one of the most important require-
ments for health security. Preparedness investments often fol-
low a cycle of “panic and neglect,” where funding increases
during crises but declines when outbreaks subside [7, 19].
This pattern weakens long-term preparedness because surveil-
lance, laboratories, emergency operations centres and work-
force development require continuous investment. In many
low- and middle-income countries, health security activities
depend heavily on donor support [19, 28]. While external sup-
port can strengthen capacity, overdependence on donors may
reduce sustainability if domestic financing is weak. Bell and
Nuzzo argued that preparedness measurement should be
linked to financing and accountability if countries are to im-
prove real-world capacity [19]. This is relevant to Nigeria be-
cause NAPHS implementation requires predictable funding at
both federal and state levels. Implementation barriers also in-
clude weak political commitment, poor data systems, limited
infrastructure, workforce shortages and weak monitoring and
evaluation [13-15, 28]. These barriers can prevent national
plans from producing measurable preparedness outcomes.
Therefore, NAPHS implementation must be supported by do-
mestic financing, strong coordination, state-level operational
plans and regular monitoring.

2.8. Health Security, Universal Health Coverage
and System Resilience

Recent literature argues that health security and universal
health coverage should be linked rather than treated as sepa-
rate agendas [10, 33]. Lal et al. argued that COVID-19 ex-
posed the risks of fragmented health systems and showed the
need to align health security with universal health coverage
[10]. Wenham et al. also argued that global health security
and universal health coverage should function as a strategic
partnership [33]. This argument is relevant to Nigeria be-
cause emergency preparedness depends on the strength of
routine health services. Public health threats are often first
detected at community or primary health care level. If local
health facilities lack trained staff, diagnostic capacity, com-
munication systems and public trust, national preparedness
will remain weak. Therefore, NAPHS should be integrated
with primary health care strengthening, workforce develop-

ment, health information systems and universal health cov-
erage.

2.9. Empirical Gap

Existing literature and policy documents provide important
evidence on the design, objectives and technical requirements
of NAPHS [16, 20, 24]. However, there is limited empirical
evidence on how stakeholders perceive NAPHS implementa-
tion in Nigeria. This gap is important because policy imple-
mentation depends on awareness, ownership, coordination
and participation among relevant actors [14, 29]. This study
addresses the gap by examining stakeholder awareness of
NAPHS, perceived implementation effectiveness, perceived
improvements in health security domains, barriers to imple-
mentation and recommendations for strengthening the policy.
The study contributes to health security literature by linking
national health policy planning with empirical evidence on
implementation challenges in Nigeria.

3. Materials and Methods

3.1. Study Design

This study adopted a quantitative cross-sectional survey de-
sign supported by documentary policy analysis. The cross-
sectional design was appropriate because the study examined
stakeholders’ awareness, perceptions and assessment of Nige-
ria’s National Action Plan for Health Security (NAPHS) at a
specific point in time. The documentary component was used
to provide policy context by reviewing relevant health security
documents, including the International Health Regulations,
WHO NAPHS guidance, Nigeria’s NAPHS 2018-2022, the
NCDC Establishment Act and Nigeria’s Joint External Eval-
uation materials [11, 16, 20, 23, 25].

3.2. Study Setting

The study was conducted within the context of Nigeria’s
health security system. Nigeria was selected because of its re-
current exposure to epidemic-prone diseases and public health
emergencies, including Lassa fever, cholera, meningitis, yel-
low fever, mpox and other infectious disease threats [21, 23].
The study focused on institutions and stakeholders involved
in health security policy, disease surveillance, emergency pre-
paredness, laboratory systems, risk communication, One
Health coordination, monitoring and evaluation, and public
health programme implementation.

3.3. Study Population

The study population comprised stakeholders involved in
Nigeria’s health security planning and implementation. These
included respondents from federal ministries and agencies,
state ministries of health, international partner organisations,
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non-governmental organisations, primary health care struc-
tures and community-level implementation settings. These
categories were considered relevant because NAPHS imple-
mentation requires coordination across national, subnational,
partner and frontline health system levels.

