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Abstract

The Nigerian government has formulated initiatives und plans o facilitate
and strengthen the delivery of effective, efficient, qualiry and aﬁbrdable
health services to Nigerians part of which was the lau,':('hf;-'r,f; of the National
Health Insurance Scheme (NHIS) in 2005. In this paper, H'ze[ ()]3]'961*1'1/65 of rhé
scheme vis—a-vis the overall contributions to health care delivery in Nié'cn'a
were examined. The inherent flaws, problems and challenges of' the Sc}‘.!eme
are also discussed. The paper concludes that the N;’[IS could be a
monwmental health securivy project if vigorously pursucd with sincerity of
purpose. Cerlain sieggestions that may have direct impace on the siccess of
the scheme were reconunended, o

Keywords: Health; Health Care; Health Insurance Scheme; Democratization;
Development. ‘

Introduction

Social Hea]th Insurance Scheme (SHI) is seen as a framework for providing
responsive, dynamic and functional health delivery system. There is strong
evidence to suggest that the SHIs have been successfully implemented in
EL{l‘ope angi Latin America. In Germany, for instance, the SHI has been in
existence f01_’ more than a century. Governments in {ow and middle income
countries of Thailand (Khoman, 1997; Tangcharoensathien et al 1999)
Victnam (Ensor, 1999), Indonesia and Philippines (Tan, 1998) as well as
Kuzukhs_tan (Ensor, 1999) have also adopted SHI as a means of irnproving
accessibility to health care system, Generally, the SHI is supposed to be a
health Tinance mechanism that could provide government with a stable ;m;J
prompt How of funds into the health sector usually  through  pooled
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contributions. It may include pooled contributions from the public sector
emplovees and their employers; self-employed persons:. and contributions
made on behalf of the poor persoas by the govermment (8 icalib Insoramce
Affairs, 2008).

In line with the global wends, the Natiomal Health Imsurance Sl
(NHIS) was launched in Nigeria in 2005 with a view fo solving some of (-
challenges faced by the modem healihcare services. It was opmed that ¢
scheme would solve the lingenng problems and challenges that have
tormented health care services over the years particularly the problemms
associated with accessibility (Ibiwoye & Adeleke. 2007) as well as
inadequate funding in hezlth sector. While it is crysial clear that the schemme
is siill young, an important question 1o ask is: (o wihat extent has the NEILS
improved accessibility 10 quality bealthcare services i Nigeria? It is against
this backdrop that this paper examines the conditions that mformed the
adoption and establishment of the NHIS in Nigeria. The objectives of the
NHIS vis-a-vis 1ts overall contributions to healihcare delivery are also
examined. The inheremi flaws, problems and clhullenpes of the scheme are
also discussed. Apart from the introductory part, the paper is divided mto
four sections. In the first section, the poor state of healthcare delivery system
in Nigeria thal necessitated the mtroduction of the scheme was discussed.
The emergence of the NHIS was discussed in the second section vis-&-vis is
ohjectives and purposes. The problems and challemges of the NHES were
highlighted in the third section of the peper The last seciion coaciudes 1the
paper by proffering measures capable of improving the activities of the
NHIS.

The State of Health Care Services in Nigeriaz

One of the primary and statutory responsibilities of the govermment is o
provide some form of social security and protection to the citizenry. Perhaps,
one of the most paramount of the social security is health security. Hemoe,
from time immemorial, governments all over the world, be it capitalist or
socialist oriented government. have actively mvolved mm health care service
delivery and have consistently participated im tromsforming the healih care
systems with a view to achieving quality, efficiency, professiomalismm amd
democratic legitimation through performance nmanagement amd stxte-
sponsored policies and machineries (Kuhlmanm et al. Z009). This, howewer,
does not rule out or downplay the pivotal role of service users amd
professional groups in shaping the nature, foture and dymamics of the public
hicalth care system (Kuhlmann et al. 2000). Evem im coumiries where the
principles of capitalism are dominant like the United States of Amertica
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(USA) and Germany, governments stll play active role in terms of
implementation of health policies capable of boosting the quality of health
care services and protecting citizens’ right to health,

The government of Nigeria is a signatory to local and internationyl
health treaties and legislations. The government of Nigeria “recognises (e
right to health and has committed itself to its protection by assuming
obligations under international treaties and domestic legislations mandating
specific conduct with respect to the health of individuals within its
Jurisdiction” (Nnamuchi, 2008, p-1). The Nigerian political system has been
structured to reflect a Federal system arrangement where governmen
machineries and responsibilities are constitutionally shared among the
Federal, State and Local Governmment authorities. Each of these tiers ol
government is politically autonomous especially in terms of financing and
managing health services under its jurisdiction (Nigeria Health Watch, 2010),
More than 50% of the public health expenditure occurs at the state levels,

15.23% and 33% occur at Local Government and Federal levels respectively
(Bello, 2006).

