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Original Research Article
EVALUATION OF THE BENEFITS, QUALITY OF SERVICESAND CHALLENGES
TO THE NIGERIAN NATIONAL HEALTH INSURANCE SCHEME AMONG
ENROLLEESIN A TERTIARY TEACHING HOSPITAL IN SOUTHEAST NIGERIA

ABSTRACT
Objective: Access to quality healthcare has been a preragativthe middle and high

socioeconomic class leading to the introductiorhedlth insurance in developing countries to
share the burden, reduce cost, and step up heatth fmancing and coverage. This study
assessed the benefits, quality of services andedygs of the National Health Insurance Scheme
(NHIS).

Methods: The study was a cross-sectional descriptive suoveyl eligible NHIS enrollees. The
study was conducted between January 2014 and Afi6. Data was collected using self-
administered structured questionnaire and analyieddemographics, enrollees perceived
benefits of NHIS, quality of services, challengasd problems using descriptive statistics.

Results:

Study showed that 91.1% of enrollees believed tiatscheme is beneficial while 92.5% had
confidence in the services and believed that itrdaced payment of their hospital bills. A total
of 74.5% of the enrollees indicated positive reggoto quality and effective service under the
scheme. The challenges borders on poor fundinghndoes not allow for full coverage of all the
essential medicines and entire family members émpfe with large families. Delay in collection
of enrollees’ card was another major setback.

Conclusion:

The National Health Insurance Scheme is beneftoalhe enrollees and offers quality and
effective services. However, poor funding limits itmpact on the health benefits of the
enrollees. The government needs to develop stestdgifacilitate the operations of the scheme
more efficient through improved funding and awassneampaign to improve coverage at all
levels, boost the asset base, and improve seraiaefficiency.

Keywords. Healthcarepenefits, quality of services, challenges, Healgurance , Nigeria

INTRODUCTION

Healthcare financing presents enormous challermdsgferent countries globally. Many low and
middle income countries including Nigeria face fstifhealthcare financing challenges due to
poorly developed healthcare systems that are génermader-funded. Various strategies have
been adopted to finance healthcare services iretheantries including user fees or out-of-
pocket payments at the point of service delively @verwhelming evidence, however, suggests
that these strategies rarely met the goals of acaed equity in healthcare delivery and may
even constitute a strong barrier to the utilizatodrhealth care services, as well as preventing
adherence to long term treatment among poor antexatble groups [1, 2, 3]. These problems
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led to search for alternatives of health care fomag options that met the needs of majority of
the population.

Prepayment and risk pooling through Social Heattbutance (SHI) healthcare taxation that

evolved and were found to provide protection agaonme of the undesirable effects of user fees
[4, 5]. It provides a system for pooling of healitks, preventing health related impoverishment
and improving the efficiency and quality of heatdre services [4,6,7]. It also provides access to
health care services for the poor and helps mebikxenue for providers. The major setbacks of
the social health insurance, however, include: hagministrative costs, lack of managerial

skills, problems of cost containment and ensuriajomal coverage [2]. As a result of these

setbacks there are still very few examples of Issgale deployment of the SHI schemes at
national level in developing countries [7].

Healthcare financing in Nigeria evolved throughoad history of the country’s existence. The
Nigeria’'s Ten-Year Plan for Development and Welfgi®46-56) incorporated the first attempt
at planning for Health Services in Nigeria. Sincge¥ia’s Independence in October 1st 1960
successive Nigerian Governments (Civilian and il have come up with the 2nd, 3rd and
4th National Development Plans all of which hasssaittial portions dedicated to addressing
issues related to National Health care SystemsseRtly healthcare system in Nigeria is
stratified into Primary, Secondary and Tertiary lte&are levels which are managed by the
three tiers of government. The primary healthc®dQ) level was designed to take health care
delivery literally to the doorstep of the populaared act as the gatekeeper to the Health care
system. Before the introduction of the National ednsurance Scheme (NHIS) in Nigeria,
healthcare services to Government officials, thejpendents and students were supposed to be
free while the general populace paid for their tie@re needs at all levels of the health system
through the out-of-pocket (OOP) payment systems Wyistem could not however meet the
healthcare needs of majority of the population Bugely to challenges of widespread poverty
and other system short falls. The poor especiafigort to self-medication and report late to
health facilities for treatment [8,9].

