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ABSTRACT
The National Health Insurance Scheme (NHIS) was introduced to improve access to quality
healthcare at affordable cost for Nigerians through various pre-payment systems.
Implementationof the scheme has been viewed from different perspectives, with regard to
its impact on beneficiaries‟ health in the Federal Universities. The existing literature
revealed few evaluative studies on impact of NHIS on its subscribers, though not focused
on the quality and affordability of the healthcare services it provided. This study, therefore,
evaluated the NHIS in healthcare centres in (FUs) in the south-west, Nigeria with regard
to access to quality and affordable healthcare provision.
The study was anchored to Outcome-Based Evaluation Model, and adopted the QUAN-
dominant mixed method design using concurrent approach. The population comprised all
staff ofFederal Universities in the south-west, Nigeria. Three of the six FUs in the south-
west that commenced NHIS since 2009 were purposively selected. The FU workers were
stratified into subscribers, former subscribers and non-subscribers. The accidental
sampling technique was adopted in selecting 223 subscribers while the snowballing was
adopted in selecting 124 former subscribers and 91 non-subscribers, making a total of 438
respondents. The six programme managers of NHIS were purposively selected for key
Informant Interview. The NHIS Access to and Participation Record Sheet, NHIS
Subscribers Expenses on Drugs Record, NHIS Service Quality (r = .98) and NHIS-
Subscribers Satisfaction Rating Scales (r = .89) and NHIS Subscribers Medical Expenses
Interview Guide were used for data collection. The quantitative data were analysed using
descriptive statistics and econometrics, while qualitative data were content analysed.
Access to healthcare services in the three FUs fluctuated (45.85% in 2009, 80.43% in 2011,
72.87% in 2015 and 87.03% in 2018). Majority of subscribers found NHIS services
affordable; however availability of required drugs was rated poor (38.2%). Doctors‟
attendance to subscribers‟ medical needs was rated good (61.1%), waiting time for
diagnostic services and time of being attended to by para medical staff was rated poor
(35.1%). Healthcare services in these universities were 99% consistent with the NHIS
minimum standard benchmark. There was increasing trend of staff patronage of accredited
healthcare service providers before commencement of NHIS (9.17% in 1999, 9.74% in
2002, 10.40% in 2004 and 10.71% in 2008),
but fluctuated after (7.55% in 2009, 8.26% in 2002, 7.96 in 2014 and 10.04 in 2018). There
was decreasing expenditure on drugs when all costs were subjected to yearly inflationary
index (34.7% adjusted differential percentage of expenses on drug). Majority of non-
subscribers were aware of the necessity for NHIS intervention in healthcare provision, but
did not subscribe because they had alternative healthcare services as they believed that
NHIS will not deliver on itspromise.
The National Health Insurance Scheme was effective in providing affordable healthcare
services to subscribed staff of Federal Universities in the south-west, Nigeria. Management
of NHIS should increase access to basic healthcare services by making it inclusive for all
current staff of universities up to their various retirement ages. Special provision should
also be made for ex- staff. Required quality drugs should be provided.
Keyword: Access to healthcare, NHIS healthcare service providers, Cost on

drugs, NHISsubscribers, NHIS standard benchmark.
Word count: 495
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CHAPTER ONE

INTRODUCTION

1.1 Background to the Problem
A state of human physical and mental healthcare that is needed for living productively can
be referred to as a good health. A healthy life translates to the body becoming free from
various forms of disorders which results in a longer life. In other words, health and
wellness bring about a drastic improvement in the overall quality oflife. Good health has
a positive effect on the productivity of the employees. Since “health is wealth” and the
pathway towards improving living standards, it can then be said that healthy individuals
contribute to the growth and development of a nation’s economy.

The United Nation’s Sustainable Development Goal (SDGs) (2030), World Bank (2016),
focus on five themes: People, planet, prosperity, peace, and partnership reflecting the drive
towards achieving a better living for all by addressing health challenges such as
communicable diseases, maternal/prenatal condition, nutrition and other forms of sexually
transmitted diseases (STD) in both developed and developing nation(s). World Health
Organisation (2016) and SDG 3 agenda of 2030 are to ensure that health is centrally
positioned to promote healthy lives and well-being for all ages. Foremostconsequences for
the sector of health and its realisation will contain the improvement of coherent,
incorporated techniques and an emphasis on equity and multi-sectorial action according to
2030 agenda.

The United Nations (2014) submitted that fitness is a circumstance for and a final result of
sustainable improvement and pertains to all the pillars of sustainable improvement
(economic, social, environmental and governance). Improvement in health sector will
further impact several core dimensions of the economy especially development in
education, finance, agriculture, food security, trade and investment, environment, rural-
urban development, transport, communications, law and human rights.
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World Health Organisation (WHO) (2016) reports revealed that in developed and
developing countries, people who pay for their healthcare services suffer “outrageous
costs” while millions suffer and die in absence of access to or inability to afford medical
healthcare, many others suffer because they end up paying through debts and selling assets.
According to United Nation (2014), in High lncome Countries (HICs) and Low Middle
Income Countries (LMICs), the increasing cost of healthcare and rising out-of‐ pocket
spend (OOPS) burden families. In many regions, healthcare costs are foremost reasons for
families falling below the poverty line. Poor nations are unable to afford publicly financed
healthcare services for their populace and often rely on donor support, especially to reach
vulnerable groups where more than two-thirds die from non- communicable diseases.

WHO (2010) identified three fundamental interrelated problems that restrict countries
from moving closer to Universal Health Coverrage (UHC). The first is the non- availability
of resources, the second is overreliance on direct payments and fees for consultations and
procedures at the time people need healthcare services. The third is the inefficient and
inequitable use of resources. Over the years, developing nations found it progressively
problematic sustaining financing the healthcare services.

If poverty is reduce and income is increase, countries will rely less on donor support and
will eventually be able to finance Universal Health Coverrage (UHC) through health
insurance platform. Health improvements often have the greatest effect on those who are
most vulnerable, children in particular. Health and education are great assets that have
been used to sharpen the world into a better place for all. WHO (2015) revealed that
nation’s wealth as measured through its Gross Domestic Product (GDP) is connected very
intently to what it spends on health. The large the consistent with capita profits, the bigger
the expenditure is on health. Some countries, however, spend significantly extra than might
be predicted through their profits tiers and a few significantly less on healthcare.

The World Health Organisation (WHO) resolved that health insurance must be used as a
means of mobilising additional funds for healthcare, risk pool sling, andincrease access to
healthcare for the deprived and for making quality healthcare available to all states
involved particularly low income nations in 2005. Health Insurance scheme is a social
security system that guarantees the provision of needed health services to persons on the
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payment of token contribution at regular interval. Health insurance schemes are
increasingly recognised as a tool to finance healthcare provision in developing countries
and have the potential to increase utilisation and better protect people against (outrageous)
health expenses and address issues of equity (WHO, 2000). Here, individuals‟ resources
and contributions are poolsed together in order to protect group members that may fall sick
within the stipulated time the insurance lasts.

The Organisation for Economic Co-operation and Development (OECD) (2004)reports
that health insurance is defined as distributing the monetary hazard related to thevariation
off individuals’ healthcare finances through poolsling costs over time bypre-payments
and through hazard poolsling. Health insurance according to (WHO, 2010)is a stride to
preventing the monetary hardship related to payment of health service (outs-of pockets
payment) for healthcare at the time of use to prepayments (health insurance).Also, its
uniiversal healthcare should be funded through insurance, the followingfeatures of hazard
pools are needed: i) hazard pools must have large number ofmembers, since pools having
a lesser numbers may not have hazard adequately spreadand cannot pay huge health cost
and); ii) mandatory contribution to the hazard pools (ifnot, the healthy and rich may quit),
iii) pooled resources usually will be subsidised fromgovernment revenues where there is
relatively huge amount of poor people. As part of itsstatutory functions as key manager in
Nigeria health sector, the federal ministry of health(FMoH) published the 2016 periodic
update of Nigeria healthcare status as compared to other similar third world countries
which further shows that Nigeria is under performing.

One of the tasks of providing adequate primary healthcare coverrage associated with
achieving the millennium development goals, WHO estimated approximately 3
physicians‟, Nurses and Midwives to 1,000 customers, Nigeria is at present operating at1
physician, Nurse and Midwife to 6,000 customers (WHO, 2016). According to Vanguard
Newspaper (2017), the Minister of health reported that the sum of N351 billion had been
expended on health management organisations (HMOs) without any commensurate results.
Nigeria’s health system is divided into primary, secondary and tertiary. The primary level
intended to take healthcare delivery to the door steps of the public andacts as the gate-
keeper to the healthcare system. The secondary healthcare services include specialists
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healthcare services for surgical, medicals, pediatric, internal medicines, obstetrics and
gynecology, psychiatry, eyes nose and throat, ophthalmology, management of HIV/AIDS,
diagnostic laboratory services and radiology/medical imaging, physiotherapy for
restorative and rehabilitative services, all recommended medications from FMoHs
important medication list including Co-payments. Tertiary healthcare services comprise
all transfers from primary and secondary health care levels.

Study by Arin and Hongoro (2013) shows that insurance coverage in healthcare isavailable
in distinct ways, described particularly with the aid of using the supply of financing for the
coverage premiums. A nation may also pick numerous distinct ways to maximize populace
coverage. For every form, the alternatives for financing decidewhat's possible in phrases
of benefits, given the top class schemes and what is obtainable in terms of macroeconomic
health indicators. Diverse types of health insurance structures, they include: National
Health Insurance (NHI), Social Health Insurance (SHI) and Community–Based Health
Insurance (CBHI). The focus of the research is on National Health Insurance (NHI). NHI
or government-managed health insurance is usually financed through general taxation and
implies comprehensive coverage for all individuals regardless of health status or affiliation.

According to Ohalette (2008), Nigeria’s healthcare system was declared as effective and
efficient in the area of health delivery and cost in the 1960s and late 1970s but as from the
80s up to the late 90s, the general state of the public healthcare services was poor and even
expensive thus making it difficult to access to healthcare facilities. The situation seemed
to favour private sector health institutions which were enjoying relative boost in patronage
as the general state of public healthcare system continued to deteriorate. This is because
funding of public health sector was dwindling in the face of inflation and the emergence of
private health sector in the nation’s healthcare delivery services with its high cost which
compounded the problem of healthcare delivery to the citizenry. Oyibocha, lrinoye, Sagua,
Ogungide-Essien, Edeki and Okome (2014), stated that there are 23,640 health facilities in
Nigeria, while 85% is primary healthcare facilities, 14% secondary and 2% tertiary, 38 of
these facilities are privately owned and offer 60% of healthcare services in Nigeria.

In the words of Aderonmu (2005) successive government in Nigeria from the 1980‟s to the
late 90s offered free healthcare services particularly to government officials and their
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dependents as well as learners, while the remaining citizens pay token directly. According
to Obadan (2012), due to poor and inadequate healthcare services during 80s and 90s, the
Nigerian government established several boards whose recommendations resulted in the
formation of the National Healthcare Insurance Scheme (NHIS). The scheme was
established by Act 35 of 1999 and launched in June 6, 2005 by the Federal Government of
Nigeria. According to Umar (2005), the NHIS represents a milestone in the quest for
adequate financing of healthcare services in the country. The scheme was adopted to help
spread the hazards and minimise the cost of healthcare. It aimed at providing easy access
to healthcare for all Nigerians at affordable cost. It is totally committed to securing
universal coverage and access to adequate and affordable healthcare in order to improve
the` health status of Nigerians especially for those participating in the various
programmes/products of the scheme. It is to offer social health insurance in Nigeria where
healthcare services of contributors are paid from the common pools of funds contributed
by the beneficiaries of the scheme. It is a pre- payment plan where beneficiaries pay a fixed
regular amount.

The National Health Insurance Schemes, Nigeria (NHIS) was an effort to implement
universal health coverage (UHC) for the populace. Duta and Hongoro (2013) noted that
universal health coverage guaranteed access to the use of high-quality healthcare services
and protections for people from disastrous monetary consequence of ill-health. Gustafson-
Wrights and Schelleken (2013) further assert that universal health coverage is attained
through healthcare delivery to access to healthcare services and monetary protections
which comprise evading out of pocket payment that reduces the affordability of service
and recompenses for productivity losses as a result of sickness. Involvement in the schemes
is voluntary. The beneficiaries in the private and public sectors are expected to contribute
5% of their basic salaries to the scheme while their employers pay 10% for each worker.
This entitles a contributor, a spouse and four children to access healthcare from any
approved service provider.

According to the NHIS Act (Act No. 35 of 1999), the scheme combines the principles of
socialism (being one’s brother’s keeper) with that of insurance (pooling of hazards and
resources). The aim of the scheme is to improve the health status of the citizens being an
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important co-determinant in poverty alleviation measures. The NHIS vision, mission and
objectives as stated in Act No. 35 of 1999 are as follows:

Vision of NHIS: to improve the health status of citizens as a significant co-determinant in
the national poverty eradication effort.

Mission of NHIS: to undertake a government – led comprehensive health sector reform
intended at strengthening the national public and private health systems to enable it deliver
effective, efficient, qualitative and affordable healthcare services.

1.2 The objectives of NHIS
The objectives of NHIS as contained in their operational manual include:
i. To ensure that every Nigerian has access to good health;
ii. To protect families from the monetary hardship of huge medical bills;

iii. To limit the rise in the cost of healthcare services;
iv. To ensure equitable distribution of healthcare costs among different income

groups;
v. To maintain high standard of healthcare delivery services within the scheme;
vi. To ensure efficiency in healthcare services;
vii. To improve and harness private participation in the provision of healthcare

services;
viii. To ensure equitable patronage of all levels of healthcare
ix. To ensure equitable distribution of health facilities within the federation;
x. To ensure the availability of funds to the health sector for improved services.
The Act which established NHIS permitted the scheme to give suitable procedures to
uphold feasibility of the schemes, Section 6(b). Again, the scheme is further authorised to
perform necessary or useful activities in order to accomplish its set objectives, (Section
6i). The Act also stipulated that NHIS should be responsible for:
a. registration of healthcare companies and facilities under it,
b. issuance of guidelines to uphold the sustainability of the scheme,
c. giving approval to contracts format anticipated by the healthcare companies forr

healthcare organisations,
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d. healthcare companies after negotiation determine capitation including additional
expenditures for healthcare facilities,

e. appropriate stakeholders on the schemes to be advised on their relationship with
other communal security outfits,

f. advice on the uninterrupted improvement of quality of services offered under the
scheme through procedures of operation given by the standard team,

g. determine the salary and allowances of workers of the Schemes,
h. exchange information with the National Health Management InformationSystems,
Federal Office of Statistics, Nigerian Social Insurance Trust Fund, banks and other
monetary outfits, Central Bank of Nigeria, States‟ Internal Revenue Services, Federal
Inland Revenue Service and other stakeholders and performing other duties ass important
and useful for realising NHIS set objectives.

Since the launch of schemes in 2005, NHIS has become a key project expanding health
insurance in Nigeria. NHIS is believed to be the basis for enhanced health status for the
populace particularly the average persons that cannot pay for the basic needs. It is also
expected to offer a monetary protection since it addresses the monetary hazard of falling
ill and eliminates out-of-pocket expenditures that usually accompany illness.Since it was
launched in 2005, Gustafsson-Wright and Schellekens, 2013 reports that the scheme claims
to have issued five (5) million identity cards, covering about 3% of the population. The
beneficiaries of the scheme are those who have enrolled (or have been enrolled) with NHIS
and who by being up to date with payment of premium (or having been paid for) are
covered by the scheme. In order to ensure that every Nigerian has access to good healthcare
services, the NHIS has developed various programmes to coverdifferent segments of the
society. These include:
i. Formal Sector Social Health Insurance Programme
ii. Urban Self-Employed Social Health Insurance Programme

iii. Rural Community Social Health Insurance Programme
iv. Children Under-Five Social Health Insurance Programme
v. Permanently Disabled Persons Social Health Insurance Programme
vi. Prison Inmates Social Health Insurance Programme
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vii. Tertiary Institutions and Voluntary Beneficiaries Social Health Insurance
Programme

viii. Armed Forces, Police and other Uniformed Services
ix. The Diaspora family and friend
x. International Travel Health Insurance
xi. Pregnant women and Orphans and Retirees and Unemployed Social Health

Insurance Programme.

Participation in the scheme is optional, interested workers in the private and public sectors
are expected to contribute 5% of their basic salaries to the scheme while their employers
pay 10% for each worker, this is also known as capitation fee. This entitles a contributor,
a spouse and four children to access to healthcare services from any approved service
provider.

The practice of this scheme enables an employer to register both himself and his employee.
Thereafter, the employee enrolls him/herself with an NHIS approved Healthcare
Organisation (HMO), who will thereafter offer the employees/contributors with a list of
NHIS approved healthcare provider (public and private). The employee registers
him/herself and dependent(s) with the offerr of his/her choice. Upon registration, a
contributor/employee and his/her dependent(s) will be issued identity cardswith Personal
Identification Numbers (PIN). In the event of sickness, the contributor/employee presents
his/her identity card to his/her chosen primary healthcare provider for treatment, after
completion of all administrative processes which is usually not more than thirty working
days.

A subscriber reserves the right to change his/her primary healthcare provider after a
minimum of six (6) months, if he/she is not satisfied with the services being given. The
HMO will make payment for services rendered to a subscriber to the healthcare provider,
a subscriber may however be asked to make a small co-payment (where applicable) at the
point of service. However, Aderounmu (2005) submits that for now, only the employer’s
contribution is being implemented.
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NHIS rules expresses that: healthcare support administrations will be offered through a
three degree of administration plan. These are essential, auxiliary and tertiary level
administrations.

i. Primary Health services Facilities: It is the passage point and place of first contact
of people with the Health support Facilities. They are to play the role of guards to
the plan by offering preventive, remedial and rehabilitative administrations.

ii. Secondary Health Services Facilities: To provide specific administrations to clients
on referral from the primary health services support facilities through the HMOs.
Periodically, especially in instances of crises, direct medical appointment without
response to the HMOs can be made. Nonetheless, the HMOs should be informed
with immediate effect.

iii. Tertiary Health Support Services: Comprise of profoundly specific particular
administrations dependent on reference from the auxiliary services level through
the HMOs.

The NHIS is put in place to solve some key problems which conventional healthcare
services failed to solve. Some of these problems include; problem of accessto quality
healthcare, problem of standard and quality in terms of (facilities, drugs and personnel),
problem of patronage of primary healthcare centres, problem of cost, problemof healthcare
funding and so on which form the focus of this research. This is to see whether healthcare
services under the NHIS has been able to solve parts if not all the key challenges facing
healthcare service delivery in Federal Universities in the South-West, Nigeria, especially
conventional universities who were seen to have implemented this scheme since 2009.

Access to quality healthcare service entails the ease at which medical facilities and
equipment are made available in sufficient quantity at every visit of customers to the health
centres; this obviously requires adequate and appropriate funding on the part of the
government. Value for money matters in life, particularly expenses incurred on health
related services, the NHIS was planned and organised to offer thorough healthcare services
at moderate expenses, covering workers of the organised or public sector, independently
employed persons, communities in the rural areas, poor people and groups that are weak
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and vulnerable (Ononokpono, 2008). The weight of medical affliction has different
features; one aspect that is of extraordinary worry lately is the expandingfinancial related
consequences of sickness. For instance, lately, five hundred million work days were lost
in Europe as a result of laborers’‟ infirmity (Collins, Ellickson, McCaffrey, and
Hambarsoomians, 2007). The circumstance is the equivalent somewhere else decreased
efficiency at working environment combined with the expanding expenses of healthcare
services makes a money related weight that influences all. The poor consistently think that
it is hard to get essential healthcare support benefits because of colossal doctor's visit
expenses included which they cannot bear.

The Nigerian government is of the view that the NHIS is expected to lessen theissue
of disparity in the arrangement of healthcare services administrations through cost
(Ibiwoye and Adeleke, 2007). Subsequently, the plan was proposed to assist in spreading
hazards and to minimise the costs of healthcare.

Again, standard is another thing required by the NHIS from the practises of the intended
healthcare centres. The responsibility of the NHIS is in actual fact regulatory, in partnership
with other strategic stakeholders, part of its strategic role consists of: setting standards for
healthcare facilities and ensure quality, monitor and to evaluate the healthcare centres.
However, management of the tertiary institutions healthcare centres is in charge of the
overall management of the scheme. Standards set by NHIS are divided into two categories
which are contained in the NHIS operational manual. The set standards cover such areas
as general requirements to be fulfilled by intending primary healthcare provider as well as
specific key medical staff personnel profile, availability of relevant equipment and physical
facilities such as office space, furniture, and medical laboratories and so on.

Quality and satisfaction are often used interchangeably due to the fact that both terms share
certain things in common. Satisfaction is generally viewed to be the broader concept and
one that is seen either at the individual service experience or at a more global level,
encompassing all experiences with an organiser. Oni (2014) made an assessment ofquality
and access to NHIS among University of Ibadan workers and found out that quality of
NHIS services through the university health centre to be low and recommendedmore
enlightenment to increase access to healthcare services. Bitter and Hubbert (1994) observe
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that quality is just one of a number of factors driving satisfaction and is explained by the
observation that quality can occur in the absence of actual encounter. The authors further
affirm that a client or recipient would say I know Dr X offers a high quality service, even
though I have never received treatment from him whereas customer satisfaction and
dissatisfaction can only occur after an actual experience. All attribute performances are
usually judged by service users in perceptual terms. Even with an apparently objective
measure, such as waiting which is not the absolute but the evaluation of it as being
short/long or acceptable/unacceptable which is subjective and dependent on the evaluator
(Thompson and Sunol, 1995).

Patronage of healthcare facilities is dependent on how affordable and how close the
healthcare facilities are to the people. The ability to afford the cost to enjoy medical
services is directly proportional to families‟ disposable income and access to healthcare
facilities to the patrons and to fully harness the potentials and opportunities derivable.
These include both equitable spatial distribution and availability within affordable means
to the people. Spatial distribution of healthcare facilities emphasises theease with which
these facilities can be reached and utilised satisfactorily. A number of issues may be
responsible for why people may or may not patronise healthcare facility. One of such issue
is the distance people are willing to travel in order to utilise healthcare facilities available.
Finding by Omofonmwan and Kadiri (2006) showed that users may not be prepared to go
beyond their limit to attend a particular healthcare centre where the distance is critical.
Umar (2015) reported that foremost barrier reducing patronage patternof healthcare facility
is distance between client and the healthcare providers.

Ogungbayi, (2012) discovered that NHIS subscribers perception and satisfaction among
federal government staff in Ibadan metropolis was still low despite its introduction and
implementation many years in Ibadan, Nigeria. Also, Akinyemi (2015) studiedthe efficiency
of NHIS in selected federal establishment in Ogun and Oyo states and found that the
scheme had good intents and was fairly effective in achieving some of its intended results
in healthcare delivery and recommended improved government funding to increase
efficiency.
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1.3 Evaluation Objectives
The evaluation objectives of the research will be based on objectives 1, 2, 5, 8 and10 of
NHIS intervention and these are to:
i. Evaluate the extent to which NHIS has increased access to basic healthcare services

for subscribers in federal universities in the south-west, Nigeria from 2009 – 2018
ii. Evaluate the extent to which NHIS programme has reduced expenses on medical

bills of enrollees in federal universities in the south-west, Nigeria from 2009 –
2018.

iii. Ascertain the extent to which NHIS has increase standard of healthcare delivery
and quality of healthcare services in federal universities in the south-west, Nigeria
from 2009 – 2018.

iv. Determine the extent to which NHIS has increased patronage of healthcare facilities
in federal universities in the south-west, Nigeria from 2009 – 2018.

v. Determine the extent to which the scheme has made fund available for improved
healthcare services in federal universities in the south-west, Nigeria from 2009 –
2018.

1.4 Statement of the Problem
The National Health Insurance Scheme (NHIS) was introduced to solve some key problems
which conventional healthcare services in Nigeria had failed to solve. Some of these
problems include; problem of access to quality healthcare services at affordable cost for
Nigerians, problem of standard of healthcare centres in terms of facilities, drugs and
personnel, problem of patronage of primary healthcare centres, and problem ofhealthcare
funding amongst others.

Implementation of the scheme has been viewed from different perspectives, withregard to
its impact on beneficiaries‟ health in federal universities in the south-west, Nigeria.
Existing literature revealed few evaluative studies on impact of NHIS on its subscribers‟
health, though not focused on access to quality and affordable healthcare services as well
as subscribers‟ satisfaction and funding of the healthcare systems in federal universities in
the south-west, Nigeria.
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This study, therefore, evaluated the NHIS in healthcare centres in federal universities in
the south-west, Nigeria, with regard to access to quality and affordable healthcare provision
as well as satisfaction of subscribers and funding of the healthcare system in federal
universities in the south-west, Nigeria.

1.5 Evaluation Questions

The research offered answers to thirteen evaluation questions:
1(a) What percentage of staff have access to basic healthcare services under the NHIS

in federal universities in the south-west, Nigeria from 2009-2018?

(b) What percentage of staff who had access and are utilising the access to basic
healthcare services under the NHIS in federal universities in the south-west, Nigeria
from 2009-2018?

2 (a) What are the experiences of NHIS subscribers on affordability of NHIS services
from 1999-2008 (before commencement) and from 2009-2019 (after
commencement) in federal universities in the south-west, Nigeria?

(b) What are the patterns of expenses incurred by staff of federal universities in the
South-West, Nigeria on drugs from 1999-2008 (before commencement of NHIS)
and 2009 to 2018 (after commencement of NHIS)?

3(a) How consistent is the standard of healthcare services offered by healthcare centres
in federal universities in the south-west, Nigeria, with the NHIS standard
benchmark in terms of key medical personnel, medical facilities and equipment?

(b) What is the quality of healthcare services offered by healthcare centres since the
commencement of NHIS in federal universities in the south-west Nigeria, from
2009-2018?

4. What is the trend of staff patronage of accredited NHIS healthcare centers before
commencement (1999-2008) and after commencement (2009-2018) in federal
universities in the south-west, Nigeria?

5(a) What is the subscribers‟ level of satisfaction of process of NHIS implementation in
federal universities in the south-west, Nigeria, from 2009-2018?
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(b) How do former subscribers‟ assess the efficiency of the process of healthcare
delivery since commencement of NHIS in federal universities in the south-west,
Nigeria, from 2009 – 2018?

(c) How do non-subscribers view the necessity for NHIS intervention in healthcare
provision in federal universities in the south-west, Nigeria, under the NHIS since
2009-2018?

6 (a) To what extent has NHIS through HMOs made available to the healthcare centres,
required fund needed for quality healthcare service delivery through premium
collections from subscribers‟ and capitation fee in federal universities in the south-
west, Nigeria, from 2009-2018?

(b) What proportion of funds released by the HMOs is used for the provision of
periodic drugs and laboratory reagents, infrastructure and human development by
the HCCs of federal universities in the south-west, Nigeria, from 2009-2018?

(c) What are NHIS programme managers‟ experiences on funding of healthcare
services in federal universities in the south-west, Nigeria, from 2009 – 2018?

(d) What are NHIS programme managers‟ opinions for improving funding of
healthcare services of federal universities in the south-west, Nigeria, from 2009 –
2018?
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Table 1.1: NHIS Objectives, Evaluation Objectives and Evaluation Questions
NHIS Objective Evaluation Objectives Evaluation Questions
NHIS Objective 1 1 1a and b
NHIS Objective 2 2 2a and 2b
NHIS Objective 5 3 3a and b, 5a. b, and c
NHIS Objective 8 4 4
NHIS Objective 10 5 6a, b, c and d



16

Table 1.1 consists of three columns, the first columns shows the list of theselected five
NHIS objectives used in this study out of the ten broad lists of objectives contained in the
NHIS operational manual. Column two shows the five evaluation objectives that were
drawn from each NHIS objectives. Column three shows the five evaluation questions that
were answered in this study which were derivable from each of the five NHIS and
evaluation objectives

1.6 Scope of the Study
The research sets to evaluate the magnitude to which NHIS has been able to achieve its set
objectives and the extent to which the putting into practice of the scheme has better the
health standing of subscribers through access to basic healthcare services, reduce costs of
medication, improve standard and quality healthcare delivery, increase patronage to its
accredited healthcare centres as well improve funding of healthcare services in federal
universities in south- west, Nigeria from 2009-2018. The populationfor the research will
be limited to subscribers‟ non-subscribers‟ and former subscribers‟ in the universities
under focus. Also, the study will be limited to only NHIS accredited university health
centres within the south- west, Nigeria.

1.7 Significance of the Study
The import of the findings of the research is a necessary and sufficient condition towards
the attainment of Universal Health Coverage (UHC) and quality healthcaredelivery. The
research offers information to stakeholders on the possible constraint that isaffecting the
smooth implementation of the NHIS in the country. The finding of the research also offers
information on the possible improvement of the NHIS programme and the scope of the
programme. The finding of the research will further contribute to the knowledge level and
subscribers‟ disposition towards NHIS in the country. The result of the research also offers
information on adequate and continuous evaluation of NHIS programme in other states
and opportunity as to identify problem areas in the scheme.

1.8 Definition of Terms
Health Insurance: The reduction or elimination of the uncertain hazards of loss for the
individual or family by combining a larger number of similarly exposed individuals or
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families who are included in a common fund that makes good the loss caused to any one
member.

Social Health Insurance: Compulsory health insurance, regarded as part of a socialsecurity
system, funded from contributions – often community rated- and managed by thestate legal
entity.

Subscribers: These are University staff members who are current beneficiaries of NHIS
who contribute 5% of salary to the scheme every month

Non-Subscribers: These are University staff members that are yet to register with NHIS.
No deduction will be made from their monthly salary.

Former Subscribers: These are University staff members who had once subscribed to
NHIS but opted out of the scheme for reasons best known to them

Premium: Sum paid for giving protection coverage under an agreement. Cash paid out
ahead of time for protection coverage. Commitments are frequently characterized as
level of compensation for formal area workers or month to month level of instalments for
casual area representatives to health care coverage reserve on standard premise
Capitation Fee: This is a fixed amount type of healthcare payment system where an
insurer paid a specific amount of money per subscribers to healthcare offerr within a
specific period of time. The federal Government pays ten per cent of each subscribed
staff of NHIS to HMOs who in turn release same to healthcare provided on monthly
basis.

Out-of-pocket Payments: Payment out of private means rather than public made straight
by a client to a healthcare administration offer without repayment.

Evaluation: Is a process of systematic inquiry directed at gathering, investigating and
deciphering data so one can reach determinations about the legitimacy, worth, worth or
importance about a program, task, strategy or whatever it is that is being analysed.

Patronage of Health Centres: This refers to the frequency of visits of staff to access
healthcare services at the university health centres. This will be measured by examining
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the nature of increase or decrease in the number of staff that visit the accredited medical
facilities between the years in consideration.

Efficiency: Extent to which intervention produces benefit in defined population in routine
or “real world” circumstances; compare with efficacy. This will be measured through
NHIS intervention rating scale to elicit vital information from the respondents on
satisfaction level NHIS service delivery of its package.

Access to Healthcare Services: it is the number of staff that can be attended to at the
university health centre as well as those who were attended to at the time of visit to the
healthcare centres.

Service Quality: How well healthcare service delivery under NHIS conforms to the
subscriber’s expectations.

NHIS Qualitative Healthcare: This is a level of healthcare services offered by NHIS as
determined by subscribers‟ rating of healthcare service quality and satisfaction scales, as
well as the researcher’s assessment of NHIS standard checklist.

NHIS Affordable Healthcare: The affordability of healthcare is the act of protecting
customers from undue monetary burden and expanding access to affordable healthcare
through broader NHIS insurance coverage.

Input Variables: These are the resources committed to a programme to make it achieve
its stated objectives

Activities and services: Activities and services are the tasks that are done to make a
programme work

Output Variables: These are various counts of such things as resources consumed,
activities conducted, and services delivered.

Outcome Variables: The outcomes (changes, usually benefits), resulting from a set of
activities implemented to achieve a stated goal.
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1.9 Acronyms
FMOH: Federal Ministry of Health HMO: Health Management Organisation NHIS:
National Health Insurance Scheme
TINSHIP: Tertiary Institution Student Health Insurance Programme OBE: Outcome-
Based Evaluation
OECD: Organisation for Economic Cooperation and DevelopmentOOP: Out-of-Pocket
Payment
UHC: Universal Health Coverage
UNICEF: United Nations International Children Education Fund
WHO: World Health Organisation.HCC: Healthcare Centres
USAID: United States Agency for International Development
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CHAPTER TWO

LITERATURE REVIEW

This chapter is a review of concepts, models and empirical studies relevant to the evaluation
of the NHIS in healthcare centres in federal universities in the south- west, Nigeria. In this
chapter, literature was reviewed under the following sub-headings:
2.1 Evaluation model
2.2 Conceptual review
2.3 Empirical review
2.4 Appraisal of literature and gap filled.

2.1 Evaluation Models
2.1.1 Kirkpatrick Evaluation Model
In the 1960‟s Donald Kirkpatrick wrote a series of articles on evaluation where heidentified
four stages (or levels of evaluation). Despite its age, Kirkpatrick’s model continues to be
used in contemporary research (Schmidt, 2009; Elliott, Dawson, and Edwards, 2009).
Kirkpatrick’s (2001) four level model is less known in educational evaluation circles
because it focuses on the evaluation of corporate training programs. Kirkpatrick (1977)
divided the evaluation process into four stages as shown in Table 2.1.
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Table 2.1 Kirkpatrick Four Stages of Evaluation Process
Stage One – Reaction How do the participants feel about the program they attended? To

what extents are they „satisfied customers‟?
Stage Two – Learning To what extent have the trainees learned the information and skills?

