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Nigeria National Health Insurance Scheme: A highly subsidized health care program for a privileged few.

Abstract: The National Health Insurance Scheme (NHIS) of Nigeria was established over a
decade ago with the aim of achieving universal health coverage within ten years of inception.
Currently the population coverage is less than 10%. Beneficiaries are primarily the formal sector
employees. An assessment of the three dimensions of universal health coverage in the South
West geo-political zone of Nigeria is essential to determine the gaps in these areas. These will
be of assistance for policy makers in efforts to expand the scheme. Methods: Secondary data on

health indices such as life expectancy at birth, infant and under - 5 mortality rates, maternal mortality ratio
and infectious diseases prevalence, were accessed from the World Bank website. The premium paid per

enrollee was obtained from the Strategic Review of Nigeria’'s National Health Insurance Scheme




Population figures was obtained from the Nigerian population census from the National Population
Commission website, while data on the number of enrollees, accredited facilities and the distribution of
these by State in the South West geo-political zone was obtained from the NHIS South West Zonal Office
in Ibadan, Oyo State Nigeria. The available data were manually analyzed with the aid of the MicroSoft —
Excel. Appropriate tables to align with the study objectives were generated. Ethical approval to use some
of the data was obtained from the NHIS southwest zonal office, Ibadan Nigeria. Results: poor health
indices exemplified by low life expectancy at 54 years, high infant and under 5 mortality rates of 88 and
143 per 1000 live births respectively. Maternal mortality ratio was 630 per 100,000 live births. Estimated
percentage of enrollees of the population was 1.7. At an annual growth rate of 2.7%, the estimated
population of the southwest zone in 2016 is over 35 million people of which only 1.7% were enrollees
under the scheme. Seventy-five per cent or above of enrollees in the zone were registered with just over
10% of all the accredited health facilities. Funding of the scheme was solely limited to contributions from
the federal government while beneficiaries contribution is nil, with a resultant shortfall of about one-third of
the expected total fund. The current population coverage of the scheme in the southwest zone is poor,
the, distribution of the enrollees across accredited health facilities is grossly skewed, and funding of the
scheme is inadequate. These findings have negative implications on efficiency of service delivery, and
equitable access to quality health care services. Stakeholders must address these gaps if universal

health coverage is to be achieved.
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1. INTRODUCTION

To enable individuals have access to needed health care, globally, stakeholders resolved to move towards universal health coverage (UHC) at an
affordable cost [1]. This is not unconnected with the poor health indices most prevalent in low income countries, and is worst in the sub-Saharan
Africa [1, 2]. Apart from general tax-funded method of financing healthcare, social health insurance has been acclaimed as the next best form of
achieving UHC after general tax funding system [3].The concept of social health insurance (SHI) to fund health care started in Germany about
hundred years ago [4]. France, Netherlands, Switzerland, Sweden and other European countries adopted SHI thereafter. In these countries, SHI is
coupled with other prepayment methods of funding health care such as the private health insurance and general tax-fund [3]. The much better
health indices in these countries is largely attributed to prepayment methods, as opposed to out-of-pocket (OOP) payment system prevalent in
majority of the low income countries. OOP payment fosters inequitable access to health care, delay or non-utilization of care, impoverishes
individuals and households and contributes in no small way to the high morbidity and mortality experienced in the majority of the developing
economies [5]. Among the low and middle income countries (LMICs), where OOP payment is more prevalent, Asian countries for example

Thailand and South Korea, fare better than countries in Africa, especially those in the sub-Sahara region [6].

In Africa, a few countries have shown promising SHI schemes. Ghana, South Africa, Rwanda and Kenya are typical examples [7]. However, there
still remain more challenges to implementing successful and sustainable prepayment schemes for health care in these countries, as the case is in
almost all of the African countries. Some of these challenges are the absence of factors that could facilitate the implementation of a sustainable
SHI scheme. Major factors include individual and household financial capability to pay prescribed premiums, adequate technical and
administrative skills to manage a SHI scheme and a largely formal sector setting [4]. Collecting premiums for prepayment schemes in an efficient

way as a result of the predominantly large informal sector population is still a daunting task for stakeholders in African countries [6].



