Annexure 1: Detailed Search Strategy and Screening Results
[bookmark: _GoBack]This annex contains the entire search strategy that was used to guide the narrative review. The search strings used in the databases, the filters used, and the results of the search are included in the annex. The search was carried out in PubMed, Web of Science, and Google Scholar between January 2000 and December 2025. In total, 751 records were found, with 52 included after the removal of duplicates and assessment of the full texts.
PUBMED
	S/N
	SEARCH KEYWORD
	Result returned
	Relevant
	Excluded
	Filter applied

	1.
	("Continuity of Patient Care"[MeSH] OR "continuity of care"[Title/Abstract])
AND
("Physicians"[MeSH] OR doctor*[Title/Abstract] OR physician*[Title/Abstract])
AND
("Health Workforce"[Title/Abstract] OR "health personnel"[MeSH])
AND
(Nigeria[MeSH] OR Nigeria[Title/Abstract])
	10
	2
	8
	None

	2
	("Emigration and Immigration"[MeSH] OR "brain drain"[Title/Abstract] OR migration[Title/Abstract])
AND
("Physicians"[MeSH] OR doctor*[Title/Abstract])
AND
(Nigeria[MeSH] OR Nigeria[Title/Abstract])
	45
	35
	10
	None

	3
	("Education, Medical"[MeSH] OR "Residency"[MeSH] OR "postgraduate medical education"[Title/Abstract]) AND ("Physicians"[MeSH]) AND (Nigeria[MeSH] OR Nigeria[Title/Abstract])

	70
	10
	60
	None

	4
	("Health Policy"[MeSH] OR "Health Services Administration"[MeSH] OR governance[Title/Abstract] OR "health system*"[Title/Abstract]) AND ("Physicians"[MeSH] OR doctor*[Title/Abstract]) AND (Nigeria[MeSH] OR Nigeria[Title/Abstract])
	26
	5
	19
	Government Publication, Observational Study, Review, Scoping Review, Systematic Review, from 2000/1/1 - 2025/12/30.


	5
	("Continuity of Patient Care"[MeSH] OR "health workforce"[Title/Abstract]) AND ("Developing Countries"[MeSH] OR "low- and middle-income countr*"[Title/Abstract]) AND ("Physicians"[MeSH])
	9
	2
	5
	Government Publication, Observational Study, Review, Scoping Review, Systematic Review, from 2000/1/1 - 2025/12/30.





Web of Science
	S/N
	Search Keywords
	Returned
	Relevant
	Excluded
	Filter

	1
	((ALL=(Continuity of Care)) OR ALL=(Care Continuity)) AND ALL=(Nigeria)

	91
	6
	85
	None

	2
	TS=("continuity of care" OR "continuity of patient care")
AND
TS=(physician* OR doctor*)
AND
TS=(Nigeria)
	4
	0
	4
	none

	3
	TS=("brain drain" OR migration OR emigration)
AND
TS=(physician* OR doctor*)
AND
TS=(Nigeria)
	52
	39
	13
	none

	4
	TS=("medical education" OR residency OR "postgraduate medical education")
AND
TS=(physician* OR doctor*)
AND
TS=(Nigeria)
	98
	32
	66
	none

	5.
	TS=("health workforce" OR "health system*" OR governance OR "health policy")
AND
TS=(physician* OR doctor*)
AND
TS=(Nigeria)
	106
	36
	70
	Excluded: Editorial materials, Proceeding paper, Letter




Google scholar
	S/N
	Keywords
	returned
	relevant
	Excluded
	Filter

	1
	"health system governance" Nigeria

	8
	3
	5
	2000 - 2025

	2
	"physician migration" Nigeria

	4
	2
	2
	2000 - 2025

	3
	"brain drain" doctors Nigeria
	2
	1
	1
	2000 - 2025

	4
	"medical education" Nigeria doctors
	3
	1
	2
	2000 - 2025

	5
	"residency training" Nigeria
	42
	11
	31
	2000 - 2025

	6
	"health workforce governance" Nigeria
	181
	32
	149
	2000 – 2025 

	
	
	
	
	
	

	
	TOTAL (All Databases)
	751
	217
	534
	




Duplicates: 50
Records from other sources (manual searches and citation tracing) included in the manuscript: 15
Literature meeting inclusion criteria for the manuscript: 52
Reason for excluding literatures: restricted access, literatures not published in English, not reporting findings relevant to the themes, more recent data is published in another study or peer reviewed sources and/or published before the year 2000. 
Exclusion reasons: restricted access, non-English publication, irrelevance to themes, outdated data (pre-2000), or superseded by more recent peer-reviewed sources.