To what extent have their attitudes changed?
Stage Three – Behavior To what extent has their job behavior changed as a result of attending

the training program?
Stage Four - Results To what extent have results been affected by the training program?

(Results would include such factors as profits, return-on-investment,
sales, production quality, quantity, schedules being met, costs, safety
record, absenteeism, turnover, grievances and morale).
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One of the key strengths of this model is in its simplicity, which was designed to allow it
to be understood and used easily by Human Resources practitioners whendesigning their
evaluation tools. Evaluating at the „reaction‟ stage allows the trainer to get a quick
understanding of how the learners‟ felt about the session in terms of the content, structure
and how it was delivered. Usually this will be in the form of a self-completion questionnaire
that the learners will complete at the end of the training event. Through analysing the results
the trainer can make amendments to the programme as necessary and the results can also
be fed back to the organisation. One of the main advantages of this approach is that it is
usually carried out straight after the intervention and therefore the trainers/facilitators
receive the feedback quickly so can implement it within a short time span if they choose to
do so.

There are limitations associated with the four different stages. For example,Kirkpatrick
(1977) confirms that the usefulness of stage one evaluations is dependent upon the honesty
of the learners who complete the questionnaire and whether they feel comfortable in being
able to tell the truth. One way to encourage honesty in this process would be to enable the
employees to complete them anonymously thereby having no fear of any repercussions,
though this would limit the opportunity for the trainer to provide additional support for
learners where they felt that their objectives were not met. There is also the potential issue
of social desirability whereby the learners feel that they have to respond in a particular way
(Darby, 2006) especially if they are asked to complete their evaluation in front of the trainer
or fellow learners. Lee and Pershing (2002) believe that Kirkpatrick provides insufficient
guidance on how stage one can be achieved through a questionnaire and suggests
guidelines in this area would be useful. There is also a risk that the evaluation focuses too
heavily on enjoyment rather than on how useful it has been (Hamblin, 1974) most
frequently in the form of „happiness sheets‟ (Bramley and Kitson, 1994).

Evaluating at stage two provides the learners with the opportunity to evaluate their learning
and to identify how they believe their behaviours might change. In relation to stage two,
Kirkpatrick believes that there is a distinction between gaining „evidence‟ and „proof‟ and
proof can only be gained by comparing pre- and post- intervention performance to identify
whether there has been a shift. However an outstanding limitation would be how we
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would be able to control for other factors, in other words, how can we be sure that it was
just the training intervention that made the difference? and this would involve using
experiments and control groups (Kirkpatrick, 1977). One way totry to overcome this would
be to use a tool to measure ability before and after the event though the design of reliable
tools can be complex (Bramley and Kitson, 1994).

Stage three of Kirkpatrick’s model is entitled behaviour and can be defined as the extent to
which change in behaviour has occurred because the participant attended the training
program (Kirkpatrick, 1998). Similar issues to stage two also arise for the stage three level
of evaluation where a control group would be needed to ascertain whether the intervention
is the differing factor. The distinction between evidence and proof poses a challenge for
both researchers and practitioners; Kirkpatrick (1977) suggests that organisations use a
pragmatic approach:

Let’s shoot for proof but be satisfied with evidence. In most cases, our superiors would be
more than satisfied with evidence, particularly interms of behavior or results (p.
Kirkpatrick’s level four is defined as the final results that occurred because the participants
attended the programme (Kirkpatrick, 1998) this is where it is more difficult to meet this
criterion as they may not be suitable for some types of programmes that are run. James and
Roffe (2000) agree that inherent challenges in evaluation at levels 3 and 4are down to the
other factors which may have an impact on changes in performance, including; personal
factors (e.g. motivation, ability and attention); instructional factors (e.g. course design and
trainer’s ability); and organisational factors such as climate, timing, management ,learner
support etc. This view is confirmed in reports such as Tysonand Ward (2004) who were
concerned about the intervening variables that might have an impact. Bramley and Kitson
(1994) argue that levels three and four are not often used because organisations find it
much simpler just to focus on the first two levels. The lacks of organisations who evaluate
at this level (and the subsequent lack of empirical organisation-based data and case studies)
mean that these levels of evaluation remain poorly understood (Bramley and Kitson, 1994).

Alliger and Janak (1989) also argue that some interventions will not aim to meet all four
levels and this does not necessarily mean that it should not be used; assuming it meets the
required needs. This highlights the clear need for organisations to considerwhat form
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of evaluation is needed and accept that for some programmes, evaluation at stages one
and two may provide sufficient information. There are limitations associated with the use
of this model. Alliger and Janak (1989) identified limitations in the language used by
Kirkpatrick and also felt that his model contained a number of assumptions which
potentially impact upon its validity. This includes the assumption that each succeeding
level is correlated with the previous level and they argue this is not necessarily the case,
particularly where there are queries about causality.

The primary research undertaken in the work of Weissner, Hatcher, Chapman and Storberg-
Walker (2008) was clear about the need to move beyond Kirkpatrick’s model andthis has
been reflected within many other studies. It is interesting to note however that there has
been little agreement about how this can be undertaken with a series of models being
constructed yet no evidence of widespread use of any particular models. This suggests that
both researchers and organisations believe that Kirkpatrick’s work remains relevant
particularly where the potential limitations are understood and acknowledged within the
evaluation design process. Dyer (1994) suggests a revised version of Kirkpatrick’s model
which he refers to as Kirkpatrick’s Mirror Evaluation System which starts by looking at
the final stage of Kirkpatrick’s model rather than the first. Whilst an advantage of this
model is that it includes the all-important link to business objectives there is little empirical
evidence that this model is used in practice (or in research). Phillips cited in Burkett (2005)
suggested the addition of a fifth stage on return on investment (ROI) to measure the
monetary costs of providing the intervention with themonetary benefits received.

2.1.2 The Outcome/Logic Model
A logic model is an approach to planning and managing projects that helps us to be clear
both about what our projects are doing and what they are changing. An outcomes logic
model (evaluation plan) is a clear, graphic representation of the links between programme
activities, the results these activities produce, and how the results will be measured. The
word logic is used because of the logical link between the system components: inputs are
a necessary precondition to activities; activities need to take place before outputs are
possible, etc. Think of your program as a system that has inputs, activities, outputs and
outcomes. One helpful and commonsense evaluation plan is the logic model. To construct
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the evaluation plan (logic model), you will need to think through your program’s
structure. The elements of a programme’s structure include: program inputs, activities and
services, and outputs. Each of these elements makes some contribution to the benefits or
outcomes the programme delivers to program participants. It is for this reason that we look
at each element separately and discuss what these elements might include and how they
might impact the programme’s outcomes.

i. Inputs
Programme inputs are the resources devoted to a program. They include materials, tools,
facilities, money, staff, and other resources that make the programoperate. Think about
beginning a program from day one. What are all the materials you will need to bring to the
program to make it work? It is important to know what it takes tooperate a program because
that tells us how much it costs to deliver the program to each participant, and how much it
costs to achieve the desired programme outcomes. Inputs variables include facilities, web
site, computers, consultants, curricula, money, staff,Materials etc.

ii. Activities and Services
Activities and services are the tasks that are done to make a program work. They are the
tasks that must happen both behind the scenes and those that occur directly with program
participants that help them achieve the program’s outcomes. There is a subtle difference
between these tasks. Activities are tasks that are administrative or managerial in nature.
These are very important tasks and they consume money, effort, and resources. It is for this
reason activities must be accounted for when evaluating outcomes. Services are those tasks
that occur directly with programme participants, such as workshops or mentoring.
Activities and services make up the programme and account for all thefunctions and tasks
associated with getting the work done and serving the participants. Activities at this stage
include: recruit participants, coordinate materials and staff, promote programme, program
services, workshops, projects, mentoring etc.

iv.Outputs
The next part of the logic model is called outputs. These are various counts of such things
as resources consumed, activities conducted, and services delivered. Organizations are
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very accustomed to reporting outputs. In fact, organizations have been asked routinely by
funders and other stakeholders to report in these terms. Outputs include the number of
workshops given, the number of participants served in the program, and supplied
consumed in the course of the programme. Since output is a direct program product,
typically measured in numbers, the following will included in the logic model: materials
used, web-site hits, materials developed, consultants‟ hours, participants completed,
supplies consumed, participants served, workshops given etc.

iv. Outcomes
Outcome evaluation, then, at its most general level, is a systematic examination of the
outcomes (changes, usually benefits), resulting from a set of activities implemented to
achieve a stated goal, and a systematic examination of the extent to which those activities
actually caused those outcomes to occur. The intent of outcome evaluation is to assess the
effectiveness of these activities with respect to the benefits achieved, suggest
improvements and possibly provide direction for future activities. Outcome evaluation is
not the same as programme evaluation. Program evaluation may include assessing its
impact on client outcomes, but its scope also includes assessing those aspects of program
activities, systems or processes that have been identified as needing examination for the
purpose of the evaluation.

Program outcomes are changes in client knowledge, skills, attitudes, behaviours, condition
or status, resulting from their involvement in a program or service. The changesmay be
positive or negative, intentional or unintentional. They may occur during or after the
client’s participation in the program and may be short-term, intermediate-term or long-
term. Programs are designed to make these changes and improvements. Outcomes can also
be framed sequentially; that is, in terms of what might happen first, and what might happen
later or last. Some outcomes might be accomplished during the program, others shortly
after the program finishes. These outcomes are called immediate outcomes.When the
program is over, but changes are not expected to occur until a period of time after the
program has ended, the outcomes are called intermediate outcomes. Long-term outcomes
are often accomplished by a program, but these are not measured until asignificant period
of time after the program has ended.
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Outcome evaluation helps determine what outcomes a program helps achieve, how
much change occurs in the client as a result of participating in the program, and the extent
to which the change can be attributed to program activities. In addition to measuring the
intentional outcomes desired by the program, outcome evaluation may also reveal the
unintentional or unexpected outcomes (positive or negative) resulting from the program.
Outcome evaluation is sometimes referred to, among other terms, as outcome
measurement, results based management or outcome focused management. Although the
focus and the contexts in which some of the terms are used may be different, the intent and
approaches are largely similar. They are all concerned with Continuous Quality
Improvement (CQI). CQI is a management approach that encourages examination of ways
to continuously improve the efficiency and effectiveness of all aspects of the organization’s
programs and services in order to maximise benefits for clients. It is a client-centred
philosophy that is committed to ongoing improvement in processes and practices, relying
on evidence-based information to support the organization’s success in achieving its goals
and outcomes. CQI is also a process of creating an environment in which quality
improvement is a key part of the organization’s culture. The CQI cycle consists of multiple
iterations of: PLAN, DO, and CHECK, REFLECT and ACT.

2.1.3 Outcome-Based Evaluation Model
The focus of the research is centred on the use of outcome-Based Evaluation model (OBE)
with its inbuilt logic framework in structuring of the key variables in the study. According
to Wang (2010), Outcome-Based Evaluation model is gaining acceptance with time. There
has been a shift recently with the application off Outcome- Based Evaluation model from
procedure to results in social services, healthcare and education. Outcome-Based
Evaluation model focuses on the recipients of services, cutting down costs and time by
combining many different evaluation s into one. Outcome-Based Evaluation is helpful to
the clients and fairly stress-free to use contingenton the outcome desired. Outcome-Based
Evaluation model may as well advance a programme nearly instantly if the recipients
welcome new development with willingness to making the programme improve. The
purpose of OBE is to offer valid findings about the efficiency of your programme to those
persons with responsibilities or interests related to its creation, continuation or
improvement. Outcome-based evaluation is asystematic way to assess the extent to which
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a programme has achieved its intended results. OBE focuses on the key questions: (1)
how has my programme made a difference? (2) “How are the lives of the programme
beneficiaries better as a result of myprogramme?”

Outcome-based evaluation deals with the acquired benefits by partakers using the
programme and observes their wants are realised through the actions of the organisation.
It also focuses on changing lives off non-beneficiaries of the programme. The clients‟
gains, that is, outcome may perhaps different, and these results may comprise knowledge
increase, attitudinal modification, learnt talents including change in conditions.

Programme evaluation with focused outcomes is progressively significant for not- for-
profits and requested by funders. An outcomes based assessment works with check if an
association is truly doing the right program exercises to achieve the outcomes you accept
(or even better, you've confirmed) to be required by your customers (instead of simply
captivating in occupied exercises which appear to be sensible to do at that point). Results
are advantages to customers from investment in the program. Results are for the most part
as far as upgraded learning (information, insights, airs or abilities) or conditions, e.g.,
expanded proficiency, confidence, and so forth Results are frequently mistaken for
program yields or units of administrations, e.g., the quantity of customers who went
through a program (McNamara, 1998). As a technique, OBE, is relatively effective for
programmes evaluation, is speedily gaining acceptance amongst the non- governmental
agencies and monetary organisations. However, Outcome-Based Evaluation model van
be used to measure performances or map performances.

Results-Based Evaluation is very effective in knowing if a company is actually executing
the correct programme goals resulting into the clients‟ expected endings (McNamara
1999). In education, results are seen as improved learning, knowledge increase or improved
perceptions, dispositions or abilities, or enhanced situations like improved environmental
education. Monetary institutions are asking if none-profits programmes are actually
making headway (McNamara, 1999). In education, benefits, impacts and positives changes
in beneficiaries, learners, instructors and so on as a resultof your efforts during and/or
after their participation in your programme are the foremost focus of Results-Based
Evaluation. Outcome-Based Evaluation assists programme implementers to identify if
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they are actually executing the exact programme activities in achieving certain pre-
determined results.

Outcome-based evaluation includes objectives the programme’s recipients must attain for
enrolling in such programme and states the type of evaluation stakeholder is demanding;
these are the organisation referenced outcome which reflects the organization’s efficiency
and efficiency. The under listed approaches are bases for OBE:

Such model which employs persons or organisations-referenced
outcome to determine existing and desired persons and programme-
referenced results and their use (programme evaluation), the degree
a programme makes its objectives and goals (efficiency evaluation),
whether a programme makes a difference compared to either no
programme or an alternative programme (impact evaluation), or the
equity, efficiency, or efficiency of policy outcome (policy evaluation).
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The history of outcome-based evaluation can be traced to two foremost sources. The first
was passing off Government’s Results and Performances Act (GPRA) in 1993 to
streamline U.S government’s reportage of federal funds usage (1993). Second source was
United Way’s creation in 1996 of a particular process of evaluation thereby streamlining
its reporting by monetary body (United Way of America, 1996). The strength of Outcome-
Based Evaluation is that it had been proven by organisation for organisation, through this,
there is a great deal off ownerships over the results measured and in what way the result
would be put to use. OBE can achieve the following if properly planned for:
1. Increased programme efficiency
2. Communicate programme value
3. Offer a logical framework for programme development
4. Generate information for decision making
In an Outcome-Based Evaluation, the four (4) evaluation types that will be discussed as
the work progresses are as follows:
Programme Evaluation: Programme Evaluation s naturally tries to offer answers what
results my programme is making in to its beneficiaries? In education, programme an
evaluation is usually employed healthcare and social services realms (Wang, 2010).
Programme results are in four classes: organisation value results, organisation performance
results, individuals‟ value results and individual performance results. All probable results
are combined into the matrix cell where they are possible to fall. Organisational outcome
deals with staff members, staff competencies, and programme’s consumer satisfaction.
Individuals‟ results relate to individuals‟ qualities, values and preferences. Programme
evaluation usually involves three stages. Stage one; the programme must create a baseline,
that is, the established results presently employed. Second stage is determining the
anticipated outcome. The stage informs evaluator’s organisations direction. Typically,
such organisations give out another questionnaire, here; the focus is on picking the
responses which indicates expected goal. This stage requires concentrating on organisation
and individuals‟ value results. Lastly, the evaluators will try to describe in what way the
organisations will bring into line their services with expected outcome.
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Programme results should be evaluated to measure healthcare education and communal
services. A large portion of these are estimated through accountability impression. The
outcomes should be estimated for execution and buyer evaluation in the space of
fulfillment, and furthermore for usefulness in the space of versatile conduct and job status.
Moreover it will be taken a gander at in the space of individual evaluation which tends to
life encounters and the personal satisfaction. Mika (1996) in Wang (2010) attested that in
other for program assessment to be effective, an association shouldencourage a culture of
progress, be responsible in creating key plans and execution objectives, and foster an
observing framework. Assessments are more effective if partners take an interest in the
assessment and are occupied with the dynamic cycle.

i. Efficiency Evaluation
An Efficiency evaluation is concerned with the following questions: does programme meet
the purposes of its establishment? The programme foremost usages include the following:
i. Match the programme’s objectives with the attained results;
ii. Reports programme’s achievement as well as the outcome
iii. Offer foundational feedback towards programme improvement and change

(Schaluck in Wang, 2010).
This category of evaluation is likened to programme evaluation excluding effectivenes
evaluation which creates a comparisonn conditions against which accountabilities and
results are ascertained. The theory summarises the five (5) effectivenes analysis steps:
a. Performances objectives
b. Purposes and comparison conditions
c. Methodologies
d. Collections of data and analysis
e. Person and organisation-reference results.

In using the outcome-based evaluation model Wang (2010), an evaluator is allowed to
handle efficiency evaluation methodically. Efficiency evaluation may offer organisation
with dependable information concerning its programmes for recommendations for
improvements. The evaluation processes assist policy-makers‟ actions to determine matters
which include: Are goals and results being achieved? Are resources upheld?
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ii. Impact Evaluation
Impact Evaluation takes into consideration the cause and effect principle. This sort of
assessment centers on the program's effects and decides if those effects can be ascribed to
the intercession being utilized or the administrations being assessed. It additionally gives
partners input in the space of responsibility and improvement plans (Schalock, Wang,
2010). Directing an effect assessment requires an examination bunch with which to look
at results. Evaluators are to take cognisance of the beneficial of a programme, service
offered by a programme, the results, as well as to identify if difference exists in the results.
Impacts evaluation results are not reliable towards continuous improvement. Nevertheless,
if evaluators succeeded in determining variables which are responsible for changes among
programmes factors which make the programmes successful, this implies that the actual
results may be valuable to such organisation.

iii. Policy Evaluation
Policy Evaluation defines results in orientation to their fairness, efficacy and efficiency.
This evaluation type strives to respond to simple question, does the policy produce results?
Such evaluation type makes use of different strategies and may concentrate on
beneficiaries, the programme. The evaluators must keep in mind the validity, significance,
helpfulness and the likelihood of discoveries and the recommendations when performing
policy evaluation. This type of evaluation has to do with subjective topic and evaluators
are relied upon for data interpretation. Since policy is envisioned to produce results:
therefore, it assists beneficiaries to get and present the results from diverse standpoints.
In educational evaluation, there has been a shift from processes to results. Policiesmakers
view results such as accreditation, learners test scores, graduation rates, parental
involvement, academic skills, school environment, learners‟ satisfactions, social
adjustments, social belongings/empowerments and instructors‟ proficiency rates.
Healthcare evaluation is also concentrating on the results that show how people will
function well including their supposed welfare. Healthcare evaluator studies such results
as coping behaviours, clinical symptom, and costs of healthcare, best maintenance,
mortality, feelings, long life and customers‟ satisfactions. The results naturally measured



34

in these areas are access to mobility to services, public engagements, waiting lists,
consumers‟ satisfactions, employments‟ status, social inclusion, legal status, educational
status, maternal well-being, self-determination and optimality, (Mika in Wang, 2010).

2.1.4 Application of Outcome-Based Evaluation Model to the Study
Models are approaches to planniing and handling project which aids evaluators tohave
clear understanding concerning what a project is doing and what it is changing. Outcomes‟
models (evaluation plan) are graphic representations of connections among programme
events, the results the activities produced as well as how the results will be measured. The
word „logic‟ is used because of the logical link between the system components: inputs are
a necessary precondition to activities; activities need to take place before outputs are
possible, etc. Think of your programme as a system that has inputs, activities, outputs and
results. One helpful and commonsense evaluation plan is the logic model. Evaluators will
need to think through your programme’s structure to construct the evaluation plan (the
logic model). Features of a programme’s structure comprise: programme inputs, services
and activities as well as outputs. All of the features make some contribute to the benefit or
results the programme delivered to programme recipients. It is on this basis this particular
model fits into this work and the researcher treated each feature discretely and discusses
what each feature entails and in what manner each feature impacted the programme’s
results.

i. Inputs
Programme’s input is the resource committed to a programme. These comprise; supplies,
implements, amenities, funds, workers as well as other materials which make the
programme operate. It is important to know what it takes to operate a programme since
such informs one how much goes into programme delivery to individual beneficiaryand
the overall expenses to realize the expected programme results. In The research, inputs
variables include NHIS Policy Guidelines healthcare facilities, medical equipment/general
equipment, medical personnel and other health workers, Hospitalwebsite, funding, and so
on.
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ii. Activities and Services
The tasks that are performed to make a programme work are regarded as activities and
services. Two are two phases in tasks performance in a programme which include those
tasks performed before and tasks performed at the programme scene with beneficiaries
that assist them realize the programme results. It is worthy of not that difference exists
among activities and services tasks. Administrative or managerial activities are regarded
as Activity tasks. They are vital tasks which gulp a lot of funds, efforts, and resources.
These include the overall management of human and material resources of the healthcare
centre. It is on this basis evaluators must take cognizance of activity tasks when assessing
results. Those tasks that take place directly with programmebeneficiaries, such services
include managing subscribers information, Doctors consultation and prescription,
Pharmacist’s drug enlightenment and counseling, medical diagnoses/investigation and
Nurses maintenance/injection regarded as Services. Activity and service tasks constitute
the programme since they relate with doing the work thereby making services and product
available to the beneficiaries.

iii. Outputs
Output is the next feature of the outcome model. Outputs are resources used, tasks
performed as well as the final products/services offered. Organisations usually report
output. Funders and stakeholders do ask organisation to report outputs. Output is a direct
programme product, typically measured in numbers; the following will be included in the
research’s outcome model: number of medical cases treated, number of injectable
consumed, number of medical diagnosis/investigation conducted and consultants‟ hours.
iv. Outcomes
Outcomes evaluation is a systematic evaluation of programme results (often gains or
benefit), emanating from a programme. Outcome evaluation is also viewed as measuring
the degree to which the tasks performed really produced the results. The import of
outcomes evaluation remains to measure the efficiencies of those tasks performed in
relation to the gains attained, propose enhancements and perhaps give directions for
upcoming events.
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Programme results generally are modifications or changes in recipient’s skills, knowledge,
disposition, behaviour, conditions or statuses, emanating from being involved in a
programme. This attitudinal change may be negative or positive, deliberate orunplanned.
The changes might happen in the course of or after involvement in theprogramme. This
may be temporary or long-standing. Programmes are planned to produce the improvement
and changes. Results may be structured chronologically, that is what may occur first, and
the occurrence that may follow next. Some results may perhapsbe achieved in the sequence
of a programme, some after the programme ends. Such results are termed immediate
results when the programme has been conducted. When positive changes are not
anticipated to happen till a time frame after the programme is being rounded-off, the result
is termed intermediate results. Long-term results is usually achieved through a programme,
nevertheless, this is not evaluated till a certain period after the programme has been
rounded-off.

Outcomes evaluation helps to determine what results a programme helps achieve, how
much change occurs in the client as a result of participating in the programme andthe
extent to which the change can be attributed to programme activities. In addition to
measuring the intentional results desired by the programme, outcome evaluation may also
reveal the unintentional or unexpected results (positive or negative) resulting from the
programme. Outcome evaluation is at times termed as result assessment or result centred
managements.

The act establishing NHIS aims at improving Access to basic healthcare service of
Nigerians, it is expected that the scheme will last long and continue to render its services
to its subscribers, therefore, the intermediate results is the focus of the research. The
intermediate results in The research include; the extent to which NHIS accredited
healthcare centres in The South-West Federal Universities had improved access to the
basic maintenance of well-being services, reduce subscribers expenses incurred onmedical
bills, increase subscribers patronage, improve NHIS minimum standard on personnel,
facilities and equipment. Also, to find out whether funds made available by NHIS to
healthcare centres through the HMOs is improving as well as the nature of improvement
witnessed in the funds made available to the entire health sector (to which NHIS accredited
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centres are subsidiaries) by the Federal Ministry of health through the Federal government.

Results are benefits to people: specifically, achievements or changes in skill, knowledge,
disposition, behaviour, condition, or life status for your target audience/programme
beneficiaries. Outcome-Based Evaluation (OBE) is a systematic way to assess the extent
to which a programme has achieved its intended results. OBE identifies observations and
indicators that can credibly demonstrate changes or desirable conditions in your target
audience. Outcome-Based Evaluation, therefore, remains the foremost element in
designing quaility improvements cultures and process. It offersoutcomes-centred thinking
approach concerning the programme and service offered, the desired changes and the
evaluation tools evaluators may employ to assess them.

In OBE, the evaluation of the successes of a programme depends on the evaluation of
some constituents. Under Outcome-Based Evaluation four types of evaluation are mostly
employed. These are programme evaluation, efficiency evaluation, impacts evaluation and
policies evaluation. Although, these types of evaluation are different in theory, their usage
is reflected more in the logic model which is now translated into four key elements of
inputs, activities and services, outputs and results. Oke (2016) who used the logic model
found that its use in developmental evaluation and social intervention programme gives
room for effective monitoring and evaluation.

OBE systematically collects information about indicators that answers these questions,
and then uses that information to show the extent to which a programme achieved its
goals/targets. Outcomes-based evaluation remains one of several evaluation models which
pinpoint if programmes are fruitful. OBE emphasises the results of programmes which are
envisioned from the start. Outcome evaluation is totally different from other types of
evaluation models which assess a programme after conclusion and attempt to evaluate the
occurrence. Programme which produces distinct results from the start are most probable to
make ways to have the results attained. Programmes that do notcreate results from the start
make stakeholders asking what occurred. Outcomes-based evaluation is not formal
researches. Nevertheless, users of this evaluation type maytransform the evaluation as
formal as possible using valid and reliable instruments gathering results data. This type of
evaluation ought to be seen as managerial instrument to fixing of budget as well as take the
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organisation as a normal accountings entity in order to see if monetary objectives are
realised.

Concentrating on the results of a programme still remains key part of formative evaluation
studies. Result refers to end product in a programme for the participants it is designed for.
Results of a programme are the outcomes the programme organizers expected. Other
results nevertheless are outcomes which no one anticipated or needed, yet, they are vital
evidence for programme improvements. A key word here is change,this is, that change
that comes from a specific programme? The change may be a decreaseor an increase in
something which may be knowledge.

2.2 Conceptual Review
2.2.1 An Overview of Evaluation: Definition and Concept
According to the OECD/DAC (2002) evaluation is seen as an organised and unbiased
assessment of any on-going programme, policy or project that has been concluded. It
assesses the implementation of the design of the project, the programme or the policy and
results. This is geared toward offering a well-timed assessment of the appropriate, well-
organized impacts and sustainable intervention and the general improvement in contrast to
the initial intentions. Evaluation essentially concerns the following questions: Are we
doing the right thing? Are we doing it right? Are there betterways of achieving the results?
Evaluation, according to Zinovieff (2008), is the systematic assessment of the worth or
merit of some objects. Evaluation is also seen as the organised acquisition and assessment
of information to offer useful feedback about some objects. According to Wall (n.d), an
evaluation is a purposeful, organised collectionand analysis of information used for the
purpose of documenting the efficiency and impact of programme, establishing
accountability and identifying areas needing change and improvement.

Evaluation is the expression of results in terms of impacts on achieving theprogramme’s
global or specific goals and objectives. The impact is the principal basis forassessing the
degree of success or failure of the intervention. UNICEF (2013) reports that evaluation
attempts to determine as systematically and objectively as possible the worth or
significance of an intervention, strategy or policy. Miller (2009) asserts that evaluation
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needs to be comparative as an intervention can only be labeled as good or bad relative to
some benchmark or alternative even if this alternative is a do nothing strategy. If an
evaluation is not comparative and does not consider both costs and consequences, then it
is only a partial evaluation. UNICEF, (2003) further asserts that in most cases, evaluation
finding must be reliable to influence decisions-makings by programme stakeholders.

Evaluation need a balanced analysis, recognise bias and synthesises viewpoints of various
stakeholder using diverse sources and strategies for it to be objective.
The nature of the research therefore takes into account the concept and definition of
programme evaluation. According to Posavac and Maintenancey (2007), programme
assessment is an assortment of strategies, abilities and sensitivities important to decide if
a human assistance is required and prone to be utilized whether the administrations is
adequately serious to meet the neglected necessities distinguished, regardless of whether
the help is offered as arranged and whether the assistance really helps individuals deprived
at a sensible expense. In a comparable situation, McNamara (2000) reports that
improvement practically speaking; execution and multiplication are the objectives of any
top notch program assessment. In health system evaluation, questions to be ask should be
well-defined as accurately as possibl, while evaluation should be informed by the contexts
within which all systems exist. Evaluating the whole health system is not an easy task.
According to OECD (n.d), an evaluation is the precise and target appraisal of an on-going
or finished task, program or strategy, its plan, execution and results. The pointis to decide
the pertinence and satisfaction of targets, improvement productivity, effectiveness, effect
and supportability. An evaluation should offer data that is trustworthy and valuable,
empowering the consolidation of exercises learned into the dynamic cycle of the two
beneficiaries and contributors. Evaluation additionally alludes to the way toward deciding
the value or meaning of an action, strategy or program. An evaluation is a precise cycle to
get what a program does and how well the program does it. Assessment results can be
utilized to keep up with or further develop program quality and to guarantee that future
arranging can be more proof based. Evaluation establishes part of a continuous pattern of
program arranging, execution, and improvement (Paton in CDC, n.d).
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Evaluation as submitted by Kizlik (2012) is probably the foremost advanced term that is
least understood by researchers and scholars. Inherent within the evaluation plan ofanalysis
is what is referred to as value. Evaluating what one is doing involves participating in some
process intended to supply data which will facilitate in creating a judgment around a couple
of some circumstances. Generally, information is neededconcerning any situation and
process in question that is to be evaluated. An umbrella term that takes into
consideration, ideas, objectives, goals, standards and procedures could be referred to as a
situation. Evaluation help researchers to express some level of confidence that the method
will yield results and produce information concerning the worth, how appropriate, how
good, how legitimate, and how lawful of one thing that a reliable activity or assessment
has been made. Evaluation has been defined by Weiss in Bachman (1990) as an organised
way of collecting facts for the aim of decision making. In addition Lynch (2001) concluded
such fact obtained help in decision or judgment concerning individuals. An agreement has
been reached by both authors while conceptualizing evaluation, each author come to an
understanding that evaluation is a superordinate term in reference to both measurement
and testing.

The applications of scientific discipline strategies to pull together information, analyse
them, make meaning of the data and disseminate such facts about the potency ofa social
programme initiated to boost human conditions is what is known as evaluation. However,
it ought to be well-known that not all social programme contexts that could be evaluated
using demanding scientific discipline strategies and standards. The secret isthat each
evaluator must be adjustable additionally to sensitive information and data requirements
of those who maker decision require evaluations. It is vital to recollect that in any
evaluation approach, thoughts and flexibility are highly required. This suggests that the
purpose and audience of an evaluation results can influence its scope. It is vital that once
planning any evaluation, there is every need to take into account the needs of stakeholders
and their questions as preponderant. In alternative opinion, programmeevaluations must
be geared toward problems that are of prominence to stakeholders.

Additionally, in order to contribute to scientific discipline knowledge, findings from
analysis of evaluation programme conducted could be used to boost such scientific
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discipline knowledge. In this regards, it might require the utilisation of demanding social
science analytical strategies and methods by employing the use of full and quasi-
experiments designs. In addition, findings from evaluation studies can be utilised for
publicity purposes. In the course of this context, evaluation can be undertaken to rationalise
an administrative demand or just to market the spitting image of the organisation that
initiates it.

2.2.2 Formative and Summative Evaluation
Evaluation as a concept denotes judgment of any kind. The common idea in all forms of
evaluation is merit or worth judging. This is when an evaluator tries to assessand measure
a particular object against an implicit or explicit standard. Such standard may differ and
may comprise standards as efficiency, aesthetics, economic, and equity or justice matters.
Example of valuable illustration of programme evaluation is offered below, with its
constituent’s analysis:
Evaluation is seen as systematic assessments of the operations and/or the results of a policy
or programme, likened to a set of implicit or explicit benchmarks, as a way of contributing
to the improvements of such policy or programme (Weis, 1998).

Weis further asserts that programme evaluation entails logical assessments. It emphasises
the research‟ nature of evaluation, emphasizing that evaluation must becarried out with
formality and rigor. Consequently, an evaluation of any educational programme or social
intervention must use a well-thought-out research strategy, even if it is quantitative or
qualitative study. Empirical evaluation study may be expensive and take more time
compared to informal strategy; however, it is a vital constituent of a successfulevaluation.
It is like that in educational setting, since results are hard to observe, complex,and comprise
some factors that reacts in different way.

To portray the assessment of instructive educational program, Scriven (1967)presented
formative and summative evaluation as two terms in evaluating the curriculum.Evaluation
at the basic or formative level produces data that is utilised as feedback throughout a
program to further develop it. When a program is completed, summative evaluation is
conducted which provides data that measure its productivity and efficiency. Weiss (1998)
illustrated Screven’s earlier work on the differentiation between formative and summative
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providing an analogy that describes the process of formative evaluation aswhen a cook
tastes the soup while cooing as formative evaluation. Summative evaluation is when the
visitor tastes the soup. Projects are only from time to time completed; they proceed to
adjust and change after some time, because of inside and outside conditions. Along these
lines, the requirement for essential data proceeds as feedback to program staff to work on
improving the program.