One of the cardinal features of a SHI scheme is that the contribution (premium) is made by the insured either solely or with a part contribution from
the employer. SHI schemes unlike the general-tax funded health care, is more transparent, more acceptable to the public and almost free from
political manipulations. However, the most important of these could be the place of the ‘voice’ of the contributors to the SHI scheme. Generally,
contributors could be more vocal and demand better services, or partner with other stakeholders to facilitate its development and sustainability.
These peculiar attributes of SHI schemes could stimulate universal health coverage [3, 4]. There are three dimensions of UHC: (a) direct costs;
what proportion of costs are covered: (b) services; which services are covered and (c) population; who is covered? The extent to which the

challenges peculiar to each of these dimensions is addressed, will determine the extent and the speed of achieving UHC [6].

Awareness of insurance schemes, and UHC through prepayment schemes, such as a SHI is low, with an attendant gross inequity in health care
utilization [8]. A high level of awareness among the potential beneficiaries, better understanding of the basic concepts and of the benefit package
of a SHI are essential to ensure acceptance of a scheme and thus, facilitate UHC. A study by Arin and Hongoro (2010) has shown that persistent
and aggressive advocacy at the national and the sub-national levels is essential to engender a sense of ownership of the scheme among potential
beneficiaries [9]. Studies have shown that well above half of a population could be enrolled into a prepayment scheme within the space of a
decade of its commencement, if the design and implementation of the scheme is tailored to address the peculiar challenges [10]. Thus, it is
important to examine the challenges associated with the three dimensions of UHC [11] (See Fig.1) with regards to the scheme in Nigeria. This will

be of assistance in proffering the way forward for the scheme to achieving its objectives.
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1.1 The National Health Insurance Scheme (NHIS); A  Brief Background

In order to improve access to quality health care services and health status of the citizens, the National Health Insurance Scheme was established
in 1995. It became operational in 2005. The NHIS is a public-private-partnership between the NHIS, the Health Maintenance Organizations
(HMOs) and other health care providers (private and public). The overall objective is to secure universal health coverage and access to adequate
and affordable health care, in order to improve the health status of the citizens. It had the mandate to achieve this (UHC) within a period of ten
years from its inception (2005-2015). While the NHIS shapes the health insurance policy by licensing the HMOs that operates the health insurance
business, it also accredits health care facilities to provide the benefit packages to registered enrollees. The HMOs are responsible for the
purchase of health care services on behalf of the Scheme for registered enrollees. Currently, there are 62 HMOs contracted by the NHIS to
function under the Scheme. However, of these HMOs, only 5 have a total of 75% of the current enrollees. Under the present arrangement, an
individual federal government worker is entitled to register a spouse and four children under the age of 18 years. Enrollees choose their preferred

health facility to receive care [12].



To ensure an effective coverage of the populace, the Scheme has specific programs for different segments of the society. These are the Formal
Sector Health Insurance Program for the Federal Civil servants, Urban Self-employed Social Health Insurance Program, Rural Community Social
Health Insurance Program, Children under Five Social Health Insurance Program (also covers pregnant women), Permanently Disabled Social
Health Insurance Program, Prison Inmates Social Health Insurance Program, Tertiary Institutions and Voluntary Participants Social Health
Insurance Program and the Armed Forces, Police and other Uniformed Services Insurance Program (captured under the Formal Sector Program).

However, of all these Programs, only the Formal Sector Program is functional [13].