The free healthcare services could not, howeversusgained because of the economic crunch
and corruption. This which invariably led to budgats on social spending including health and
education. The budgetary allocation for the head#htor in Nigeria has persistently fallen far
below the WHO recommendation of 26% annually. la #0914 fiscal year the health sector
received budgetary allocation of only $ 0.7 billieiN262 billion) or about 6% of the total
budget. This was still slightly less than the $ bilion (N279 billion) allocated to the health
sector in 2013 and did not meet the 15% mark aguoped by the African Union countries to
improve healthcare delivery in the region [10]. $hiittle money was available for the health
sector and this led to widespread shortages oheakmedicines, supplies and equipment which
adversely affected the quality of care in publialtie facilities [11]. This prompted the search
other better alternatives for health care financheg would benefit the majority of the populace
which led to the evolution of the concept of HeditBurance [12]. Insurance is a veritable tool
for healthcare financing globally. It has been ubgdmost advanced countries in its various
forms to cushion the effects of high cost of headtle from the end users patrticularly the poor. It
is only recently being applied by developing nasiom address the glaring problem of inadequate
healthcare provision, which was hitherto financeatlgsively from public taxation. Health
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Insurance has been defined as a system of advaraecihg of health expenditure through
contributions, premiums or taxes paid into a commaool to pay for all or part of health services
specified by a policy or plan. Health insurancea isystem in which a prospective consumer of
healthcare make payments to a third party on trdenstanding that in the event of a future
illness this third party will pay for some or alf the expenses incurred [13]. It has been
implemented as part of health reforms and strasegimmed towards providing effective and
efficient health care for citizens, most especiddly the poor and vulnerable. Health insurance
schemes in many low and middle income countries IZd)], most especially in the African
continent, are still in their early stages of impéntation with the goal of universal coverage of
the population. In Nigeria, health insurance hanhatroduced to the populace in mid-2005.

In order to promote universal coverage and equdtional governments had adopted the
National Health Insurance Scheme (NHIS). Many Adnicountries, including Nigeria, decided

to implement the National Health Insurance SchehI$) to complement funding for the

health sector, with a view to improve equity in ltkeg14]. The National Health Insurance

Scheme (NHIS) is a body set up by enabling legiain a country to operate as a Public
Private Partnership designed to provide accessiflerdable and qualitative healthcare for all
the population. The NHIS aims to assure equitabi@ aniversal access for all residents of
Ghana to an acceptable quality package of essdmadth care services without OOP payment
being required at the point of use. The NHIS wast ftonceived in Nigeria in 1962 but was
actually launched without an enabling law for igplementation in October 1997 after a series
of failed attempts by successive administrationse Bcheme gained legislative recognition
under Decree No. 35 of 1999 of the Federal RepublicNigeria, though its actual

implementation commenced only in 2002 [15]. Thee®el was officially launched on 6 June
2005 and commencement of services to enrolleetedtar September 2005. Until date, over 4
million ldentity Cards have been issued to the keme in different states of Nigeria. Several
Health management Organizations, (HMOs), HealthPaoeiders, Banks, Insurance Companies
and Insurance Brokers have also been accreditecegislered to drive the scheme nationwide.

In order to ensure that every Nigerian has aceaegedd healthcare services, the Nigerian NHIS
was structured to cover all groups in society. Thhere is the formal sector health insurance
program; urban self-employed health insurance @rmgrural community program; the under-
five children insurance program; the permanentialied social health insurance program; the
prison inmates program, and the international trakealth insurance program. NHIS
implementation in Nigeria started with compulsonyaiment of employees in the public sector
[16]. There are more than 5 million Nigerians aso®$ the scheme, and most of them are
employees of the Federal Civil Service [17, 18]e Tiext phase of the implementation will cover
the State civil servants and the other groups.

Since the inception of the NHIS, many studies hla@en carried out on the acceptability and
overall performance as well as the determinanenodlment into the scheme. Some studies also
focused on the health seeking behavior of insuliedts. In a study in Ghana it was shown that
more than 90% of the respondents agreed to enrttliel NHIS and about 63.6% were willing to
pay a monthly premium of $3.03 [19]. A study ongagtion of providers and enrollees in the
scheme in Ghana showed perceived opportunisticvimhaf the insured by providers, which
accounted for their difference in the behavior tagahe scheme [20]. A recent study in Nigeria
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documented poor knowledge and pessimism about thkS dcheme among the populace in
Kano state, Nigeria [21]. Some researchers alswatidhat major determinants of enroliment
into the NHIS included wealth status whereby indinals from poorer households were less
likely to enroll compared with those from rich hetslds [22, 23].