3.4. Sample Size and Sampling Technique

Data were collected from 380 respondents. A purposive
sampling technique was used to select respondents with rele-
vant knowledge of NAPHS, health security policy, disease
surveillance, outbreak preparedness or public health emer-
gency response. This sampling approach was considered ap-
propriate because NAPHS is a specialised policy framework,
and the study required responses from individuals with direct
or indirect knowledge of health security planning and imple-
mentation in Nigeria.

3.5. Data Collection Instrument

Data were collected using a structured questionnaire de-
veloped in line with the objectives of the study and the major
domains of health security policy. The questionnaire con-
tained categorical, binary and Likert-scale items. It covered
respondents’ institutional profile, familiarity with NAPHS,
perceived relevance of NAPHS, policy alignment, imple-
mentation effectiveness, perceived improvement in health
security domains, funding adequacy, inter-agency coordina-
tion, One Health awareness, NAPHS-related training, imple-
mentation barriers and policy recommendations. The Likert-
scale items were measured on a five-point scale, where 1 rep-
resented the lowest level of agreement or assessment and 5
represented the highest level. Binary response items were
used to identify barriers and recommendations, while cate-
gorical items were used to capture organisation type, work
level, years of experience and direct involvement in
NAPHS-related activities.

3.6. Variables and Measurement

The main outcome variable was perceived improvement in
health security preparedness under NAPHS. This was meas-
ured through respondents’ assessment of improvements in dis-
ease surveillance, laboratory capacity, emergency response,
risk communication, community engagement, digital/data
systems, monitoring and evaluation, inter-agency coordina-
tion, workforce training, and funding/resource mobilisation.
The explanatory variables included respondents’ familiarity
with NAPHS, direct involvement in NAPHS-related activities,
institutional affiliation, work level, years of experience, per-
ceived relevance of NAPHS, policy alignment, funding ade-
quacy, coordination effectiveness, One Health awareness and
exposure to NAPHS-related training. Implementation barriers
were measured using binary responses. The barriers assessed
included inadequate funding, weak inter-agency coordination,
inadequate workforce capacity, overdependence on donor

funding, limited political commitment, weak state/local im-
plementation, poor infrastructure and poor data management.
Policy recommendations were also measured using binary re-
sponse options.

3.7. Data Sources

The study used both primary and secondary data. Primary
data were collected from 380 respondents using the structured
questionnaire. Secondary data were obtained through docu-
mentary review of relevant official and scholarly sources, in-
cluding the International Health Regulations, WHO NAPHS
guidance, Nigeria’s NAPHS 2018-2022, the NCDC Establish-
ment Act, Nigeria’s Joint External Evaluation report and re-
lated health security literature [11, 16, 20, 23, 25].

3.8. Validity and Reliability

Content validity was ensured by aligning the questionnaire
items with the major domains of NAPHS and health security
preparedness. These domains included governance, surveil-
lance, laboratory capacity, emergency preparedness, risk com-
munication, workforce development, financing, One Health
coordination, monitoring and evaluation, and subnational im-
plementation [16, 20, 23]. Reliability was supported through
the use of standardised response options, consistent coding
and clearly defined variable categories. Where applicable, in-
ternal consistency of related Likert-scale items should be as-
sessed using Cronbach’s alpha. A Cronbach’s alpha value of
0.70 or above is generally considered acceptable for health
policy and social science research.

3.9. Data Analysis

Data were analysed using descriptive and inferential statis-
tical methods. Descriptive statistics, including frequencies and
percentages, were used to summarise respondents’ back-
ground characteristics, NAPHS awareness, perceived rele-
vance, policy alignment, implementation effectiveness, per-
ceived improvement in health security domains, implementa-
tion barriers and policy recommendations. Cross-tabulations
were used to examine differences in responses across work
level, institutional category, NAPHS familiarity and direct in-
volvement in NAPHS-related activities. Chi-square tests of in-
dependence were used to test associations between categorical
variables. Cramér’s V was used to determine the strength of
statistically significant associations. Statistical significance
was assessed at the 5% level.