Correspondingly, the provision of health care services operates al
three levels of care: the primary, the secondary and the tertiary heallh
facilities (Ayeni, 2002; Federal Ministry of Health (FMoH), 2004a; Asuzu,
2004). These facilities provide overlapping health services. The primury
health facilities are supposed to treat and manage miner health problems like
domestic accidents and are usually under the management of the Local
Government Authority. Where health matter becomes complicated and
difficult to handle at the primary health facilities, they are supposed to be
referred to secondary health facilities under the management of the Stale
Governments which might include General and Specialist Hospitals. Tertiary
health facilities are the apex health care delivery system in Nigeria. Apart
from treating, and managing complicated health problems and handling
surgical operations, they aiso serve as training ground for prospective
medical doctors. They include Teaching Hospitals and Federal Medical
Centres. These are managed by the Federal Government (see Ayeni, 2002;
FMOH, 2004a). However, most Nigerians who scek treatment at these
facilities do not often follow this procedural treatment. i.e. from primary to
secondary and tertiary health institutions. In many occasions, tertiary health
facilities are flooded with minor heaith problems that could be handled at the
primary health facilities (Akande, 2004). A recent survey shows that there
are 59 Teaching Hospitals and Federal Medical Centres across Ni geria; 37
states’ ministries of health including Abuja; 774 Local Government
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Departments of Health; 3, 303 General Hospitals; and 20, 278 Primary
Health Centres and Health Posts (Omoruan et al. 2009).

The on-going democratisation process which began in 1999 inherited
from the military junta a dysfunctional health care systern; health system
characterised by severe lack of skills and exacerhated by the ‘brain-drain’
syndrome, shortages of drugs and nadequate health infrastructures.
According to Nnamuchi (2008), prior to the economic crisis of the mid-
1980s, health service delivery in Nigeria witnessed a robust growth as
services were virtually rendered free of charge at public hospitals except in
rural areas where such services were apparently insufficient but visible. He
attributed the improved state of health care at that time to government’s
commitment and foreign assistance from international donour agencies.
However, things began to fall apart in the health sector after the mid 1980s.
Many factors were attributed to the downward trends in the health sector.
They included reduction in revenue from oil exports, swelling external debts
burden as well as rapid population growth rate (Shaw & Griffin, 1995). The
over all effect of these was a rapid decline in the quality, responsiveness and

effectiveness of publicly provided healthcare services (Shaw & Griffin,
1995,

For almost a decade, the Nigerian Gross Domestic Product (GDP)
has continued o grow. Unfortunately. this has had litle impact on the
Nigerian health sector. In Sub-Saharan Africa (SSA), Nigeria has one of the
lowest health practitioners-to-patient ratios with (0.3 physicians per 1,000
persons, 1.7 hospital beds per 1,000 persons, as well as 1.7 nurses, 0.02
dentists, 0.05 pharmacists, (.91 community health workers, 1.696 nurse
midwives per 1,000 persons (Ogbolu, 2007; WHO, 2006). The majority of
the Nigeria population has no adequate access to modern health care services
with serious impact on infant and mortality rates. Out of the 101,041
communities in Nigeria, studies have shown that only 14.3% (14,474
communities) have access to some form of modern health care facility
(Orubuloye & Ajakaiye, 2002). A recent report shows that the national
nverage of the percentage of mothers recelving antenatal care is about 60% in
Nigeria out of which only 37% deliver in health care facilities managed by
«ualified professionals (UNDP, 2009). The health inequality between rural
and urban population is worse. This has been confirmed by Kupari's (2005)
sty in Thadan where it was found that urban women received antenatal care
three times more than their rural counterparts.
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Nigeria has one ol the word health mdw o mthe v?forld; as on‘clof
the countries with the baplenl mbant ol neternal mertality rate. While
Nigeria constitutes only e ol the wodld s popubabion, she a_iccounts for a
thopping 0% of the world s maternad and aader Hve m(.)r[a?:[y. More than
50 000 Nigerian women dic from pregnaney related (;omp]ilcatlons every vear
with another 230000 newborn babies (FMol and NPHCDA, 2009). Rlcpons
lrave indicated that rural infants, infants of uncducated 1110[1‘191'5, and infants
in the poorest households continue o have higher nmrtqilty risks thzlvl) mote
advantaged intants (WHO. 2000). All these L‘OL.lldiC}{phUﬂ why the Nigenan
Wealtls care sysicr serformance was ranked 187" posidon among [hg 1?1
Member Siatés oi the World Health Grganisation in 2000 (FMok, ;Q(Hp;
~igeria Vigsion 2020 Programme, 2009y, Tatle § below indicates that Nigeri
has one of the fowust deveiopment reposts in Adrica,