Of the 23,640 health care facilities available in the Country, only 7,300 representing 31% of the facilities were accredited by the NHIS to provide
services to registered enrollees. Currently, 4.5million people representing 3% of Nigeria's population are covered under the Scheme. This
percentage is mainly in the formal sector. The remaining 75% or more, in the informal sector are largely not covered yet. Under the present
arrangement, the employer contributes 10% of the basic salary of the insured while the remaining 5% is paid by the employee. Lately, this has
been revised to 3.5% and 1.75% of the basic salary by employers and employees respectively. However in reality, this formula is not operational,
as the Federal Government pays 750 naira per life insured, on quarterly basis, while the insured has no financial contribution into the Scheme. To
date, the Act that established the Scheme makes it voluntary for individuals to enroll; thus, the existing trade unions in the Country, the Nigeria
Labor Congress (NLC) and the Trade Union Congress (TUC) refused a buy in into the Scheme. Although, the NHIS is responsible for
accreditation of the HMOs and the HCPs, as well as ensuring compliance with the rules of engagement by them (HMOs and HCPs), it does not
have sufficient power to enforce these. Instead, the power to prosecute a stakeholder for contravening any provision of the Act is vested in the
Legal Officer in the Ministry of Justice of the State. This arrangement undermines the role of the NHIS as an effective regulator of health
insurance. Thus, complaints made by clients about the HCPs or the HMOs, or made by the HCPs about the HMOs or vice versa are rarely

appropriately addressed [12]. Recently, there was a reform to devolve the insurance Scheme to the sub-national governments (States) to operate,



using the template of the NHIS and with technical oversight from the NHIS. This approach, it is hoped, will encourage a sense of ownership of the
health insurance in the States and thus, expand the coverage. Very recently, the NHIS has devolved to the federating States to operate state-run

social health insurance schemes with technical support from the NHIS [14].

Implementation and expanding health insurance schemes in developing economies characterized by very large informal sector populations, poor
funding and inefficient fund collection mechanisms can be very difficult. These factors among others excluded millions from having access to
quality health care services in affected nations with resultant and persistent poor health indices and development [1, 2,15]. To the best of our
knowledge, studies that examine location-allocation of health insurance enrollees by facility and by principal enrollee as well as the gap in funds
generated, are rare in this environment. An assessment of the extent of universal coverage achieved by the Scheme in the South West geo-
political zone is important to objectively assess the likely existing gaps. This could serve as a yardstick to gauge the Scheme’s performance in

other geo-political zones in Nigeria. It will also be of assistance in planning to improve the Scheme’s performance.

2. MATERIAL AND METHODS

2.1 Nigeria; Geo-political and demographic profile

Nigeria is a country in West Africa. It lies 5 degrees north of the Equator and between 3 and 4 degrees of the Greenwich Meridian. It is bordered to
the south by the Bight of Benin and the Atlantic Ocean, to the north by the Republic of Niger and Chad, to the east by the Republic of Cameroon

and to the west by the Republic of Benin. Nigeria has a land mass of 923,768 km square [8]. About a decade ago, Nigeria population was



estimated to be about 140 million people, [16] and at an annual growth rate of 2.7% per annum, [17] the current population estimate is 178 million
people. Politically, Nigeria operates a federal system of government at three levels; the Federal, State and the Local Governments (LGs). There
are 36 states and the FCT (Federal Capital Territory). The FCT has the status of a state. The States and the FCT have a total of 774 Local
Government Areas (LGASs) which are the smallest administrative units in the entity. The 36 states and the FCT are re-grouped into 6 geo-political
zones as shown in the table below. Of the six geo-political zones in Nigeria, the South west zone has one of the well-resourced health sectors and
best health indices in the country [8, 18]. Like the USA and France, Nigeria runs a federal/presidential system of government, where except in
defense and economy, the sub-national governments (States and the LGAs) are autonomous and thus, possess legislative power to determine

direction of other sectors. The health sector is one of these [19].

2.2 Brief socio-economic description
Although almost 70% of the population lives on less than $2 a day, Nigeria has a GDP of $568.5 million, and is currently classified as a lower
middle income country [12]. However, available health indices reflect a weak health system, whose performance is lower than other nations in the

African Region that have much lower health care resources (see Table 1).