Results were presented using Tables and Figures. Figures
were used to provide visual summaries of key findings, in-
cluding familiarity with NAPHS, perceived improvement in
health security domains, work-level differences in NAPHS fa-
miliarity, implementation barriers and stakeholder recommen-
dations.
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3.10. Ethical Considerations

Ethical approval for the study was obtained from the Health
Research and Ethics Review Committee, Bingham University
Teaching Hospital, Jos, Plateau State. The approval number
was not stated in the available thesis document. Respondents
were informed about the purpose of the study, and participa-
tion was entirely voluntary. Informed consent was obtained
from all participants before data collection, and respondents
were informed of their right to decline participation or with-
draw from the study at any stage without penalty. To ensure
privacy and confidentiality, all responses were anonymised
and coded before analysis. No personal identifiers, names, job
titles or institutional details that could reveal respondents’
identities were included in the analysis or final report. The col-
lected data were handled confidentially, stored securely and
used strictly for research purposes. Findings were reported in

aggregate form to ensure that no individual respondent or in-
stitution could be identified.

4. Results

4.1. Respondents’ Background Characteristics

A total of 380 respondents were analysed. Federal minis-
tries/agencies constituted the largest institutional group, rep-
resenting 45.0% of the sample. State ministries of health ac-
counted for 25.0%, while international partners/NGOs and
PHC/community-level stakeholders each accounted for
15.0%. Most respondents had substantial professional expe-
rience, with 38.4% reporting 6-10 years of experience and
32.9% reporting more than 10 years. Overall, 71.1% of re-
spondents reported direct involvement in NAPHS-related
activities.

Table 1. Respondents’ background characteristics.

Variable Category Frequency Percentage
Organisation type Federal ministry/agency 171 45.0
State ministry of health 95 25.0
International partner/NGO 57 15.0
PHC/community-level stakeholder 57 15.0
Work level Federal 171 450
State 95 25.0
International/partner 57 15.0
Community/facility 57 15.0
Years of experience Less than 2 years 23 6.1
2-5 years 86 22.6
6-10 years 146 38.4
More than 10 years 125 329
Direct NAPHS involvement Yes 270 711
No 110 28.9

4.2. Awareness, Relevance and Policy
Alignment

Awareness of NAPHS was high among respondents. A total

of 68.2% were very familiar with NAPHS, 21.8% were some-
what familiar, and 10.0% were not familiar. The estimated
proportion of respondents who were very familiar with
NAPHS was 68.2% with a 95% confidence interval of 63.5%-
72.8%.
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Figure 2. Respondents’ level of familiarity with Nigeria’s National Action Plan for Health Security.

Most respondents considered NAPHS relevant to Nigeria’s
health security needs. Overall, 90.3% reported that NAPHS
was relevant, with a 95% confidence interval of 87.3%-93.2%.
In addition, 81.1% perceived NAPHS as moderately or highly

aligned with Nigeria’s national policy priorities, while 80.8%
perceived it as moderately or highly aligned with international
health security frameworks.

Table 2. Awareness, relevance and alignment indicators.