There are concerns among the populace about tltessiof the Nigeria NHIS Scheme due to
inadequate knowledge and capacity to operate thense, level of corruption and lack of
transparency and accountability in the country [Ejrollees in the scheme are uncertain about
how it will affect the doctor — patient relationghDue to poor infrastructure in public hospitals,
it was expected that the populace would readily raceb the scheme. However, this was not to
be as it was not clear what their perception atithidés towards the scheme were and this would
affect, invariably, their active participation aoderall success of the scheme.

Generally, perception and attitudes of the poputaeeards government policies and programs
can be assessed by individual attitude and behesvidlegative perception and attitude towards
these policies and programs from the populace cowdkle such policies and programs to fail.
An attitude is a learned disposition to behave toasistently favourable or unfavourable way
with respect to a given object or concept [25]. pfeausually have attitudes toward almost
everything - religion, politics, clothes, music,daeven food and these attitudes reflect in their
responses and actions towards such objects osisBuareness and perception of the governed
towards these government programs and activitiekesmdhem have positive attitude and
perception towards these programs, thus, improtgyy participation and responsiveness to
them. The perception and attitudes of the healéhpmoviders and the enrollees about NHIS
have not been adequately researched in Nigeria.tltus necessary to study their perceptions
and attitudes towards the NHIS in order provideaesh data that would aid in the development
of practice strategies that would improve uptake performance of the scheme. This study was
done to assess the benefits, quality of serviceschiallenges of the of the Nigeria National
Health Insurance Scheme among enrollees at the dinanmkwe University Teaching Hospital,
Nnewi and its outstations. This study assessethé¢hefits, quality of services and challenges of
the of the National Health Insurance Scheme (NHIS).

METHODS

Study Setting

The study was carried out among healthcare prafieals namely pharmacists, doctors, nurses
and medical laboratory scientists, and patients whee enrollees in the NHIS Scheme at the
Nnamdi Azikiwe University Teaching Hospital, (NAUTHNnewi. This hospital is one of the
leading teaching hospitals in Nigeria. Located melNi town in Anambra state southeast Nigeria
it is designated as centre of excellence in neplgsol The teaching hospital has full
complements of all clinical departments and seruitiés namely: surgery, medicine, paediatrics,
obstetrics and gynaecology, pathology and radioldggartments, human immune virus and
acquired immune deficiency syndrome (HIV / AIDS)dadirectly observed treatment short
course (DOTS) centre, nursing services, pharmaadical records and other non-clinical
departments. It has over 7 wards with over 1000-bagdacity and about 1200 healthcare
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professionals who provide specialist healthcarténhospital. The study was also covered other
NAUTH satellite stations at rural and urban areamely: the NAUTH Guinness Specialist Eye
Centre, Onitsha and the NAUTH Staff Clinic, Awkaeain the Urban centers while the
outstations at community healthcare center (CHC)iNEHC Ukpo, CHC Umunya and the
Trauma Centre at Oba which were all located irrtinal areas.

Participants for the survey were selected usingvemient sampling technique among all the
enrollees in the NHIS Scheme who access healtlatdahe hospital up until the survey period in

2013. Thus, 1200 eligible enrollees made up of laalthcare professionals and other client-
enrollees were included in the survey. The questor was adapted from the tool used for a
related questionnaire-based study [25] and selfvaidtered to the selected participants for the
study. The instrument was pre-tested in 15 of thelkees who were excluded from the study
population. The researcher distributed the questimas to the research participants during visits
for clinic appointments and collected them backrfrthose that have completed theirs during
subsequent visits. Phone calls and text messages wged to encourage the participants to
complete and return the questionnaires.

Study Design

The study was a cross-sectional descriptive suofegll eligible NHIS enrollees. Study was

conducted between January 2014 and April 2016. Bais collected using self-administered
structured questionnaire. The benefits of NHIS liguaf services and challenges encountered
by enrollees were assessed. This was to understendiaps in the scheme, which can be
addressed by intervention in subsequent studies.