2.2.3 Nigeria healthcare system; organization and structu re

The organization and structure of health services delivery is fashioned along the three tiers (local, state and federal) of governance in Nigeria.
Thus, there are three levels of health care, namely; primary, secondary and the tertiary levels. While the management of the primary level care is
domiciled at the local government, the secondary and the tertiary levels of care are managed by the state and the federal governments
respectively. In Nigeria, primary health care is the adopted cornerstone of the National health policy. Apart from the orthodox system of service

delivery, the Nigeria health system also includes the alternative and the traditional systems of health care delivery. The aforementioned health



care delivery systems are all recognized by the government [18]. Despite the available health care delivery systems available, previous United
Nations health development agenda, concepts and goals did not achieve much [20]. Health outcome indicators for Nigeria are among the poorest

in the world [8].

2.2.4 Study Area:

The study was conducted using data of NHIS enrollees in the southwest geo-political zone of Nigeria. The southwest geo-political zone is made up
of six (6) states namely; EKkiti, Lagos, Ogun, Ondo, Osun and Oyo. According to the 2006 population census report, population sizes of each of
these states ranged from 2,398,957 - 9,113,605 in Ekiti and Lagos states respectively [16], while current (2016) estimated population sizes using

an annual growth rate of 2.7% is between 3,046,675.4 and 11,574,278.4 for Ekiti and Lagos states respectively [17] (See Table 2).

2.2.5 Sources of data:

Secondary data on health indices such as life expectancy at birth, infant and under-5 mortality rates, maternal mortality ratio and infectious
disease prevalence, were accessed from the World Bank website. The premium paid per life in Nigeria under the NHIS was obtained from the
Strategic Review of Nigeria’s National Health Insurance Scheme, a report of the Federal Ministry of Health on the NHIS. Nigeria population census
figure was obtained from the (Nigeria) National Population Commission website. Data on the number of enrollees, accredited facilities and the
distribution of these by State in the South West geo-political zone were obtained from the NHIS Southwest Zonal Office in Ibadan, Oyo State
Nigeria. The available data were manually analyzed with the aid of the MicroSoft Excel. Appropriate tables to support the study objectives were

generated. Ethical approval to use some of the data was obtained from the NHIS southwest zonal office, Ibadan Nigeria



3. RESULTS AND DISCUSSION
Table 1 shows some of the selected health indices in Nigeria including low healthy life expectancy at birth and a high maternal mortality ratio.
Current health expenditure per capita is $118 with OOP payments make up 95.7% of this. Only 3.7% of the total GDP is allocated to health. The

total fertility rate (TFR) is 5.7, which is considered high.

Table 1. Comparison of selected health indices of N igeria and Africa

Serial No Health Indicator Nigeria African Average 2010

1. Life expectancy at birth 54 54




2. Maternal Mortality Ratio (per 100,000 live births) | 630 480
3. % 1 year olds immunized against measles 71 76
4. Adolescent birth rates (per 1000) 123 117
5. Infant Mortality Rate (per 1000 live births) 88 75
6. Under 5 Mortality Rate (per 1000 live births) 143 119
7. Prevalence of HIV (per 100,000) 2009 2104 2740
8. Prevalence of TB (per 100,000) 199 332
9. Fertility rate, total (births per woman) 5.5 4.8
10. Health expenditure, public (% of total health | 25.1 -
expenditure)
11. Health expenditure, total (% of GDP) 3.7 -

Source: Strategic Review of Nigeria’s National Health Insurance Scheme

Table 2 shows that the estimated population of the South West zone of Nigeria, using the current World Bank value of annual population growth
rate of 2.7% per annum is 35,207,488. This is an increase in population of 27% (7,485,056.7) in the last ten years. At the current estimated
population, the proportion of the enrollees to the total population is 1.7% (580,014/35,207,488), while the average number of dependents per

principal enrollee is less than two individuals, both across the states and overall in the zone.