Table i Beveloy i Reports in seleet

Country it ;y.m.pe.g.miam; : _x:J:.a urjl hia .f.m;l‘. :
: Rank | of Life + Aortality Mortality
} ' Rate ‘04 Ratio ‘
| ; 2 }
| Ghana 135 112 _3::8 ]
A 1 146 /
| L ameroon e 159 3 _ |

Togo

Zenin

lvory Coast 104
" Chad

Sierra Leone |

Cae of the conuibating Tuciors to the poor staie of heaith care
sorvices in Nigeria is poor financing. Despite being the 2™ ieru'rgcst ECOROITLY
in Afvica and the &" Oil Producing Country in the world, health care
financing in Miseria vemains one of the lowesl In Africu‘. s lc.)we?' than
Kenva, Eie'nega} ané South Atrica. o 2303, governmelt s (:()_nlrlbuuo{'l to
i‘:calih sector as a percentage of GDP stood at 1.3%, a q§clllle 11‘o'm" 2.29% in
2000 (Nnamuchi, 2008) compared to 8.7% in South Ah'u.:a,.él.Q% in Kenya
and 5.19% in Senegal (Scheil-Adlung et ai. 2006, p.3). This 1\5.“1130 contmsts.
sharply the 15% of national budget recommended by the African Heac‘ls; (.)I
States in Abuja in 2001 (African Union, 2009). The resultant effect of this
scenario 1s that health services are funded through out-of-pocket (OOP)
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payments which amount to 63% of the total health care expenditure in
Nigeria (Mclntyre & Green, n.d). Based on these challenges, it became
crystal clear that the Nigerian health care sector needed an urgent solution to

avert any further devastating and catastrophic consequences, hence, the need
for establishment of the NHIS.

The Emergence of the NHIS

Some studies about alternative funding mechanisms for health sector have
been centred on government funded national health services and social health
insurance (Danish Ministry of Foreign Affairs, 2007). The 2008 report of the
World Health Organisation (WHO) has advocated for a universal coverage
under the principles of the SHI as a means of improving health care services
particularly in developing countries (Health Insurance Affairs, 2008). In the
suine vein, it has been suggested that to tackle the problems of poor quality
of services and insulTicient funding embedded in the health sector in Nigeria,
an aiternative but autonomous heelth funding mechanism would be required
to provide additional finance that would sustain the health care demands of 4
erowing population and improve standards of care (Health Insurance Report,
'005). This development has brought SHI into the mainsiream of health care
policy in Nigeria which was originatly conceived to provide resources thur
wouid aliow cross subsidisation in the health secior such that the ealthy pay
lor 1he sick. the voung pay for the old and the rich pay (o the poor (Health
hisurance Joepoe

1

TN He it becamiwe obvicus that this kimd of

it SRR DL st

yotvin cowmd nol ihiive 1o counides wiere the
Il like Nigeria, and where the covernment may
hot Be financistly buoyant to pay for the contributions of the most vulnerable
cronps in the seeiety (e, the old, ehildren and the destitute persons) (Health
huranee Repost, 2003). Yet, heaith care reform was imperative considering
the mherent healtl challenges in Nigeria (Asuzu, 2004). The idea to reform
e health sector was contained in.the National Leonomic Empowerment and
Prveveloprent Strategy (NEEDS) of the government;

The goal of the health seclor's component of the NEEDS is

to improve the health states of Nigerians as a significant co-

factor in the country’s poverty reduction strategy. The

initiative will involve the undertaking of & comprehensive

health sector reformy largely aimed at strengthening the

national  health systemn, and enhancing the delivery of

ellective, efficient, quality and affordable health services to

Nigerians (National Planning Commission, 2004, p.103).

tormal secior is relatively sma
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Perhaps, consequent upon this resolution, the National Health Tnsurance
Scheme was launched in 2005 with the following objectives:

* Ensure that every Nigerian has access to good health care services;
+  Protect families from the financial hardship of huge medical bills;