The cycle of a program is likewise imperative to evaluators as a deliberate appraisal of
what is happening. Evaluators need to understand what the program really does – what is
really occurring on the ground. Now and then interaction is the critical component of
progress or disappointment of a program–how could it be conveyed? What are the services
it offers? Are there any follow-up? Do students like it? Examining program measure
additionally assists one with understanding result from information obtained. At first, there
is by all accounts a ton of similitude between essential, summative and measure-outcome
result evaluations. In any case, the two arrangements of terms have very various
ramifications. Formative and summative allude to the goals of the evaluator in doing the
investigation – to assist with working on the program or judge it. Interaction and result
steer clear of the evaluator's job, yet identify with the period of the program considered.
Frequently there is a blend of assessments going on – theinvestigation of a program's cycle
or what continues during a program, in a primary sense, joined with a glance at results –
the ramifications for recipients toward the end.
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Table 2.2: Types of Formative and Summative Evaluation
Type of Evaluation Purpose
Formative
Needs Assessment Determines who needs the communication programme or

intervention, how great the need is, and what can be done to best
meet the need. Involves audience research and informs audience
segmentation and marketing mix (4 P‟s) strategies.

Process Evaluation Measures effort and the direct outputs of programme or interventions
– what and how much were accomplished (i.e., exposure, reach,
knowledge, dispositions, etc.). Examines the process of
implementing the communication programme or intervention and
determines whether it is operating as planned. It can be done
continuously or as a one-time assessment. Results are used to
improve the programme/intervention.

Summative
Outcome Evaluation Measures effect and changes that result from the campaign.

Investigates to what extent the communication programme or
intervention is achieving its results in the target populations. These
results are the short-term and medium-term changes inprogramme
beneficiaries that result directly from the programme such as new
knowledge and awareness, disposition change, beliefs, social
norms, and behavior change, etc. Also measures policy changes.

Impact Evaluation Measures community-level change or longer-term results (i.e.,
changes in disease hazard status, morbidity, and mortality) that have
occurred as a result of the communication programme or
intervention. These impacts are the net effects, typically on the
entire school, community, organisation, society, or environment.
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Table 2.2 represents an illustration of the forms of evaluation in both formative and
summative evaluation. It also presents the purposes to which each type and form of
evaluation is conducted.

2.2.3 Access to Healthcare Services
Access is a dynamic and complex idea which defies straightforward explanation and
definition. The measure of access should be dynamic and always improving like access
itself. Access to healthcare services is at increasing threat as the present healthcaredelivery
system begins to respond to increasing demands for quality improvements and cost
controls. Health services researcher must concentrate on understanding healthcare access
and put in place access mechanisms which assist foremost stakeholders assess healthcare
programmes. Also it is important to consider the relational and bidirectional nature of the
dimensions of access in evaluating hindrances to access (Thiede, Akweongo, andMcIntyre,
2007). This therefore implies that access dimension may be understood in relations to both
the targeted users and health systems, e.g. buying for a high-income family and a low-
income family differs. It was stated that barriers to access are hinged on the socio-cultural
position and socio-economic of a person, community andfamily. Frenz and Vega (2010)
further reveal that justice in delivery and financing of health service is a significant factor
in the creation of Universal Health Coverage (UHC). Equal access to health service for
persons whose healthcare needs are comparable may be viewed as the conventional norm
of health justice (Oliver and Mossialos, 2004).

According to Gulliford, Figueroa-Munoz, Morgan, Hughes, Gibson, Beech, and Hudson
(2002), enabling access is an issue of assisting individuals with directing fitting healthcare
support assets to save or work on the comfort. Access is an eccentric thought and
somewhere near four perspectives requires evaluation. Expecting organizations are open
and there is an agreeable store of organizations, the opportunity to get prosperity support
exists, and a general population may move toward organizations. How much a general
population gets entrance furthermore depends upon cash related, legitimate and social or
social limits that limit the utilization of organizations. In this manner access assessed the
extent that use is dependent upon the sensibility, real transparency and suitability of
organizations and not just adequacy of supply. Organizations available ought to be
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relevant and effective if the general population is to 'get to great prosperity results'. The
availability of organizations, and obstacles to access, should be considered concerning the
differentiating perspectives, prosperity needs and material and group environments of
arranged get-togethers in the public field.

2.2.4 An Overview of Health Insurance
According to Wagstaff 2009; Basinga et al (2010); Toonen et al, (2009) insuranceought to
basically permit those safeguarded more prominent maintenance with a decreased money
related weight through hazard sharing across individuals and across an ideal opportunity
to assist with smoothing utilisation for the individuals who become sick. In any case,
money related expenses are just one of the expected obstructions to access to healthcare
support; the seriousness of non-value boundaries can likewise assume a chief part in
LMICs, which brings about variety of the effect of medicalcoverage on healthcare services
use for some populace gatherings.Wagstaff (2009)affirmed that health insurance coverrage
may be of limited value to families living in far places with bad roads connecting them to
health facilities; these infrastructural deficits may as well be worsened by lack or low level
of education coupled with disbelief of the benefits of Western medicines. Sinha et al (2006)
affirmed that obstacles in accesshealthcare include the following, distance to the nearby
healthcare facilities; lack of skillsin filling forms and requesting for entitlements, absence
of understanding, doctors‟ unconcerned dispositions associated with real and apparent
quality of maintenance and absence of funds to pay for registration fees

To measure the impact of SHI, one must determine if access is larger to healthcare and
there are reductions in out-of-pocket expenditures. Impacts of social health insurance must
be evaluated through some measures of utilisations of healthcare for preventive
maintenance, treatments, improvement in health and avoidance of large one-off
expenditure by being able to receive adequate maintenance (Wagstaf, 2011). According to
Gertler and Gruber, (2002); GTZ et al (2005); Hsiao and Shaw, (2007), the impacts of
various social health insurance programmes in developing nations of the worldhad been
assessed, as well as controlled randomised studies which analysed particular impacts of
those health programmes.
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Ek-man (2004) concentrated on communities-based health insurance in developing
nations. The researcher resolved that community-based provides monetary protections
through the reduction in out-of-pockets expenses. This finding did not take into
consideration if the health programme prevents families from disastrous health
expenditures. Evidences of the positive effects of health insurance were documented. The
study adopted model-based evaluation strategy. The foremost effects from the insurance
were sound health and consumptions smoothings by allowing families continuing supply
of reasonable number of workforce as a result of sound health that was be funded without
a huge unexpected upsurge in expenditures. Utilisation of health facilities must occur and
families are to utilize the facilities if any insurance is to do that.

Taking up an insurance depends on: how an individual’s perceived hazards; the product’s
knowledge as well as social factors which include trusts in monetary organisations as an
individual contributes into a fund where service is provided in case of unexpected
occurrences. The real costs and quality of maintenance which are not included by the
insurance determines the end results. Nigerian Health system is in three categories namely,
Primary, Secondary and Tertiary Healthcare. The primary health care system is structured
to take healthcare delivery to door-step of the general public and actsas a gate-keeper to
the Healthcare systems. Formal sector health insurance programme is for the public sector.
The formal sector was first to be established, while under the National Health Insurance
Act 2008, the NHIS began rural community-based socialhealth insurance programme
(RCSHIP) in 2010 (Aderounmu, 2005).

The benefit packages within the FSSHIP include: basic healthcare services, secondary
healthcare services and tertiary healthcare services. Under primary healthcare services,
there are access to curative service especially for common illnesses as well as consumable
such as customers maintenance, necessary medicines from NHIS accredited pharmacy
offers plus provisions of pharmaceutical maintenance by the Pharmacists (Beneficiaries
are responsible for 10% of the total costs of medicines i.e. Co-payments) investigating
laboratories, health educations for prevention and to curtail health issues such as
HIV/AIDS testing and counseling, child and maternal maintenance, dental and mental
services, basic eye maintenance emergency and accident and service.
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The next one is the secondary healthcare services. These comprise specialists maintenance
for surgical, medical, internal medicine, pediatrics, gynecology and obstetrics, ENT,
psychiatry, management of HIV/AIDS, ophthalmology, physiotherapy for restorative and
rehabilitative services, hospitalisation in a general ward for a maximum of 15 days per
annum, all prescribed drugs from FMOH important pharmaceutical lists with Co-payments
and radiology/medical imaging and diagnostics laboratory services. All referrals from
primary and secondary healthcare levels make up the tertiary healthcare services. NHIS
plays a regulatory role in partnership with all stakeholders. NHIS foremost roles comprise
the following:
i. providing guidelines through the production and implementation of the blueprints

and operation manual for enforcement
ii. HMOs to give authorisations for the health plans
iii. certify facilities for healthcare
iv. standards to be set for health facilities maintenance
v. HMOs are supported in actuarial evaluation to find out the rate and payments

toservices delivered
vi. offer high level advocacy in generating support from tertiary institutions
vii. monitoring and evaluation of the programme as well as supervise quality

2.2.5 Financing and Funding Health Sector in Nigeria
The public sector monetary financing and mobilising for health differs and hinge on the
duties they perform in healthcare provisions across states. The powerful strength behind
the prominent health differences that countless subgroups witness is income.
Confirmations from a survey of Public Expenditures of the healthcare area and National
Health Accounts (NHA) recommended that most states give under 5% of their complete
consumptions on healthcare support. Consumptions from all degrees of government add
up to fewer than 6% of in general government's uses and fewer than 25% of absolute
healthcare use in the Nigeria. The excess 75% of healthcare spending is represented by the
private area with 90% of this coming from family's out-of-pockets use. The expenseof
looking for support is excessive for some families in Nigeria combined with nonattendance
of compelling risk security measures like health care coverage and charge exceptions.
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Studies have likewise uncovered that NHIS is additionally blocked by old and lacking
clinical hardware utilised by healthcare administration gave. The nation experiences
perpetual deficiency of present day clinical gear, for example, radiologic and radiographic
testing hardware and analytic scanners (Johnson and Stoskopt, 2009). Another hindrance
to the plan is absence of satisfactory work force in the healthcare support area. Different
difficulties remember disparity for the conveyance of healthcare support offices among
metropolitan and country regions and arrangements irregularity (Omoruan, Bamidele and
Philips, 2009).

Literature has revealed that funding is a critical issue to the quality of standard and services
by the NHIS intervention. Government’s allocations to the health sectors is usually below
expectation, this is put at about 2% to 3.5% of the national total budgets. For instance, in
1996, only 2.55% of the national total budget was expended on health; 2.99% in 1998;
1.95% in 1999; 2.5% in 2000 and a minimal increase to 3.5% in 2004 (WHO, 2007a, b,
and c). Also, at the point when a populace approaches prepay and pool sling systems, the
objective of general healthcare coverage turns out to be more practical. This depend on
instalments made ahead of an ailment, pooled solely and used to finance healthcare
administrations for each and every individual who is covered – therapy and restoration for
the wiped out and incapacitated and avoidance and advancement foreverybody. It is just
when direct instalments tumble to 15–20% of all out healthcare consumptions that the
occurrence of financial fiasco and impoverishment tumbles to irrelevant levels. It's
anything but an extreme objective, one that more extravagant nations can hope for,
however different nations may wish to lay out more unobtrusive momentary objectives.
For instance, the nations in the WHO South-East Asia and Western Pacific Regions as of
late set themselves an objective of somewhere in the range of 30% and 40%.

According to Obansa and Orimisan (2013) the chronic frailty status of a huge level of
individuals in Sub-Sahara Africa is generally known for quite a long time. Over the
previous decade, nonetheless, Africa's healthcare support emergency has gotten restored
consideration due to the more prominent consciousness of the militating factors and a more
noteworthy comprehension of the connection among healthcare and monetary turn of
events. Absence of shopper mindfulness and association, inadequate research center
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offices, nonappearance of essential foundations and hardware, helpless human asset the
board, helpless compensation and inspiration, absence of reasonable and feasible
healthcare services financing, Unequal and treacherous monetary and political relations
among Nigeria and progressed nations, the neo-liberal financial arrangements of the
Nigerian State, unavoidable defilement, low government spending on healthcare, highout-
of-pockets uses on healthcare, nonattendance of incorporated framework for sickness
anticipation, observation and therapy are the key factors that influence the general
commitment of the healthcare framework to monetary development and improvement in
Nigeria.

Eko (2017) declares that the conventional healthcare support framework is overseen and
constrained by the three degrees of government while the customary healthcare services
conveyance framework is overseen by the conventional healthcare organizations. A portion
of the difficulties going up against the Nigerian healthcare support conveyance framework
incorporates absence of satisfactory healthcare foundations, chronic weakness financing,
absence of political will, lack of labour and debasement. The effect of monetary downturn
on the Nigerian healthcare support conveyance framework may incorporate; significant
expense of medications, helpless financing of the healthcare area, and significant expense
of treatment, high sickness grimness and mortality, helpless staff inspiration, rise of fake
medications and expansion in cash based use on healthcare services. Ways to deal with
handling the issues confronting the healthcare area because of monetary downturn
incorporate; conscious healthcare strategy changes, full government support as far as
financing the healthcare area and reinforcing the arrangement of healthcare empowering
influences, regulating exhaustive healthcare services benefits and building up a proficient
checking and assessment framework.

Econometric models for healthcare services costs are utilized in numerous spaces of
healthcare financial matters and strategy assessment. Two regions where they are utilized
regularly are peril change and cost-proficiency investigation. Cost-effectiveness
investigations will in general work with more modest datasets and the degree for parametric
demonstrating might be more restricted (Briggs, Nixon, Dixon and Thompson, 2005). In
cost-proficiency investigation, and healthcare innovation evaluation by and large, the
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accentuation is regularly on costs caused over a particular scene of treatment or over an
entire lifetime. This presents the issue of right editing of cost information and the utilization
of endurance examination. Risk change has been received by healthcare support payers
who utilize imminent or blended repayment frameworks, like Medimaintenance in the
United States. It is proposed to address the motivating forcesfor gave to take part in cream
skimming or unloading of possible clients (Van de Ven and Ellis, 2000). Peril change
likewise assumes a part in the plan of recipes for even handed geographic asset portion
(Smith, Rice and Hill. 2001). In the two cases relapse models are utilised to foresee
healthcare services costs for people or gatherings of clients.

It was established that the general health status of emergent economies is very poor
(Clement et al 2011). It was estimated that the minimum level of health expenditures to
cover important intervention was $34 per capita. Though, Nigeria is far from this
benchmark as she devotes less than $5 per capita (WHO, 2011). Developing nations like
Nigeria are confronted with diverse public health monetary problems from the advanced
nations. Overall health parameters such as morbidity and expectancy rates, mortality,
illnesses burdens, there are differences in statistics with enormous health expenditures.
Nigeria was ranked 187th among 191 nations according to WHO (2007) evaluation of
overall health status. Increasing incomes may be insufficient for increasing health status,
with a presentation of evidence of income inelasticity of demand forcalories (Smith and
Todaro, 2007). The human capital approach is employed to examine investments in health
and education, calculated based on nations‟ private and social returns.
Nevertheless, it was argued that improvements in healthcare expenditures are essential
condition for improving capital developments in most economies. Therefore, the
government level of expenditures on health should improve the health status and
consequently determines the eventual level of capital developments which ultimately
translates to healthier, skilled, effective and fruitful economies (Bassey, Riman, and Edu,
2010). Aniekwu, (2006) human rights and public health are corresponding methods to
protecting and promoting healthcare and dignity of the citizenry. A link exists between
health status and macroeconomics. People’s state of health is a very important component
of economic developments of a nation. There is an argument on whether it is economic
developments that bring about health improvement or health that brings developments.
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It was argued that rising government expenditures in health translates to economic
development (Nurudeen and Usman, 2010). The authors suggested that governments
should increase expenditures in health sector to bring about development since good health
promotes economic growth and productivity. Similarly, health care is viewed as capital,
that is, healthcare is seen as consumable which produces direct fulfilment as well as
investments which yield indirect service through improved output, less sick leave coupled
with huge salaries. Some authors found a negative correlation among improved
government’s expenditures and economics developments (Abu and Abdullahi, 2010).
Others established that the correlation was uni-directional and said that government’s
expenditures impact less on development and thatt developments do not influence
government’s expenditure. Public health expenditures consist of capital and recurrent
expenditure in government’s budget, foreign borrowing including grant, NGOs donations
and mandatory health insurance funds (WHO, 2010)s. History has it that that significant
breakthroughs in the public’s health disease controls and enhanced nutritional intakes had
led to significant beginnings in economics growth.

Ichoku and Okoli (2015) reports that over 90% of all the health service needs are provided
by the public sector in Northern Nigeria. This is in contrast in the South-West region,
wherein private sectors provide over 70% of healthcare services. Personal expenditure
constitutes almost 90% of the overall private health expenditures, constituting a great
burden to a family. Research works in Southwest and Southeast of Nigeria revealed that
11% and 23% of families involved in the studies witnessed disastrous fees for healthcare.
These estimates were higher amongst the families registered under the health insurance
scheme in the deprived families and villages. It was at the peak amongst the families not
registered. Only 8% of families experienced outrageous costs among those in the wealthiest
quintile in the South East Nigeria, (Hanson, Onwujekwe and Uzochukwu, 2012; Adebiyi,
Ilesanmi, and Fatiregun, 2014). NHIS duty is to reduce the burdens of healthcare
expenditures of the poor. Healthcare in Nigeria must rely less on personal fees, and allows
for great hazards protection and pooling, especially for indigent people. Hence the need to
increase the coverage and benefit of National Health Insurance through reduced fees for
the poor to achieve the realisation of UHC objectives.
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Study by the Urban Institute and Virginia Commonwealth University (2015)shows that the
healthcare and endurance of kids are attached to the pay of their folks. Early beneficial
encounters, the social and monetary status of our folks, and the social and actual conditions
in our youth all matter extraordinarily with regards to molding healthcare and financial
prosperity all through our own and our kids' lives. Openness to minous day to day
environments and shakiness in youth, starting as right on time as the belly, can have an
assortment of antagonistic impacts on an individual's healthcare and monetary future.
Youngsters presented to social rejection and inclination, industrious neediness, and injury
can encounter poisonous pressure and hurtful changes in the design of the creating mind
that influence comprehension, conduct guideline, and leader work. Low-pay youngsters
face an assortment of difficulties at school: for instance, they are appointed lopsidedly to
"the most deficiently financed schools with the biggest class sizesand least paid educators.
The financial conditions experienced by youngsters keep on influencing their healthcare
status all through adulthood.

Study by Onotai and Nwankwo (2012) reveal that Nigeria as a developing nation needs
healthcare contributory systems which will improve and sustain healthcare provision to
the populace regardless of customer’s monetary standing. This feat will be achieved only
if governments at all levels increase funds by making necessary resources (both human
and materials available) for the healthcare sectors and restructure the scheme in a manner
that incorporates community-based health insurance scheme.

France, with her social insurance was placed in the 1st position out of 191countries, the
UK with general taxation 18th position, USA with voluntary private health insurance 37th

position, South Africa with a combination of different funding measures 175th position.
Whereas, Nigeria with her recently introduced NHIS was placed in 187th position
according to the WHO (2000) report which presented a ranking of national health system
performance in their effort to achieve good health, responsiveness to the expectations of
the population and fairness of monetary contribution (Frenk and Murray, 2000). The
overall healthcare expenditures in many West African nations are lesser on average in
schemes mostly financed through general taxations. Though, the schemes maybe abuse by
doctors (Tusing and Wojtowyz, 1987).
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In social health insurance schemes, it is less abused and it weakens resistance to
contributions compared with general taxation because of its high level of transparency. If
the healthcare offered in return is perceived as efficient, the general public will not mind
increase in insurance contribution. However, the public do not want increase in tax in
taxation schemes as this can make revenue raising problematic (Mosialos et al, 2002).
Unusually, the private health insurance involves high expenditures due to additional
charges of administrations. Collection of healthcare revenues through general taxation or
social health insurance is linked with improved costs control.

Schemes financed through tax are better in costs control compared with schemes financed
through social health insurance. Though, such financing method may not automatically
promote allocation of resources (Mosialos et al, 2002). It was submitted that the
Presidential Summit of 2014 on Universal Health Coverrage confirmed Nigeria’s
commitments to tackle weaknesses presently obstructing universal coverrage of health
service at federal and state levels, comprising unbalanced allocation of resource, rotting
infrastructures, poor human resources managements for health as well as pathetic referral
measures. The application of funding initiative counting provisional money transfer, free
healthcare for vulnerable community, health insurance forr tthe formall sectors, and
community centred health insurance (CBHI) systems for the informall sectors may assist
in addressing the physical and socio-economic differences in healthcare Access to to across
the nation. Proof from a Publics Expenditures Evaluation of the health sectors and Natiional
Health Accounts (NHA) suggested on the average that, many states devote a minimal of
5% of the overall expenditures on maintenance of health. Expenditurescommencing the
three governmental tiers were a lesser amount of 6% of the overall government
expenditures and a smaller amount of 25% of overall expenditures on health in Nigeria.
The private sectors are responsible for about 75% of expenditures on health, and 90% of
the expenditure is clamming from family’s out-of-pockets expenditure. The costs of
seeking healthcare is exorbitant for most people in Nigeria coupled with the absence of
operational hazard protection measures such as health insurance and feeexemptions..

Looking presently at the nation’s Gross Domestics Product of about US$300 billion,
revenue from tax has increase to 15% of the Gross Domestic Product which translate to
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approximately US$21 billion. Sharing out of the 10% of extra revenue will upshot US$2.1b
in the sector of health alone. Such re-formation in collection of incomes will move the
health sector forward. Improved developments‟ debt relief and grants wereused to start the
National Health Insurance Schemes (NHIS). The Nigeria Health Acts of 2014 was aimed
at significantly upsurge income as well as enhance primary healthcare service through the
Basic Healthcare Provisions Funds (BHCPF). Nevertheless, it is vital that at various levels
the government should be accountable to the stakeholders to ensure the flow of income to
get to primary healthcare service.

Private health costs constitute out-of-pockets expenditure virtually 90% of the total, placing
a significant burden on families. Research works carried out in the South- West and South-
East Nigeria revealed that 23% and 11% of all families witnessed outrageous fees for
healthcare as established by (Dutta, Arinand and Hongoro, 2013). These estimates were
higher in rural areas and highest among the families who did not enrol. Only 8% of families
witnessed outrageous costs among the rich in the South-East Nigeria. The goal of National
Health Insurance Scheme to reduce families‟ burdens of healthcare expenditures will be
defeated if the masses do not enjoy considerations through affordable or healthcare.
Healthcare in Nigeria should not depend on individualsexpenditures and should also permit
greater hazards protection for the masses. Increasing NHIS benefits and coverrage through
subsidies especially for the masses may fast-track Universal Health Coverage goals.

According to Jimoh and Wahab (2016), subsidizing the area of healthcare servicessector
in Nigeria is confronted with colossal difficulties that should be survived if quality and
powerful healthcare support administration is to be made accessible to individuals. While
healthcare services research has zeroed in generally on the arrangement, access, and nature
of the offices, the examination explored the system of general healthcare support financing
in Ondo State, Nigeria. The information utilized for the investigation was from both
essential and optional sources. A multi-stage examining strategy was utilised to choose
and inspire data from the respondents. The 18 neighbourhood government regions (LGAs)
in Ondo State were isolated into three senatorial locale; three LGAs were arbitrarily chosen
from each senatorial area.
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With the guide of a meeting guide, top to bottom meeting were held with the administrators
of the three LGAs. Data looked for incorporated the different wellsprings of money and
healthcare support financial difficulties. Elucidating measurements just as pattern
investigation were utilized for information examination. The first difficulties of healthcare
services financing were lacking subsidizing by government, high cash based instalment,
insufficient execution of healthcare support financing strategy and debasement. The
exploration presumed that healthcare services financing was insufficient in the
investigation region and suggested an increment in government budgetary portion and
brief arrival of assets for general healthcare support, sufficient execution of healthcare
services approaches just as legitimate checking and assessment of asset usage to debilitate
debasement and bungle.

Complete healthcare support use as per Pharm Access Foundation (2015) keeps on
ascending in Nigeria and BMI assessed all healthcare services consumption at USD18.3b
as at 2014. Family cash based use (OOP) has stayed the principal source, comprising about
70.3% of THE in 20098. Government use on healthcare as a level of GDP is beneath the
normal for Sub-Saharan Africa. Fewer than 5% of Nigerians were covered by any type of
health care coverage toward the finish of 2013.

2.2.6 Maintaining Standard in Healthcare Delivery
At birth as at 2005, the life expectancy in Nigeria was put at 46.6% as compared with 77.8%
in other advanced nations. The pace of maternal mortality was put at 110 for every 100,000
births in 2005. Public Bureau of Statistics (2008), neonatal death rate was 48 for every
1,000 live births in 2003. Though, the death pace of new-born child was put at 133 for
every 1,000 live births in 2005 as against 41 for each 1,000 live births incutting edge
nations in 1970 and 9 for each 1,000 live births in 2005. Under-five death rate was 257 for
each 1,000 live births in 2003 as against 54 for every 1,000 live births in cutting edge
countries in 1970 and 11 for each 100,000 live births in 2005. Likewise, in Nigeria in 2006
and 15,680 out of 2007, 11,854 passing from preventable illnesses were accounted for. In
Nigeria, HIV/syphilis zero-predominance rate in 2005 was 11.4% and only 1% in cutting
edge countries (NBS, 2007b (UNDP, 2007)). The aforementioned happened mainly as a
result of insufficient immunization coverage, lack of public awareness, nutritional
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deficiencies, weak sanitation exercises and hazardous waters (Eneh, 2011). Eneh just
summarised health related issues in the rural areas in Nigeria. UNDP (2007) validated the
author’s idea asserted that only 48% of Nigerians had access to improved waters and 44%
better sanitations in 2004.

In the 1990s to 6% during the period 2004 – 2007, Nigeria had appreciated a time of
financial improvement having Gross Domestic Product (GDP) increasing from 2.5% with
normal yearly expansion rates tumbling from 20.6% to 11.6%. According to CBN (2008),
the worldwide monetary downturn has unfavourably influenced the country's economy
with a GDP of more than $181 billion as of late. According to the UNDP (2007), it was
again assessed that the greater part of Nigerians addressing (54.4% or 76 million) lives in
miserable neediness with 70.8% of them living beneath thedestitution line of under $1 each
day. Predominantly, rural areas are known for poverty compared to urban areas, excavates
from the southern states to the northern parts of Nigeria.

Abdulraheem, Olapipo and Amodu (2012) submitted that building limit and strengthening
of networks through direction, preparation and local area association as respects preparing,
data sharing and nonstop exchange, could additionally upgrade the usage of PHC
administrations by country populaces. The health system must be strengthened; proven
cost-effective interventions must be scaled up and gains in health must be sustained and
expanded to meet the challenges of achieving improved health status particularly for its
poorest and most vulnerable groups, Similarly, some researchers(Obansa and Orimisan,
2013; Oyibocha, et al, 2014) came up with the following among others as the factors
affecting the overall performance of the Nigerian healthcare system:
i. insufficient of essential drugs and supplies
ii. Insufficient health facilities/structure
iii. A very low per capita health spending and absence of nondiscriminatory and

workable healthcare financing
iv. Poor human resources, management, remuneration and motivation
v. The neo-liberal economic policies of the Nigerian state and corruption
vi. Unsatisfactory economic and political relations.
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vii. Lack of community-based cohesive coordination for preventing illness,
observation and management

viii. High out-of-pockets expenditures in health by citizens
Provision of infrastructures and apparatus in health facilities as established by Oyibocha,
Irinoye, Sagua, Ogungide-Essien, Edeki and Okome (2014) promote health service.
Unbalanced supplies and distributions of resources, epileptic power supply, lack of office
space, lack of drugs and equipment are the problems confronting health facilitiesin Nigeria.
The authors also asserted that the inhabitants must travel more than 5 kilometers to have
access to healthcare services because siting of structure is based on political reasons instead
of apparent need.

2.2.7 Building a Solid Healthcare System in Nigeria: Prospects and Challenges
Health systems are intrinsically complex entities with flexible boundaries, the definitions
of which depend on the question being asked. While the main goals of ahealth system
can easily be defined, it is more difficult to identify a way of assessing whether these goals
are being achieved and the extent to which apparent progress can be attributed to the health
system or to other factors. It is also very much important not to overlook the main
intermediate or subsidiary goals of a health system as policies designed to achieve one
goal may impact adversely on progress towards another. Health systems, like all human
systems, are adaptable so that the impact of an intervention designed to bring about change
can be difficult to predict.

2.3 Empirical Review of Literature
2.3.1 Access to Basic Healthcare
The impacts of poverty on access to healthcare facilities and services in Nigeria were
investigated by Akawu and Agum, (2018), using Nasarawa State as the study area. The
main goal of the work was to establish the correlation between healthcare and poverty
adoption instrumental variable approach using Grossman Model. The three senatorial
zones covered were: DASH Lafia in Nasarawa South, FMC Keffi in NasarawaWest and
General Hospital Akwanga in Nasarawa North. Questionnaire was used as the used as data
collection instrument. Out of 3508 target population, 298 participants were selected.
STATA statistical software was the estimation techniques employed. It was established
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that, the per capita income was adverse with immaterial effect on people groups' access to
healthcare services offices in the state. Besides, the findings revealed that, the calorie
utilisation (like carbs, nutrients, minerals, protein, etc.) affected under 5 death rates. These
were the consequence of absence of mindfulness and obliviousness, helpless access to
great quality healthcare and disinfection administrations, poor intra family food
appropriation, and food frailty. Ultimately, the examination uncovered that the education
level fundamentally affected maternal death rate. The study, therefore, recommended that
the health services fees charged by rural communities should be subsidised to enable the
poor have access to healthcare service.

Akpomuvie (2010) conducted a study on access to healthcare services, poverty and human
capital developments in Nigeria. The aim of the study was to examine the Nigeria
poverty profile and its effects on access to healthcare service and human capital
developments. Secondary data was used for the study. The study found that the
achievements of even the modest goal of ending the shocking effect of poverty had so far
eluded the country. Finding also established that health remains a key factor in a country’s
socio-economic growth since it is for manly labor force for the establishment and
maintenance of its affluence. The study though, recommends inclusive health sectors
restructuring, intended to strengthen the national health systems and enhance the provision
of efficient and reasonable health service.

Umunna (2012) examined contributory dynamics that serves as obstacles to utilisation of
healthy service at the level of elementary healthcare in Nasarawa State, Nigeria. The study
was completed utilizing the subjective exploration configuration fundamentally utilising
two information assortment techniques, the center gathering conversations and individual
meetings. An aggregate of sixty recipients were examined, these comprised of ten
individuals from staff, twenty non office clients and thirty office clients. Thirty individual
meetings were directed and four center gathering conversations held with staff and office
clients at the two facilities. Office clients were arbitrarily chosen as they went to the facility
on the information assortment days and were welcome to take part in the investigation.
Consistently client going to the center was chosen for thecenter gathering conversation and
each third individual for the meetings. The staff recipients were haphazardly chosen
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dependent on their accessibility while non-office clients were chosen utilizing
compounding. The gathered information was inspected utilizing topical examination
strategy. Two chief subjects arose following information examination; these were
discernment and encounters of office clients and boundaries to usage of healthcare
administrations.

Clients had a decent impression of the administrations they got and are sensibly fulfilled
however certain lacks in the healthcare services frameworks traded off the nature of
administration. A few components were anyway obstructing the usage of these
administrations and these incorporate chiefly institutional factors like absence of
framework, gear and staffing requirements; family factors like expense of administration
and obligation of dynamic and different factors like belittling and convictions. The
examination inferred that office clients of these centers appear to have a general decent
impression of administrations at the facilities; anyway there are sure central inadequacies
that should be direly addressed to further develop the services offerd at these facilities as
these establish obstructions to use. These insufficiencies like the shortfall of power and
water, absence of essential work hardware and unseemly staff piece should be addressed
by the nearby government healthcare office to guarantee use and worked on nature of
administration.

Omonona, Obisesan and Aromolaran (2015) examined health-maintenance access and
utilization among rural families in Ogun State, Southwestern Nigeria. Essentialinformation
was gathered using organised polls. Multistage examining strategy was utilised for the
choice of 200 rustic families. The information was examined utilising clear measurements
and healthcare support accessibility file. The outcomes showed that the mean age of the
respondents was 46 years with a normal family size of 8 individuals. Majority of the
respondents (43.5%) had no proper instruction and cultivating is the fundamental control
of respondents. The respondents that approached healthcare support amenities were 58%
of while just 42.50% used these amenities. The vast majority of the respondents (40.5%)
travel a distance of 5-9 km prior to accessing healthcare services offices. Openness files
uncover inconsistent access to present day healthcare offices in the investigation region.
The study revealed that there was unequal distribution of health facilities as well as low
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level of accessibility of family to medical facilities in the study area.

The importance of effective and accessible healthcare system in any countrycannot
be over-emphasized. Researches around the world have linked inadequate access to
healthcare facilities with increasing avoidable and preventable deaths Adeagbo (2008).
However, accessibility to healthcare services cannot be undermined to fully harness the
potentials and opportunities derivable. These include both equitable spatial distribution
and availability within affordable means to the people. Spatial distribution of healthcare
facilities emphasizes the ease with which these facilities can be reached and utilized
satisfactorily. The World Summit for Social Development also emphasized that
guaranteeing equitable and universal access to basic services such as health services and
education is essential to human developments. Frenez and Vega (2010) researched on
Universal health coverrage with equity affirmed that accessibility to social services had
been argued to be multidimensional beyond the spatial pattern and location to the patrons
because it also comprises monetary affordability, time availability, service delivery system,
and quality of service among others.