Table 2. Pattern of distribution of enrollees acros s South West Zonal states and NHIS accredited healt  h facilities

Serial State (A) Principal Dependants Total NHIS 2006 Census % Population Total Enrollees (B Average no of Average

No (B) © accredited health Population Increase, 2006 — +C) Enrollees per enrollees
facility in the Figure 2016 (2.7% World Principal (C/B) per facility
State (D) Bank Annual (C/D)

Growth Rate)

1. Ekiti 13592 22555 27 2,398,957 3,046,675.4 36147 1.7 1339

2. Lagos 93643 155312 578 9,113,605 11,574,278.4 248955 1.7 269

3. Ogun 21978 40317 44 3,751,140 4,763,947.8 62295 1.8 916

4. Ondo 18193 32926 63 3,460,877 4,395,313.8 51119 1.8 522

5. Osun 22440 38244 49 3,416,959 4,339,537.9 60684 1.7 780

6. Oyo 40926 79888 165 5,580,894 7,087,735.4 120814 1.9 484

Regional estimate 210,772 369,242 926 27,722,432 35,207,488.7 580,014 1.8 718

1.7% of 2016
estimated
Southwest Region

population
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The analysis of the National Population distribution shows the South West geo-political zone as the second most populated after the North West

zone, while the South East is the least (Table 3).

Table 3. Population distribution and growth pattern

among zones in the last ten years

Estimated 2016

Geo-Political States 2006 Pop Pop @2.7%
Zones growth rate per
annum
North West Jigawa Kaduna Kano Katsina Kebbi Sokoto Zamfara 35,915,467 45,612,643.1
North East Adamawa Bauchi Borno Gombe Taraba Yobe 18,984,299 24,110,059.7
North Central Benue FCT Abuja | Kogi Kwara Nasarawa Niger Plateau 20,369,956 25,869,844.1
South West Ekiti Lagos Ogun Ondo Osun QOyo 27,722,432 35,207,488.6
South East Abia Anambra Ebonyi Enugu Imo 16,395,555 20,822,354.9
South South Akwa —Ibom Bayelsa Cross- Delta Edo Rivers 21,044,081 26,725,982.9
River
Total 140,431,790 178,348,373.3
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In Table 4, the distribution of the total enrollees by accredited facilities in the Southwest geo-political zone indicates that at least three - quarters of

the total enrollees across the states, as well as overall in the zone are located in less than 20% of the accredited facilities.

Table 4. Pattern of enrollees’ distribution in NHIS accredited facilities across South West zone

State Total no of enrollees per State Total no of NHIS accredited facilities NHIS accredited facilities with
per State 275% of registered enrollees
Ekiti 36,147 27 4(14.8)
Lagos 248,955 578 75(12.9)
Ogun 62,295 44 7(15.9)
Ondo 51,119 63 9(14.3)
Osun 60,684 49 5(10.2)
Oyo 120,814 165 20(12.1)
580,014 926 120 (12.9)
Total

The Federal Government pays a sum of 750 naira per life insured per quarter. For the lives insured in the South West geo-political zone, this
amounts to 1,740,042,000 naira per annum. If the arrangement of 10%:5% contribution ratio between employer (Federal Government) and the
employee (Federal Civil Servants) is operational, the contribution from the employee should be half of that from the Federal Government. As
shown above, the monthly financial resources to the pool for the SW zone enrollees should be 2, 610,063,000 naira (equivalent to US

$13,091,600). Fig.2
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Fig 2. Financial contribution/revenue generation ba  se for the South West Geo-Political Zone

Total revenue generated per annum
=N750 x 580,014 x 4 times in a year for South West geo-political zone
= N1, 740,042,000 (10%)
= US $8,727,700 actual revenue
Expected revenue = N1, 740,042,000 (10% of basic salary) + N870, 021,000 (5% of basic salary)
=N2, 610,063,000
= US $13,091,600 expected/possible revenue

(US $1 = N199.4) Ref; Oanda currency converter 1* May 2016
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4.0 Discussion