* Ensure equitable distribution of health care costs among different
income groups;

* Maintain high standards of health care delivery services within the
scheme;

*  Ensure efficiency in health care services;

* Improve and harness private sector participation in the provision of
health care services;

* Ensure adequate distribution of health facilities within the
Federation; and

* Ensure the availability of funds to the health sector for improved
services (Ajumobi & Chiejina, 2010),

NHIS performs the following roles:

*  Registration of HMOs and Providers;

= Setting of standards;

*  Ensure compliance with standards;

*  Mobilisation and sensitisation of all stakeholders:

*  Defining the minimum benefit package;

*  Drawing up contracts between stakeholders;

» Training, monitoring and evaluation (Awosika, 20035).

The main source of NHIS funds are contributory premiums from
employees of the Federal Government of Nigeria. This is l.\'nown as the
Formal Sector Social Health lnsurance. An empioyee contributes 5‘%': of
salary which is matched by 10% paid by the employer. Other conceived
insurance programmes which are yet to be implemented are the Under-5
Childrer Social Health Insurance programme, Permanently Disabled Persons

Social Health Insurance Programme, the Prison Inmates Social Health

Insurance and the Rural Community Social Health Insurance Programme.
7
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The National Health Insurance Scheme collaborates with thé Health
Maintenance Organisations (HMOs) in the provision of health care services.
The NHIS purchases healthcare services on behalf of enrollees and their
dependants from healthcare providers both in the public and the private
sectors using  health insurance companies and Health Maintenance
Organisations (HMOs) as third-party administrators (Health Insurance
Affairs, 2008). In return. the HMOs pay & combination of capitation payment
and fee for service reimbursement to health care providers (HCPs) (DFID,
2002, pp.15-16). Other roles performed by the HMOs include:

* Register employe_rs/employees;

*  Collect contributions of employers and employees; - e

* Register providers;

*  Ensure qualitative and cost effective health care services to
contributors through Health Care Providers (HCPs);

*  Ensure proper adherence to referral procedures;

* Render returns to NHIS:

*  Maintain ethical marketing strategies;

*  Ensure effective quality assurance systems;

*  Ensure smooth change of provider within the stipulated peried; |

*  Organise risk management enlightenment for paﬁies involved; and

*  Health promotion and education (Awosika, 2003). |

Health services provided under the scheme shall include:

* Preventive health services - immunisation, famnily planning, ante-

«and post-natal care, Ambulatory and in-patient care services;

*  Diagnostic treatments;

*  Proviston of drugs; and

*  Limited dental and optical services.

There is an evidence to suggest that the scheme has been well received
by Niperians, NHIS is believed by the majority of Nigerians of capable of
tnproving health care delivery to the people provided it is properly
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implemented ¢
are no fewer
the NHIS (T

s1 & Awe, 2009a, 2009b). Reports have shown that there
peven million Nigerians that are currently registered under
erian Tribune, 2009, p.10). Indeed, the NHIS has brought
the system of health care financing in Nigeria. Yet, certain

below:

Challenging Issiges in NHIS

In 2002, the DFID Health and Population Department organised a workshop
in London to sensitise policy makers in SSA countries on not only the
strengths of the SHI but also the problems and challenges facing the scheme
in developing countries including how to deal with the issues of chronic
diseases like HIV/AIDS under the scheme. Among countries in attendance
were (hana, Nigeria, Kenya, South Africa, Tanzania, Malawi and Uganda.
The workshop identified and highlighted some of the imminent bottlenecks
and challenges that face public health insurance scheme in developing
countries. They include: the challenges of raising additional revenue beyond
employees’ contributions; the challenges of universal coverage including the
extension of the health care to the poor in the informal scctor and rural areas;

the challenges to cost containment and efficiency; and the challenges ol

health care package and responsibility for public health services. Beyond
these, there are also the challenges of cultural compatibility. In other words,
there are views in some quarters that the scheme does not recognise the
African culture where dependants of an enrollee are very much likely (o be
more than four covered by the scheme.

According to DFID (2002), one of the major challenges of the SHI in
SSA is the small size of the formal sector. The formal sector is so small that
to generate the needed finance to sponsor the SHI to achieve a universul
coverage becomes highly cumbersome. For instance, formal sector accounis
for less than 10% of the total population in Nigeria (Health Insurance Report,
2003). As a result, there might be the need for additional programmes under
the scheme to raise finances to enable the government achieve universal
coverage for over 150 million Nigerians. Also related to this problem is the
difficuity in increasing revenue from the informal sector of the cconomy
considering the lackadaisical attitude towards insurance services in Nigerii
A recent study by Yusuf et al. (2009) found that attitude towards insutines
services among Nigerians is generally uppalling. This was attribuled 1o
varying socio-cultural and economic factors.