Indicator

Very familiar with NAPHS

NAPHS relevant to Nigeria

Moderate/high alignment with national policy priorities
Moderate/high alignment with international frameworks
Very/moderately effective implementation
Significant/moderate preparedness improvement
NAPHS adequately funded

Aware of formal One Health mechanism

Received NAPHS-related training

4.3. Policy Perception Indicators and
Implementation Effectiveness

The highest mean scores were recorded for clarity of the
NAPHS framework and policymaker understanding, each

Frequency Percentage 95% ClI

259 68.2 63.5-72.8
343 90.3 87.3-93.2
308 81.1 77.1-85.0
307 80.8 76.8-84.8
264 69.5 64.8-74.1
303 79.7 75.7-83.8
50 13.2 9.8-16.6

133 35.0 30.2-39.8
190 50.0 45.0-55.0

with a mean score of 4.15. Preparedness support also recorded
a high mean score of 4.13, followed by IHR alignment with a
mean score of 4.06. Multisectoral collaboration recorded a
moderate score of 3.51, while frontline understanding rec-
orded the weakest score of 2.59. This indicates that respond-
ents perceived NAPHS as clear and policy-relevant, but less
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well understood at frontline implementation levels.

Table 3. Mean scores for selected NAPHS policy perception indica-
tors.

Indicator Mean Standard deviation
Framework clarity 4.15 0.93
Policymaker understanding 4.15 0.90
Preparedness support 4.13 0.91
IHR alignment 4.06 0.99
Multisectoral collaboration 3.51 1.05
Frontline understanding 2.59 1.10

NAPHS implementation was perceived as moderately effective.
Only 9.2% of respondents rated implementation as very effective,
while 60.3% rated it as moderately effective. In contrast, 20.3% rated
implementation as slightly effective, 7.4% rated it as not effective,
and 2.9% were not sure. Overall, 69.5% of respondents rated imple-
mentation as either very or moderately effective.

Table 4. Perceived implementation effectiveness of NAPHS.

Implementation effectiveness Frequency  Percentage

Very effective

Disease sur\ruillunca_
Laboratory capatlty:
Communlty engagemerﬂ::
Emergency response:

Risk cummunicationi
Digital/data systems
Monitoring and awaluatiun_
Inter-agency cunrﬂlnatlnni
Workforce trllnlnu:

Funding/resource mublll:atlun- 15.0%

20

[=]
=
(=]

w
al
©
()

Implementation effectiveness Frequency Percentage
Moderately effective 229 60.3
Slightly effective 77 20.3

Not effective 28 7.4

Not sure 11 29

Total 380 100.0

4.4. Health Security Preparedness
Improvement

Overall, 79.7% of respondents reported significant or mod-
erate improvement in Nigeria’s health security preparedness
under NAPHS. At the domain level, improvement was strong-
est in disease surveillance and laboratory capacity. Disease
surveillance recorded 69.2% significant/moderate improve-
ment, while laboratory capacity recorded 67.1%. Community
engagement, emergency response and risk communication
recorded moderate levels of perceived improvement, each
slightly above 50%. The weakest domains were funding/re-
source mobilisation, workforce training and inter-agency co-
ordination. Funding/resource mobilisation recorded only 15.0%
significant/moderate improvement, while workforce training
and inter-agency coordination recorded 26.0% and 26.8%, re-
spectively.

69.2%
67.1%
51.3%
51.1%
50.5%
46.1%
32.9%
26.8%
26.0%
»  m = s

Respondents reporting significant or moderate improvement (%)

Figure 3. Perceived improvement in selected health security domains under NAPHS implementation.

Note: Mean scores were calculated using the following coding: 1 = no improvement, 2 = minimal improvement, 3 = moderate improvement,
and 4 = significant improvement. “Not sure” responses were excluded from mean-score computation.
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The overall domain improvement index had a mean of 2.51
and a standard deviation of 0.29 on a four-point scale. This
shows that respondents’ overall assessment clustered between
minimal and moderate improvement, confirming that NAPHS
was perceived to have made progress but not yet reached
strong implementation impact across all health security do-
mains.