As shown in Table 1, the poor health indices illustrated by low life expectancy, high maternal mortality ratio, high infant and under - 5 mortality
rates among others, could be partly due to poor investment in the health system. This is shown by the very low health expenditure as a
percentage of GDP as well as low public spending on health [17]. Poor or inadequate investment in the health system impacts negatively on the
system including physical infrastructure, diagnostic equipment, hospital consumables and logistics systems. Human health resources, welfare and
development are likely to be affected. Poor and irregular remuneration of health care personnel might lead to emigration of these individuals a
phenomenon referred to as ‘brain-drain’, with untold adverse consequences for the delivery of health care services to those who need them.
Another factor contributing to these poor health indices is that the majority of people fund their health care through OOP payment. Financing
health care through OOP payment is highly regressive and promotes inequality of access to needed health care services. It results in delay of
utilization of health care, and or not utilizing it at all [5]. Spread of treatable infectious diseases to others, development of chronic illnesses,
disability and mortality are the usual outcomes [1, 2]. In an environment where the TFR is quite high, to meet the challenges of population

increase, stakeholders must devise means of efficiently expanding the scheme to those who are not yet covered.

Of the current estimated population of the South West (SW) geo-political zone, less than 2% are enrollees in the NHIS. Considering the fact that
the SW geo-political zone is one of the two best zones (the other being the South East zone), in terms of some measures such as access to and
utilization of health services and thus much better health indices, [8], other zones that are less endowed are likely to be worse. If less than two
percent are under a prepayment scheme such as the NHIS, then, 98% of SW citizens pay for their health care services through the OOP payment.
This finding is in support of the present World Bank estimate of the population size that currently use OOP payment for health care services in

Nigeria [17].
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The estimated length of time required to achieve universal coverage differs in different settings, based on specific and individual country-
contextual factors. While it has taken many of the European countries a century to achieve this, it is advocated that an average of half of a century
would be needed for aspiring countries to do so. However, a number of Asian countries have achieved UHC in less than 50 years. It has been
advocated that enrolling families instead of individual workers could facilitate the achievement of UHC faster than the individual worker enrolment
approach [4]. Presently, a family enrolment approach is the practice in majority of the African countries, including Nigeria [12]. Studies have shown
that on average, it would require a decade to achieve a population coverage of between 60 — 90% [10]. It is noteworthy that Ghana and Nigeria
commenced SHI schemes the same year, 2005. Though, it fell short of the predicted mark, Ghana had covered about two-thirds of its total
population within a decade of its existence, comprising both the formal and the informal sectors, and in both the urban as well as the rural areas
[21]. This is a lot higher than in Nigeria, where the population coverage presently stand at between 4-6% and limited to the formal sector workers
[12]. The present coverage figure has also shown a gross under- achievement of the NHIS. Whereas, the NHIS set an ambitious goal of achieving
UHC within a period of ten years of its establishment, to date it has not been able to achieve one-tenth of that in more than a decade of its

establishment. This is in contrast to Ghana that has achieved its goals, in terms of the extent of coverage [7, 10].

In this study, analysis shows that an average principal enrollee takes responsibility to pay for the costs of health care of less than two dependents.
This is despite the fact that the TFR in Nigeria is above five. This is encouraging evidence that demonstrates the effectiveness of prepayment
schemes in risk and cost sharing, especially when large numbers of people are involved. Cost and risk sharing are tools to ensure that the
greatest number of people possible are enrolled in prepayment schemes for health, have better access to and thus the, inequity of access to
needed health care is reduced. This can be used to market the concept of prepayment schemes to potential beneficiaries as well as decision -