Access is a dynamic and complex idea that does not lend itself to simple explanation and
definition. Measurement of access should be flexible as well as continuously refining. As
the present healthcare structure starts responding to ever-increasing demands for quality
improvements and costs controls, access to healthcare services is at increasing hazard.
Health researchers ought to concentrate on understandings healthcare access and design
access mechanisms which will assist stakeholders‟ measure healthcare policy. Thiede et
al. (2007), it is paramount to think through the interactive and bidirectional nature of the
magnitudes of access in measuring obstacles to access. This therefore implies that access
scopes can only be understood in relations to health systems and the enrollees, that is,
buying power varies for intending subscribers from a low-income subscribers compared to
high-income family UNICEF (2013) submitted that barriers to access depends on the
socio-cultural position and socio- economic of individuals, community and family. Frenz
and Vega (2010) further reveal that fairness in the delivery and financing of health services
are significant indicators in the creation of Universal Health Coverrage (UHC). Equal
Access to healthcare services (Oliver and Mossialos, 2004) for individuals whose
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healthcare requirements are comparable is viewed as an established principle of health
fairness.

Access to quality healthcare service entails the ease at which medical facilities and
equipment are made available in sufficient quantity at every visit of customers to the health
centres; this obviously requires adequate and appropriate funding on the part of the
government. WHO (2010) reports that having adequate financing is significant for it will
be difficult to draw near to general coverage if individuals suffer money related difficulty
or are hindered from utilising administrations since they need to pay on the spot. At the
point when this occurs, the debilitated bears the entirety of the financial dangers related
with paying for support. They should choose if they can afford to get services and regularly
this implies picking between paying for healthcare administrations and paying for different
fundamentals like food or kids' schooling. The best way to decrease dependence on direct
instalments is for government to support the risk pool sling, prepayment approach, the way
picked by the vast majority of the nations that have come nearest to all inclusive coverage.

Nonetheless, policy makers need objective, accessible, valid, and reliable measures of
assess to current and intended healthcare policies. Health is a fundamental prerequisite to
realising individual potential and equal opportunity for all. Thus, access to healthcare is
desirable. The study concluded that accessibility and inadequacy of healthcare facilities
were crucial factor militating against effective utilisation of healthcare facilities in the
study area. Their findings include; much attention should be given to the establishment of
more healthcare facilities, well equipped with modern health equipment, It is a well-
established fact that socio-economic status of people play significant role in influencing
their health seeking behaviour, employment of more competent health worker and
reduction in cost of healthcare services in an attempt to improving patronage of healthcare
facilities in the study area.

2.3.2. Healthcare Services and Patronage of Healthcare Centers
The patronage of healthcare facility is dependent on how affordable it is to the people. The
ability to afford the cost to enjoy medical services is not unconnected with families‟
disposable income and accessibility of healthcare facilities to the patrons. The importance
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of effective and accessible healthcare system in any country cannot be over- emphasized.
Researches around the world have linked inadequate access to healthcare facilities with
increasing avoidable and preventable deaths (Frenz and Vega, 2010). However,
accessibility to healthcare services cannot be undermined to fully harness the potentials
and opportunities derivable. These include both equitable spatial distribution and
availability within affordable means to the people. Spatial distribution of healthcare
facilities emphasizes the ease with which these facilities can be reached and utilized
satisfactorily. The World Summit for Social Development also asserted and said
guaranteeing equitable and universal access to social services such as health and education
services is essential to developments of humans.

Also, make available healthcare facilities those tools that will improve the healthyliving of
the customers which consist of typical drugs, vaccines, potable water, constant power
supply, medicinal record apparatuses, and mobility ambulances for customers, solar
freezers, and available competent health workers. Therefore, healthcare patronage relates
to healthy public relations demonstrated by the healthcare personnel to their customers.
This healthy public relations my also include the following factors; availability of
medical personnel, quality service delivery, minimal waiting time, cost of services and so
on. In a related work of Olugbamila, Oluborode, Famutimi and Adebimpe (2017), titled;
Patronage determinants of healthcare facilities. The examination analysed the spatial and
support example of healthcare services offices in Saki West Local Government Area of
Oyo State with the end goal of giving data that would help powerfularranging arrangements
hotel the circulation and area of healthcare support offices declared that various elements
have been demonstrated to be possible obstructions in evaluating healthcare support
administrations and these incorporate distance and cost of movement to the healthcare
office, socio-social factors and cost of administration particularly in non-industrial nations
of the world.

Another fundamental issue that may affect patronage of a healthcare facility is the time
clients spent at the healthcare facility. Healthcare facilities that give prompt attention to
the needs of patrons usually attract clients. Nobody would want to patronise ahealthcare
facility where a lot of time will be spent before given attention to the health need.
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Omofonmwan and Kadiri (2006) reported that one of the factors that can reduce patronage
pattern to a healthcare facility is the amount of time clients spent at thehealthcare facility.
There appear to be a higher utilisation of private healthcare services offices in Nigeria
ascribed generally to issues of simple access, more limited holding up time, longer or
adaptable opening times, better accessibility of staff and medications, better aura, and
greater secrecy in socially disparaged sicknesses (Parakoyi, Akande and Musa, 2001). It is
demoralising and discouraging when long time is spent in a healthcare facility before the
patrons receive medical attention.

Patronage to a healthcare facility may also be significantly influenced by social disposition
of the people. An individual can decide go and be treated in a relation’s healthfacility rather
than going to a neighbouring healthcare centre. Omofonmwan and Kadiri (2006) reported
that one of the factors that reduced patronage pattern to healthcarefacility is the disposition
of clients toward the healthcare facility. The location ought to take account of such social
disposition healthcare if facilities are to be properly utilised. Itshould be situated in areas
where people the centre is anticipated to serve reside.

There are issues of quantity and quality of maintenance given and the disposition of doctors
and other staff members to the customers. The positive disposition we make health services
look attractive to customers, while this will also influence pattern of the patronage.
Healthcare facilities noticeable problem today is that customers are always attended to
either on the basis of their personalities coupled with their positions in the community or
their relationships with the staff members and not who arrives first to the centre. A new
report in Nigeria uncovered that 45% of the general population disparages private
healthcare support offices and clinics because of higher practical nature of administration
and specialized productivity particularly when contrasted and the public medical clinics
(Deinne and Ambakederemo, 2017). Notwithstanding the way that the public clinics are
underfunded, with low budgetary designations that are definitely not exactly 50% of the
15% proposal by the United Nations (Alubo, 2001), a few essential assistance prerequisites
are either not accessible or not met.

The distribution of healthcare facilities may affect the patronage patter of such healthcare
facility. One of the real reasons for the establishment of healthcare facility isto ensure
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that the public patronise the facility. It is to ensure no one must be deniedaccess to such
facility due to lack of money or geographical location. Therefore, the introduction of NHIS
in medical facilities in federal universities across the country was toensure that university
staff patronise the healthcare facility and are given adequate medical attention. For that
reason, the trend of staff patronage of accredited NHIS healthcare facilities before
commencement (1999 – 2008) and after commencement (2009 – 2018) in Federal
Universities in the South-West, Nigeria need to be analysed

2.3.3 Assessment of Subscribers’ Perception and Satisfaction of NHIS
Subscriber’s satisfaction is an attitudinal response to value judgment that subscribers make
about their clinical experience. Subscriber satisfaction with healthcare is generally viewed
an outcome measure due to the fact that it is determined after clinical treatment has been
carried out and recuperation has commenced. Subscriber satisfaction also refers to
subscriber’s view of healthcare services received and the results of the operation or
treatment.

Satisfaction is related to efficiency of the treatment and the extent to which it meets
subscribers‟ expectation. Expectations from the structure against which satisfaction is
examined (Adeagbo, 2008). Satisfaction of the subscribers‟ is a concept that incorporates
a personal evaluation of healthcare services and provided. Thus the differences in
satisfaction reflect the realities of maintenance to a great extent and such information
can offer a dependent measure of service quality. Subscribers‟ satisfaction with healthcare
in recent years has gained global recognition as a measure of quality (NHIS Management
Inquiry, 1984). This is as a result of the passion for greater involvement of the customers
in the healthcare process and partly because of the relationship that exists between
satisfaction and subscriber’s compliance in keeping appointment, compliance with the
prescribed treatment and drugs taken since high quality clinical outcome is dependent
compliance which in turn is dependent on subscribers’ satisfaction (Wilson and
McNamara, 1982). To say that healthcare is of high quality, the subscribers must derive
satisfaction from the treatment received. It was observed that the complexities of the
connections among healthcare provision, needs and efficiency of had led to the researchers
and practitioners in evaluating healthcare service delivery through the immediate results
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of the treatment received and the satisfaction received by the subscribers.
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Public health care coverage plans under the NHIS in non-industrial nations and maybe in
created nations also is viewed as supportive of helpless intercession by assisting with
spanning the financial weight of access to quality healthcare services. Impression of nature
of healthcare administration could gigantically affect enrolment. In an examination
completed by Joshua, Prince, Hannah and Effah (2015), the outcome shows how
impression of administration quality under NHIS adds to health care coverage membership.
The examination utilized the 2015 demographic and health survey dataset. Both elucidating
extents and twofold calculated relapse procedures were utilised. Discoveries show that a
high extent of females (33 %) and guys (35 %) felt that the nature of healthcare offered to
holders of the NHIS card was more awful. Subsequently, around 30 % of females and 22%
who saw healthcare support as more terrible by holdinga protection card did not claim a
protection strategy. While impression of contrasts in quality among females were
essentially extraordinary (AOR = 0.453, 95 % CI = 0.375, 0.55), among guys, the
distinctions in view of nature of healthcare administrations under the NHIS were free in
the multivariable examination. Past impression of value, being inhabitant in the Upper
West district was a significant indicator of medical coverage possession for the two guys
and females. The examination reasoned that for a particularlyfriendly and favourable to
helpless mediation, putting resources into nature of administrations to endorsers,
particularly ladies who experience colossal healthcare dangers in the conceptive period
can offer significant additions to supporting the plan justas offering moderate healthcare
administrations.

Examining customers‟ satisfactions with maintenance is being ever more used asa way of
improving and measuring the qualiity of healthcare. The research on customer’s
satisfactions is influenced by absence of generally recognised descriptions of satisfaction
and quality. Even though quality to different people, means different things, while
definitions of quality as regards to healthcare should involve customers‟ feelings and views
for it to make more sense.

Results of customer’s satisfactions researches are mostly used for improvements as wee as
improved resources allocation. Customer’s satisfactions as quality indicator illustrates the
degree customer regard healthcare services as effective, beneficial, or useful and
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appreciated using hypothetical theories such as the fulfilment theory; the discrepancy
theory and value-expectancy theory. Results from customer’s satisfactions studies may
therefore be applied for various situations in order to detect glitches or for possible quality
improvements in healthcare. In fact, researches on customer’s satisfactions had been
carried out in order to measure the undertakings of specifiic groupsof health professionals,
certain aspects of healthcare or the whole healthcare systems.

Actual benefits of customer’s satisfaction comprise prediction of future utilisation of
healthcare, compliance with present treatments, steadiness of maintenance and finally the
effectiveness of maintenance. Additionally, customers that are well-informed and satisfied
are not likely to make needless visit and more probable to recommend the use ofthe health
offered to friends and family members. Contrastingly, customers who are not satisfied are
most likely to have negative health results, such customers may patronise traditional
maintenance and self-medication.

Loss of consumers‟ confidence in existing services, under-utilization of primary healthcare
(PHC) services with attendant over-dependence on the tertiary healthcare(THC) facilities.
Previous studies on customers‟ assessment of PHC and THC showed lapses in relation to
timeliness of delivery maintenance, waiting time, physical environment, and medication
communication, inadequate communication between staff and customers, continuity of
maintenance and customer follow-up contributed to the decline in the delivery of healthcare
in Nigeria over time. None of these studies in the research compared the findings from
THC and PHC settings. Though, this can be achieved through general practice
maintenance which is delivered in the three categories of health providers facilities in
Nigeria.

2.3.4 NHIS Healthcare Service Delivery and Affordability
Otuyemi (2001) asserted that, there is an unmistakable absence of all inclusive coverrage
of healthcare support and little value in most unindustrialized countries especially in
Nigeria. Admittance to quality healthcare services is a direct result of low mindfulness
creation towards the medical coverage plot. Among different elements that isa long way
from being fair have been distinguished as forcing impediment on National Health
Insurance Scheme to understand its objective of healthcare support conveyance are low
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degree of health care coverage mindfulness and failure of the shoppers to pay for the
administrations just as the healthcare services arrangement (Awe and Sanusi, 2009). Social
medical coverage plot includes commitments dependent on usage of means and needs.
Medical coverage plans is a course of action wherein commitment is made for singular
individuals or gatherings benefit to buying foundation, Healthcare Organizations (HMO),
which are answerable for buying covered administrations (Kutzin, 1997).

Insurance Scheme is required for healthcare. Some arguments had been made concerning
the benefits of health insurance in improviing healthcare provision. Theauthor affirmed
that the inability to patronise and the apparently unfortunate quality of maintaining health
services are as a result of low awareness creation. Health scheme can increase the health
care (Rigoli and Dussault 2003). It can also increase availability of human and material
resources, limited public funds can be directed towards the poor, provide reliable sources
of funds, unlike the tax funds that facilitate private’s investments in health. Resource
pooling permits cross-subsidies among the healthy and the sick people and among the
wealthy and the poor; reduces citizens uncertainty while giving them monetary protections
against researches on Social Sciences and Humanities and improvements as a consequence
of sickness; contributes to improved-quality healthcare through separation of the provision
and purchasing of services particularly if fees are hinged on performances.
Furthermore, individuals prefer to make payment for health insurance rather than paying
levies and tax since their contributions translate to entitlements (Dussault and Rigoli,
2004). When staff members are aware of NHIS benefits, it leads to quality healthcare
services (Irinoye, 2004). The author further asserted that social insurances are necessary
and usually planned to make available financial safety for the general populace
predominantly the low economic class. National Health Insurance Scheme also deals with
the unfavourable losses incomes and costs from hazards of inadvertent injuries, illness,
unemployment, old age, as well as untimely deaths of the family’s salary earners. The
workforce must have a complete awareness and knowledge of the NHIS being a necessary
instrument for meeting their health requirements. It was established that relationship exists
between the benefits of NHIS and workers‟ consciousness as well as the quality of health
services delivery. The author further affirmed that consumer’s consciousness or
sensitisation is important because the scheme is meant for them. The author established
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that the general public have to obtain appropriate and satisfactory awareness about the
features of the scheme if the scheme is to provide quality healthcare services.

In a study conducted by Njoku, Ohangwu and Okaro, (2010), the work centred onall the
radiographers in South-Eastern Nigeria. Within the contextual study objectives, a 17-item
questionnaire was designed for data collection. The collected data were analysed using
statistical package for social science (SPSS). Finding revealed there is a high level of
awareness/consciousness of the presence of National Health Insurance Scheme amongst
the radiographers (n = 37). Workshops and Seminars conducted in the hospitals serves as
the main information source concerning National Health Insurance Scheme, however,
Knowledge pertaining to different parts of NHIS was not encouraging. It was noted by the
Radiographer demonstrated high level of consciousness/awareness to NHIS. It was also
agreed by the authors that the scheme can improve healthcare provision of Nigerians. The
study summarised that the consciousness/awareness NHIS was positive. Though, this does
not mean having the understanding the operation principles National Health Insurance
Scheme in the state. The Radiographers showed positive awareness towards the scheme.
Conclusively, workshops and seminars conducted in the hospitals played significant roles
in the awareness creation of the healthcare.

It was affirmed that NHIS‟s successful implementation depends largely on the disposition
of the Healthcare offered to achieve the objectives of Healthcare d depends on the
disposition of the Healthcare delivered (Okpala and Onuekwusi, 1999). Onuewkusi and
Okpala (1999), it was accounted for that one year after the starting of the plan, Nigeria
Health services experts who are preeminent partners in the program have terribly deficient
information on the simple guideline of the activity of a social medical coverage in earlier
studies carried out to access workers‟ awareness of the scheme among Nigerianhealthcare
professionals.

2.3.5 Healthcare Service Delivery and Quality
Healthcare support administration conveyance and worth has gotten a lot of consideration
by the two specialists and experts. It has been characterized in an assortment of ways. In
this way there is no all-inclusive and closefisted meaning of value.Reeves and Bednar
(1994) summed up various meanings of value as follows: (a) quality as greatness, (b)
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quality as worth, (c) quality as conformance to determination, and (d) quality as meeting
or surpassing client's assumptions. The premium in assistance quality has been persuasive
in contributing fundamentally to the development of the overall administrations promoting
field. In business writing, the client's view of value has been the preeminent spotlight in
examinations finished on help quality. Consequently administration quality is regularly
conceptualized as the examination of administration assumptions with genuine execution
insights. On a functional level, research on assistance quality (Itumalla, Acharyulu and
Shekhar, 2014) has been overwhelmed by theSERVQUAL (administration quality model)
instrument, which depends on an alleged gap model. Gap model is perceived today as a
chief commitment to the help the board writing.

Olugbamila, Oluborode, Famutimi and Adebimpe (2017) study inspected thedeterminants
of support of healthcare services offices in Saki West Local Government Area of Oyo
State, Nigeria. The examination analyzed the spatial and support example of healthcare
services offices in Saki West Local Government Area of Oyo State with the end goal of
giving data that would help compelling arranging arrangements in the dissemination and
area of healthcare support focuses. Information for the examination was gathered from
both essential and auxiliary sources. To gather essential information, multi stage testing
procedure was received. The primary stage included categorisation of local locations in
the nearby government region into political wards as portrayed by National Electoral
Commission. The subsequent stage was the choice of 55% of the wards.

The third stage involved the identification of streets in the selected political ward out of
which 50% was selected for the study. The fourth and final stage involved the selection of
buildings (11%) from the identified streets. Data collected was analysed using
descriptive statistics of frequency counts and percentages. The study revealed that most of
the respondent (77%) travelled less than 5 kilometers before getting access to the nearest
healthcare facilities in the study area.

It was further established that healthcare services in the study area are affordable. The
quality of healthcare delivery was moderate. The study concluded that accessibility and
inadequacy of healthcare facilities were crucial factor militating against effective
utilization of healthcare facilities in the study area. In the light of this, it was suggested that
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much attention should be given to the establishment of more healthcare facilities, well
equipped with modern health equipment, employment of more competent health worker
and reduction in cost of healthcare services in an attempt to improving patronage of
healthcare facilities in the study area.

2.3.6 Efficiency of NHIS in Federal Establishment in Nigeria
Efficiency of NHIS simply refers to the extent to which the NHIS intervention had
produced benefits first of all to federal government workers who were the first set of
subscribers after its launch in pioneer federal establishment. Research by Akinyemi (2015)
on Evaluation of the efficiency of NHIS in federal establishment in Oyo and OgunState
observed that the absence of empirical evidence to validate the self-acclaimed efficiency
and success of the NHIS necessitated the study to evaluate the efficiency of thescheme in
federal establishment in Oyo and Ogun States with regards to intent, justification and
intended results between years 2006 to 2013. The study was anchored on Stake’s
countenance model and a diffusion of innovation theory. It adopted a descriptive survey
design and used subscribers of NHIS four federal organisations in Oyo and Ogun States as
it population. NHIS assessment questionnaire with seven sub-scales were used as
instrument for collecting data. Data was analysed using frequency counts and percentages.
Chi-square was used to test the hypotheses. The study found out NHIS had good intents
and was fairly effective in achieving its intended results on establishment used for the
study. Though Akinyemi (2015) was an evaluation study of NHIS, the inability of the study
to cover critical areas like funding, establishment of impact of NHIS without a baseline
information and secondary data could not sufficiently offer factual figures on access to
patronage, cost implication and so on. The study derived its source of information from
mere subjective measure through only one questionnaire. It focused only on subscribers
leaving out former subscribers and non-subscribers to determine why former subscribers
were pulling from the scheme and why non-subscribers deemed it not necessary to join the
scheme. This knowledge gap was part of the reasons that necessitated the study and
extended the years covered to additional five years from 2013 to 2018 considering the fact
that NHIS is an on-going programme.
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2.4. Appraisal of Literature and Gap filled
Literature search on NHIS could not revealed sufficient evidence on the evaluation of the
programme in higher institution in Nigeria. Majority of the findings on similar scheme
has been outside the country. In Nigeria for instance, effort madeby Akawu and Agum
(2018) was on correlation between healthcare and poverty adoptingcontributory variable
method, while the work applied the Grosman Models. The study did not evaluate NHIS
programme but however looked at access to healthcare. Attempt was made by
Akpomuvie (2010) to study Nigerians access to healthcare services, poverty and capital
developments. Although the study examined access tohealthcare which is a component of
the research, yet it was not an evaluation based study of NHIS programme. Other studies
conducted were those of Umunna (2012) and Omonona, Obisesan and Aromolaran (2015)
yet their efforts were on health-maintenance access to and utilization. None of these studies
evaluated NHIS programme.

The study therefore, filled the existing evaluation knowledge gaps on access to healthcare
services of the NHIS. It took into cognisance availability and effective utilisation of health
facilities and equipment as well as reduction in medical expensesof NHIS subscribers.
It provided reasons for increase in patronage of NHIS subscribers to healthcare services
as well as improved funding to the health sector.
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CHAPTER THREE
METHODOLOGY

This chapter described the techniques and procedure in which the research was carried out.
It emphasised the research design, evaluation model, population, sampling technique and
sample, instrumentation, procedure for data collection, method of data analysis, and
methodological challenges

3.1 Research Design
The research used concurrent mixed method. This is a design where both qualitative and
quantitative data are collected at the same time (Falaye 2018). Since the quantitative
method has higher weight than the qualitative method, therefore, QUAN- dominant mixed
method design was employed.

3.2 Evaluation Model
The study adopted the Outcome-Based Evaluation Model which was propounded by
Schalock and Robert (1993). This model enabled the main components of a programme to
be concisely summarised while structure and systematic relationship among project goals
and intended inputs, planned activities, and envisaged outcomes are brought out. Its unique
feature is that it requires an explicit statement of desired change the project is supposed to
achieve, along with each step to achieving them. This approachdivides a project into four
components, namely:
i. Inputs: These are the resources committed to a programme.
ii. Activities and services: Activities and services are the tasks that are done to make

a programme work
iii. Outputs: They are various counts of such things as resources consumed, activities

conducted, and services delivered.
iv. Outcome: It is an efficient assessment of the results (changes, typically benefits),

coming about because of a bunch of exercises carried out to accomplish an
expressed objective, and a methodical assessment of the degree to which those
exercises really made those results happen.
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Table 3.1: Outcome Based Conceptualised Evaluation Framework

Programme Narrative Means of Verification
Where and how to get the
data/information

Assumptions
[Factors to be taken into
consideration

Inputs
What resources are needed tooperate the programme
Inputs Indicators: NHIS Policy Guidelines Healthcare facilities, Medical equipment/general equipment, Medical personnel and other health workers, Hospital website, Funding.

 NHIS Website Accredited NHIS Healthcare
Centres Records Departments of
HCC Account Departments
ofNHIS, HMOs, HCC and
FMoH

 Readiness of all
stakeholders to take
part in the evaluation
study No disturbance to
implementation of
NHIS Objectives No resistance to
release of
information from
various Units and
Departments:

Process   Activities and services done make a programme
work Activity tasks are tasks that areadministrative or
managerial in nature. These are very important tasks
and they consume money,effort, and resources,
these include:
oThe overall management of human and
oMaterial resources of thehealthcare centre,
oServices are those tasks that occurdirectly with
programme participants, such as

oManaging subscribers information, Doctors’
consultation and prescription

oPharmacist’s drug enlightenment and counseling,
oMedical diagnoses/investigationand Nurses
care/inject

 Accredited NHIS Healthcare
Centres NHIS and HMOs
link office of NHIS
accredited Centres Records Department of
NHIS accredited
Healthcare Centres Pharmacy Department of NHIS
HCC Laboratory Departments and
injection/treatment rooms of
NHIS accredited HCC

 Willing to release
information by top
management staff
members and
creating time for
interaction with
researcher in order to
fully accomplish the
objectives of the
study

Outputs
These include resources consumed, activities
conducted, and services delivered. These are: Number of injectable consumed Number of medical diagnosis Investigation conducted and consultants’ hours

 Medical Records Department of
NIHSaccredited HCC Records Section of theNursing
Unit Laboratory Department/HCC Admin Section

 Readiness to divulge
accurate information

Outcomes
Benefits and the effects of the programme on the
subscribers : The extent to which NHIS accredited healthcare

centres inThe South-West Federal Universities
have been able to increase access to basic
healthcare services Reduce subscriber’s expensesincurred on
medical bills Increase subscriber’s patronage, improve NHIS
minimum standard on personnel, facilities and
equipment. Increase in subscriber’s satisfaction Funds made available by NHIS tohealthcare
centres through the HMOs

 HCC Records Department Subscribers HCC Records Department HCC Records Department KII Interview of HCC Directors
and NHIS link officers

 Willingness to give
confidential and
sensitive information

Source: Schlock and Robert (1993).
Table 3.1 is a conceptualised evaluation framework for outcome based model adopted in
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the study. The first column consists of programme narratives which include input,process,
output, and outcome. The second column indicate means of verification that consist of
where and how to get programme information. The third column consists of assumptions
which are factors to be taken into consideration before embarking on a project/programme.

3.3 Variables in the Study

The variables in the study were grouped as inputs, activities and services, outputand
outcome variables.

i. Input Variables:

1. NHIS Policy Guidelines
2. Healthcare facilities,
3. Medical equipment/general equipment,
4. Medical personnel and other health workers,
5. Hospital website,
6. Funding.

ii. Activity and Service Variable:

Management of human and material resources of the healthcare centre,
1. Managing subscribers information
2. Doctors consultation and prescription
3. Pharmacist’s drug enlightenment and counseling,
4. Medical diagnoses/investigation and Nurses care/injection.

iii. Output Variable:

1. Number of consultations and sickness reported
2. Number of drugs consumed
3. Number of medical diagnosis
4. Investigation conducted and treated as well as consultants‟ man hours.
iv. Outcome Variables:
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1. Access
2. Medical bills
3. Satisfaction and patronage
4. Quality and standard
5. Premium

3.4 Population of the Study
The target population for the study comprised all subscribers, former subscribers and non-
subscriber of NHIS in Federal Universities in the South-West, Nigeria.

3. 5 Sampling Techniques and Sample
The study used multi-stage sampling approach to select the target participants. The first
stage was the use of purposive sampling technique to select three federal universities out
of six federal universities in the south-west, Nigeria. The selection criterion is based on the
universities that have implemented NHIS since 2009 – 2018. Therefore, the following
universities met the criterion; University of Ibadan (UI), Obafemi Awolowo University
(OAU) and University of Lagos (UNILAG). In the second stage, staff of the universities
were stratified into three strata; namely, subscribers, former subscribers and non-
subscribers of NHIS. Accidental sampling technique was used to select 223 subscribers,
while snowball sampling technique was used to select 124 former subscribers and 91 non-
subscribers respectively.
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Table 3.2 Number of Universities Staff Sampled
Universities Subscribers Former Non-Sub KII Total
OAU Ife 67 34 27 2 130
Unibadan 98 59 34 2 193
Unilag 56 35 28 2 121
Total 223 124 91 6 444
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In all as shown in Table 3.2 438 samples of staff of the universities comprising subscribers,
former subscribers and non-subscribers from selected universities were used, while 6
programme managers of NHIS were used for key informant interview (KII). Programme
managers used for KII were each universities Medical Directors and NHIS Desk Officers.
They provided information on their experiences on source of funding, funds utilisation,
and general administration of funds as well as suggestions to improve funding

3.6 Instruments and Records

The study made use of ten instruments and three records. The records are numbers1, 2b
and 4 while numbers 2a, 3a, b, 5a, b, c, 6a, b, c and d are instruments:

i. Records:
1 NHIS- Subscribers Access and Participation Record (NSAPR)
2 NHIS-Subscribers Expenses on Drugs Records Sheet (NSEDRS)
3 NHIS- Subscribers Patronage Record Sheet (NSPRS)

ii. Scales:
1. NHIS Standard Checklist, (Personnel, Facilities and Equipment) (NSC)
2. NHIS Service Quality Scale (NSQS)
3. NHIS-Subscribers Satisfaction Rating Scale (NSSRS)

iii. Interview Guides:
1. NHIS- Subscribers Medical Expenses Interview Guide (NSMEIG)
2. NHIS Former Subscriber’s Assessment Interview Guide (NFSAIG)
3. Non-Subscribers of NHIS Intervention Interview Guide (NSNIG)
4. NHIS Programme Managers Experience on Source of Fund Interview Guide

(NPMESFIG),
5. NHIS Programme Managers Experience on Fund Utilisation Interview Guide

(NPMEFUIG)
6. NHIS Programme Managers Experience on General Fund Administration

Interview Guide (NPMEGFAIG)
7. NHIS Programme Managers Suggestions on Improved Funding Interview Guide

(NPMSIFIG)
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iv. NHIS- Subscribers’ Access and Participation Records (NSAPR)
This format was developed by the researcher to elicit vital information from the NHIS unit
of the healthcare centres. It shows the number of university staff for each yearunder study,
percentage of university staff that has accessed/registered with NHIS and percentage of
the staff currently participating in the scheme.

v. NHIS- Subscribers’ Medical Expenses Interview Guide (NSMEIG)
This guide was developed by the researcher and it comprises open-ended questions to elicit
information from the respondents concerning the cost implications of subscribers of NHIS.
This instrument was developed to guide the discussion process during the interview
sessions. The validity of the interview guide was determined by experts in the field of
evaluation, health, economics and humanities using face validity. The interview was
conducted by the researcher and trained research assistant who met with the respondents.
Details of the interview guide can be found on Appendix II. It is divided into 2 sections.
Section A comprises three (3) open-ended questions, while section B was used to elicit the
respondents‟ demographic information.

vi. NHIS Subscribers’ Expenses on Drugs and Laboratory Services Record
(NSEDLSR)

This format was developed by the researcher to elicit vital information from the pharmacy
and diagnostics units of the NHIS accredited healthcare centres. This instrument collected
information on the trend in the expenses incurred by the university staff on drugs and
laboratory services between the years 1999 – 2008, before thecommencement of NHIS
and years 2009 – 2018 after the commencement of the scheme.

vii. NHIIS Standard Checklist, (Personnel, Facilities and Equipment) (NSC)
This checklist was adapted from the NHIS minimum standard checklist to check the
adequacy and consistency of qualified personnel, equipment and facilities of NHIS
accredited primary healthcare centres in the selected institutions with the minimum
standard. It consists two sections. Section (i) was used to collect information related to the
ratio of university staff to key medical personnel between years 1999 – 2008, that is, before
the commencement of NHIS and years 2009-2018 after the commencement of the scheme.
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Section (ii) was used to collect information related to number of medical
facilities/equipment, number of patients between years 1999 – 2008, that is, before the
commencement of NHIS and years 2009-2018 after the commencement of the scheme.

viii. NHIS Service Quality Scale (NSQS) (Out Patients only)
This scale was adapted by researcher from Ramiah, Acharyulu and Shekhar (2014) to elicit
vital information from the respondents on the service quality of accredited healthcare
centres under NHIS. The activities will be evaluated using aservice quality rating scale. It
has two sections A and B. Section A aspect of the instrument consists of the demographic
information while section B consists of 20 items,covering 5 sub-categories that elicited
information from the subscribers. The response format for this section was scored as: Poor
= 1, Fair = 2, Good = 3, Very Good = 4.

ix. NHIS Subscribers Patronage Record (NSPR)
This format was developed by the researcher to elicit vital information from the NHIS unit
of the healthcare centres. This showed the trend in university staff patronage of NHIS
accredited healthcare centres from1999 – 2008, that is, before the commencement of NHIS
and 2009 – 2018 after the commencement of the scheme. The instrument consist the
number patients‟ patronage to number of university staff in each of the year under focus.

x. NHIS Subscribers Satisfaction Rating Scale (NSSRS)
This scale was a rating scale that used by the subscribers of NHIS to rate thelevel of
their satisfaction of services provided by NHIS in their respective University healthcare
centres. It has two sections A and B. Section A aspect of the instrument consists of the
demographic information while section B consists of 15 items. The response set for this
section was very dissatisfied, dissatisfied, satisfied and very satisfied. For the purpose of
estimating the reliability of the scale, items were weighted very dissatisfied = 1 satisfied
= 2 very satisfied = 3 and Not Sure 0 =.

xi. NHIS Former Subscribers Assessment Interview Guide (NFSAIG)
This guide comprised open-ended questions that elicit information from the former
subscribers to assess the healthcare service effectiveness/satisfaction under the NHIS.
This instrument was developed to guide the discussion process during the interview
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sessions. The validity of the interview guide was determined by experts in the field of
evaluation, health, economics and humanities using face validity. The interview was
conducted by the researcher and trained research assistant who met with the non-
subscribers. Details of the interview guide can be found on Appendix VI (b). It is divided
into 2 sections. Section A was used to elicit the respondents‟ demographic information
while section B comprised three (3) open-ended questions.

xii. NHIS Non-Subscribers Need for NHIS Intervention Interview
Guide (NNSNNIG)

This guide comprised open-ended questions that elicit information from the non-
subscribers concerning their views on NHIS intervention. This instrument was developed
to guide the discussion process during the interview sessions. It is divided into 2 sections.
Section A is for demographic information while section B comprised of three (3) open-
ended questions. The validity of the interview guide was determined by experts in the field
of evaluation, health, economics and humanities using face validity. The interview was
conducted by the researcher and trained research assistant who met with the non-
subscribers. Details of the interview guide can be found on Appendix VI (c).

xiii. NHIS Programme Manager Experience on Source of Fund Interview Guide
This guide comprised an open-ended question that was used as Key Informant interview
guide to elicit information from Directors of university healthcare centres and NHIS
desk/link officers in each of the sampled university on how funds used for the NHIS
programme were sourced. This instrument was developed to guide the discussion process
during the interview sessions. It consist two open ended questions each for HCCdirectors
and NHIS desk officers. Detailed information can be found on Appendix VIIA.The validity
of the interview guide was determined by experts in the field of evaluation, health,
economics and humanities using face validity.
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xiv. NHIS Programme Managers Experience on Fund Utilisation Interview
Guide (NPMEFUIG)

This guide comprised open-ended questions that were used as Key Informant interview
guide to elicit information from Directors of university healthcare centres and NHIS
desk/link officers in each of the sampled university on their experiences on how funds
received as capitation fee and premium paid by NHIS through the HMOs by HCC were
utilised. This instrument was developed to guide the discussion process during the
interview sessions. It consists of one broad open ended question each for HCC directors
and NHIS desk officers. Detailed information can be found on Appendix VIIB. The validity
of the interview guide was determined by experts in the field of evaluation, health,
economics and humanities using face validity.

xv. NHIS Programme Managers Experience on General Fund
Administration Interview Guide (NPMEGFAIG)
This guide comprised open-ended questions that were used as Key Informant interview
guide to elicit information from Directors of university healthcare centres and NHIS
desk/link officers in each of the sampled university on their general experience onfunds
administration and implementation challenges of NHIS programmes. This instrument was
developed to guide the discussion process during the interview sessions. It consists of two
open ended questions e for HCC directors and one broad open ended question for NHIS
desk officers. Detailed information can be found on Appendix VIIC. The validity of the
interview guide was determined by experts in the field of evaluation, health, economics
and humanities using face validity.

xvi. NHIS Programme Managers Suggestions on Improved Funding Interview
Guide (NPMSIFIG)
This guide comprised open-ended questions that were used as Key Informant interview
guide to elicit information from Directors of university healthcare centres and NHIS
desk/link officers in each of the sampled university on their opinions and suggestions on
how to improve general funding of NHIS programmes. This instrument was developed to
guide the discussion process during the interview sessions. It consists of one broad open
ended question each for HCC directors and NHIS desk officers.
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Detailed information can be found on Appendix VIID. The validity of the interview guide
was determined by experts in the field of evaluation, health, economics andhumanities
using face validity.