4.5. Financing, Coordination, One Health and
Training Capacity

Financing emerged as one of the weakest implementation

areas. Only 13.2% of respondents stated that NAPHS was ad-
equately funded, while 86.8% reported inadequate funding.
International donors/partners were the most frequently re-
ported funding source, followed by federal government budg-
etary support. This indicates that NAPHS implementation re-
mains strongly dependent on external financing. Coordination
was also mixed. Only 6.3% of respondents rated coordination
as very effective, while 40.0% rated it as moderately effective.
However, 37.4% rated coordination as slightly effective, and
12.4% as ineffective. Awareness of formal One Health mech-
anisms was low, with only 35.0% of respondents reporting
awareness. Training coverage was also limited, as only 50.0%
had received NAPHS-related training.

Table 5. Implementation capacity indicators.

Indicator

NAPHS adequately funded

Coordination very/moderately effective

Aware of formal One Health mechanism
Received NAPHS-related training

Community involvement moderate/very high
Risk communication very/moderately effective
Clear M&E indicators available

M&E very/moderately effective

4.6. Barrier Burden and Implementation
Constraints

Respondents reported multiple barriers to NAPHS imple-
mentation. The mean number of barriers identified per re-
spondent was 4.62 out of 8, with a standard deviation of 1.34.
The median number of barriers was 5, indicating that most re-
spondents perceived NAPHS implementation as constrained
by several simultaneous institutional and operational weak-
nesses.

The most frequently reported barrier was inadequate fund-
ing, identified by 84.7% of respondents. This was followed by

Strong/positive response (%)

13.2
46.3
35.0
50.0
41.1
55.5
46.6
46.0

weak inter-agency coordination at 76.1%, inadequate work-
force capacity at 59.7%, and overdependence on donor fund-
ing at 57.6%. Limited political commitment and weak state/lo-
cal implementation were also reported by approximately half
of respondents.

Barrier co-occurrence analysis showed that inadequate fund-
ing and weak coordination were jointly reported by 62.9% of
respondents. Inadequate funding also co-occurred with inade-
quate workforce capacity among 50.8% and with donor depend-
ence among 50.3%. This indicates that the implementation
problem is not limited to one isolated constraint but reflects a
combined financing, coordination and capacity gap.
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ook o I, -
coordination 1
capacity

Overdependence on
donor funding DY

commitment |

Weak state/local
implementation |

L] 10 20 30 40 50 &0 . TD all:lQID
Percentage of respondents identifying each barrier (%)

Source: Field survey datasst, 2026

Figure 4. Major barriers to effective NAPHS implementation in Nigeria.

However, only 44.2% of state-level respondents and 15.8% of
4.7. Work-Level Differences in NAPHS community/facility-level respondents reported being very fa-

A - . iliar with NAPHS. The association between work level and
Familiarity and Implementation i mi
a arity and Implementation Capacity NAPHS familiarity was statistically significant, ¥*(3) =

Familiarity with NAPHS varied sharply by work level. Fed- 15348, p < 0.001. The effect size was large, Cramér’s V =
eral-level respondents recorded the highest familiarity, with ~ 0.636. This indicates a strong relationship between respond-
92.4% reporting that they were very familiar with NAPHS. ents’ location in the health security system and their familiar-
International/partner respondents followed closely at 87.7%. ity with NAPHS.

l“t‘matiun.upa i _ 31.7%

State 44.2%

Community/fac ility- 15.8%

o w22 % 4 s & g 8 %0 10
Respondents who were very familiar with NAPHS (%)

Figure 5. Variation in NAPHS familiarity by respondents’ work level.
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Table 6. Work-level differences in selected NAPHS indicators.

Very familiar with Implementation

Work level very/moderately ef-
[0)
NAPHS (%) fective (%0)
Federal 92.4 69.6
International / partner ~ 87.7 63.2
State 44.2 73.7
Community / facility 15.8 68.4

Aware of One
Health mechanism

Preparedness signif-

. ; Received
icant/moderate im-

training (%0)

provement (%) (%)

76.6 48.5 53.2
80.7 35.1 56.1
82.1 20.0 51.6
84.2 19.3 316

Work level was not significantly associated with perceived implementation effectiveness, ¥%(3) = 1.90, p = 0.594, or perceived preparedness
improvement, ¥%(3) = 2.10, p = 0.551. However, it was significantly associated with NAPHS-related training, ¥2(3) = 9.40, p = 0.024, Cramér’s
V =0.157, and awareness of formal One Health mechanisms, y%(3) = 29.35, p < 0.001, Cramér’s V = 0.278.