Inclusion criteria
* NHIS enrollees
* People who have been on the scheme for more tragear
» Those who can read and understand English Language
* People above 30 years of age at the commencemdrd sfudy
* People who have had accessed the facilities fi@aat thrice within the past 12 months
* Those who gave their informed consent to partiepathe study
Exclusion criteria
* NHIS enrollees who did not give their informed cemnis
* Those who can neither read nor understand Enigéislguage
» Enrollees who have not accessed the NHIS servicaadre than one year
* Those who have not accessed the facilities upricetiwithin the past 12 months

Data Analysis:

All data from this study were collected sorted amecked for quality and accuracy. The data
were entered into a database specially createthi®mproject using the Statistical Package for
Social Sciences (SPSS) version 17 and analyzedefmriptive statistics. Categorical data were
expressed as percentages.

Ethical considerations
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Ethical approval was obtained from the research ethects committee of the hospital before
commencement of the study. Informed consent was alsained from all enrollees who
participated in the study.

Results:

Out of the 1200, enrollees included in this stu@ig3 of them returned their questionnaire giving
response rate of 84.4%. Among these respondents 288 (24.5%) males and 732 (75.5%)
females; giving the Male to Female ratio of 1: 2it©f the 997 enrollees, 102 (10.2%) were
health professionals while 895 (89.8%) were pasiefibere were thus more female enrollees
than males. The mean age of the respondents wés+36.0 while their median age (inter
guartile range) was (35-40) years. The urban cerdentributed 871 (86.3%) of the enrollees-
respondents while the rural centers contributegt @8B (13.7%); thus the urban to rural ratio of
the respondents was 6 : 1; more of the respondeares assessing healthcare in the urban areas.
Other demographic details of the respondents amerguized in Table 1.

Table 1. Demographic Characteristics of the respondents

Variable n= 970 Frequency (n)  Proportion (%)
Hospitals

NAUTH Nnewi 801 79.4
Guiness Eye Centre, Onitsha 46 4.6
CHC Neni 28 2.8
CHC Ukpo 29 2.9
CHC Umunya 40 4.0
Trauma Centre Oba 41 4.1
Nauth staff Clinic, Awka. 24 2.4
Total 1009 100.0
Male 238 24.5
Female 732 75.5
Total 970 100.0
18 - 29 Years 130 13.0
30 - 39 Years 404 40.4
40 - 49 Years 367 36.7
50 Years and above 98 9.8
Total 999 100.0
Marital Status (n=1001)

Single 190 19.0
Married 779 77.8
Devorced / Seperated 5 0.5
Widowed 27 2.7
Total 1001 100.0
Leve of education (n =994)

Primary 5 0.5
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Secindary 151 15.2

Tertiary 835 84.0
None 3 0.3
Total 994 100.0
Religion (n =1007)

Christianity 1004 99.7
Traditional 3 0.3
Total 1007 100.0
Occupation

Trading 21 2.1
Public / Civil Servant 944 94.7
Student 32 3.2
Total 997 100.0

Table 2: Enrolleesknowledge of NHIS

Variable Frequency Proportion (%)
How Did you Know About the NHIS Scheme (n = 971)
Television/Radio/News Paper 593 61.1
Bill Board 128 13.2
Friends 190 19.6
Community Leader 60 6.1
Total 971 100.0
Year Enrolled in NHIS (n = 995)

2006 383 38.5
2007 183 18.4
2008 136 13.7
2009 75 7.5
2010 106 10.7
2011 65 6.5
2012 47 4.7
Total 995 100.0
Who Paysfor Health servicesNHIS (n = 995)

Individual Alone 19 1.9
Government alone 294 29.3
Both individual and 685 68.8
government

Total 995 100.0
Did you pay 10% of total cost of drugs (n=994)

Yes 964 97.0
No 30 3.0
Total 994 100.0
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Table 3: Enrollees Perceaived Benefits of the NHIS Scheme

Proportion: n (%)

Variable Frequency

Benefited from joining the NHIS (n = 994)
Yes 906

No 86

Total 994

| Have No Confidencein Scheme (n = 1001)
Yes 31

No 968

Total 1001

NHIS Reduces payment of hospital bills (n=1002)
Yes 927

No 26

| Do Not Know 49

Total 1002

Treatment received was effective (n = 1004)
Yes 748

No 100

| Do Not Know 156

Total 1004

91.1
8.9
100.0

3.3
96.7
100.0

92.5

2.6
4.9

100.0

74.5
10.0
15.5
100.0

Table 4: Enrollees Perceived Quality of Careunder the NHIS

Variable n (%)

| can get immediatecareif | need it (n = 1001)