3.7 Reliability and Validity of the Instruments
All the instruments were subjected to face and content validity by the researcher’s
supervisor, research analyst, graduate students, and health workers who were conversant
with the context of the study. Reliability of the instruments was established using Cronbach
alpha for the internal consistency. The instruments were also trial tested on similar
population for the study. The reliability coefficient of the quality scale was obtained at .859
using Cronbach Alpha method. The reliability coefficient of the subscribers satisfaction
rating scare was obtained at .895 using Cronbach Alpha method.

3.8 Data Collection Procedure
The researcher obtained an introductory letter from the Head of International Centre for
Educational Evaluation (ICEE) after the production of the final instruments. This
introductory letter was taken by the researcher to all the selected healthcare centres,offices
of University staff as well as responses from different stakeholders for introduction. The
data collection was carried out by the researcher and also with the helpof four (4) research
assistants that were trained for a week by the researcher. The trainedresearch assistants
assisted in administration of the questionnaires and data gathering.

3.9 Data Analysis Procedure
Data collected were analysed using the descriptive statistics for the quantitative data. The
recording of the qualitative data collected through interview were transcribed into text for
analysis. Thematic inductive approach was used for qualitative data analysis.
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Table 3.3: Evaluation Grid, Evaluation Framework and Summary of Data Analysis
Evaluation
Objectives
According to
Evaluation Model
Component

Variable of Interest Research
Questions

Instrument(s) Data Source Method of Data
Analysis

Inputs
Resources needed
to operate the
programme.
To report on
Evaluation
objective 5

i. NHIS Policy Guidelines
ii. Healthcare facilities,
iii. Medical equipment/general
equipment,
iv. Medical personnel andother
health workers,
Hospital website
v. Funding,

1a and 1b

2a

 NHIS Subscribers
access and participation
record(NSAPR) NHIS Subscriber’s
medical expenses
interview guide(NSMEIG)

 NHIS
Records NHIS
Subscribers

 Frequency and
Percentage Thematic Analysis

Process/Activities
Activities:
i. Administrative
tasks or managerial
in nature.
ii. Money, effort
and resources.
Services:
Tasks that occur
directly to reporton
evaluation
objective

i. The overall management of
humanand Material resourcesof the
health care centre,
ii. Managing subscribers ‟
information,
iii. Doctors’ consultationand
prescription
iv. pharmacist’s drug enlightenment
andcounselling,
v. Medical diagnoses/investigation

2b

3a3b

5a

5b5c

NHIS Subscriber’s
expenses on drugsand
laboratory services
records (NSEDLSR)NHIS Standard
Checklist (NSC)NHIS Service Quality
Scale(NSQS)NHIS Subscribers
Satisfaction Rating
Scale, (NSSRS)NHIS Former
Subscribers
Assessment Interview
Guide(NFSIG)Non-subscribers of
NHIS intervention
interview guide
(NSNIG)

NHIS
Records

Health care
CentresNHIS
Subscribers

NHIS
Subscribers

NHIS
Former
SubscribersNHIS Non-
subscribers

Econometrics

Frequency and
PercentagesFrequency and
Percentages

Frequency and
Percentages

Thematic Analysis

Thematic
Analysis

Output Resources
consumed, and
services delivered
To report on:
Evaluation
objective 3

i. Number of injectableconsumed
ii. Number of medical diagnosis
iii. Investigation conductedand

consultants’ hours

4  NHIS Subscribers
Patronage Record(NSPR)

 NHIS
Records

 Frequency and
Percentages

Outcomes Benefits
and Effects of the
programme on the
subscribers
To report on:
Evaluation
objectives 1,2,3,4
and 5

i. The extent to which NHIS
accredited healthcare centres in Federal
Universities in South West Nigeria have
been able to:
a. Increase access tobasic health care

services.
b. Reduce subscribers
c. b. Reduce subscribers expenses

incurred onmedical bills.
d. Increase subscriberspatronage,
e. Improve NHIS minimum standard

onpersonnel, facilities and
equipment

f. Increase in subscriber’s satisfaction
g. Funds made available by NHIS to

health care centres through the
HMOs

6a

6b6c

NHIS fund releasechart
(NFRC)HCC utilisation offund
release chart (HUFRC)NHIS Funding
interview guide for
programme managers (NFIGPM)

NHIS
HMOs,
HCCAccounting
records

Key informant
(Head-
HCC,HMO

Frequency and
PercentagesFrequency and
Percentages

Thematic Analysis
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Table 3.3 shows the evaluation grid, the evaluation framework used in this work and
summary of data analysis at a glance. It has six columns, column one show evaluation
objectives in line with evaluation components. Column two shows the variables of interest
while column three shows the research questions that were derived from the variables of
interest. Column four shows the instruments that were used to collect data that were used
to answer each of the research questions. Column five and six shows the data source and
the methods that were used to analyse the data collected.

3.10 Methodological Challenges
The research was confronted with various challenges particularly on obtaining both
quantitative and qualitative data. Despite an introductory letter from the head of ICEE,
majority of the medical personnel in each of the university HCC‟s were sceptical of
releasingsensitive information particularly records of expenses on drug and so on. This
information was later released after scaling a lot of bureaucratic bottleneck. The researcher
and his team were denied access to information on funding because they all claimed an
existence but not written doctrine of confidentiality and lack of transparency in the
university financial system.
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CHAPTER FOUR

RESULTS AND DISCUSSIONS

This chapter presents the results and discussions derived from analysis of both quantitative
and qualitative data obtained from relevant offices, subscribers, former subscribers, non-
subscribers and other key players of the NHIS in Federal Universities in the South-West,
Nigeria, who participated in the research. The results is presented and discussed in a
consistent sequential order as found in chapter one where the evaluation question were
initially raised.

4.1 Data Analysis and Results
4.1.1 Evaluation question 1(a): What percentage of staff have access to basic healthcare
services under the NHIS in federal universities in the south-west, Nigeria from 2009-2018?
To answer this evaluation question, the enrolment in the scheme was analysed using
frequency counts and percentages and the result is presented in Table 4.1.
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Table 4.1: Staff Access to Basic Healthcare Services from 2009 – 2018
University of Ibadan University of Lagos Obafemi Awolowo University

Access
to NHIS

Number
Received

% Access
to NHIS

Number
Received

% Access
to NHIS

Number
Received

%
Year
2009 2377 1090 45.85 4790 4324 90.27 3152 3095 98.19
2010 2502 2100 83.93 4775 4434 92.85 2972 2730 91.85
2011 2760 2220 80.43 4769 4566 95.74 2999 2838 94.63
2012 3835 2960 77.18 4599 4490 97.62 3094 2978 96.25
2013 4046 3220 75.58 4662 4520 96.95 3133 3105 99.10
2014 4177 3614 86.52 4522 4498 99.46 3169 3149 99.36
2015 4254 3100 72.87 4847 4732 97.62 3236 3165 97.80
2016 4259 2979 69.94 4975 4880 98.09 3317 3218 97.01
2017 4262 3440 80.71 4816 4740 9842 3436 3324 96.74
2018 4274 3720 87.03 5125 4910 95.80 3152 3067 97.30
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Results from Table 4.1 show that the percentage of staff that have access to basic healthcare
services under the NHIS from 2009 – 2018 in federal universities in the south- west,
Nigeria was on a fluctuating increase from 45.85% in 2009 to 87.03% in 2018 from the
University of Ibadan, 90.27% in 2009 to 95.80% in 2018 from the University of Lagos and
98.19% in 2009 to 97.30% in 2018 from Obafemi Awolowo University Ile-Ife. A closer
look at the table also shows that University of Lagos had the highest enrolment of 99.46%
in 2014 as compare to 86.52 in the University of Ibadan and 99.36% in Obafemi Awolowo
University; Ile-Ife. It is also important to note that University of Ibadan had the lowest
enrolment of 48.5% in 2009 as compare to 90.27% in University of Lagos and 98.19% in
Obafemi Awolowo University; Ile-Ife. This lowest pattern continued till 2018, with
87.03% in University of Ibadan as compared to 95.08% in University of Lagos and 97.30%
in Obafemi Awolowo University; Ile-Ife. This fluctuating trend is further illustrated
graphically in Figure 4.1.
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Figure 4.1: Bar Chart on Staff Access to Basic Healthcare Services from 2009 – 2018
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The figure further revealed that although all the university staff members enjoyed access
to basic healthcare services under the NHIS from 2009 – 2018 in federal universities in
the south-west, Nigeria, there was a fluctuating indication of staff access in all the
universities in the years under study. While the staff in the UNIBADAN and the UNILAG
had the highest percentage of staff who have access to basic healthcare services under the
NHIS from 2009 – 2018 with the UNILAG recording the highest percentage of access, the
percentage of staff in OAU Ife was lower and more fluctuating as compared to the other
two universities.

Discussion
The finding of the study showing university of Lagos with the highest enrolment of staff
in the NHIS agrees with the submission of Gustafsson-Wright and Schellekens (2013) that
UHC is attained through health systems provision of both access to healthcare services and
financial protection but disagree with the finding of Akawu and Agum (2018), who
observed that healthcare centres in rural communities still records higher enrolment of
peoplein such facilities..
The reason for high enrolment in the University of Lagos located in an urban environment
may be connected with the robust healthcare package given to staff of the University. Each
staff is entitled to free and quality healthcare service within and outside the university, the
absence of this healthcare policy in UNIBADAN and OAU is believed to havediscouraged
enrolment in the NHIS scheme.
This finding agreed with Akpomuvie (2010) that improved access to health can only be
achieved where health sectors are restructured and strengthened to meet health needs of
the populace. The finding also revealed that the NHIS goal to solve some key problems
with healthcare services provision especially the problem of access to quality healthcare is
being achieved in healthcare centres of federal universities in the south-west, Nigeria.

4.1.2 Evaluation question 1(b): What percentage of staff who had access and are
utilising the access to basic healthcare services under the NHIS in federal universities in
the south- west, Nigeria from 2009-2018?
To answer this research question, data collected were analysed using frequency countsand
percentages and the result is presented in Table 4.2
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Table 4.2: Staff that have Utilising Healthcare Services from 2009 – 2018
University of Ibadan University of Lagos Obafemi Awolowo University

Access
to NHIS

Number
Received

% Access
to NHIS

Number
Received

% Access
to NHIS

Number
Received

%
Year
2009 1090 981 90.00 4324 3416 79.00 3095 2476 80.00
2010 2100 1785 85.00 4434 3547 79.99 2730 2321 85.01
2011 2220 1998 90.00 4566 4247 93.01 2838 2526 89.00
2012 2960 2664 90.00 4490 4311 96.01 2978 2740 92.00
2013 3220 2737 85.00 4520 4430 98.00 3105 2941 94.71
2014 3614 3072 85.00 4498 4408 97.99 3149 2992 95.01
2015 3100 2790 90.00 4732 4448 93.99 3165 3102 98.00
2016 2979 2681 89.99 4880 4392 90.00 3218 2961 92.01
2017 3440 2924 85.00 4740 4029 85.00 3324 3158 95.00
2018 3720 3162 85.00 4910 4616 94.01 3067 2730 89.01
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Results from Table 4.2 show that the percentage of staff that have received basic healthcare
services under the NHIS from 2009 – 2018 in federal universities in the south- west,
Nigeria was on a decrease from 90% in 2009 to 85.03 in 2018 from the University of
Ibadan, but on the increase from 79% in 2008 to 94.01% in 2018 from the University of
Lagos. While there was however, fluctuating but increasing percentage of those that
received basic healthcare services from 80% in 2008 to 89.01% in 2018 from Obafemi
Awolowo University. The decrease in OAU may be largely attributed to poor
implementation of NHIS service due to irregular release of fund for drugs and other
laboratory reagents.
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Figure 4.2: Percentage of Staff Utilising Healthcare Services from 2009 – 2018
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The figure further revealed that although all staff enjoyed access to basic healthcare
services under the NHIS from 2009 – 2018 in federal universities in the south-west,
Nigeria; there was a fluctuating indication of staff access in all the universities in the years
under study. While the staff in the UNIBADAN and the UNILAG had the highest
percentage of staff who have accessed basic healthcare services under the NHIS from 2009
– 2018 with the University of Lagos recording the highest percentage of access, the
percentage of staff in OAU was lower and more fluctuating as compared to the other two
universities.

Discussion
The finding of the study showing Obafemi Awolowo University, located in a semi urban
environment, with lower quality of service, as having the lowest percentage of access
utilisation agreed with Umunna (2012), who investigated issues that contributed to
obstacles to access and utilisation of health services and found that users had a good
awareness of the services they received and were reasonably satisfied but certain
deficiencies in the healthcare system compromised the quality of service. The finding
disagreed with Akawu and Agum (2018) who observed that healthcare centres in rural
communities still records high access utilisation of healthcare services and aligned with
Gustafsson-Wright and Schellekens (2013)that UHC can only be attained through health
systems provision of both access to healthcare services and financial protection which are
not readily available in both OAU and UNIBADAN as compared to that of UNILAG
where staff are entitled to free and quality healthcare provision within and outside Nigeria.
Although the NHIS was put in place to solve some key problems with healthcare services
provision especially the problem of access to quality healthcare, problem of standard and
quality in terms of facilities, drugs and personnel, problem of cost and so on. However, the
findings revealed that NHIS has been able to address the issue of access to but has not
sufficiently addressed the issue of high access utilisation especially among staff in federal
universities in the south-west, Nigeria.

4.1.3 Evaluation question 2a: What are the experiences of NHIS subscribers on
affordabilityof NHIS services from 1999-2008 (before commencement) and from 2009-
2019 (after commencement) in federal universities in the south-west, Nigeria?
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This research question was analysed based on the three foremost in-depth interview with
NHIS subscribers. These are: general affordability, comparison of subscriber’s expenses
on drugs before and after NHIS and cost implications of NHIS services received by
NHISsubscribers. The result of the analysis is presented in Figure 4.3.
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Figure 4.3: NHIS Subscribers’ Affordability
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The responses from subscribers on the affordability of NHIS in Figure 4.3 show that the
scheme was generally affordable especially on drug reduction which is associated with
self and family but contradict opinion of other subscribers‟ that pointed the shortcomings
such as dispense of low quality drugs.

Some subscribers indicated the scheme was affordable “It is very ok. Very good”
Affordability in what term? To me, it is ok” “It is ok); “It is affordable and very ok”.

Subscribers expressed their views on the affordability of the scheme; giving good
commendation to the government about the timely introduction of the scheme: "It is the
best thing the government has done to healthcare in Nigeria. Very affordable that with
only 100 naira you can be treated well” they emphasized that affordability positively
influenced their healthcare both to them and their family: “very ok. I go there to receive
treatment”, “Since I started using it, the services have been affordable for my family”,
“NHIS is affordable. I receive treatment for more or less free. And it is better for me and
my family

Subscribers affirmed the affordability of the scheme premised it on the reduction in the
cost of drugs which seemed to give hope to the common man who may not have so much
to meet their needs, including health needs: “…generally, the NHIS service was introduced
I think towards the end of Obasanjo’s tenure as president. It has been ok. Because with it
the common man on the street can be treated with less amount of money…”. In the same
vein, the affordability of the scheme was adjudged due to benefits it offers the low income
people: “The NHIS services make healthcare services accessible to low income. It makes
healthcare accessible and it makes healthcare accessible and affordable to the people”.

Another subscriber justified the affordability of the scheme on the basis of large number
of subscribers patronising the scheme: "You have been to the health centre, if you go on
Wednesday you will see the crowd. I believe if it is not affordable, there wouldn’t be
crowd at the health centre.

In the same vein, the opinions of other respondents show some specificity as regards ten
percent decrease in the cost of drugs made available to the sub subscribers of the scheme:
“I can say it has been affordable because we pay that ten percent”, "Affordability, it is
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interesting because ten percent is what they collect”, “…speaking Yoruba- “NHIS is good
and I am very happy with it. With 10% you can be treated with drugs also”,

“Since it was introduced in Nigeria, Health has taking a new dimension. With just ten
percent, you can be treated and also have access to drugs. Although, the government are
not there yet as regard healthcare services in Nigeria. Nevertheless, the programme is
affordable”

To corroborate the above view, another subscriber who believed the scheme is affordable
for all staff emphasised cost of drugs reduction provided in the scheme was not provided
in any hospital as in NHIS scheme:

"It is affordable. My wife is the one that brings the children to the clinic. See the bills, to
meit is affordable when compare to going out to treat in a private clinic”

"I have found the scheme since the implementation to be affordable. To system in
Nigeria will afford you ten per cent charges but NHIS does that. You will pay for
consultation fee, treatment and drugs all for ten per cent”

The ten per cent, which is one of the things that fuelled the affordability of the scheme, was
described as a subsidy by a subscriber and the government was appreciated for making the
scheme affordable:

“This is the best healthcare programme that has happened to Nigerian as a whole. How
will you treat an illness with ten per cent? That is subsidy in the part of the government
and we are grateful for it. Also, the drugs are also cheap”. In the same vein, the
affordability traceable to the ten per cent was all inclusive especially to the poor: “My wife
is the one that handles the health issues. But the 10 per cent of the cost is affordable for
even a poor man”



99

Figure 4.4: NHIS Subscribers Experiences on Affordability to Self and Family
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Figure 4.4 describes the NHIS Subscribers experiences on the scheme affordability as it
relates to allowing other family members to benefits from medical care in general. For
instance, a subscriber in OAU affirms that both himself and his daughter has been
benefiting from the scheme. Another subscriber states it is affordable; my wife is the one
that brings the children to the clinic

.
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Figure 4.5: Affordable with Shortcomings
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Another group of subscribers expressed the affordability of the scheme alongside its
shortcomings as shown on figure 4.5. One of the reservations the subscribers expressed
was on the type of drugs being given to the subscribers, which is was considered of low
quality, maybe since the scheme is considered almost free scheme. A subscriber said: “It
is affordable but the issue I have with them is that the drugs given are too cheap and
a lotneeds to be done generally”. In the same vein, costly drugs were said to be sometimes
not available: “Well! It is good small. There are times when they do not have costly drugs.
If we want to say it is fine. Sometimes, when I do not have money at hand, it helps. For
example, you will be give drugs of 1000 Naira; you know that 100 naira is what we are
going to pay. Can you see it relieve me? It is fine, but drugs that are costly they do not
have and apartfrom that it is ok”.

Unavailability of drugs was considered as another shortcoming of the scheme despite being
its affordability: "NHIS is affordable. Anytime you visit the healthcare centre, you will be
treated but sometime they complain of not having enough doctors or drugs. You see the
challenge. But look at it, it is very affordable”. “It is ok; the only thing is the problem of
that Jaja. Because, others, you don’t need to pay ten percent after doctor’s prescription.
They willhave drugs and you do not pay ten percent, they will have at least paracetamol
and vitamin, others they will not have.

In fact, a subscriber specifically indicated the amount when costly drugs will be considered
unavailable:

“Sincerely, it is acceptably ok! There is nothing wrong with the programme but I discovered
that any drugs above 1000 Naira, they will say the drugs are not available or the drugs are
not covered by the NHIS programme. Because when you want to get some drugs, any drugs
that are more than 1000 naira, they will say not on ground. Although the doctor prescribes
the tablets on the NHIS slip, on getting to the NHIS pharmacy, the drugs is not covered on
the NHIS list. So, I now make the conclusion that the doctor ought to know those drugs that
are not available. Anything above 1000 naira, NHIS did not cover it. You have to pay for
it”.
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Still on the reservations attached to the affordability of the scheme, time factor interm
of what it takes the beneficiaries to see the doctor or other concerned staff was adjudged
not encouraging:

“It is affordable. The only thing is that the process that is involved. You have queue and
wait.The foremost problem with NHIS is that they are understaffed. So, when you do not
have labour which is a foremost factor of production, even when there is a good intention,
it will not be achieved”.

The subscriber further shared an experience to buttress the point raised:
“Like, last week, my daughter went for a particular treatment, a new doctor attended to
her and the doctor was not aware about the NHIS who referred her to another place where
they refer us to NHIS office to collect code. Look at the waste of time and anything can
happen. When we got to the place they said they are supposed to give us referral slip
alongside the case report, in which the doctor wrote it. After like one hour, we were asked
to come back”
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Figure 4.6: NHIS Monthly Deductibles
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Figure 4.6 describes responses gathered from subscribers on the extent to which monthly
NHIS deductibles and ten per cent payment on drugs have been able to increase or decrease
their expenses in obtaining healthcare services resulted in the emergence of three themes
namely “reduced expenses”, “increase expenses” and “no effect”. Some of the responses
of the subscribers show the monthly deductibles, as they believed there was, have reduced
on their cost of obtaining health services. A group of the subscribers were of the opinion
that the monthly deductible has helped in reducing the amount they spend on health
services, though without any reason attached. Three respondents from the institutions said:
“…the monthly deduction is ok” In the same line of thoughts, other subscribers affirmed
the decrease of cost on health services: "it has reduced my expenses since it was
introduced" “Yes, it has reduced it. “It has decreased it a lot so far.” "Hmm… the monthly
deductibles have decreased my expenses. You know the university is the one that pays the
money. But the little I have seen is ok. But there is still room for improvement"

.
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Figure 4.7: NHIS Monthly Deductibles and Reduced Health Cost
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Figure 4.7 shows the pattern of subscriber’s responses as they affirm that the cost of
obtaining health in comparison with the monthly deductible was considered very cheap as
stated by a subscriber speaking Yoruba- “how much are they deducting? Very cheap.
Another subscriber confirmed the above claim: "It has done well in reducing the cost of
health. Rather than paying 5000 Naira, we just pay 10% of that amount to the cash office."
Other subscribers gave further explanations beyond saying the deductible has decreased
expenses. The subscribers who indicated reasons to buttress their responses adjudged the
deductible as minimal; ensure affordability of the health services, and spending less on
medical services. A subscriber described the effect of the decreased health cost on thestaff
generally: “The system is made so that every staff will be able to afford health services. So
generally the deductible removed at least is better". Another subscriber acknowledged the
decreased health cost on themselves and their dependents: “The deductible so far is ok.
They may not deduct up to 2% of my salary and that will be enough to cater for me and my
dependents”. I think the money deductibles have done a great deal in reducing healthcare
services among staff in the University of Lagos. I now spend less on medical services
becausewhen my kids are sick, I bring them to the health centre for treatment”.
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Figure 4.8: Subscribers’ Indifference to Monthly Deductible
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Figure 4.8 shows pattern of other subscriber’s responses as being generally indifference as
to whether monthly deductible from their salary had resulted in either increase or decrease
in their cost of obtaining healthcare services. Considering the reduced cost of the monthly
deductible, a subscriber doubted if there is any monthly deductible because of the ten
percent charge subscriber is expected to pay when buying drugs: “I don’t think they deduct
any amount because if they deduct there would be no need for the ten percent charge”.
This was confirmed by another subscriber: “As far as they did not give you drugs they will
not withdraw from your money, if the price of drugs is ₦1000, you pay ten percent which
is hundred naira, you pay by cash. If you did not go for treatment nothing will be removed”.
However, other subscribers were of the viewed that the deductible effect in reducing health
costs was fair and manageable though no reasons were attached for their responses: "It is
fair to me” and “fair and manageable”.

On the other hand, a subscriber believed monthly deductible has resulted into increased
health services expenses, though no cogent reason was raised for this: “It has not decreased
the healthcare services. You know the government is the one funding NHIS for us.I think
the university pays and deducts from our salaries”. It is worthy of note that some
subscribers were not even sure of the monthly deductibles let alone its decreasing or
increasing cost effect while others emphasised that monthly deductible does not exist in
reality. On the monthly deductible effect, a subscriber emphatically replied “I do not
know”.

“Why did you say monthly deductibles? There is no deductible because NHIS has different
programmes. We have one for formal sector which is called formal sector- National Health
Insurance Scheme (NHIS) there was nothing like monthly deductibles in that one. Andthe
one for PPT (Private and Public partnership), they pay once yearly which is huge. But the
one we are enjoying- which is the formal sector, there is nothing like that. They said money
has been taken care of from the onset of the programme or budgeted for by Federal
Government.
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Figure 4.9: Subscribers’ Perception on Monthly Deductibles
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Figure 4.9 shows different perceptions of the subscribers as regards desirability of monthly
deductible from their salary. A subscriber opined that federal government is responsible
for the full payment of what the staff were expected to pay, and made further clarifications:
“…so there is nothing because if actually they are deducting any money from our pay slip,
it will show on the pay slip. But nothing shows there. If they are collecting any money it
would be from the onset. That is if any money is coming for OUA, it will be written there
for NHIS as they take some money for pension. So it is free particularly in as much as we
are still in service. Non-academic staff: whether junior or senior they are enjoying it till
sixty years of age while academic staff are enjoying for sixty-five years of age but people
thatare affected are professor enjoy it seventy years of age.

Another subscriber’s view corroborated the above response: “I don’t think they deduct any
amount because if they deduct there would be no need for the ten percent charge”

Another sets of subscribers, though could not specify the exact amount, believed therewas
a monthly deductible. "The government is deducting it. For instance, now, I cannot say
much. It is the government". "I am on dependent because my husband is also in UI. I cannot
say that one but I know sure, they normally deduct money monthly". Another point was
emphasized on the monthly deductibles as shown in the workers‟ pay in slip. A subscriber
from OAU added buttressed this point: “You see someone who wants to cheat you, since
they know we do not know more about statistics. So, on the pay slip, all what we see is
CONTISS. They did not specific it on the pay slip. They specify others except NHIS. The
term “CONTISS” is used by them. Therefore, it is difficult to tell how much is deducted
from us monthly”. A subscriber from UNILAG also spoke in this line: "I cannot say that
much. To some extent, we are seeing the effect of the monies they deduct from our
salaries…".

There were subscribers who posited that the deductibles had no effect at all. Asubscriber
said: “It has no effect at all” while another one attributed this claim to the quality of
service: “It does not affect the medical service. The deduction does not affect the quality of
service”.
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Figure 4.10: Cost Implications of NHIS Scheme
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Figure 4.10 describes Subscribers‟ view about the cost implication of healthcare services
in their University since the introduction of NHIS was examined. This revealed the views
of NHIS subscribers about the cost implication of healthcare services they have been
receiving in their various institutions since the introduction of the scheme. Two themes
emerged from this theme namely “benefits outweighed cost” and “cost outweighed
benefits”.
Benefits Outweighed Cost
It was found that subscribers derive benefits from the scheme outweighed its benefits:A
subscriber from OAU was of the opinion that the scheme has reduced cost: "It is ok, we
pay less and the cost has reduced"

Another subscriber from the institution, in the same view, emphatically said “The benefits
outweighed the cost”.

A subscriber from OAU, two subscribers from UNILAG and a subscriber from UI
responded respectively “the cost is ok by me” while another subscriber expressed that
thecost implication “is better”. Another group of subscribers who affirmed the benefits of
the scheme outweighed the cost further expressed their reasons for their affirmations. Some
subscribers attributed the reason to reduction in the cost of the drugs subscribers do
purchase:“For me, it is a relief to us here! Because, as a man, it takes care of my
wife and fourchildren and every one of them is treated under the scheme. It is a relief.
Very serious relief to us here and if u have dependent relatives, the scheme affords
opportunity to get them register with certain amount of money every year, renewable every
year. The scheme is fantastic and at least in Nigeria, we need something like that.

"For this University it is better because well I am treated with just 10%” UNILAG) “The
cost implication of healthcare services since it was introduced in this university. Aha,
the benefits are too much. I don’t spend much of my many. Anytime I am sick or my
children,no matter the illness, 10% is the amount of the cost you pay at the cashier office
in the healthcentre. Assuming after treatment, the cost is five thousand naira, 10% of five
thousand naira,is five hundred naira. You see that it is very ok.

“Cost implication of health service? …If you are under NHIS some money has been
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accrued on it so this money runs into millions…I said students, staff can come and you
and I can getat least ten percent compare to that time. That is why I said they called this
place- health centre “red danger”.