4.8. Association Between Direct Involvement
and Perceived Improvement

Direct involvement in NAPHS-related activities was not
significantly associated with perceived preparedness improve-
ment. Among respondents directly involved in NAPHS-re-
lated activities, 77.8% reported significant or moderate im-
provement. Among respondents not directly involved, 84.5%
reported significant or moderate improvement. The associa-
tion was not statistically significant, ¥?(1) = 1.82, p = 0.178,
Cramér’s V = 0.069.

This suggests that perceived preparedness improvement

Establish National
Health Security Fund

Increase dnmestic.
government funding

Strengthen One Health
coordination

Improve workforce
training and retention_

Empower states to dmmlup-
State Action Plans

Improve digital su rveillance
and data systems

Strengthen mor-itoring'
and evaluation

Improve community engagement
and risk communication

10 20

o -

was broadly shared across respondents, rather than being lim-
ited only to those directly involved in NAPHS-related activi-
ties.

4.9. Stakeholder Recommendations

The mean number of recommendations selected per re-
spondent was 3.53 out of 8, with a standard deviation of 1.29.
The most frequently selected recommendation was the estab-
lishment of a dedicated National Health Security Fund, sup-
ported by 68.4% of respondents. This was followed by in-
creased domestic government funding at 55.3%, stronger One
Health coordination at 51.3%, and improved workforce train-
ing and retention at 46.1%.

68.4%

55.3%

51.3%

46.1%

38.7%

&
o
#

30.0%

28.9%

a0 40 50 1] T

Percentage of respondents supporting each recommendation (%)

Figure 6. Stakeholder recommendations for strengthening NAPHS implementation in Nigeria.
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4.10. Inferential Summary

The strongest statistically significant association observed
in the study was between work level and NAPHS familiarity,
indicating that awareness is highly concentrated at federal and
partner levels. Work level was also significantly associated

with One Health awareness and NAPHS-related training, sug-
gesting uneven distribution of implementation knowledge and
capacity. However, work level was not significantly associ-
ated with perceived implementation effectiveness or per-
ceived preparedness improvement.

Table 7. Summary of inferential tests.

Relationship tested a
Work level xNAPHS familiarity 153.48
Work level <implementation effectiveness 1.90
Work level xpreparedness improvement 2.10
Work level xOne Health awareness 29.35
Work level x NAPHS-related training 9.40
Direct involvement x preparedness improvement 1.82

5. Discussion

The findings show that NAPHS is widely recognised as a
relevant policy framework for strengthening health security in
Nigeria. Most respondents considered the plan aligned with
national and international health security priorities, confirm-
ing its importance as a tool for implementing IHR core capac-
ities [11, 16, 20]. The study found that NAPHS contributed
most strongly to improvements in disease surveillance and la-
boratory capacity. This suggests that the plan has supported
key technical areas needed for early detection, diagnosis and
outbreak response. These findings are consistent with the lit-
erature, which identifies surveillance and laboratory systems
as central pillars of health security preparedness [31, 32].
However, implementation effectiveness was rated mainly as
moderate. This indicates that although NAPHS has policy rel-
evance, its operational impact remains limited. The major con-
straints were inadequate funding, weak inter-agency coordi-
nation, limited workforce capacity and donor dependence.
These challenges reflect broader concerns that national pre-
paredness plans may remain weak if they are not supported by
sustainable financing and strong implementation systems [13,
14, 28].