Annexure 2: Legal and Policy Paralysis—Systemic Abdication of the Right to Health
The annex is an in-depth legal and policy analysis that substantiates the "governance helix collapse" thesis discussed in Section 5.3 of the main text. The annex assesses constitutional, legislative, and international law breaches that are contributing to Nigeria's health workforce challenge, which include labor law breaches, breaches of international covenant law, and policy breaches that cumulatively contribute to the challenge of continuity of care. The annex is an extension of the synthesized evidence provided in the main text and serves as a foundation for the reforms suggested in Section 8.
Legal and Policy Paralysis: Systemic Abdication of the Right to Health 
The continuity of care disruption in Nigeria is not just an incidental fact; it is the absolute result of the long-term legal and policy stagnation that has created a systematic negligence in the maintenance of basic healthcare governance and the active violation of the domestic and international legal obligations. This is endemic inaction, which has led to a two-tier system, with one tier catering to the political and economic elite who seek healthcare services outside of the country, and a subordinate tier serving the rest of the population, who are forced to go through a fractured and sub-optimal healthcare system.
Governance Failure to Protect Healthcare Professionals
The inability of the state to fulfil its responsibility to protect the workforce in the healthcare industry is one of the central aspects of the systemic crisis. The most drastic example of this abdication is the violation of the primary labour principles and constitutional rights of dignity and safety. The Nigeria Factories Act (Cap F1, LFN 2004) states that the maximum workweek of industrial workers is 48 hours, whereas the Labour Act (Cap L1, LFN 2004) requires employers to provide reasonable working hours and rest time; however, there is no modern or specific law that can protect the medical workers against systematic exploitation.
As a result, junior doctors are planned to work more than 100 hours per week, which is twice the international and normative national working hours (Aderinto et al., 2024). This is not just a burdensome schedule; it is a de facto that this official action is against the established Section 17(3) of the Constitution of 1999 that stipulates that the state has to guarantee the safety and health protection of all the employed people (Federal Republic of Nigeria, 1999). The reported episodes of syncope(fainting), unfortunately, even death in the middle of these long shifts of junior doctors reported are a terrifying testimony to the constitutional violation and an appeal to the necessity of legislative changes (Ben, 2025; Daniel, 2023).