Some sets of subscribers considered the benefits of the scheme over the cost as fair and
moderate:
"The cost of health I have been receiving in this university, when I calculate it is fair to me”
“It is fair
“…fair, because you spend less though some of the drugs written on the prescription list
maynot be on the pharmacy. In terms of cost, it is fair
Another sets of subscribers, who opined they have not really thought about the indicators
of cost implication, anyways, affirmed that benefits of the scheme outweigh its cost:
“I have not sat down to factor the cost of health I have been receiving in the university but
looking it, the benefit outweighs the cost of health for now” “I don’t understand the cost
implications of the healthcare services. If I will say, it has been very cheap and affordable
to me”
“For me I do not look at the cost in as much as I get the expected result, I am happy. So
far in University of Lagos, I am happy with it. But a lot still needs to be done by the
healthcare providers”

Cost outweighed Benefits
Some subscribers were of the view that the cost outweighs the benefit as a result of the
money they have to spend to buy unavailable drugs under the scheme, which is a common
experience:
“The highest is about 8000 plus or 800. It is not fair, they will just give you drugs which
weneed to go out and buy drugs outside”
“Sometimes, they don’t have the drugs”
“…at times, I spend a lot depending on the illness of my daughter and the amount of
drugsprescribed by the doctors”
“Has anything change. Nothing has changed”
The cost was also expressed on the basis that the scheme that does not cover other
aspects the subscribers expect it should:
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"Consultancy fee is not there. Not all ailments are listed under the NHIS scheme. Like
blood test, and when it gets to the level of operation, they will ask you to pay your full 100
percent. In reality it is not as free as it”
The cost was also expressed on the basis of time:
“In getting drugs, there is no way you will not spend about 40 minutes in getting drugs at
theNHIS pharmacy and you can see doctors waiting for about more than an hour”

Discussion
The finding of the study shows that drug challenges cuts across UNILAG, UNIBADAN
and OAU which implies that it takes more time for subscribers to get drugs from NHIS and
spend more on the alternative as a result of their failure to procure prescribeddrug from the
scheme. This finding agree with Okpala and Onuekwusi, (1999) who affirmed that NHIS‟s
successful implementation depends largely on the disposition of the healthcare services
offered to achieve its objectives which in turn depends on the disposition of the healthcare
service delivered, this shows NHIS objective of provision of quality healthcare service in
terms of drugs availability is yet to be achieved. The finding further agreed with the
submission of Otuyemi (2001) that, there is an unmistakable absence of all inclusive
coverage of healthcare support and little value in most unindustrialized countries especially
in Nigeria is responsible for the NHIS to meet up with its objective of providing quality
healthcare to Nigerian which is indicated with low quality drugs as experienced and
expressed by NHIS subscribers‟ in federal universities in the south-west, Nigeria.
4.1.4 Evaluation Question 2b: What are the patterns of expenses incurred by staff of
federal universities in the south-west, Nigeria on drugs from 1999-2008 (before
commencement of NHIS) and 2009 to 2018 (after commencement of NHIS)?
The aim of this evaluation question is to determine the pattern of expenses incurred on
drugs which is considered vital in healthcare by NHIS subscribers within a period of ten
years before commencement of the scheme (1999-2008) and the pattern of expenses
incurred on drugs within a ten years’ period into the implementation of the scheme (2009-
2018). Data onsubscriber’s expenditure on drugs were collected at the account sections of
the pharmacy department at UNIBADAN, OAU and UNILAG healthcare centres. The
data were analysed using econometrics to determine the initial and inflationary value of
money spent each year inorder to determine the real value of each year’s expenditure. The
result is presented in table 4.3.
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Table 4.3: Initial and Inflationary Adjusted Expenses on Drugs in Unibadan

Expenses (Before) in Million ₦ Expenses (After) in Million ₦
Year Subscribers Initial Adjusted Year Subscribers Initial Adjusted
1999 1989 346,923.00 2,749,023.00 2009 4324 244,287.00 670,010.00
2000 2105 330,611.00 2,657,575.00 2010 4434 419,362.00 1,006,888.00
2001 2184 441852.00 2,987,854.00 2011 4566 317,151.00 687,008.00
2002 2264 364,872.00 2,185,845.00 2012 4490 375,780.00 725,383.00
2003 2366 500,156.00 2,627,594.00 2013 4520 474,410.00 844,218.00
2004 2399 222,435.00 1,016,168.00 2014 4498 567,876.00 935,146.00
2005 2409 344,734.00 1,336,187.00 2015 4732 347,434.00 524,849.00
2006 2420 364,196.00 1,304,165.00 2016 4880 269,592.00 352,069.00
2007 2416 281,728.00 957,326.00 2017 4740 569,956.00 638,776.00
2008 2418 364,196.00 1,109,140.00 2018 4910 245,387.00 245,387.00

3,561,703.00 18,930877.00 3,827,235.00 12,659,824.00
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Table 4.3 indicated a fluctuating but increasing expenditures of staff on drugs before the
introduction of NHIS. The highest initial expenses incurred by staff on drugs from 1999
to 2008 were ₦500,156.00 in 2003 and the lowest was ₦222,435.00 in 2004. When the
expenses were adjusted for on the inflationary rate in 2018, the highest expenses on drugs
was ₦2,749,023.00 in 1999 and the least was ₦957,326.00 in 2007. This revealed a
fluctuation but increasing cost of drugs. After the introduction of NHIS, the highest initial
expenses that subscribers made on drugs from 2009 to 2018 were ₦569,956.00in 2017and
the lowest was ₦244,287.00 in 2009. When the expenses were adjusted for on the
inflationary rate in 2018, the highest expenses on drugs was ₦1,006,888.00 in 2010 and
the lowest was ₦245,387.00 in 2018. This revealed a fluctuation but decreasing cost of
drugs. It means that subscribers spent more money in 2010 on drugs during the NHIS
regime. The table further revealed a fluctuating pattern but the sum total adjusted on
inflationary rate was a higher value of ₦18, 930877.00 as expenses spent on drugs within
the 10 years review beforeNHIS.As compared to the sum total of adjusted inflationary
rate, the lower value of
₦12,659,824.00 as expenses on drugs within the 10 years review of NHIS regime shows that
subscribers spent less on drugs during NHIS regime. This is further illustrated on Figure
4.18.
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Figure 4.11: Initial and Inflationary Adjusted Expenses on Drugs in UIBADAN
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Figure 4.11 indicated that there is a fluctuating but decreasing trend in university staff
subscribers of NHIS expenditure on drugs. This means that, the introduction of the scheme
has drastically reduced subscriber’s expenses on drugs.
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Table 4.4: Initial and Inflationary Adjusted Expenses on Drugs in OAU

Expenses (Before) in Million ₦ Expenses (After) in Million ₦
Year Subscribers Initial Adjusted Year Subscribers Initial Adjusted
1999 1989 695,067.00 5,560,536.00 2009 1090 982,464.00 2,682,541.00
2000 2105 758,049.00 6,093,481.00 2010 2100 884,301.00 2,123,207.00
2001 2184 210,192.00 1,421,343.00 2011 2220 981364.00 2,128,199.00
2002 2264 105,438.00 631,649.00 2012 2960 405,149.00 782,075.00
2003 2366 176,544.00 927,483.00 2013 3220 599,017.00 1,065,958.00
2004 2399 694,388.00 3,172,230.00 2014 3614 734,974.00 1,210,314.00
2005 2409 264,015.00 1,023,321.00 2015 3100 980,264.00 1,484,153.00
2006 2420 83,010.00 297,254.00 2016 2979 973,695.00 1,271,581.00
2007 2416 674,560.00 2,292,189.00 2017 3440 705,676.00 790,884.00
2008 2418 124,475.00 379,082.00 2018 3720 695,640.00 695,640.00

3,785738.00 21,798,947.00 7,942,544.00 14,234549.00
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Table 4.4 indicated a fluctuating but decreasing expenditure of staff on drugs before the
introduction of NHIS. The highest initial expenses subscribers made on drugs from 1999
to 2008 were ₦758,049.00 in 2000 and the lowest was ₦83,010.00 in 2006. When the
expenses were adjusted for on the inflationary rate in 2018, the highest expenses on drugs
was ₦6,093,481.00 in 2000 and the lowest was ₦297,254.00 in 2006. This revealed a
fluctuation but decreasing cost of drugs after adjustment for on the 2018 inflationary rate
in 2018. When NHIS was introduced, the highest initial expenses subscribers made on
drugs were ₦982,464.00in 2009 while the lowest was₦405,149.00 after adjusting for on
the inflationary rate in 2018; the highest expenses on drugs were ₦2,682,541.00 in 2009
while the lowest was ₦695,640.00. This revealed a fluctuation but decreasing cost of drugs.
It means that subscribers spent more money in 2009 on drugs during the NHIS regime. The
table further revealed a fluctuating pattern but the sum total adjusted on inflationary rate
witha higher value of₦21,798,947.00 as expenses spent on drugs within the 10 years review
before NHIS as compared to the sum total of adjusted inflationary rate lower value
of ₦14,234,549.00 as expenses on drugs within the 10 years review of NHIS regime shows
that subscribers spent less on drugs during NHIS regime. This is further illustrated on
Figure 4.12.
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Figure 4.12: Initial and Inflationary Adjusted Expenses on Drugs in OAU
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Figure 4.12 indicated that there is a fluctuating but decreasing pattern in university staff
subscribers of NHIS expenditure on drugs. This means that, the introduction of the scheme
has drastically reduced subscriber’s expenses on drugs.
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Table 4.5: Initial and Inflationary Adjusted Expenses on Drugs in UNILAG

Expenses (Before) in Million ₦ Expenses (After) in Million ₦
Year Subscribers Initial Adjusted Year Subscribers Initial Adjusted
1999 2079 Free Drugs Free Drugs 2009 3095 Free Drugs Free Drugs
2000 2152 Free Drugs Free Drugs 2010 2730 Free Drugs Free Drugs
2001 2572 Free Drugs Free Drugs 2011 2838 Free Drugs Free Drugs
2002 2599 Free Drugs Free Drugs 2012 2978 Free Drugs Free Drugs
2003 2994 Free Drugs Free Drugs 2013 3105 Free Drugs Free Drugs
2004 3133 Free Drugs Free Drugs 2014 3149 Free Drugs Free Drugs
2005 3169 Free Drugs Free Drugs 2015 3165 Free Drugs Free Drugs
2006 3236 Free Drugs Free Drugs 2016 3218 Free Drugs Free Drugs
2007 3317 Free Drugs Free Drugs 2017 3324 Free Drugs Free Drugs
2008 3436 Free Drugs Free Drugs 2018 3067 Free Drugs Free Drugs
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Table 4.5 indicated that staff in the University of Lagos does not in cure expenses on drugs
before and after the introduction of NHIS. It means that staff of the university gets drugs
from the health centre free.

Discussion
The research found out that the introduction of NHIS in two federal universities in the
south-west, Nigeria Ibadan and Ife had drastically reduced the overall expenses on drugs
university staff subscribers of NHIS spent on drugs within the 10-year period of its
implementation as compared to huge medical expense on drugs they were subjected to
withinthe 10-year review of pre NHIS regime. The drugs expenses for each of the year
under review were subjected to current inflationary rate of the years of study. This actually
revealedthe actual current value of money spent on drugs in each year under review which
in turn enabled a fair judgement on actual cost and value of drugs purchased by these staff.
The finding of this study that shows a drastic reduction in subscribers expenses on drugs
in tandem with NHIS objective two which is to protect families from financial hardshipof
huge medical bills. It has also succinctly provided answer to evaluation objective two and
found out that medical bill on drugs witness drastic reduction. This provided information
on the extent of reduction in the foremost medical bills on drugs. The research also found
out that the introduction of NHIS had no effect on the staff of university of Lagos who had
been benefiting from free healthcare policy of the university to all categories of staff before
and during the NHIS regime. The finding of the research is in agreement with the findings
of Gertler and Gruber, 2002; GTZ et al, 2005; Hsiao and Shaw, 2007 who evaluated the
effects of different social health insurance schemes (to which NHIS is part) in low- and
middle- income countries (LMICs) and found out a reduction in out of pockets expenses
on healthcare services of its subscribers.
4.1.5 Evaluation Question 3a: How consistent is the standard of healthcare services
offered by healthcare centres in federal universities in the south-west, Nigeria, with the
NHIS standard benchmark in terms of key medical personnel, medical facilities and
equipment?
To answer evaluation question 3a, the NHIS approved standard benchmark was set as a
reference checklist to determine the consistency of key medical personnel, healthcare
facilities and equipment in the three universities as shown on Table 4.6 to 4.7.
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Table 4.6: Consistency of Key Medical Doctors to NHIS Standard Benchmark
UNIBADAN OAU UNILAG

S/N Doctors CS NC CS NC CS NC

1
Possession of MBBS degree, or its
equivalent  -  -  -

2 Registration with the MDCN  -  -  -

3
Possession of the current license to
practice, issued by the MDCN  -  -  -

4

Approved professional certificates in the
area of training in addition to(1 and 2)
above  -  -  -

5 Physicians,  -  -  -
6 Dental surgeons  -  -  -
7 Radiologists  -  -  -
8 Pediatricians  -  -  -
9 Psychiatrists  -  -  -
10 Surgeons  -  -  -
11 ENT surgeons  -  -  -
12 Ophthalmologists, etc.  -  -  -

C= Consistent, NC= Not Consistent
MDCN:Medical and Dental Council of Nigeria
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Table 4.6 revealed the consistency of key medical doctors to NHIS standard benchmark in
the three universities. The result indicated that the healthcare centers were consistent with
the NHIS standard benchmark in terms of medical doctor‟s possession of MBBS degree,
or its alike, approved by the MDCN; registration with the MDCN, possession of
contemporary authorisation to practice, give out by the MDCN) and possession of
recognised professional credentials in the planned area of training.
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Table 4.7: Consistency of Dental Surgeons to NHIS Standard Benchmark
UNIBADAN OAU UNILAG

S/N Dental Surgeons CS NC CS NC CS NC
5 Ownership of the BDS degree, or its

equivalent, recognised by the
MDCN

 -  -  -

6 Registering with the MDCN  -  -  -
7 Ownership of the contemporary

authorization to practice by theMDCN
 -  -  -

Dental Technicians/Technologist  
8 Ownership of the certificate, B.Sc. or

HND in Dental Technology or equal
requirement from recognized school
or institution

 -  -  -

9 Mandatory registration of Dental
Technologists with the appropriate
supervisory body

 -  -  -

Optometrists  
10 Optometrists ownership of the degree

of optometry, or the same qualification
recognised by
ODORBN

 -  -  -

11 Registration with ODORBN  -  -  -
12 Ownership of contemporary

authorization give out by ODORBN
 -  -  -

CS = Consistent, NC =Not Consistent
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Table 4.7 revealed dental surgeons ownership of the degree of BDS or the same
qualification approved by the MDCN, registering with the MDCN, ownership of the
contemporary authorization to practice, give out by the MDCN and ownership of accepted
specialized qualifications in the area of training in consistent with the NHIS standard
benchmark in the three universities. It also revealed dental technicians‟/technologist
ownership of the credential, B.Sc. or HND in dental technology or the same requirement
from a recognized institution and registration with their relevant regulatory body.
Furthermore, the table revealed the consistency of optometrists‟ ownership of the degree
of optometry, or [is corresponding requirement approved by ODORBN, registering with
ODORBN and ownership of issued contemporary license to practice by ODORBN.



130

Table 4.8: Consistency of Pharmacists to NHIS Standard Benchmark
UNIBADAN OAU UNILAG

S/N Pharmacists CS NC CS NC CS NC
13 Possession B. Pharm or the same

requirement, recognised by PCN
 -  -  -

14 Registration with PCN   
15 Possession of a specialized

authorization to practice, give out by
the PCN

 -  -  -

Pharmacy Technicians   -  -
16 Possession of pharmacy technician

credential give out by approved school
of health technology by the
PCN

 -  -  -

17 Registration with the PCN  -  -  -
18 Possession of contemporary yearly

authorization to practice by the PCN
 -  -  -

CS = Consistent, NC =Not Consistent
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Table 4.8 revealed that the healthcare centers were consistent with the NHIS standard
benchmark in terms of pharmacists‟ ownership of the degree of B.Pharm or its comparable
requirement, approved by the PCN, registration with PCN and ownership of the specialized
license to practice, give out by the PCN. The table also revealed the consistency of
pharmacy technician’s ownership of the certificate of pharmacy technician awarded by
accredited School of Health Technology and accepted by the PCN, registration with PCN
and ownership of contemporary yearly authorization given by the PCN with the NHIS
standard benchmark.
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Table 4.9: Consistency of Medical Laboratory Personnel to NHIS Standard
Benchmark

UNIBADAN OAU UNILAG
S/N Medical Laboratory CS NC CS NC CS NC

Medical Laboratory Scientists
19 Possession of the degree of BMLS or

the same requirement, recognised by
the MLSCN




-

-







-

--
20 Registering with the MLSCN  -  -  -
21 Possession of the contemporary

authorization to practice, give out
by the MLSCN

 -  -  -

Medical Laboratory Technicians  -  -  -
22 Possession of credential give out by

MLSCN
 -  -  -

23 Registration with the MLSCN  -  -  -
24 Possession of contemporary yearly

tag give out by MLSCN
 -  -  -

CS = Consistent, NC = Not Consistent
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Furthermore, the Table 4.9 revealed the consistency of medical laboratory scientists with
the NHIS standard benchmark in terms of ownership of the degree of BMLS orcomparable
requirement, recognised by the MLSCN, registering with the MLSCN and ownership of
contemporary license of practice, issued by the MLSCN. It also revealed that medical
laboratory technicians possessed certificate given by the MLSCN, registered with the
MLSCN and ownership of contemporary annual tag given by MLSCN.
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Table 4.10: Consistency of Nurse Practitioners to NHIS Standard Benchmark
UNIBADAN OAU UNILAG

S/N Nurse Practitioners CS NC CS NC CS NC
25 Possession of BNSc. or the same,

Registered Nurse/Midwife (RN/RM) or
other specific areas of Nursing

 -  -  -

26 Registering with NMCN  -  -  -
27 Possession of the contemporary license

to practice, issued by the NMCN
 -  -  -

CS = Consistent; NC = Not Consistent
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The Table 4.10 revealed the consistency of Nurse practitioners with the NHIS standard
benchmark in terms of ownership of the degree of Bachelor of Nursing Science or its
comparable requirement, RN/RM or other specialised areas of Nursing, Registering with
the NMCN and ownership of the contemporary license of practice, given by the NMCN.
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Table 4.11: Consistency of Radiographers and Ultra Sonographers to NHIS
StandardBenchmark

UNIBADAN OAU UNILAG
S/N Radiographers and Ultra Sonographers CS NC CS NC CS NC
28 Possession of the degree of Radiography,

or the same requirement recognised by the
RRBN

-  -   -

29 Registration with the RRBN -  -   -
30

31
32

Possession of the degree of Radiography, or
the same requirement recognised by the
Radiographers Registration Board of
Nigeria (RRBN)
Registering with the RRBN Possession of
the contemporary
authorization to practice, give out by the
RRBN

-

-

-






-

-

-











-

-

-

CS = Consistent, NC = Not Consistent
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Table 4.11 revealed that the healthcare centers were consistent with the NHIS standard
benchmark in terms of Radiographers and Ultra Sonographers, ownership of the degree of
Bachelor of Radiography, or comparable requirement recognised by the Board of
Radiographers Registration of Nigeria (RRBN), registering with RRBN and ownership of
contemporary license of practice, given by the RRBN. In terms of physiotherapists the
healthcare centres were consistent in terms of ownership of B.Sc. BMR or B. Physiotherapy
or its comparable requirement, recognised by the MRTBN, registration with the MRTBN
andownership of the contemporary license of practice, provided by the MRTBN.
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Table 4.12: Consistency of Therapeutic Personnel to NHIS Standard Benchmark
UNIBADAN OAU UNILAG

S/N Physiotherapists CS NC CS NC CS NC
Physiotherapists

31 Possession of the B.Sc. BMR or B
Physiotherapy or the same requirement,
recognised by the MRTBN

-  -  - 
32 Registration with the MRTBN -  -  - 
33 Possession of the contemporary

authorization to practice, give out by the
MRTBN

-  -  - 
Medical Rehabilitation Therapy
Technician

  
34 Possession of MRTN credential give out

by accredited institution and recognised
by MRTBN

-  -  - 
35 Registration with the MRTBN -  -  - 
36 Possession of contemporary yearly

authorization to practice, give out by
MRTBN

-   - 
CS = Consistent, NC = Not Consistent
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The Table 4.12 revealed that physiotherapy personnel in the three universities were not
consistent with NHIS standard benchmark in terms of possession of the B.Sc. BMR or B
Physiotherapy or the same requirement, recognised by the MRTBN, Registration with the
MRTBN and possession of the contemporary authorization to practice, give out by the
MRTBN. Also Medical Rehabilitation Therapy Technician in the three universities were
not consistent with NHIS standard benchmark in terms of Possession of MRTN credential
give out by accredited institution and recognised by MRTBN, Registration with the
MRTBN and Possession of contemporary yearly authorization to practice, give out by
MRTBN.
To determine how consistent, the standard of healthcare services provided by healthcare
centres in Federal Universities in South West, Nigeria with the NHIS standard benchmark
in terms of medical facilities and equipment, results obtained are presented in Table 4.13
to 4.14.



140

Table 4.13: Consistency of Primary Healthcare Centre to NHIS Standard
Benchmark

UNIBADAN OAU UNILAG
S/N Statement CS NC CS NC CS NC
1 Specialists with appropriate educational

credentials
 -  -  -

2 Registering with the appropriate
supervisory body

 -  -  -

3 Possession of the contemporary
authorization to practice

 -  -  -

4 Fitting capacity for service delivery  -  -  -
5 Registering with the relevant established

order where appropriate
 -  -  -

6 Possession of qualified indemnity cover  -  -  -
7 Possession of mark of registration with

Corporate Affairs Commission (CAC) or
official gazette for government owned
health institutions

 -  -  -

8 Possession of satisfactory evidence and
ICT infrastructure which must include
internet access

 -  -  -

CS = Consistent, NS= Not Consistent
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Table 4.13 revealed that the healthcare centers were consistent with the NHIS standard
benchmark in terms of possession of professionals with relevant academic qualifications,
registration with the relevant regulatory body, possession of the current license to practice,
appropriate facility for service delivery, registration by state authorities where applicable,
possession of professional indemnity cover, possession of evidence of registration with
Corporate Affairs Commission (CAC) or official gazette for government owned health
institutions and ownership of information that is satisfactory and ICT structure which must
include internet access.
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Table 4.14: Consistency of Medical Equipment to NHIS Standard Benchmark
UNIBADAN OAU UNILAG

S/N Waiting and Reception Area CS NC CS NC CS NC
1 At least 4 x 3 meters  -  -  -
2 Sitting facilities  -  -  -
3 Reception table  -  -  -
4 Registration table  -  -  -
5 Medical record keeping facilities  -  -  -
6 Wheel chair/patients‟ Trolley  -  -  -
7 Adequate ventilation  -  -  -
8 Weighing scale  -  -  -
9 Stadiometre for heights  -  -  -
10 Examination couch  -  -  -
11 Wash hand basin  -  -  -
12 Thermometer  -  -  -
13 Good light source  -  -  -
14 Stethoscope  -  -  -
15 Diagnostic set  -  -  -
16 Sphygmomanometer  -  -  -
17 Table and chairs  -  -  -
18 Adequate ventilation  -  -  -

CS = Consistent, NC = Not Consistent
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Table 4.14 revealed that the healthcare centers were consistent with the NHISstandard
benchmark in terms of medical equipment, waiting and reception area.
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Table 4.15: Conformity of Treatment Room to NHIS Standard Benchmark
UNIBADAN OAU UNILAG

S/N Treatment Room CS NC CS NC CS NC
19 At least 2 x 3 metres  -  -  -
20 Instruments cabinet  -  -  -
21 Dressing trolley/tray  -  -  -
22 Cotton swab  -  -  -
23 Needles and syringes  -  -  -
24 Galipot  -  -  -
25 Dressing forceps  -  -  -
26 Needle holder  -  -  -
27 Suture materials  -  -  -
28 Antiseptics and disinfectants  -  -  -
29 Gauze/bandages  -  -  -
30 Disposable gloves  -  -  -
31 Wash hand basin  -  -  -
32 Dressing stool  -  -  -
33 Colour coded containers for waste

disposal
 -  -  -

34 Protection box(es) for sharps  -  -  -
35 Conveniences with satisfactory water

supply for patients
 -  -  -

35 Disinfectant/Autoclave  -  -  -
36 Containers for disposal of sharp objects  -  -  -
37 Emergency tray containing:  -  -  -
38 Needles and syringes  -  -  -
39 Scalp vein needles  -  -  -
40 I V giving set  -  -  -
41 Injection hydrocortisone  -  -  -
42 Injection adrenaline  -  -  -
43 5% dextrose  -  -  -
44 Normal saline  -  -  -
45 Injection Aminophyline  -  -  -
46 Gloves  -  -  -

CS = Consistent, NC = Not Consistent
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Table 4.15 revealed that the healthcare centers were consistent with the NHISstandard
benchmark in terms of treatment room.
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Table 4.16a: Conformity of Medical Equipment to NHIS Standard Benchmark
UNIBADAN OAU UNILAG

S/N Delivery Equipment CS NC CS NC CS NC
47 Ambu bag  -  -  -
48 Oxygen container and trolley  -  -  -
49 Pressure appliance (auto or pedal)  -  -  -
50 Drip stand  -  -  -
51 Suitable firefighting tools  -  -  -
52 Satisfactory waste disposal facilities  -  -  -
53 Freezer  -  -  -
54 Alternative source of power  -  -  -
55 Labour room at least 4 x 3 metres  -  -  -
56 Equipment and consumables in

labour room:
  

i. Delivery bed   
ii. Baby‟s cot  -  -  -
iii. Weighing scale for (babies)  -  -  -
57 Delivery packs containing:   
i. Episiotomy scissors  -  -  -
ii. Kocher forceps  -  -  -
iii. Artery forceps  -  -  -
iv. Surgical scissors  -  -  -
v. Kidney dish without cover  -  -  -
vi. Galipot  -  -  -
vii. Straight scissors (long)  -  -  -
viii. Cord scissors  -  -  -
Ix Kidney dish with cover  -  -  -
X Cord Clamp  -  -  -
Xi Needle & Syringe  -  -  -
Xii Mucous extractor  -  -  -
Xiii Medical gloves  -  -  -
Xiv Disposable gloves  -  -  -
Xv Draw Mackintosh  -  -  -
Xvi Tape rule  -  -  -
Xvii Sterilizer (for delivery pack)  -  -  -
Xviii Suturing materials  -  -  -
Xix Gauze bowl  -  -  -
Xx Vitamin K, Oxytocin and

Ergometrine injections
 -  -  -

CS = Consistent, NC = Not Consistent
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Table 4.16a revealed that the healthcare centers were consistent with the NHISstandard
benchmark in terms of labour equipment, equipment and consumables in labour room,
conveyance packs containing Episiotomy scissors, Kocher forceps, Artery forceps,
Surgical scissors, Kidney dish without cover, Galipot, Straight scissors (long), Cord
scissors, Kidney dish with cover, Cord Clamp, Needle and Syringe, Mucous extractor,
Medical gloves, Disposable gloves, Draw Mackintosh, Tape rule, Sterilizer (for
conveyance pack), Suturing materials and Gauze bowl.
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Table 4.16b: Conformity of Medical Equipment to NHIS Standard Benchmark
UNIBADAN OAU UNILAG

S/N Resuscitative Equipment CS NC CS NC CS NC
57 Oxygen  -  -  -
58 Suction machine (auto or pedal)  -  -  -
59 Resuscitative table  -  -  -
60 Oropharyngeal airway  -  -  -
61 Disposable gloves  -  -  -
62 Needles & syringes  -  -  -
63 10/50% dextrose  -  -  -
64 Scalp vein needle 21G, 23G  -  -  -
65 IV giving set  -  -  -
66 Normal saline  -  -  -
67 Dextrose saline  -  -  -
68 At least 1 bed  -  -  -

CS = Consistent, NC = Not Consistent
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Table 4.16b revealed that the healthcare centers were consistent with the NHISstandard
benchmark in terms of resuscitative equipment.
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Table 4.17: Consistency of Other Medical Facilities to NHIS Standard Benchmark
UNIBADAN OAU UNILAG

S/N Other Equipment CS NC CS NC CS NC
69 Adequate toilet facilities  -  -  -
70 Adequate lighting  -  -  -
71 Adequate water supply  -  -  -
72 Adequate waste disposal  -  -  -
73 Washable floor  -  -  -
74 Ward  -  -  -
75 Sleeping-in ward with least possible space

of one metre in-between adjoiningbeds,
and 1 x 3 sq. metres between two
rows of beds

 -  -  -

76 A cabinet and an over-bed table for each
bed

 -  -  -

77 Sterilizer/Autoclave  -  -  -
78 Wheel chair/patients‟ trolley  -  -  -
79 Ward screen  -  -  -
80 Sluice room   - 
81 Adequate lighting   -  -
82 Clean water   -  -
83 Hygienic toilette and bath facilities with

adequate water supply
  -  -

84 Sufficient drainages  -  -  -
85 Firefighting facilities in decent state that

are properly spread all over the premises
 -  -  -

86 Mosquito screening for the wards  -  -  -
87 Nurses„ bay  -  -  -
88 Doctors‟ room  -  -  -
89 Possession of required professional

indemnity insurance cover as specified in
the NHIS Operational Guidelines

 -  -  -

90 Possession of appropriate equipment and
staff to render services in the field of
specialization

 -  -  -

91 Registering of premises by the relevant
body in which they operate, where
applicable

 -  -  -

92 Alternate power supply in decent state  -  -  -
CS = Consistent, NC = Not Consistent
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Table 4.17 revealed that the healthcare centers were consistent with the NHISstandard
benchmark in terms of other medical facilities.
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Table 4.18: Conformity of Laboratory Equipment to NHIS Standard Benchmark
UNIBADAN OAU UNILAG

S/N Side Laboratory CS NC CS NC CS NC
93 Microscope  -  -  -
94 Bench centrifuge  -  -  -
95 Refrigerator  -  -  -
96 Glassware (slide, cover slips, etc.)  -  -  -
97 Stains  -  -  -
98 Reagents/Kits  -  -  -
99 Hematocrit centrifuge and reader  -  -  -
100 Adequate waste disposal  -  -  -

CS = Consistent, NC = Not Consistent
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Table 4.18 revealed that the healthcare centers were consistent with the NHIS
standardbenchmark in terms of side laboratory equipment.

Discussion:
The main focus of evaluation question 3a as earlier mentioned is to determine how
consistent with the NHIS standard are the medical facilities, equipment and personnel
profile of health professionals in all the three federal universities health centers in the
south-west Nigeria under review.
With the exception of Table 4.12, results from Tables 4.6 to 4.19 presented findings on 94
items checklist on consistency to NHIS standard of medical facilities, equipment and
personnel profile of medical Staffs in UI, OAU and UNILAG health centres. All the 94
items were found to be generally consistent with NHIS standard benchmark which is
expected to further ensure quality of healthcare delivery so as to allow subscribers to
benefit maximally from the scheme. This finding is in tandem with the findings of
Oyibocha, Irinoye, Sagua, Ogungide-Essien, Edeki and Okome (2014) in a study assessing
the overall performance of Nigeria’s healthcare delivery and reported that availability of
basic infrastructure and equipment at the different levels of health facilities enhance good
health services provision.
However, results from Table 4.12 revealed that physiotherapy personnel in the three
universities were not consistent with NHIS standard benchmark in terms of possession of
the B.Sc. BMR or B Physiotherapy or the same requirement, recognised by the MRTBN,
Registration with the MRTBN and possession of the contemporary authorization to
practice, give out by the MRTBN. Also Medical Rehabilitation Therapy Technician in the
three universities were not consistent with NHIS standard benchmark in terms of
Possession of MRTN credential give out by accredited institution and recognised by
MRTBN, Registration with the MRTBN and Possession of contemporary yearly
authorization to practice, give out by MRTBN. This result agreed with the findings of
Obansa and Orimisan (2013) that one of the major factors affecting the overall performance
of Nigerian healthcare system is poor human resources, management, remuneration and
motivation.
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Evaluation Question 3(b): What is the quality of healthcare services offered by healthcare
centres since the commencement of NHIS in federal universities in the south-west Nigeria,
from 2009-2018?
To answer this research question, data collected were analysed using frequency countsand
percentages and the result is presented in Table 4.19.
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Table 4.19: Staff Rating of Quality of Healthcare Services under the NHIS from
2009-2018

S/N Statement No Res. Poor Fair Good V. Good
1 Doctors attendance to your medical needs 1.1 1.8 12.0 61.1 24.0
2 The freedom you had to explain your health

needs to the doctor 0.9 1.3 10.0 52.7 35.1
3 Your experience of being greeted and talked

to respectfully by the doctor 1.1 2.9 15.1 52.9 28.0
4 Your experience of being involved in taking

decision concerning your health needs 2.0 8.9 13.1 51.8 24.2
5 Nurse attendance to your health needs 2.9 2.7 23.3 52.2 18.9
6 The way your privacy was respected during

physical examination and treatments 1.3 1.6 20.2 45.3 31.6
7 Nurse's politeness 3.3 5.1 25.6 48.7 17.3
8 Nurse's care during treatment 6.2 3.8 22.2 50.7 17.1
9 The amount of time you waited for

diagnostics services at the healthcare centre 0.9 23.8 35.1 30.9 9.3
10 The availability of required drugs at the

healthcare centre pharmacy unit 3.6 12.7 38.0 32.9 12.9
11 The cleanliness of the healthcare centre

environment by the house keeping staff 1.3 2.9 16.9 52.4 26.4
12 The emergency/ambulance services of the

healthcare centre 4.2 4.7 15.6 53.3 22.2
13 Your waiting time before being attended to

by the medical record staff 1.1 20.9 27.1 36.4 14.4
14 Your experience of getting information about

types of treatment/test 2.0 10.4 28.2 47.8 11.6
15 The way your personal information was

confidential 1.1 2.0 13.1 58.7 25.1
16 Your experience of getting enough time toask

question about your health problems
before treatment 3.3 4.7 31.8 40.7 19.6

17 The physical structures of the healthcare
centre 1.3 1.6 22.9 50.0 24.2

18 The sitting space you had during each visit to
the healthcare centre 0.9 8.7 22.4 47.6 20.4

19 The ease of moving around the healthcare
centre during each visit 1.3 4.0 19.3 51.8 23.6
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Result from Table 4.19 show that University staff members rated the quality of healthcare
service since the commencement of NHIS from 2009 – 2018 in federal universitiesin the
south-west Nigeria to be good. The most outstanding rating above 50% was doctor’s
attendance to medical needs which was rated 61.1% good, the way personal information
was confidential was rated 58.7% good. The emergency/ambulance services of the
healthcare centres were rated 53.3% good, experience of being greeted and talked to
respectfully by the doctor was rated 52.9% good, the freedom to explain health needs to
the doctor was rated 52.7% good, the environment cleanliness of the healthcare centres
was rated 52.4% good, Nurse attendance to your health needs was rated 52.2% good.
Others include experience of being involved in taking decision concerning health needs
was rated 51.8% good and experience of getting enough time to ask question about health
problems and treatment and Nurse's care during treatment were rated 50.7% good while
The physical structures of the healthcare centre was rated 50% good across all the
universities.
Areas that were rated below 50% and had no general consensus agreement were Nurse's
politeness rated 48.7% good, experience of getting information about types of
treatment/test was rated 47.8% good, the sitting space patients had during each visit to the
healthcare centres was rated 47.6% good and the way privacy was respected during
physical examination and treatment was rated 45.3% good. Services rated poor were
availability of required drugs at the pharmacy unit of the healthcare centres 38% poor, the
amount of time a patient waited for diagnostics services at the healthcare centres was rated
35.1% poor. Others include waiting time before being attended to by the medical record
staff was rated 36.4% good. The results suggested that while other services at the healthcare
centres were considered to be good by the subscribers, others were considered to be poor.

Discussion
The finding of the study that shows higher rating of quality of most of the healthcare
services offered by federal universities In the south-west, Nigeria are in disagreement with
Omonona, Obisesan and Aromolaran (2015) where households rated access and utilisation
ofhealthcare services low. The distance to which most of the households could cover before
accessing healthcare facilities was mainly responsible for low rating. The findings
supported that of Umunna (2012) that subscribers’ rating of quality as high is dependent
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on having decent view of the administrations they received and were sensibly fulfilled.
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The finding also reveal a no general consensus agreement on Nurse's politeness, experience
of getting information about types of treatment/test, the sitting space patients had during
each visit to the healthcare centres and the way privacy was respected during physical
examination and treatment supports the report ofWHO (2017) that presence of institutional
issues inhibits high rating of healthcare quality in many developing countries like Nigeria.
Services rated poor were availability of required drugs at the pharmacy unit of the
healthcare centres, the amount of time a patient waited for diagnostics services at the
healthcare centres and waiting time before being attended to by the medical record staff.
This finding is in sharp contrast to NHIS objective of provision of quality healthcare for
Nigerians.