Yes 179 (17.9)
No 821 (82.1)
Total 1001 (100)
Properly Counseled on the use of drugs (n = 989)

Yes 840 (84.9)
No 61 (6.2)
Unresponsive 88 (8.9)
Total 989 (100)
Waiting time befor e seeing doctor (n=985)

Less than 30 minutes 271 (36.2)
30 minutes to 1 hour 365 (42.3)
1 -2 hours 214 (15.2)
2 hours and above 135 (6.3)
Total 985 (100)
Waiting time at Phar macy befor e collecting drugs (n = 986)

Less than 30 minutes 357 (36.0)
30 minutes to 1 hour 417 (42.0)
1 hour to 2 hours 150 (15.0)
2 hours and above 62 (7.0)
Total 986 (100)

Waiting Time before seeing L abor atory scientist
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Less than 30 minutes 409 (47.3)

30 minutes to 1 hour 298 (34.5)
1 hour - 2 hours 97 (11.2)
2 hours and above 61 (7.0)
Total 865 (100)
The Doctors do clinical examination

Yes 796 (79.1)
No 101 (10.1)
| Do Not Know 109 (10.8)
Total 1006 (100)

Table5: Problems and challenges encountered by respondentson NHI'S services

Variable n (%)

The number of drugsin the NHISList are not many (n = 1000)

Yes 579 (57.9)
No 421 (42.1)
Total 1000 (100.0)
Availability of Drugs Should Improve (n = 1002)

Yes 927 (92.5)
No 26 (2.6)

| Do Not Know 49 (4.9)
Total 1002 (100)
Present Funding Does Not Cover All Aspects of Medicine (n = 1006)

Yes 674 (67.0)
No 129 (12.8)

| Do Not Know 203 (20.2)
Total 1006 (100.0)
Present Funding Does Not Cover all Dependent relatives (n=1003)

Yes 642 (64.1)
No 176 (17.5)

| Do Not Know 185 (18.4)
Total 1003 (100.0)
Time of Collection of NHIS Identity card is convenient (n = 1003)

Yes 362 (36.0)
No 498 (49.7)

| Do Not Know 143(14.3)
Total 1003 (100.0)
Discussion

Understanding of human behaviour is vital to puesitbehavioural changes that improve health
practices. Experts in health interventions and thepblicy are increasingly aware of human
behavioural factors in quality health care provisidn order to respond to community
perspectives and needs, health systems need to theapstrategies, taking into account the

9
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findings from behavioural studies [27]. Majority thfe respondents in this study were within the
modal age group of 30 - 39 years. This findingdmparable to a similar study in Ghana, which
reported the modal age group of 18-35 years [28kr@hree quarters of the respondents were
females. It suggests that women have better hesditking behaviour than their male
counterparts. A study in the United States sugdeistat men are less likely to seek help from
health professionals for problems more complicaeddepression, substance abuse, physical
disabilities, and stressful life events than wom®mevious research has revealed that the
principal health related issues facing men in thetédl Kingdom (UK) are related to their
reluctance to seek for healthcare services [29F Trtay probably account for higher proportion
of females than males enrollee-respondents irsthidy.

Greater proportion of the respondents with tertiamel of education 835 (84.0%) were enrolled
in the scheme compared to those with primary educdi (5.0%); secondary 151 (5.5%) or
those with no academic qualifications, 3 (3%). Adst conducted in Ghana indicated positive
relationship between education and uptake of thé&SN&theme [28]. This could be attributed to
the fact that individuals with tertiary level of ezhtion tend to be more informed of the benefits
of the scheme than those with primary and secon@agl of education who may be less aware
of the scheme and its benefits.