The results also show that familiarity with NAPHS was
higher among federal and international/partner-level respond-
ents than among state and community/facility-level respond-
ents. This is a major concern because public health threats are
often first detected at subnational and community levels.
Therefore, low awareness at these levels may weaken early
detection and response capacity. The low awareness of formal

p-value Cramér’s V  Interpretation

<0.001 0.636 Significant, large association
0.594 0.071 Not significant

0.551 0.074 Not significant

<0.001 0.278 Significant, moderate association
0.024 0.157 Significant, weak association
0.178 0.069 Not significant

One Health mechanisms also suggests that multisectoral coor-
dination has not been fully institutionalised. Since many
health threats involve human, animal and environmental sys-
tems, stronger One Health collaboration is necessary for ef-
fective preparedness and response [17, 18, 30]. Overall, the
findings suggest that NAPHS has strengthened Nigeria’s
health security policy architecture, but its effectiveness de-
pends on improved financing, workforce development, state-
level implementation, One Health coordination and monitor-
ing systems. The next phase of NAPHS should focus less on
policy design and more on practical implementation across all
levels of the health system.

6. Conclusion and Recommendations

6.1. Conclusion

This study examined the role of health policy in enhancing
health security in Nigeria, using the National Action Plan for
Health Security (NAPHS) as a case study. The findings show
that NAPHS is widely recognised as a relevant and strategi-
cally aligned policy framework for strengthening Nigeria’s
preparedness and response capacity. The plan was perceived
to have contributed most strongly to disease surveillance and
laboratory capacity, which are essential for early detection and
confirmation of public health threats. However, the study also
found that NAPHS implementation remains moderate rather
than strong. The main weaknesses include inadequate funding,
weak inter-agency coordination, limited workforce capacity,
donor dependence, low awareness of One Health mechanisms
and weak state/local implementation. Familiarity with
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NAPHS was also concentrated among federal and partner-
level stakeholders, while state and community/facility-level
actors showed lower awareness. This suggests that the policy
has not been fully operationalised across all levels of Nigeria’s
health system. The study concludes that health policy is essen-
tial for strengthening health security, but policy design alone
is insufficient. For NAPHS to achieve stronger impact, it must
be supported by sustainable financing, effective coordination,
trained personnel, clear monitoring systems and stronger sub-
national implementation. Nigeria’s NAPHS provides an im-
portant foundation for national health security, but its long-
term success depends on moving from strategic planning to
practical, funded and measurable implementation.

6.2. Recommendations

1) The Federal Government should establish a dedicated
National Health Security Fund to provide predictable
and sustainable financing for NAPHS implementation.

2) NAPHS should be integrated into federal and state an-
nual health budgets to reduce overdependence on donor
support.

3) State governments should be supported to develop State
Action Plans for Health Security that align with the na-
tional NAPHS.

4) NAPHS implementation should be decentralised to
state, local government and community/facility levels.

5) Inter-agency coordination should be strengthened
through regular joint planning, simulation exercises,
emergency preparedness reviews and accountability
meetings.

6) One Health mechanisms should be institutionalised
across human health, animal health, environmental
health, agriculture and emergency management sectors.

7) Awareness of NAPHS should be improved among state-
level and community/facility-level stakeholders.

8) Workforce development should be prioritised through
regular training and retention of surveillance officers,
laboratory personnel, field epidemiologists, emergency
response teams, risk communication officers and com-
munity health workers.

9) Nigeria should strengthen laboratory networks, speci-
men referral systems and diagnostic capacity across
states.

10)Digital surveillance platforms and real-time health in-
formation systems should be improved to support faster
detection, reporting and response.

11)Monitoring and evaluation of NAPHS should be
strengthened using clear performance indicators such as
time to detection, time to notification, time to laboratory
confirmation and time to response.

12)Community engagement and risk communication
should be improved to strengthen public trust and com-
munity participation during health emergencies.

13)NAPHS should be linked with broader health-system

strengthening, primary health care development and
universal health coverage.

14)Future NAPHS reviews should use evidence from Joint
External Evaluations, after-action reviews, outbreak re-
ports and stakeholder feedback.
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