4.1.7 Evaluation Question 4: What is the trend of staff patronage of accredited
NHIS healthcare centers before commencement (1999-2008) and after commencement
(2009-2018) in federal universities in the south-west, Nigeria?
Records collected on staff patronage of accredited NHIS healthcare facilities before
commencement (1999 – 2008) and after commencement (2009 – 2018) in federal
universities in the south west, Nigeria were used to answer this evaluation question. The
result is presented in Table 4.20.
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Table 4.20: NHIS Subscribers Patronage of University of Ibadan Healthcare Facility
Patronage (Before) Patronage (After)
Year No of Staff Times Visited % Year No of Staff Times Visited %
1999 3517 5960 9.12 2009 4324 7117 7.55
2000 3652 6007 9.20 2010 4434 7361 7.81
2001 3523 6167 9.44 2011 4566 7540 7.99
2002 3486 6362 9.74 2012 4490 7786 8.26
2003 3477 6495 9.94 2013 4520 7333 7.78
2004 3625 6792 10.40 2014 4498 7506 7.96
2005 3632 6837 10.47 2015 4732 11444 12.14
2006 3725 6933 10.62 2016 4880 11919 12.64
2007 3687 6731 10.31 2017 4740 12999 13.79
2008 3860 6996 10.71 2018 4910 13233 10.04

32698 65280 46094 94238
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Result from Table 4.20 revealed that before the introduction of NHIS, year 2008 recorded
the highest number of patrons to healthcare facility in university A with 11.80% while
2003 recorded the lowest number of patrons with 10.63%. However, with the introduction
of NHIS, the number of subscribers to the university healthcare facility recorded a
fluctuating patronage. For instance, the number of patrons rose steadily from 7.55% in
2009 to 8.26 in 2011 and fall to 7.78% in 2012. The percentage rose astronomically to
12.14% in 2015 only to decline to 10.04% in 2018. This indicated that there has been a
fluctuation in the number of staff receiving healthcare under NHIS at the facility. This is
further illustrated in Figure 4.13.
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Figure 4.13: NHIS Subscribers Patronage to UNIBADAN Healthcare Facility
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Figure 4.13 indicated that there was a steady increase in the number of staff patronising the
university healthcare facility before NHIS was introduced but after the introduction of the
scheme, they have been a fluctuation in the number of staff receiving healthcare under
NHIS at the facility.

.
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Table 4.21: NHIS Subscribers Patronage of OAU Healthcare Facility
Patronage (Before) Patronage (After)
Year No of Staff Time Visited % Year No of Staff Time Visited %
1999 1989 2177 6.17 2009 1090 4922 6.04
2000 2105 2289 6.48 2010 2100 5880 7.21
2001 2184 2284 6.47 2011 2220 6532 8.01
2002 2264 3362 9.52 2012 2960 6396 7.85
2003 2366 3976 11.26 2013 3220 9322 11.44
2004 2399 4479 12.69 2014 3614 6766 8.30
2005 2409 4917 13.93 2015 3100 10240 12.56
2006 2420 4856 13.76 2016 2979 11244 12.57
2007 2416 4299 12.18 2017 3440 10288 12.62
2008 2418 4818 13.65 2018 3720 9886 12.13

19981 35280 28,443 81476
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Table 4.21 revealed that before the introduction of NHIS, year 2005 recorded the highest
number of patrons to healthcare facility in University B with 13.93% while 2001 recorded
the lowest number of patrons with 6.47% although the increase was steady but
fluctuating.However, with the introduction of NHIS, the number of subscribers to the
university healthcare facility recorded a lower patronage than before it was introduced in
2009 with only6.04%. The enrolee increased in the subsequent year to 8.01% in 2011 only
to decrease the next year to 7.85%. There was an upsurge increase of 11.44% in 2013 but
declined to 8.30% the next year. The same fluctuating trend was recorded in patronage up
to 2018. For instance, the number of patrons rose steadily from 12.56% in 2015 to 12.57
in 2016 and 12.62 in 2017 and fall to 12.13% in 2018. This indicated that there has been
fluctuation in the number of staff receiving healthcare under NHIS at the facility. This is
further illustrated in Figure 4.14.
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Figure 4.14: NHIS Subscribers Patronage in OAU Healthcare Facility
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Figure 4.14 indicated that there was a steady but fluctuating increase in the number of staff
patronising the university healthcare facility before NHIS was introduced but after the
introduction of the scheme, there have been a fluctuating trend in the number of staff
enrolees patronising the healthcare facility of the university.
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Table 4.22: NHIS Subscribers Patronage of University of Lagos Healthcare Facility
Patronage (Before) Patronage (After)
Year No of Staff Time Visited % Year No of Staff Time Visited %
1999 2079 3814 11.72 2009 3095 3970 4.96
2000 2152 3956 12.16 2010 2730 4100 5.12
2001 2572 3669 11.28 2011 2838 4121 5.15
2002 2599 3783 11.63 2012 2978 5703 7.12
2003 2994 3998 12.29 2013 3105 7125 8.90
2004 3133 3313 10.18 2014 3149 8620 10.77
2005 3169 2860 8.79 2015 3165 9150 11.43
2006 3236 3500 10.76 2016 3218 11630 14.53
2007 3317 3800 11.68 2017 3324 12140 15.17
2008 3436 3700 11.37 2018 3067 13435 16.79

26608 32519 27,883 79994
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Table 4.22 revealed that before the introduction of NHIS, year 2003 recorded the highest
number of patrons to healthcare facility in University C with 12.29% while year 2005
recorded the lowest number of patrons with 8.79% although the trend did indicate a
fluctuating increase over the period. However, with the introduction of NHIS, the number
of subscribers to the university healthcare facility recorded a steady increase in patronage
from 4.96% in 2009 to 16.79% in 2018. One unique feature about the university healthcare
facility is that it recorded a steady increase with each year making a difference in increased
staff enrollee patronage. This is further illustrated in Figure 4.15.
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Figure 4.15: NHIS Subscribers Patronage to UNILAG Healthcare Facility
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Figure 4.15 indicated that there was a fluctuating number of staff patronising the university
healthcare facility before NHIS was introduced but after the introduction of the scheme,
there have been a steady accumulative tendency in the quantity of staff enrolees patronising
the healthcare facility of the university.

Discussion
Finding of this study revealed that there was a general but minimal fluctuating numberof
staff patronising healthcare facilities in federal universities in the south-west before NHIS
was introduced but after the introduction of the scheme, there have been a steady but
fluctuating increasing in the number of subscribed university staffs patronising healthcare
facilities in these centres. This finding aligned with that of Omofonmwan and Kadiri (2006)
whose study indicated that patronage of healthcare facilities were on a decreasing trend
although attributed this to the unwillingness of users to go beyond their limit to attend a
particular healthcare centre where the distance was critical, but distance couldn’t be a
major reason in this study except for staff whose houses are far to universities campuses
where thesehealth centres are situated. The finding collaborated Umar (2015) that foremost
obstacle plummeting patterns of patronage of healthcare facilities is remoteness of clients
and the service provider. Although the fluctuating trend found in the study may not be
connected withdistance as reported Omofonmwan and Kadiri (2006) and Umar (2015),
one cannot rule out the possibility of other factors within healthcare centres o have
accounted for the fluctuationin patronage. It is possible that time NHIS subscribers spent
at the facility might haveaccounted for the outcome of the research.
The issue of time has been considered so fundamental an issue that may affectpatronage of
a healthcare facility. Healthcare facilities that give prompt attention to the needsof patrons
usually attract clients. Nobody would want to patronise a healthcare facility where a lot of
time will be spent before given attention to the health need. The same issue was reported
by Omofonmwan and Kadiri (2006) that one of the factors that can reduce patronagepattern
to a healthcare facility is the amount of time clients spent at the healthcare facility. The
finding justifies what Parakoyi, Akande and Musa (2001) reported as far back that there
appear to be a higher utilization of private medical services offices in Nigeria credited for
themost part to issues of simple access, more limited holding up time, longer or adaptable
opening times, better accessibility of staff and medications, better disposition, and
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greater classification in socially disparaged infections. It may seem demoralising and
discouraging when long time is spent in a healthcare facility before the patrons receive
medical attention.
It is obvious that patronage to a healthcare facility may also be greatly affected by the
attitude of healthcare personnel at the facility. A person may choose to walk along distance
toattend a healthcare facility that healthcare personnel are more friendly and approachable
rather than attending a nearby healthcare facility. Omofonmwan and Kadiri (2006) reported
similar results and concluded that one of the factors that reduced patronage pattern to
healthcare facility is the attitude of personnel of the facility toward the clients. The
implication is that, if healthcare facilities are to be properly utilised, service providers at
the facility must be effective and efficient.
The result collaborated Alubo (2001) that notwithstanding the way that the public clinics
are underfunded, with low budgetary allotments that are undeniably not exactly 50% of
the 15% proposal by the United Nations a few essential help necessities are either not
accessible or not met. In such healthcare facilities, patronage is usually a problem. In two
of the healthcare facilities visited by the researcher, patients were not properly attended to
and essential facilities were either malfunctioning or not available. Some patients were
usually attending to either on the basis of whom they are and their position in the university
or their connection with the medical personnel and not on first come first serve basis.
Another fundamental issue that may have accounted for outcome of the study is the issue
of quality and quantity of care given and the attitude of physicians and paramedical
personnel toward patients. The attitude of physicians and paramedical personnel toward
patient will make service attractive to them. And this will affect the patronage pattern. One
noticeable outstanding trend of patronage was the quality and quantity of care given and
the attitude of physicians and paramedical personnel toward patients at one of the
medicalfacility. Observation revealed that clients were promptly attended to in that facility
and attitude of physicians and paramedical personnel toward patients was observed to be
positive.This disposition of physicians and paramedical personnel toward patients resulted
to a steadyincrease in the rate of staff patronage of the facility.
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4.1.8 Evaluation Question 5a: What is the subscribers‟ level of satisfaction of
process ofNHIS implementation in federal universities in the south-west, Nigeria, from
2009-2018?
Evaluation question 5a was answered through analysing NHIS

subscribers‟satisfaction rating Scale as shown on table 4.23.
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Table 4.23: Subscribers Level of Satisfaction of Activities of NHIS Implementation
S/N Statements NR VD DS SA VS
1 How would you best describe the healthcare

services under the NHIS? 0.70 2.2 21.2 59.2 16.7
2 How would you describe the quality of

medical care under the NHIS? 0.7 3.6 22.9 56.9 16.0
3 What is your description of this hospital

environment? 0.4 4.7 14.0 64.0 16.9
4 how do you feel with the way healthcare

services is run in this university 0.4 3.8 21.3 59.3 15.1
5 Overall, what is your impression about the

policies of NHIS? 2.4 3.6 13.1 58.9 22.0
6 How satisfied are you on the effectiveness on

the strategies used to get information about
NHIS services? 0.9 4.9 44.4 34.9 14.9

7 Your choice of seeing a doctor or specialist
for proper attention 1.8 6.9 29.3 42.7 19.3

8 How would you best describe the drugs given
under the NHIS? 2.9 10.0 41.8 28.0 17.3

9 How would you best describe the state of
facilities in this centre since inception ofNHIS?

0.4 1.8 24.9 61.8 11.1
10 How would you best describe the premium

package of the NHIS? 7.8 3.8 19.8 51.8 16.9
11 How satisfied are you about healthcareservices

rendered to you since the
subscription to NHIS? 3.6 1.6 21.1 55.8 18.0

12 Are you satisfied with the laboratory service
under the NHIS? 3.8 3.6 36.7 40.2 15.8

13 How satisfied are you with the nurse care
under NHIS since inception? 0.4 9.0 40.7 44.0 5.9

14 Are you satisfied with the duration of your
waiting time at the clinic since inception of
NHIS? 0.2 14.7 40.2 34.7 10.2

15 How satisfied are you with the willingness of
hospital support workers to render needed
assistance since inception of NHIS? 0.9 11.0 39.0 42.4 6.7
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Results from Table 4.23 revealed that majority of the subscribers were satisfied with the
process and activities of NHIS in Federal Universities in South West Nigeria from 2009 –
2018. However, 59.2% described the healthcare services they have been receiving under
NHIS as satisfactory while 16.7% posited that they were very satisfied with the quality of
healthcare services received under the NHIS. On the other hand, 21.2% describe the
healthcare services received under NHIS as dissatisfactory. Describing the quality of
medical care received under NHIS, 56.9% indicated that the quality of medical care
received under NHIS was satisfactory while 22.9% indicated that they are not satisfied
with the quality ofthe medical care they have been receiving under the NHIS.
On the description of the hospital environment, 14.0% were not satisfied with hospital
environment under which they were treated while 64.0% were satisfied. The overall
impression about the policies of NHIS, 58.9% of the respondents indicated that they were
impressed about the policies of NHIS, 13.1%were dissatisfied while 2.4%were indifferent.
In the same vein, 44.4% were not satisfied with the strategies used to get information about
NHIS services while 34.9% described it as effective and satisfactory. Also, 42.7% were
satisfied with the attention received when seeing the doctors or specialist for treatment
while 29.3% were not satisfied. When the respondents were asked to describe the drugs
given under NHIS, 41.8% were not satisfied with the drugs they have received under NHIS
while 28.4%were satisfied. As regards the respondent rating on their satisfaction as regards
laboratory services of NHIS healthcare facilities 40.2% were satisfied while 36.7% were
not satisfied. Furthermore 40.7% of the respondents could not expressed satisfaction with
the level of care provided by Nurses in NHIS healthcare facilities while 44.0% signifies
they were satisfied. On the issue of waiting time of NHIS enrollees before being attended
to by medical personnel particularly Doctors, 40.2% of respondents were not satisfied were
34.7% stated they were not wasting much time before being attended to by Doctors on duty
each time they visit.

Discussion
Findings from evaluation question 5a revealed that NHIS subscribers were satisfied with
some of the process and activities of NHIS in federal universities in south- west, Nigeria.
This finding aligned with Deinne and Ambakederemo (2017) that clients attend healthcare
facility as a result of sophisticated serviceable superiority of service and practical
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effectiveness. Subscribers expressed satisfaction with majority of the services provided at
thehealthcare facilities but were dissatisfied with the effectiveness on the strategies used
to get information about NHIS services, the drugs given under the NHIS, and the duration
of waiting time at the healthcare facilities since inception of NHIS. This finding aligned
with that of Omofonmwan and Kadiri (2006) that users may not be prepared to go beyond
their limit to attend a particular healthcare centre where a lot of time will be spent before
clientsare given attention to their health need. The quality of drugs under the scheme did
not receivefavourable response. This justified the finding of Deinne and Ambakederemo
(2017) that the populace generally prefers to patronise private healthcare facilities and
hospitals because of higher utilitarian nature of administration and specialized productivity
particularly when contrasted and the public emergency clinics. What's more, the outcome
highlight the end drawn by Alubo (2001) to the way that the public emergency clinics are
underfunded, with low budgetary designations that are definitely not exactly 50% of the
15% suggestion by the UN and that accounted for the reasons why several basic service
requirements are either not available or not met.

4.1.9 Evaluation Question 5b: How do former subscribers‟ assess the efficiency of the
process of healthcare delivery since commencement of NHIS in federal universities in the
south-west, Nigeria, from 2009 – 2018?
The focus of this research question is to generate information about the views of former
subscribers on their assessment of the effectiveness of the scheme since its commencement.
Four foremost themes were outlined namely number of participating years before pull out;
experiential reasons that led to pull out, level of satisfaction with the scheme,and overall
effectiveness of the scheme. The analyses are presented below:
Period of participation were divided into two namely (i) since inception and (ii)at a later
period after commencing. It can be deduced from the results that majority of former
subscribers interviewed were the first set of subscribers of the scheme since inception.
They started benefitting from the scheme from its onset while only few joined later. The
results as shown in Figure 4.20 shows excerpts of responses of former subscribers from
the three universities on why they pulled out of the scheme despite their long period of
benefiting fromthe scheme.
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Experiential reasons for former subscribers pull out from NHIS
The essence of this aspect is to ascertain the reasons why the former subscribers optedout
of the scheme. Two sub-themes emerged from the responses gathered from the respondents
namely “age limit” and better alternative. It was found that some subscribers opted out
involuntarily; they were unsubscribed by their university by the reason age. It is worthy of
note that sixty years is set as the age limit of subscribing in the scheme for non- academic
staff while sixty-five years is that of academic staff. This retirement age had since been
reviewed by the federal government to sixty-five years for non- academic staff and seventy
years for academic years who had risen to Professorial grade before attainment of sixty-
five years.
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Figure 4.16: Former Subscribers Pull out for Reasons of Age
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The results as shown in Figure 4.16 that subscribers were disqualified as a result of former
retirement age of 60. It was glaring that majority affected by the age limit were deliberately
removed by their institution according to tradition apart from one respondents who
indicated voluntary non– subscription due to the same reason of age “We are not the one
that pull out. The government pulls us out. We are plenty. That is when you reach sixty
years.” Another participant was specific on the age limit: “In Obafemi Awolowo
University, as a non-teaching staff, when you reach 60, you will be asked to stop...” A
former subscriber personally unsubscribes due to the awareness of the age limit: “I
unsubscribed because of myage. When you clock sixty years, so pull out” .Other subscribers
who were former subscribersmentioned the same reason of age limit.
It was found that despite the age limit factor, some still wanted to continue benefiting from
the scheme because of free treatment. A respondent from OAU voiced out her pain how
she would miss the free treatment she has been enjoying from the scheme “They say we
are too old to be in the scheme because of our age. 3:4…so they pulled us out. For me, I
will like them to continue the programme because they treat us for free”
The second factor shows that some former subscribers opted out deliberately to seek for
better alternative treatment. It suggests some inadequacies in the scheme. Such
inadequacies include subscribers not getting value for their money despite the claim the
scheme is free; unavailability of drugs despite readiness to pay ten per cent (10%) of their
needed drug, attitude of the health personnel, among others.
A former subscriber, who seems is in his/her adult phase of life decry of not getting value
for his/her money, so left for better treatment “See, for my age, I need better treatment. I
need value for my money. In the same vein, a former subscriber from UI noted with dismay
the state of treatment which was not considered good enough coupled with the state of
availability of drugs. Though drugs and treatment in private hospitals are most times
expensive compared to the one available in the scheme, however, a former subscribers
preferred to opt in for such kind of treatment that will guarantee value of his/her money
regardless of cost; “…in as much as I can get drugs and good treatment in a private or
maybe government own hospital, there is no need for me to register”

Another group of former subscribers complained of health personnel in the scheme
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“I did pull out of the scheme because the attitude of the NHIS officials was not clear to me.
The vision for setting the scheme was not clear to me, so I need to go back to my former
means of receiving healthcare”
In the same vein, another former subscriber indicated the shortage of health personnel
working with the scheme “I will say that the personnel were not many. It is as if we aren’t
fully ready for the numbers of participant we were anticipating and they weren’t employing
more hands. You know Nigerians; if anything is free people will want to abuse it. Then I
just feel personally, I can’t cope with that kind of system that is why I left”
Another former subscriber corroborated the long waiting time subscribers do spend to see
the doctors as inadequacy observed that fuelled his/her leaving:
I pulled out of the NHIS because when you visit the clinic, you are told to wait for a long
time when you ask, they will say no doctors and a lot of patients to about 3 or 5 doctors.
Imagine if that illness is a serious one that requires urgent treatment. I was not satisfied at
all"
Another former subscriber from UI indicated how his dissatisfaction: “I cannot cope with
the wahala of the health centre (Jaja Clinic)”
A former subscriber from UI indicated possible reasons for the inadequacies of the NHIS
scheme which may warrant subscriber to decide to unsubscribe “I am not pleased with
their services. Maybe because we aren’t paying much so they decided to reduce their
operations”
In the same vein, another former subscriber from UNILAG opined that “I am not interested
in it again because they are not fulfilling their mandate.”
It can be deduced that there were inadequacies in the scheme. This was further buttressed
based on the high level of satisfaction the former subscribers adjudged the scheme.

Former Subscribers’ Satisfaction level with NHIS
Furthermore, in judging the effectiveness of the scheme, the former subscribers‟ indicated
their level of satisfaction with the scheme. Three sub-themes of satisfied, averagely
satisfied and not satisfied emerged from the responses gathered from the former
subscribers‟ interviewed as shown in Figure 4.21.
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Figure 4.17 Former Subscribers Level of Satisfaction
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Figure 4.17 revealed the level of satisfaction of former subscribers with NHIS. It indicated
that those who were not satisfied were more, followed by those satisfied and averagely
satisfied but with some reservation.
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Figure 4.18 Former Subscribers Levels of Non-Satisfaction
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These were indicators of inadequacies of the scheme which needs to be addressed as shown
on figure 4.18 which is the output of not satisfied analysis, averagely satisfied is also
subsumed in the analysis.
On the subject of non-satisfaction, some former subscribers without mincing words
emphatically indicated their non-satisfaction “I was not satisfied with the programme”,
“ Notat all”.
Another former subscriber added the reason for not being satisfied: “Not satisfied, because
I have seen some instance in whom they give cheap drugs and the illness did not go and
what was brought outside is far cheaper than what the NHIS provides”.
A former subscriber was disappointed despite waiting for a positive change about the
system having not satisfied with the scheme: “was enduring thinking that the system will
change. There is no change. I now say I don’t want to waste my tim . The former subscribers
continued by concluded that: “…the scheme was faulty”. However, there are those who
claimed satisfaction with the scheme but with reservations, their views is captured in the
output analysis as shown on Figure 4.20
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Figure 4.19: Former Subscribers Satisfaction with NHIS Scheme
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As shown in Figure 4.20, some former subscribers indicated their satisfaction. There are
those who were satisfied to some extent but expressed their reservations about thescheme.
A former subscriber emphatically rated his/her satisfaction with the scheme averagely: “I
will rate them average” (OAU), other believed “…I was but as I grow older, some ailments
are not covered for the old (UI).
Others foremost concern why they rated the scheme averagely was because of issuesthat
have to with drugs in terms of availability: “sometimes, there will be no drugs (OAU).
The issue of drugs was further buttressed by other respondents: “satisfied small…they
willsay there is drug that we should go and buy. But the will drugs that are costly; we
should goout and buy it. But in all, it is good” (OAU) this suggests that costly drugs
may be alwaysavailable in the NHIS pharmacy due to their expensive nature. In the
same vein, anothersubscriber added her contribution: “…satisfied to some extent
(Speaking Yoruba- we don’thave choice na). The drugs were so cheap; we could
afford the drugs as at then” (OAU).Another respondent affirmed the unavailability of
drugs but traced the shortcomings tocorruption: “Yes, I was but the system became bad as
a result of corruption (UNILAG), “Yes,I am satisfied to some extent. I told you that,
there were drugs and enough personnel tomanage the system then. But the system
failed when corruption entered the system, you willget there now, there are no drugs to
and you will be asked to go and buy from a pharmacy.The standard set is falling and
the government needs to do something about it” (UNILAG) This implies the issue
bordering around drugs are commonalities among the threeinstitutions; in terms of
non-availability and corruption

Discussion
Findings from evaluation question 5b shows that majority of former subscribers
interviewed started participating in the NHIS since inception. Some of them were forced
to pull out when they attained the former retirement age of sixty (60) whereas the federal
government had extended retirement age to sixty-five (65) for all non-professorial cadre
staffwhile professors now retires at the age of seventy (70), the NHIS had refused up till
February2020 had refused to align these retirement age with the former they started with
at the inception of implementation in 2008. The finding further shows that some of the
former subscriber’s pull out of the scheme because they were not satisfied with the scheme
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in areas of non-availability of essential drugs, in adequate medical personnel, long
waiting hours before treatment as a result of poor attitude of these healthcare centre
personnel amongst others. This finding is in tandem with the findings of Onuekwusi and
Okpala (1998) who stated that effective putting into practice of the NHIS to attain the
objectives of delivering healthcare to a great extent hinge on the attitude of those providing
healthcare most of whom had no adequate understanding of the rudimentary principle of
the operation of a social health insurance scheme.

4.1.10 Evaluation Question 5c: How do non-subscribers’ view the necessity for NHIS
intervention in healthcare provision in federal universities in the south-west, Nigeria, under
the NHIS since 2009-2018?
The focus of this research question is to generate information on the views of non-
subscriber on their assessment of the necessity for the intervention of the NHIS scheme
since its commencement. Ascertaining the views could help to judge the reasons why they
did not subscribe to the scheme despite the acclaimed benefits it offers to the universities‟
staff. Three themes emerged under this focus namely awareness of the scheme, reasons for
not subscribing and desire to subscribe.

Awareness of the Scheme
The need for this theme is to ascertain the mindfulness of the scheme and its assistances it
offer to the subscribers. This is to be sure their non-subscription is not due tonot being
aware of the scheme and the acclaimed benefits. The responses gathered across the
institutions shows all the non-subscribers were aware of the scheme. The situation from
the University of Lagos shows it was mandated for all staff to join the scheme but they
were yet to join the scheme. “Yes! In UNILAG here the management mandated every staff
to subscribe” Yes! Every staff is subscribers” “Yes, I am aware at least I see it on my pay
slip”.Other participants have same response that they were aware.

Reasons for not Subscribing
From the previous theme discussed, it was found that all the staff who did not subscribe to
the NHIS scheme was aware of the scheme. The reasons for not subscribing despite their
awareness of the scheme were presented and discussed in this section.
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Figure 4.20: Reasons for Not Subscribing
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Figure 4.20 shows the three sub-theme that emerged from the main theme of reasons for
not subscribing which are don’t like the programme, alternative care, others

Dislike for the programme
The non-subscribers expressed their reasons for not subscribing. Some respondents
expressed they did not like to subscribe the programme.” Hmm! I do not feel like
subscribingto the programme”, another respondent from UI align with the assertion “do
not feel like subscribing”, "nothing, I just feel like not registering”
The respondents from UI traced their reasons for not subscribing as a result of their
discovery of the faulty foundation of the scheme. They were of the view the programme
was not well planned from the onset. A respondent said “you know at the beginning of the
programme. When the federal government then introduced the programme, the programme
was faulty. It was faulty probably because it was more like a free healthcare system”
Another respondent corroborated the above view- "I do not like the programme. It was not
well planned from the beginning”, “…how will you plan a programme that turned back to
have shortage of doctors, lack of essential drugs and materials?”
Another respondent from UNILAG concluded the programme does not worth subscribing
despite of compulsion of all staff to register for the scheme in the institution “60:3- the
scheme doesn’t worth it. It is full of deceit. Even though the university mandatedus to
subscribe, I still didn’t see the reason to subscribe to it”

Preference for Alternative Care
It was found that some university staff who did not subscribe have alternative healthcare
arrangement despite the provision for them to enrol for the scheme. A respondent indicated
his choice of alternative healthcare “I do not just feel like subscribing because I have my
own personal health arrangement”. Another respondent from UI also indicated his choice
of alternative healthcare and affirmed his satisfaction with the alternative “I have my own
personal healthcare system that is ok with me”.
In the same vein, another respondent expressed already existing alternative arrangement
that has been in operation in her family before the commencement of NHIS, so they are
not ready to shift to another healthcare arrangement like NHIS “before I joined the
university, I have my own health arrangement courtesy of my husband. Another
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respondent stated the specific arrangement they have in the family which did not allow
her to subscribeto the NHIS scheme “We go to the private hospital for treatment”. Another
respondent, who also expressed his alternative arrangement attached added time factor for
the reason for non- subscription “No time to subscribe. Also, I have my own health
arrangement” "I have no time to apply for the NHIS programme. Also, my family is not
here with me. If not I would have applied because of them but I have my own separate
arrangement”.
A participant two from UNILAG confess of not using the scheme for once, though hehas
registered, due to an alternative healthcare arrangement:
“I have never used it and it is compulsory. Whether you subscribe to it or not the
programmeis there. I have never used it! I have other alternative. I have registered for
long time but I have never used it. You know is compulsory for all staff and you know we
have medical allowances; it is either you forfeit the money or you register with NHIS.
Initially, I did not register for it because I thought it was not necessary. After some time, I
thought let me register in case tis alternative is no more working. So I did the registration
but I have never used it for once”.
From the responses of the respondents who have alternative healthcare arrangement, it
could be deduced that they were satisfied with their personal healthcare arrangement. If
thebenefits of subscribing to NHIS outweigh their personal arrangement they would have
been ready to subscribe to the scheme. Their non-subscription may be attached to the
challenges ofthe scheme over the years.

Personal and Family reason
Family reason, spousal refusal to grant permission to subscribe and change of name, was
found as a reason some staff did not subscribe for the scheme:
“The name I am using here to work is my father’s name. So, I have not registered with my
husband’s name. Because if I register with my father’s name, my children would not have
access it because my children are not bearing my father’s name. So they will be bearing
my husband name”
"It is my husband did not want me to register”
Another reason for staff not subscribing was premised on personal conviction of divine
hearing and not having sufficient time to go through the registration process:
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“I don’t need it because “…by the stripes of Jesus, I am healed.” Laugh”
“I have no time to apply for the NHIS programme. Also, my family is not here with me. If
notI would have applied because of them but I have my own separate arrange”.
Two themes emerged from the result of the analysis of the discussion of non-subscribers‟
with subscribers Figure 4.21. The content of the discussion was majority on subsidised
cost and reduced cost of drugs provided by the scheme.
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Figure: 4.21: Non-Subscribers Discussion with Friends (Subscribers)
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Figure 4.21 shows the analysis of Non-Subscribers with subscribers who are friends or
colleague about their experience as subscribers.
It was found that majority of the respondents have at one time or the other had adiscussion
with colleagues that were subscribers who stated they were happy about their choice of
NHIS:
“Yes, I have at one point or the other discussed with them”“Yes, I have discussed with them
they are happy about it”,
A non-subscriber who had had a discussion on with colleagues who are subscribers, being
invited by them to join still preferred his alternative healthcare arrangement despite the
invitation “Yes, I have discussed those who are subscriber of the NHIS programme. Some
of them have asked me to subscribe but I am so confident and satisfied with my private
health arrangement”
A participant even considered to join the scheme due to the discussion with a friend: “Yes
I have had discussion with some subscriber. I will consider it maybe I will join.”
Another non-subscriber indicated the benefits of the scheme formed the contents of their
discussions with their colleagues who are subscribers:
"Sure! In my office, all my colleagues are using it. They have even told me to subscribe to
it"
"Yes, I have come across them and I have been told about the benefits of the programme”
"Somehow, I have overheard them discussing about it. Though some of them told me that
the programme fine with them"
It could be deduced that non-subscriber’s discussion with friends that are subscribers had
influence on them like awareness of the benefits of the scheme which may help the non-
subscriber’s to take decision to join the scheme all things being equal.

Content of the Discussion
Another sets of the respondents who have discussed with their colleagues expressed the
specific content of their discussion which focused on cheap drugs, as revealed from the
following excerpts:

"Yes, I have discussed with them. They explain to me to benefits of the programme. Benefits
like cost reduction in the treatment, drugs and other things"
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“Yes! They told me good things about the NHIS. The drugs are cheap and you will be asked
to pay ten per cent for the treatment”
“"Yes! I have them a lot around me. They told me about how cheap the drugs are. They
say, you will only pay ten per cent of the drugs”
The subsidised cost provided by the scheme was found as the content of the discussion of
the non-subscribers with their friends that are subscribers:
“…most of my colleagues in this university are subscriber. What they told me is that as a
subscriber you get treated for a partly sum of money. So for me I feel getting treatment
for partly sum of money will not really work”
“Yes of cause based on what on my interaction with people using the programme, they say
use the programme to deliver babies. That the programme covers delivery and
operation during delivery and that is a bonus”

Non-Subscribers Desire to Subscribe to NHIS
Three themes emerged from result of the analysis of the non-subscribers‟ desire to
subscribe to NHIS Figure 4.22.
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Figure 4.22: Non-Subscribers Desire to Subscribe to NHIS



195

Desire to Subscribe
On the desire to apply to the scheme to become a subscriber, five participantstheir
readiness to do so on the basis of when they get time, and to fulfil all righteousness:
“Yes” “Yes! Maybe when I am less busy I will.” “Yes, I desire to join the problem
soonest.”; “Yes, I wish to apply.” “I will just to fulfil the sake of the university”.

No desire to subscribe to NHIS
On the non-desire to apply to the scheme to become a subscriber, a non-subscriber
specifically stated his decision.
Another non-subscriber who was not ready to subscribe to the scheme expressed this
decision due to the mode of operation and improper monitoring of the scheme “No!
Because I do not like the way the programme is been run. Until there is proper monitoring
of the NHIS officials, then I can come back”
Other non-subscribers who objected to subscribing to the programme attached their
decision to the satisfaction derived from their alternative healthcare arrangement which
they believed it is better than the NHIS scheme. "I am very much comfortable with my own
arrangement as regards health"
“I cannot put my money into it at all. I am comfortable with my own health arrangement”.