Most of the respondents 944 (94.7%) were civil asty. Others were traders, 21 (2.1%) and
students, 32 (3.2%). Some studies documented thatgnoportion of enrollees in the scheme
are civil servants in the formal sector of Nigetsaeconomy [24, 30]. This may be attributable to
the fact that the Nigerian government started NIt Federal Government staffs that were
among the enrollee-respondents in the study. The® high level of awareness about the
scheme among the enrollees in this study. Majarftthem stated they knew about the scheme
hence their enrollment in it. Majority of them, 5@81.1%) heard about the scheme though the
Television / Radio/News Paper. This finding is imel with the report of other studies [28, 31],
underscores the effectiveness of the electronit,paimts media as fastest, cheapest, and easiest
means of communicating government policies to tbpuface. Health care providers and the
scheme management could assist to increase awarahest the scheme by reaching out to
clients in their health facilities when they wantaccess health services [28-31].

Generally, the NHIS had positive impact on healbking behaviour and utilization of health
services. It has the potential to improve mateamal child health among the pregnant enrollees
because they are more likely to deliver in headhilities and supervised by trained health
personnel. It has been posited that the Nationahlthleinsurance Scheme in Nigeria is
unarguably an indispensible strategy for ameliagathe poor health indices of the country and
reducing out-of-pocket expenditure for quality llealare services [31]. Nearly all the enrollees
included in this study, 966 (96.7%) have high cderice level in the NHIS while only 33 (3.3%)
of them stated they have no confidence in the seheémilar proportion of enrollees had
expressed their satisfaction with the performarfdbe scheme so far, but indicated that there is
stillroom for improvement in the scheme.

Majority of the respondents in this study, stateelytbelieved the treatment they received in the

scheme was effective for recovery and cure; 1006)1thought otherwise while 156 (15.5%)
were undecided. More than half of the respondé&06) in a similar study rated the quality of

10
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health services “better than before” [31]. Onlysléisan one tenth of them, 86 (8.9%) stated they
had not benefitted from the scheme while virtuallyof them, 906 (91.1%) stated that the NHIS
scheme had benefitted them. More than half of th®liees stated that the most important
benefit of the scheme was that NHIS saves moneyeaatlles them to pay hospital bills. This
finding is comparable to that of another study,alhshowed that the scheme has the potential of
reducing out-of-pocket payment at the point of merwtilization. It has also been argued that
health insurance can make health care more acte$sia wider segment of the population and
help reduce the huge expenditure on health withencing quality [32].

The enrollees in this study identified various peots and challenges to the NHIS Scheme.
More two thirds of them, 672 (67%) agreed thatghesent funding in scheme does not cover all
aspects of medicine; only 129 (12.8%) of them dud perceive this s a problem while 203
(20.2%) were undecided. Similar proportion of thédD (64.0%) perceived that the present
funding in the scheme does not cover all dependdatives; 178 (18.0%) of them did not
perceive this as a problem while 185 (18%). Som#hefenrollee-respondents 360 (36%) also
stated that the time of collection of NHIS identifyrds to access care was not convenient. Other
reporters had also shown that issuance of ideaétys presented a major barrier to enrolment
especially among the respondents [31]. This isalsly an administrative problem within the
healthcare facility. The scheme management as rtegyrity should enforce systematic and
administrative review in the issuance of identigyds to enrollees and competence of managers
of the scheme may have an effect on enrolment amtbrmance of the Scheme [33]. This
underscores the need to strengthen the existinigfarae to meet the need of clients at all times.
Only 31 (3.1%) of the respondents in this studyestahey had no confidence in the scheme.
This finding was similarly reported in other stugli@ithin and outside Nigeria [34, 35]. The
NHIS scheme suffered initial resistance at the bnsanly due to poor coverage of education
and enlightenment of the masses who were suppasdxzt tthe beneficiaries. However, the
patronage increased afterwards when the awarenesased. This was consistent with a study
carried out in Turkey's towns of Istanbul, Kaysemd Erzurum cities in 2013 where there was
resistance to electronic prescription initiateghtevent fraud and improve control over medicine
use [36, 37]. This experience was obtainable inidiarand some Asian countries [38- 40].

Conclusion

National Health Insurance Scheme in Nigeria hagtipesmpact on the healthcare financing in
Nigeria. It reduces catastrophic spending for dquddealth care services. This study reported a
high level of awareness about the NHIS Scheme anttomgenrollees in the Nnamdi Azikiwe
University Teaching Hospital, Nnewi. This scheme liae potential to assist the government
towards achievement of Millennium Development Gbaind 5 for all Nigerians. However, it is
necessary for the government to develop stratélgegsvould make the operations of the scheme
more efficient and seamless in order to achievebjectives of the scheme.

Conflict of interest: The authors have non to declare.
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