makers at all levels, especially opposition voices like the labor unions.
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One of the means of achieving universal coverage is by increasing the revenue base of a prepayment scheme. Making health insurance
mandatory for all will increase the revenue base much more than when it is voluntary. This is evident in countries that have achieved universal
coverage in developed economies of Europe, and in many of the Asian countries [3]. It is also the case in countries like Rwanda and Ghana.
Increasing revenue base through innovative funding mechanisms, as it is presently done in countries like Gabon, Ghana and Zambia, are
examples that could be explored [6]. Of the three dimensions of universal coverage, sufficient revenue generation in an efficient manner is
important. Presently, the only source of fund into the pool of the NHIS is from the employer (Federal Government). Whereas the employee is
expected to contribute, the labor unions have strongly opposed this since inception of the Scheme [12, 22]. As a result, the financial losses
amounts to one-third of the revenue generated solely through employer’s contribution on periodic basis. Despite the refusal to make financial
contribution to the Scheme, federal civil servants continue to enjoy the benefits. This worsens the existing inequity of access to health care
services. The scenario amounts to gross inequality as those who are enrolled have easier access to health care services, making use of the public
fund at the expense of the general populace, who for various reasons are yet to be enrolled. This group of people is primarily in the informal
workforce and vulnerable groups whose income is usually poor and irregular. Also, it is common that the design of many available prepayment
schemes for health do not suit their financial capacity. They are thus left with no alternative than OOP payment and other regressive methods of
financing health care, resulting in catastrophic health expenditures, poverty and poor health outcomes [15, 23, 24]. One of the ways to ensure that
UHC is achieved and correct these undesirable outcomes is through persistent advocacies to the relevant stakeholders, [9] especially the labor
unions and the politicians. Objective evidence of the benefits of the Scheme such as risk and cost sharing mechanisms as demonstrated in this
study (Table 2) could be used to promote the Scheme to these groups. The importance of having a healthy workforce for development should be

emphasized.
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In a recent report, it was stated that above three - quarters of the enrollees were registered, with only 8.1% (5/62) of all accredited HMOs working
on the Scheme [12]. Similarly, three - quarters or more of the enrollees registered with less than one - fifth of the accredited health care facilities in
the SW geo-political zone. A similar pattern exists in all the states in the Zone. It is no better at the national level, as less than one - third of all
accredited health care facilities are currently providing services to enrollees. The skewed distribution of enrollees, across accredited facilities, has
implications on access to care, efficiency of service delivery and the quality of care rendered. For any reason such as proximity or perceived
quality of care, [25-27] some health care facilities could be over-patronized, while the opposite is the case for some others. In the facilities that are
heavily patronized, and despite adequate financial coverage, access to quality health care may be seriously compromised as the benefit package
may not be delivered even if it is available [28]. Overburdened facilities may become grossly inefficient in service delivery resulting in long waiting
hours for clients [29]. It is not unlikely that many enrollees travel long distances to access health care services in faraway facilities, which could
have negative impact on health outcomes for individuals [27, 30]. It could also result in delays in seeking care or not seeking care at all [5, 25]. For
individuals travelling a considerable distance, transportation costs could result in high indirect cost of seeking care thus an unfavorable cost-

benefit ratio [27].

5. CONCLUSION

This study shows that more than three-quarters of enrollees under the NHIS access health care services from about one-tenth of available
accredited health care providers. Likewise, contrary to a conventional arrangement, the only source of finance for the scheme was solely from the
federal government, the enrollees were yet to make financial commitment since inception of the scheme. This situation is not unlikely to
compromise efforts made in the achievement of dimensions of UHC in the scheme as it currently exists in Nigeria. We conclude that, though by
policy statement, there is a social health insurance scheme in Nigeria, however in reality, what currently exists is a pseudo-social health insurance

scheme, a program that subsidizes costs of health care for a privileged few. To establish a genuine SHI scheme that could achieve UHC, the
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government and other stakeholders need to work on the three dimensions of UHC. The grossly skewed allocation of enrollees to health care
providers must be corrected. Increasing the revenue base by making the scheme compulsory is a step in the right direction. Transitioning to a
mandatory status will require an appropriate amendment in the Act that established the present scheme. Involving the present and the potential
beneficiaries to achieve buy-in is important. The recent approval by the National Council on Health to devolve the Scheme to the federating
entities as States Supported Health Insurance Program (SSHIP) is a welcome development and should be supported by all stakeholders
especially the political class and those in the health insurance industry. We were limited by time and resources to cross-check available data with
hundreds of NHIS accredited health services providers spread across the states in the southwest zone, including Lagos. Thus, we only worked

with the data that were made available to us by the NHIS offices.
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