The Unlawful Foundation of a pathological Hierarchy 
The abuse and exploitation of junior doctors in Nigeria have become an issue that goes beyond professional ethics; it is a violation of several existing domestic and international legal instruments designed to safeguard the dignity, rights, and safety of all citizens, including health care workers.
Nigeria’s ratification of main international treaties creates an obligation on the state to protect its citizens including doctors against the systemic abuses that are part of medical education and hospital systems.
In Article 7, the International Covenant on Economic, Social and Cultural Rights (ICESCR) defines the principle, according to which every person has the right to fair and favourable working conditions. This includes fair pay, healthy and secure working conditions and equilibrium in the reasonable workload and leisure hours as defined by the United Nations general assembly in 1966 (UNITED NATIONS, 1967). The most disturbing fact is that the continuous demand on junior doctors to work regularly more than 100 hours a week, consequently subjecting them to death-related consequences, is an irrefutable violation of these assured rights (Aderinto et al., 2024; Ben, 2025; Daniel, 2023; Oguntola & Nwankwo, 2025; UNITED NATIONS, 1967).
The African Charter on Human and Peoples’ Rights (Banjul Charter), Article 5, prohibits all forms of exploitation and degrading treatment, including “cruel, inhuman or degrading treatment” (OAU, 1986). The prevalent bullying, coercive control, and psychological abuse described by junior doctors constitutes degrading treatment, thus obligating the state to provide redress.
Additionally, the International Labour Organization (ILO) Forced Labour Convention, 1930 (No. 29) generally recognized as customary international law prohibits any kind of work obtained through threat or coercion. Forcing physicians to work outside the scope of their contracts (for example, personal tasks) or to work more than the typical workweek, under threat of disciplinary action, can be classified as forced labour (Afolaranmi et al., 2022; Ihejirika et al., 2023; ILO, 1930; The Tide, 2023).
Breaches of Nigeria’s Domestic Constitution and Labour Law
From a domestic point of view, the ongoing existence of these situations amounts to breaches of Nigeria's own constitutional and statutory provisions. 
Section 34(1)(a)–(b) of the 1999 Constitution of the Federal Republic of Nigeria grants the right to dignity - “no person shall be subjected to torture or to inhuman or degrading treatment.” The verbal, physical, and psychological abuse of junior doctors violates their right to dignity (Federal Republic of Nigeria, 1999). Section 17(3)(a) and (c) of the same Constitution requires the state to “secure for all citizens adequate means of livelihood” and “protect the health, safety and welfare of all persons in employment.” Permitting exploitative and unsafe working conditions in healthcare system represents a clear disregard of this constitutional duty (Aderinto et al., 2024; Federal Republic of Nigeria, 1999; Ihejirika et al., 2023).  
The Nigerian Labour Act (Cap L1, LFN 2004) and Factories Act provide obligations on employers to ensure reasonable working conditions, and the safety of workers. Requiring medical practitioners to carry out domestic roles, or work to the point of exhaustion under threats of sanction represents a violation of both the implied contract of employment, and statutory labour protections (LAGOS JUDICIARY LIBRARY, 2004; National Electronic Labour Exchange, 1971).
As such, the established hierarchy and culture of abuse in Nigerian hospitals is not simply a cultural pathology; it is a multidimensional legal problem, or combination of legal problems state complicity in violating constitutional rights to dignity and safety, violation of international obligations, and violation of professional ethics, for example. This legal inertia perpetuates systemic exploitation thereby heightening the attrition of the workforce and destabilizing continuity of care. Thus, this is not a call for civility it is a call for law to be enforced and for accountability to be restored in institutions.
The Abdication of International and Constitutional Obligations 
Although Nigeria is a signatory to many international treaties that promote health as a basic human right, its policies consistently infringe on these agreements. Nigeria ratified the International Covenant on Economic, Social and Cultural Rights (ICESCR) with a commitment to "the right of everyone to the enjoyment of the highest attainable standard of physical and mental health" (UNITED NATIONS, 1967). Nigeria is also bound by its membership in the African Union by the African Charter on Human and Peoples' Rights, which clearly guarantees the right to health (OAU, 1986). The repeated underfunding of the health sector at less than 15% as agreed in the Abuja Declaration and the retention of an effective health workforce demonstrate a violation of the legal obligations to progressively realize the right to health (Dereje et al., 2025; WHO, 2016). 
This neglect also undermines Nigeria's own National Health Act (2014), which was established to "provide a framework for the regulation, development, and management of a National Health System" and to "set standards for rendering health services." The Act’s stipulations for universal access and basic healthcare packages are, in reality, largely unimplemented, particularly in rural areas, so it remains just a paper promise (NATIONAL HEALTH ACT, 2014, 2014). 
Infringement of Nigerian Labour Law and the Constitution 
The crisis is a multi-layered infringement of Nigeria's domestic law, resulting in harm to the health workforce and to members of the public. 
· For Healthcare Workers: The Factories Act (Cap F1, LFN 2004) and various state-level labour regulations implicitly require safe working hours and safe working conditions. Despite this, resident doctors are routinely working over 100 hours per week, and surgical residents are recording shifts of over 160 hours, resulting in a documented history of collapse and mortality (Aderinto et al., 2024; Ben, 2025; Daniel, 2023; LAGOS JUDICIARY LIBRARY, 2004). This state-endorsed over-working of healthcare workers not only is a violation of universal labour rights but creates circumstances resembling modern-day slavery. To make matters worse, Section 17(3)(a) of the Constitution of Nigeria 1999 states that the State shall direct its policy towards ensuring that "all citizens, without discrimination on any group whatsoever, have the opportunity for securing adequate means of livelihood". The government's failure to provide adequate remuneration, safe working conditions, and protections from violence (Federal Republic of Nigeria, 1999; Njaka et al., 2020; Onwuzo et al., 2021), constitutes a breach of this constitutional provision for its medical workforce.