Furthermore, so far, the beneficiaries of the NHIS are limited o
employees of the Federal Government and large burcaucratic organisations
like the banking sector. Employees of the State Governments, snall privige
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lmsinesses, those in the informal sectors of the economy and the rural
populace  are currently mnot covered under the scheme. In fact, the
nuplementation of the NHIS is currently contrary to its mandate. Instead of
losing the gap between the rich and the poor, the implementation of the
w heme as it stands today seems to have widened the gap between the rich
sl poor. These categories of Nigerians, who are the majority, would have to
continue to pay for health care scrvices out of their pockets until they are
recognised under the scheme. This means it is not clear if the universal health
overuge promised by the scheme by 2015 would be achieved. This has been
considered as a major set-back in government’s efforts to improving access
(o mudern health care services through the NHIS. The Executive Secretary of
e scheme has therefore acknowledged the need for acceleration of efforts
atnwed at the engagement of the States and the Local governments for the
putpose of covering them in the scheme (see Ajumobt & Chiejina, 2010).

Other problems bedeviling the NHIS include the problems of delay
m iepistration and issuance of identity cards to new employges and their
dependants and payment of capitation and fee-for-service by the HMOs to
health care providers. Movement within the three tiers of health care is yet to
bu- Cdearly spelt out and executed. These issues were echoed by the committee
ol Chiel Executives of Federal Tertiary Hospitals in a communique issued at
ihe end of the 58" quarterly meeting held at the University of Benin
feaching Hospital, in July, 2007. The committee concluded that there was
e need for upward review of the capitation to institutions as well as the
ned 1o streamline the movement of patients within the three tiers of the
health care system (i.e. the primary, secondary and tertiary health
innGtutions) in order to improve access to health care services.

IYinatly, there have been reported cases of political and financial
maneuvering between healthcare providers and the HMOs (Health Insurance
Atlairs, 2008) and various representatives of health team such as the
comimunity pharmacists and medical doctors (Chikwe, 2008). In 2008, barely
thiee years after the launching of the NHIS, private health providers in Port
Iareourt, through their professional body instructed members to desist from
pathicipating in the Managed care programmes of the HMOs. The managed
cae programimes is the “systems for organising doctors, hospitals and other
providers into - groups to enhance the quality of health care services”
{ Awiontka, 2005, p.43). The emerging face-off between the stakeholders in
"ot Elarcourt and some other parts of the country has been attributed to the
gl handedness’ of the HMOs which, include the setting of arbitrary
tanidls, inconsistency in the payment of capitation as well as communication
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bartiers between health providers and the HMOs coupled with ‘weak
repnlatory capacity” of the NHIS (Health Insurance Affairs, 2008).

Conelusion

This paper has examined the most burning issues surrounding the NHIS in
Nipetia. It is argued that the poor state of the Nigerian health sector which
has inadvertently erippled activities in the sector necessitated the adoption of
the NHIS in 2005. However, the implementation of the scheme has been
enpulfed by numerous administrative and logistical problems and challenges
(it make quite a number of Nigerians sceptical about the future of the
propriamme and the possibility of achieving its mandate. For instance, less
than 10% of the total population of Nigeria is genuinely covered under the
wheme. Besides, there are infrastructural challenges that need to be
addressed by the government in order to improve the quality of health care
wiviees in the country. In other words, the development and improvement of
the infrastructural and social amenities such as electricity, information and
comnwnication  technology (ICT) is germane to the successful
nnplementation of the NHIS in Nigeria. Power generation and distribution
hive 1o be taken very seriousty and non-politicised. At the moment, the
rlectricity body in Nigeria, the Power Holding Company of Nigeria (PHCN)
supplies only about 3000 megawatts of electricity to a population of about
I6 million people. It is evident that a significant number of health
mslitutions in Nigeria have limited access to internet connections to facilitate
heatinent, learning, research, record keeping and service delivery. Private-
public sectors partnership is vital for attaining the best health possible
(latzan ¢ al. 2000). The private health insurance scheme needs to be
evitalised to improve competition and quality of health care services in the
Nipetian health scctor. Lastly, there is the need for a decentralisation of
authority to provide speedy services to enrollees under the NHIS.

Abdullahi, A. A.; Fawole, 0. A.; and Saliman, T. S.
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