· Regarding Patients: The medical and dental council of Nigeria (MDCN) is mandated by law under the MDCN Act Cap M8, 2004, Laws of the federation to maintain a register of persons licensed to practice medicine in Nigeria – allowing patients to know their doctors and avoid falling victim of quackery (Ayeni, 2024; MDCN, 2004), yet MDCN had challenges establishing and maintaining this register, exposing patients to quacks (Ayeni, 2024),  constituting a violation of patients right to safe and quality healthcare. Exposing patients to dangerously overworked and burned-out physicians constitutes a violation of their right to safe, quality care. It indicates a breach of the government's fiduciary responsibility to protect its citizens. Setting aside historical precedent, Section 14(2)(b) of the 1999 Constitution states that "the security and welfare of the people shall be the primary purpose of government." The preventable deaths among mothers, the rising tide of antimicrobial resistance, and the inability for millions of people to see a doctor is a catastrophic failure to support that purported constitutional purpose, a health crisis has become a constitutional crisis (Cresswell, 2023; Okafor, 2025). 
· For Underserved Populations: Systemic neglect of rural communities, and the resulting disastrous out-of-pocket expenses, contradict the National Health Act's universal health access guarantee, as well as the African Charter's obligation to include the principle of non-discrimination in the right to health (M. N. Onah & Govender, 2014). The insular urban-centric concentration of doctors, leaving states such as Kano with fewer than 600 doctors for 20 million people, indicates a policy-driven inequality of access to health services, breaching the duties of the state to ensure healthcare is accessible to all (Ibrahim, 2024; OAU, 1986)
Policy Paralysis and the Punitive Turn 
The government's reaction to a disastrous workforce shortage has not involved reform but rather coercive measures, often resorting to moral blackmail; thereby making the existing therapeutic alliance worse (Jirome, 2022; Medical Mirror, 2025). Rather than addressing the push factors funding, safety, and security policymakers have tried to legally bind health workers to an already broken and dispirited system (Medical Mirror, 2025). A clear example is how the government dealt with the 2021 resident doctors’ strike. Instead of engaging with some good faith dialogue, they invoked a no work, no pay policy and went to court to get an injunction to coercively put doctors back to work - reclassifying a public health crisis as simply a labor dispute (Adejoro, 2024; Okafor, 2025; Onyedika-Ugoeze & Omolaoye, 2021). 
This punitive response exposed millions reliant on maternal, chronic, and emergency care to a disruption of continuity of care. An acknowledgment of a fundamental policy failure is present, seeking to make a revenue stream for the government in the event of brain drain, rather than seek to end it. Proposed legislation regarding five years of compulsory service prior to emigration, while not enforced, is simply further coercion, and more punishment of the labour force for the incompetence of the state (Aderinto & Olatunjib, 2024). 
The Humanitarian Crisis in Rural Areas and Elite Medical Tourism 
The implications of this paralysis are even more severe in rural areas where the state [has] essentially abrogated its role. For example, in Kano State, with an estimated population of 20 million, there are fewer than 600 doctors, which fundamentally contradicts the state’s constitutional duty to provide security and welfare (Ibrahim, 2024). In some areas of the state, maternal mortality rates are reportedly as high as 4,677 per 100,000 live births—a number that suggests a humanitarian crisis (Kassep, 2025). And yet, the government remains silent and inactive when it should be addressing a domestic humanitarian crisis. 
The abandonment of healthcare in rural areas stands in stark contrast to the entrenched culture of elite medical tourism—a well-documented practice by which senior government officials and policymakers routinely travel abroad for medical care, signalling to the public that they deeply distrust the system they are charged to improve (Adeoye, 2023; Angbulu, 2022). This paradox is further exacerbated by how public officials try to justify these expenditures abroad while pregnant mothers, children and elderly die from avoidable causes in their home country. This represents a breach of fiduciary duty and an ethical lapse of governance, eroding public trust in health institutions and undermining the legitimacy of Nigeria’s health system. Beyond systemic failure in healthcare governance at state and national level and growing culture of elite medical tourism, there is growing evidence of widespread mismanagement of donor and development partner’s funds and resources, further undermining continuity of care and sustainable health system reform (Abuja, 2022; Smith, 2012). 
Ineffective Donor Partnerships and Accountability Failures 
This policy paralysis extends into mismanagement/misappropriate of international aid. Many policies and projects initiated in partnership with various donors and development partners failed due to unclear targets, a lack of transparent accountability mechanism, and poor coordination between state and federal governments (Makinde et al., 2018; Najar et al., 2025; Oluseye, 2024; B. Uzochukwu et al., 2018). The lack of governance means funds designated for public health interventions fail to translate into sustained, continuous care on the ground, wasting critical resources needed to close the existing equity gap. 
Ultimately, the paralysis of Nigerian healthcare laws and policies - evidenced by violations of international covenants, domestic labour laws, and the Constitution - has been the major reason for failure in care continuity. The state has failed in its obligations to both healthcare workers and its citizens, breached the social contract, and failed its primary objective, which is safeguarding the welfare of the people. Unless governance is restructured in Nigeria to enable accountability instead of coercion and begins to meet legal obligations rather than merely declare them, the Nigerian healthcare system will remain on the verge of irretrievable failure. 
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