Indecision to Subscribe to NHIS
Another group of non-subscriber’s responses show their indecision to subscribe to the
scheme:
"Maybe someday." "Well, maybe”
Another non-subscriber’s reason was due to family reason:
"Not now! Because of my children because of they want to gain admission in thisinstitution,
I have to identify them as my children. That is the only benefits.”
Another non-subscriber believed their reason yet to join the scheme was basically due to
the scheme not running as it should. It seems they are waiting to join the scheme when it is
in better state:

"I will consider it maybe I will join the scheme later. Though, I still need a change in the
system and a total overhauling of the system”
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"May be when the government decides to put things in place”
A respondent reason for not knowing what to do as regards decision to join the scheme
was due to lack of desire”
"I have not even completed the registration. They have not even been that desire to get
the card”

Discussion
Findings from evaluation question 5c shows that despite a general awareness of current
implementation of NHIS in various universities of all non-subscribers interviewedmajority
of them are still not willing to subscribe. Many of them still prefer to patronise their
alternate care provider in private facilities because they were not convinced that the scheme
will deliver on its promise. This finding is consistent with the submission of Otuyemi
(2001) that access to quality healthcare services is severely limited when awareness of
health insurance scheme is low. Furthermore, the findings also support the assertion of
Sanusi and Awe, 2009 the inability of NHIS to realise its goals was largely due to low level
awareness of health insurance that had resulted in leaving many as non- subscribers.
Furthermore, the unwillingness of majority of non-subscribers to subscribe to NHIS as a
result of their readiness to pay medical bills from their pockets rather than paying levies
and tax since their contributions translate to entitlements is consistent with Dussault and
Rigoli (2004). The findings support the submission of Irinoye (2004) that when staff
members are aware of NHIS benefits, it leads to quality healthcare services. It means that
social insurance is not necessary and is not mindful that it is usually planned to make
available financial safety for the general populace predominantly the low economic class.
They failed to recognise and accept that the National Health Insurance Scheme is designed
to deals with the unfavourable losses incomes and costs from hazards of inadvertent
injuries, illness, unemployment, old age, as well as untimely deaths of the family’s salary
earners. The inability of the university workforce to have complete awareness and
knowledge of the NHIS as a necessary instrument for meeting their health requirements
remains a major reason for their non-enrolment in the scheme.
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4.1.11 Evaluation Question 6a: To what extent has NHIS through HMOs made available
to the healthcare centres, required fund needed for quality healthcare service delivery
through premium collections from subscribers‟ and capitation fee in federal universities in
the south-west, Nigeria, from 2009-2018?
Answer to evaluation question 6a was sourced through in-depth interview of two foremost
players in the management of NHIS at the three universities. These are the Medical
Directors of the universities health centres and the NHIS desk officers of these three
universities. The analysis is presented in figures 4.23 and 4.24.
All participants affirm the fact that fund availability through premium which should have
been five per cent deduction from subscribers‟ monthly salaries had suffer a foremost
setback because monthly deductions of five percent is yet to commence.
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Figure 4.23: NHIS Fund Availability through Premium
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Figure 4.23 shows the pattern of responses of all the foremost players of NHIS management
in the three universities. All of them affirm the fact that source of funding through premium
which should have been five per cent deduction from subscribers ‟ monthly salaries had
suffer a foremost setback because monthly deductions of fivepercent is yet to commence.
A director attributed this to lack of trust between universities staff and the federal
government on government sincerity of the scheme. ASUU in particular instructed their
members not to participate at inception. A desk officer testifies that payment of premium
suffer a foremost setback because worker‟s agitation on the newly introduced policy of
monetisation was still very hot as at the time health insurance premium of five per cent
deductions from salary was introduced. But the issue of acceptability and suspicion was
the foremost problem, because it was faulty presented and the timing was wrong.
Another director affirms that though government expects staff to pay five per cent, no staff
is paying anything because the Nigerian government unlike other advance countries lacks
political will to convince the workers to allow such deductions. We are not paying
anything. The government stipulates we pay five per cent. What I am saying is not like it is
done in advance countries. One of the director attributed worker‟s resistance of premium
deduction to a free healthcare policy for all staff including oversees treatmentbefore the
introduction of NHIS. We have our hospital here before NHIS started and themethod we
used here is free.
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Figure 4.24: NHIS Fund Availability through Capitation
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Figure 4.24 describes stakeholders‟ responses on funds availability through remittance of
capitation fee to each health centres through the bursary department of eachuniversity. All
the stakeholders were unanimous in their submission that the scheme is a game of numbers
and government release of funds to the concerned healthcare centres is based on the number
of its subscribers which is refers to as capitation fee. They also asserted that the HCC has
no access to details of funds release from the bursary department…. the process has not
been transparent…...No specific amount was mentioned as they were not ready to do so
as a result of confidentiality and lack of transparency. On the other hand, it was made
known that the number of subscribers determines the amount that will be released as
monthly capitation by the NHIS to finance the scheme for beneficiaries. So, the higher the
number of enrolees, the higher theamount that will be released as revealed by one of the
directors: “And it is a gain of number, the more enrolees you have, the more fund and
capitations that will be made available to the HMO”.
The issue is that if the operation of NHIS is going to be operated the way it shouldbe, there
is need to remove five percent from worker’s salaries while government willpay HMO
in charge of a particular healthcare centre. Another director affirmed the issue of capitation
though no details were given about it: “In all fairness, there are capitations too. That is on
that side”.

Discussion
Findings from evaluation question 6a show that only capitation fee was remitted by the
HMOs to the HCC and this is source through the federal government 10% of worker’s
salary without 5% deduction from worker’s salary as premium due to therefusal of labour
unions to allow deductions. Furthermore, the specific value of monthly payment of
capitation fee was not reveal by any of the NHIS management staffs interviewed as a result
of confidentiality and lack of transparency in the system. All thesehad led to inadequate
funding and the consequent effect of poor healthcare delivery. This finding is in agreement
with work of Johnson and Stoskopt, (2009) that asserted that inadequate funding of NHIS
had resulted in the scheme inability to effectively replaced obsolete and inadequate medical
equipment used by health service providers. They further submitted that Nigeria suffers
from perennial shortage of modern medical equipment such as radiologic and radiographic
testing equipment and diagnostic scanners
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4.1.12 Evaluation question 6b: What proportion of funds released by the HMOs is used
for the provision of periodic drugs and laboratory reagents, infrastructure and human
development by the HCCs of federal universities in the south-west, Nigeria, from 2009-
2018?
To answer evaluation 6b in-depth in view was conducted on NHIS foremost stakeholders
of the three Universities under review. These are medial director of each university and
NHIS information desk officers for the three universities. This section wasto ascertain how
funds received from HMOs are spent; on periodic drugs and laboratory needs,
infrastructure and human development. The interviews were analysed accordinglyas shown
in Figure 4.25
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Figure 4.25 NHIS Fund Utilisation
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Figure 4.25 describes stakeholders and key players in NHIS responses on how funds release
to each health facilities through the HMOs and other sources were being utilised. It is
important to note that none of the respondents was specific on the amount released, amount
used or the frequency of release of funds and specific area of need thesefunds were being
channelled.
Some aspects of funding of the scheme were adjudged to have witnessed improvement as
to what it was before: “…majority in terms of drug availability, shorter waiting time and
referrals”. The above point was also supported by another director: “Yes, there is
improvement in drugs, equipment, medical suppliers, and secondary healthcare system”.
Availability of more equipment was also affirmed: "Sure, facilities. At least, we have more
equipment that is dual because we have alumni and cooperate organization assisting and
collaboration with others".

Discussion
Analysis of all the respondents in answers to evaluation question 6b shows that in all
government expenditure on healthcare services in universities health centres under
reviewed had been on the increase which is also being reflected in improved infrastructural
development and procurement of more drugs. This finding is consistent with findings of
Riman, Bassey and Edu, (2010) who established that improvement in healthcare
expenditure is a necessary condition for enhancing human capital development in most
economies. Thus the level of government expenditure on health improves the health status
and therefore determines the ultimate level of human capital development which eventually
leads to better, skilful, efficient and productive economy.

4.1.13 Evaluation Question 6c: What are NHIS programme managers‟ experiences on
funding of healthcare services in federal universities in the south-west, Nigeria, from 2009
– 2018?
To answer evaluation question 6c, key informant interview was conducted on Directors of
healthcare services and NHIS desk officers of the three universities used for the study.
Their responses are analysed in figure 4.26
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Figure 4.26: NHIS Managers Experience on Funding
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As shown on figure 4.26 answers to evaluation question 6c was gathered through key
informant interview of foremost players of NHIS in the three universities used for the
study. All of them shared their experience of funding as better than the pre NHIS regime.
However, the introduction and implementation of the treasury single account system(TSA)
made it impossible for the managers of NHIS in the various health centre to have direct
control of its fund disbursement, this therefore remain big challenge impeding the full
realisation of NHIS objectives in these centres.

Discussion
The general submissions by key players in the administration of NHIS scheme in the three
health facilities under review is that they are aware of release of funds monthlyto meet
the needs of each health facilities, but none of them has the autonomy to disburse these
funds except through rigorous process of seeking approval from the universities authorities
and surprisingly when approval are granted these funds would have been diverted to other
section of the university. The finding shows that not much development in areas of
infrastructure can be achieved as expected except a mechanism is put in place to ensure
probity in fund disbursement. This finding supports the finding of Johnson and Stoskopt
(2009) who reviewed various studies revealed that NHIS is also impeded by obsolete and
inadequate medical equipment used by health service provider as a result of inadequate
funding. This had also led to perennial shortage of modern medical equipment such as
radiologic and radiographic testing equipment and diagnostic scanners in Nigeria.

4.1.14 Evaluation question 6d: What are NHIS programme managers‟ opinions for
improving funding of healthcare services of federal universities in the south-west, Nigeria,
from 2009 – 2018?
Answer to evaluation 6d was source through key informant interview of NHIS managers
in the selected three universities. These are the medical directors and NHIS desk
officers. All the stakeholders‟ suggestion to improve funding and boost performanceof the
scheme were analysed and presented in Figure 4.27.
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Figure 4.27: NHIS Managers Suggestions on Improving Funding and Performance
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Figure 4.27 shows analysis of answer to evaluation question 6d, which was source through
key informant interview of NHIS managers in the three universities. These are theMedical
directors and NHIS desk officers. All the stake holders‟ suggestion to improve funding and
boost performance were captured under the following sub headings:

Effective Monitoring
A director in one of the HCC attributed the inability of NHIS to deliver on its promises of
providing access to quality healthcare services to lack of effective monitoring:
“Nobody is monitoring whether somebody is embezzling or not because they have to deliver
to meet the target. So if the University of Ibadan health sector says health sector take 100
million January 1. Health service in Jaja takes 100 million in January one; runit and by
December make it 200 million. Anything less than that, you are fired.”
You see, if you give me five kobo for everything I make, you will increase overhead. The
reason is simple, I want to buy this item and after buying the items, we send auditor to
check. You pay auditor. But if you say, this man whatever you need go and buy but my ten
naira must return as twenty naira, I will not pay any auditor. Anybody that want to play
smart, I will fire the person.”
There is no supervisory department in NHIS state or zonal offices saddle with the
responsibility of monitoring compliance to rules of engagement. His suggestion on “an
immediate establishment of a functional monitoring department” will provide the much
needed feedback mechanism necessary for correction and improved performance

Setting Deliverable Target
The inability to utilise funds release effectively and judiciously was also attributedto lack
of specific performance goals and target has been practiced by Nigeria customs service
was the opinion of one of the HCC director interviewed: “The best suggestion for the
health service to improve is what the government is doing with Nigeria customs. You set
deliverable- stage.” Therefore, setting of deliverable target by the federal government
attaching a particular intervention funds to a particular level of performance with specific
punishment for performance defect is very important.
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Autonomy Based on Target
The present financial system of treasury single account (TSA) where funds received and
disburse by each university are centralised pose a great hindrance to effective and efficient
healthcare delivery in HCC. Hence, UI health director made his submission: “If they allow
a bit of autonomy, that is central in NHIS, you have people youhave committed into their
hands sent the target for them and if they don’t meet the target they are gone”.
Another director of the HCC used in The research retreated the prolong bureaucratic long
processed time to receive funds: “…even little out of funds requestedfor purchase of
essential drugs, laboratory reagents and other urgent hospital needs had reduced
performance level. This according to him had also “aided diversion of funds specifically
release for urgent hospital needs to urgent acclaimed more urgent needs ofthe university
as a whole”. He therefore suggested that “each HCC director be given financial autonomy
to run each HCC in accordance with NHIS policy guideline of promptattention to health
needs of subscribers”

Building of Trust
One of the director observed that lack of mutual trust among NHIS stakeholders as
constituted a big hindrance to the overall effectiveness of the scheme. The director was of
the view that: We need a little bit of trust; NHIS will tell you attend to all emergency once
he is an enrolee. And if I attend to you let say he is an enrolee of Better Hospital. It must
be built on trust.”
For example, the rule is that all emergencies must be attended to regardless of the hospital
the NHIS patience is enrolled. There had been instances where getting back the cost of
such emergency treatment had become a herculean task which may lead to a withdrawal
of service to similar cases in future thereby negating the provision of prompt access to
healthcare which the scheme stood for. HCC also must be truthful and accurate in their
statement of claims clear from all suspicion. Therefore, building of a strong trust support
system is suggested as part of strategies to ensure improved performance.
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Public-Private Partnership (PPP)
The task of providing quality healthcare services is enormous and cannot be shoulder by
the government alone says by another by director and corroborated by all the NHIS desk
officers interviewed: “…PPP- Public Private Partnership. It cannot be done by
government alone. The burden of health is so enormous. If it ought to be doneproperly.”
Therefore, Government must provide an enabling environment for private sector
participation in healthcare delivery through a viable public private partnership agreement
as its being practiced in developed and some developing countries‟ with positive
enhancement to healthcare delivery system

Introduction of Health Charges
A director of one of the HCC suggests the introduction of health charges similar toVAT on
specific essential products and services as a way of improving funding of the health sector:
“So, we can have health charge, cigarette charge. The consumables, one percent of
whatever you pay. When you are enjoying some luxuries, you pay more tax.”

Universal Health Coverage (UHC)
Universal health coverage (UHC) here refers to making provision of quality healthcare
delivery accessible to all categories of citizens in Nigeria, which means extending NHIS
opportunity to both markets women, artisans various trade and interest groups religion
organisation etc. A health director suggested that: “there should be universal coverage
which means everybody should com e under the umbrella of NHIS. Artisan, Okada. Why I
said Universal coverage is that it should be the concern of everybody especially the
authorities”. This kind of an enlarged membership will boost pulling of risk or resources
for the use of all which is the bane of all insurance policies.

High Sensitisation Drive and Improved Advocacy
All the stakeholders interviewed were unanimous in their observations that there isneed
for massive enlightens campaign by management of NHIS about the desirability of the
scheme with its attendance benefits. A director said that: “Sensitization, advocacy because
the penetration is poor. My aged parents in the village do not even knowanything about
NHIS. Many people in the cities, the artisan are not keyed into it, and they have groups.
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Tailor, okada riders, vulcanizes that all have unions.”

Immediate advocacy with many enlisting as ambassador of quality healthcare delivery
amongst celebrities, organised labours, and different interest groups should be encouraged
by NHIS management team.

Discussion
The finding in the study shows NHIS managers suggested least seven different desirable
interventions considered worthy of policy information capable of improving funding of
the healthcare services being provided through the introduction of NHIS, this clearly agrees
with as well as support the submission of Nurudeen and Usman, (2010) that good health
promotes economic growth and productivity and that there is the need for governments to
increase expenditures in health sector using various novel interventions.

4.2 Implications of the Findings
Based on the findings of the study, the following implications have been drawn:

University Management
Apart from University of Lagos that have provides quality and free healthcare to staff
before and after the introduction of NIHS, the two other universities have not shown
commitment to the health needs of their staff.

Management of the Healthcare Centres
Management of the healthcare centres in the three universities are handicapped in the
provision of quality healthcare services as a result of non-accessibility of funds neededfor
the general development of the centres as a result of lack of transparency in the financial
system.

Management of NHIS
The inability of the management of NHIS to deliver on its core mandate ofprovision of
quality healthcare services is seen as a foremost reason for the increase in thelarge number
of pull out of subscribers due to insensitivity of NHIS to align with the reversed retirement
age of university staff from 60 to 65 years, lack of provision of essential drugs, lack of
monitory mechanism of accredited healthcare provider for on the spot assessment. In
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addition, the inability of NHIS to carry out a massive sensitisation programme of benefits
of the scheme to new subscribers had further reduced the number of new subscribers that
would have increase universities healthcare centre rights for more funding needed to
improve provision of quality healthcare services. Insensitivity on the part of NHIS towards
information gathering that would have assist them to identify and woe nonsubscribers to
the scheme have resulted into the unwillingness of some staff to subscribe to NHIS.

Lack of internal feedback mechanism in the process evaluation of NHIS has led to the
dearth of useful information as regards to why many subscribers were pulling out of the
scheme. Credible alternative to quality healthcare services available within the university
environment had resulted in many subscribers de-subscribing and unwillingness of former
subscribers to return to the scheme. Unprofessional disposition ofmedical personnel at the
various medical centres and lack of quality and adequate drugs islikely to induce agitation
and apprehension towards the scheme that is likely to outweigh the benefits subscribers
are currently enjoying from the scheme. NHIS as at now lack adequate publicity and
creation of needed awareness and sensitisation that could encourage non-subscribers to
subscribing to the scheme.



213

CHAPTER FIVE
SUMMARY, CONCLUSION AND RECOMMENDATIONS

The chapter presents the summary of findings of findings of the study and drawn the
implications arising from the findings. Conclusions based on the findings of the studywere
made with necessary recommendations arising from the findings. The chapter also
discussed the limitations of the study and made suggestions for further studies.

5.1 Summary
The study evaluated the National Health Insurance Scheme in healthcare centres of federal
universities in the south-west, Nigeria (2009 – 2018). The study discussed the importance
of health describing it as a state of physical and mental well-being that is necessary for
humans to live a meaningful and productive life. The study acknowledged that good health
promotes human development and allows people to work, attend school and be productive.
In order words, health and wellness bring about a drastic improvement in the overall quality
of life. Good health has a positive effect on the productivity of everycitizen in a country.
Since health is wealth and the pathway towards improving living standards individuals in
the nation. The study answered seven evaluation questions
The study reviewed and applied Outcome-Based Evaluation Model that enables the main
components of the programme to be concisely summarised and brings structure and
systematic relationship among programme goals and intended inputs, planned activities,
and envisaged outcomes. Conceptual and empirical review of concepts was made. Gaps
were identified justifying the need for the study. The study adopted concurrent mixed
method approach. This is an approach where both qualitative and quantitative data are
collected at the same time. The target population for the study will comprise all subscribers,
non-subscribers and former subscribers of the NHIS, staff of HCC, HMOs, NHIS of the
Federal Universities in the South-West, Nigeria, and staff of Federal Ministry of Health
and Budget office of the federation.
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The study made use of multi-stage sampling approach to select the target participants. The
first stage was the use of purposive sampling technique to select three tertiary institutions
out of six Federal Universities in South West, Nigeria. The selection criterion was based
on the Universities that have implemented NHIS since 2009. In the second stage, staff
members of the sampled universities were stratified into three strata namely; subscribers,
former subscribers and non-subscribers of NHIS. Accidental and snowball sampling
techniques was used to select respondents that were available from each stratum at the
third stage. In all, 438 samples of university staff comprising subscribers, former
subscribers and non-subscribers from selected universities were used. Lastly, six
programme managers of NHIS, three (3) HCCMedical Directors as well as three (3) NHIS
HCC liaison desk officers from each of the three universities werepurposively selected for
Key Informant Interview.

The study made use of four instruments that were validated by the researcher and two
records. Data was analysed using descriptive statistics of frequency counts andpercentages
for the quantitative data. The qualitative data collected was analysed using the thematic
inductive approach. The summary of the results included:
1 The percentage of university staff that have access to basic healthcare services

underthe NHIS from 2009 – 2018 in federal universities in the south-west Nigeria
was on a fluctuating increase.

2 The percentage of university staff that have received basic healthcare services
under the NHIS from 2009 – 2018 in federal universities in south-west Nigeria was
on a fluctuating increase.

3 Subscribers described NHIS regime as generally affordable but expressed
reservation on type, quality and quantity of drugs.

4 The standard of healthcare services provided by healthcare centres was consistent
with the NHIS standard benchmark in terms of key medical personnel, medical
facilities and equipment. However apart from one of the healthcare centre operating
radiographic and stenographic with qualified personnel, others were operating
through public-private partnership. None of the centre is yet to commence full-
fledged medical rehabilitation therapy.

5 Subscribers rated the quality of healthcare service in centres to be good in terms of
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doctor’s attendance to medical needs, the way personal information were
confidential, the emergency/ambulance services of the healthcare centres and
the environment cleanliness of the healthcare centres however, subscribers expressed
reservations on Nurse attendance to health needs, experience of getting enough time to ask
question about health problems and treatment and nurse's care during treatment and the
physical structures of the healthcare centre across all the universities.

6 Areas that were rated average which is below average and had no general consensus
agreement were nurse's politeness, experience of getting information about types
of treatment/test, sitting space patients had during each visit to the healthcare
centres, and the way privacy was respected during physical examination and
treatment.

7 Services rated poor were availability of required drugs at the pharmacy unit of the
healthcare centres, the amount of time a patient waited for diagnostics services at
thehealthcare centres, and waiting time before being attended to by the medical
record staff. The results suggested that while other services at the healthcare centres
were considered to be good by the patients, others were considered to be poor.

8 There was increasing trend of staff patronage of accredited NHIS healthcare centres
before commencement of NHIS but fluctuated after commencement of NHIS.

9 The patterns of expenses incurred on drugs by staff of the federal universities in the
south-west, Nigeria, from 1999 – 2008 (before commencement of NHIS) indicated
afluctuating but increasing expenditures during pre-NHIS regime but revealed a
fluctuation but decreasing expenditure on drugs after commencement when all cost
were subjected to yearly inflationary index.

10 Subscribers expressed satisfaction of process of NHIS implementation in federal
universities in the south-west, Nigeria, from 2009 – 2018, but expressed
dissatisfaction with hospital environment under which they were treated especially
attitude of medical personnel in these centres.

11 Former Subscribers expressed concerned about the effectiveness of the process of
healthcare delivery since commencement of NHIS in terms of observance of old
retirement age that forced them out of the scheme without their knowledge,
inadequacy of subscribers getting value for their money, unavailability of drugs
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andbetter treatment alternatives elsewhere.

12 Non-Subscribers were aware of the necessity of NHIS intervention in healthcare
provision but did not subscribe because they did not like the programme, they had
alternative healthcare, family reason and personal conviction that NHIS will not be able to
deliver on its promised

13 NHIS through HMOs have to a large extent made available, required fund needed
for quality healthcare service delivery in proportion to the number of subscribers
in each healthcare centre. At present only funds made available by the government
which represents 10% of each worker’s salary are being used. The 5% premium
thatwas supposed to be deducted from worker’s salary could not be assessed by
NHIS due to workers résistance. However specific disbursement from NHIS to
healthcare centres through the HMOs could not be accessed as a result of doctrine
of confidentiality and lack of transparency in the university financial system.

14 Minimal proportion of funds out of founds released by HMOs to HCCs are used
for the provision of NHIS essential drugs and laboratory reagents as a result of none
transparency in the system and lack of financial autonomy by each of the HCC

15 NHIS Programme Managers experience on funding is that there has been
improvement in funding of the healthcare centers which has led to upgrading of
existing and provision of new equipment, facilities and building infrastructures as
compared to pre NHIS regime.

5.2 Conclusion
Based on the findings of the study, it was concluded that the scheme can be adjudged to
successful with so many noticeable shortcomings that needs urgent attention for its overall
future improvement. The scheme was able to provide majority of Universitystaff access to
basic healthcare services and are utilising access to basic healthcare services under the
NHIS regime. Expenditure on medical bills were generally affordable in terms of the
reduction in the cost of drugs and large number of patronage but expressedreservation on
the type and unavailability of drugs given to subscribers and time factor in term of what it
takes the beneficiaries to see the doctor or other concerned staff.
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The standard of healthcare services provided by healthcare centres were consistentwith the
NHIS standard benchmark in terms of Medical key personnel, medical facilities and
equipment except that only one university has fully commenced and operates a
radiographic and stenographic with qualified personnel, but all are yet to commence
a physiotherapy department and a full-fledged medical rehabilitation therapy. University
staff members rated the quality of healthcare service to be good in terms of doctor’s
attendance to medical needs, the way personal information were confidential, the
emergency/ambulance services of the healthcare centres, the environment cleanliness of
the healthcare centres, Nurse attendance to health needs, experience of getting enough time
to ask question about health problems and treatment and Nurse's care during treatment and
the physical structures of the healthcare centre across all the universities.

There was no general consensus agreement on Nurse's politeness, experience of getting
information about types of treatment/test, sitting space patients had during each visit to the
healthcare centres, and the way privacy was respected during physical examination and
treatment. Services rated poor were availability of required drugs at the pharmacy unit of
the healthcare centres, the amount of time a patient waited for diagnostics services at the
healthcare centres, and waiting time before being attended toby the medical record staff.
The results suggested that while other services at the healthcare centres were considered
to be good by the patients, others were considered tobe poor.

There was an increasing fluctuating trend of staff patronage to accredited NHIS healthcare
centres and the patterns of expenses incurred on drugs before the commencement of NHIS
but a fluctuation and decreasing cost of drugs aftercommencement of NHIS. Subscribers
were generally satisfied with process/activities of NHIS implementation but expressed
dissatisfaction with hospital environment under which they were treated. Former
subscribers however expressed concerned about the effectiveness of the process of
healthcare delivery since commencement of NHIS in termsof age limit placed on them,
inadequacy of subscribers getting value for their money, unavailability of drugs and better
treatment alternatives elsewhere. Non-Subscribers were aware of NHIS intervention in
healthcare provision but did not subscribe because they didnot like the programme, while
others had better alternative healthcare, family reason and personal conviction.
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5.3 Recommendations
The followings are the recommendations made based on the findings of the study:
i. Management of NHIS should increase access to basic healthcare services by

making the scheme attractive and inclusive of all categories of current university
staff.

ii. Management of NHIS should reinstate all former subscribers who were removed
from the scheme due to non- alignment of old retirement age of 60 years with the
new retirement age of 65 years and 70 years for professorial grade.

iii. Management of NHIS should make special arrangement for retired staff to
continue to have access to healthcare services under the scheme.

iv. Adequate measures should be put in place by both the management of NHIS and
healthcare centres to make quality drugs available as well as commence a periodic
review of the NHIS essential drug list to include new categories of essential drugs
that are basic to health needs of subscribers.

v. Healthcare centres should ensure maintenance and improvement of healthcare
facilities to remain consistent with the NHIS standard benchmark. In addition,
concerted efforts should be made by the centres to establish and equip more
departments like physiotherapy, radiographic and stereographic, medical
rehabilitation in all the centres.

vi. Management of both NHIS and the university health centres should as a matter of
urgency embark on massive sensitisation and retraining of health care personnel.

vii. Management of NHIS should establish a functional monitoring and evaluation
department that will provide feedback mechanism necessary for correction,
improved performance and enduring provision of quality healthcare services.

viii. To improve funding, government should enforce the deduction of 5% of
subscriber’s monthly premium, introduce health charges similar to Value Added
Tax on specific essential products and services and encourage public private
partnership.

ix. The federal government of Nigeria should quickly review the Act establishing the
NHIS to accommodate all the recommendation earlier stated.

x. There is need for an effective monitoring, financial autonomy, deliverable target,
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introduction of health charge Act, public private partnership and high sensation
cum improved advocacy as ways to improve funding and increase performance of
NHIS.

xi. There is the need for the NHIS to go into public private partnership with
other interested organisations in order to provide full medical services.

5.4 Contribution to Knowledge
1 The study has provided empirical evidence to understanding the state of NHIS

performance in federal universities in the south-west, Nigeria.
2 The study has shown that most university staff have access to NHIS, but not all of

them are utilising the NHIS services.
3 The research has shown that drugs were partially available under NHIS regime.

However, the type and quality and quantity of drugs available to subscribers fall
below expectation.

4 There is general satisfaction with the process/activities of NHIS implementation in
federal universities in the south-west, Nigeria. However, there is dissatisfaction
with hospital physical and social environment under which NHIS services are
provided especially with the attitude of medical personnel and staff in thesecentres.

5.5 Limitations of the Study
The study was limited to healthcare centres in Federal Universities in South West Nigeria.
Hence the study was not able to cover all other healthcare centres in otherFederal
Universities in other geopolitical zones of the country. Even in South WestNigeria
where the study was conducted, healthcare centres in State Universities were not covered.
The study was limited to subscribers, former subscribers and non-subscribers of NHIS in
healthcare centres of the University of Ibadan, Obafemi Awolowo Universityand the
University of Lagos. The study was not able to cover students who are also subscribers to
NHIS but under a different programme called Tertiary Institution Student Health Insurance
Programme (TINSHIP) in healthcare centres in federal universities in south-west, Nigeria.
Poor record keeping in almost all departments of the healthcare centres and universities
human resource department was a foremost constraint to the study. Repeated visits were
made for months with intimidating protocols before accessing those vital records on
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university staff nominal records, subscriber’s enrolment, subscriber’s patronage and
expenditure on drugs.

5.6 Suggestions for Further Studies
The following suggestions for further studies have been made:
1. Further evaluation could be carried out in other Federal universities healthcare

centres in other geo political zones in Nigeria.
2. A detailed evaluation of NHIS activities could also be conducted in healthcare

centres of State Universities in the south-west, Nigeria.
3. A similar evaluation study of NHIS under the Tertiary Institution Student Health

Insurance Programme (TINSHIP) could be conducted in federal universities in the
south-west, Nigeria.

4. Further evaluation of NHIS could also be conducted in other federal universities in
south-west, Nigeria with focus on the remaining five objectives of the NHIS not
covered in the research.
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APPENDIX I UNIVERSITY OF IBADAN
INSTITUTE OF EDUCATION INTERNATIONAL CENTRE FOR

EDUCATIONAL EVALUATION
NHIS Subscribers Access and Participation Record (2009-2018)University-------------
------------------------

Years Number of University
Staff

Number that has accessto
NHIS

Number receiving NHIS
healthcare services

2009
2010
2011
2012
2013
2014
2015
2016
2017
2018
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APPENDIX I1 A UNIVERSITY OF IBADAN INSTITUTE OF EDUCATION
INTERNATIONAL CENTRE FOR EDUCATIONAL EVALUATION

NHIS Subscribers Medical Expenses Interview Guide (NSMEIG)
Dear NHIS Subscribers,
The purpose of this research is to elicit information and give you the opportunity to freely
express yourself through this interview on issues that bother on your medical expenses at
this university medical center before and with the ongoing intervention of NHIS.
Please be informed that the response given will be used for academic purpose and your
sincere response will be of great importance and any information given will be treated with
utmost confidentiality. Thank you for your anticipated cooperation.
SECTION A Demographic Information
Instruction: Kindly supply the necessary information by ticking [√] just once in the space
provided.

Gender: Male Female

Marital status: Single Married Divorced Widowed

Educational Qualification: No Formal Education Primary O/L/ SSCE

Tertiary Education Post Graduate Degree

Designation (Please do specify): ___________________________

SECTION B: QUESTIONS
Q1. Since its introduction, describe the general affordability of the NHIS services?
Q2. Describe the current expenses incurred to obtain healthcare services as compared to
pre NHIS regime?
Q3. Describe the extent to which the monthly NHIS deductibles and ten percent payment
on drugs have been able to increase or decreased your expenses in obtaining healthcare
services?
Q4. What is your view about the cost implication of healthcare services you have been
receiving in this University since the introduction of NHIS?
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APPENDIX IIB UNIVERSITY OF IBADAN
INSTITUTE OF EDUCATION INTERNATIONAL CENTRE FOR
EDUCATIONAL EVALUATION

NHIS SUBSCRIBER’S EXPENSES ON DRUGS AND LABORATORY SERVICESRECORDS
(NSEDLSR)

SECTION: A EXPENSES BEFORE

Years Number of
Patients

Expenses on
Drugs ₦ Remarks

1999
2000
2001
2002
2003
2004
2005
2006
2007
2008

SECTION: BEXPENSES AFTER

Years Number of
Patients

Expenses on
Drugs ₦ Remarks

2009
2010
2011
2012
2013
2014
2015
2016
2017
2018
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APPENDIX IIIA UNIVERSITY OF IBADAN INSTITUTE OF EDUCATION
INTERNATIONAL CENTRE FOR EDUCATIONAL EVALUATION

NHIIS Standard Checklist, (Personnel, Facilities and Equipment) (NSC)

S/N Doctors Consistent Not Consistent
1 Possession of MBBS degree, or its equivalent,

recognised by the MDCN;
2 Registration with the MDCN
3 Possession of the current license to practice, issued

by the MDCN
4 Possession of professional certificates in the area

of training in addition to (1 and 2) above
Physicians,
Dental surgeons
Radiologists
Pediatricians
Psychiatrists
Surgeons
ENT surgeons
ENT surgeons
Ophthalmologists, etc.
Pharmacists

5 Possession of the BDS degree, or its equivalent,
recognised by the MDCN

6 Registering with the MDCN
7 Possession of the contemporary authorization to

practice by the MDCN
Pharmacy Technicians

8 Possession of pharmacy technician certificateissued
by the school of health technology accredited and
recognised by the Pharmacists
Council of Nigeria (PCN)

9 Registration with the PCN
10 Possession of current annual permit to practice

issued by the Pharmacists Council of Nigeria
(PCN)
Medical Laboratory Scientists

11 Possession of the Bachelor of Medical Laboratory
Science (BMLS) degree or equivalentqualification,
recognised by the Medical
Laboratory Science Council of Nigeria (MLSCN)

12 Registration with the MLSCN
13 Possession of the current license to practice,

issued
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by the MLSCN
Medical Laboratory Technicians

14 possession of certificate issued by Medical
Laboratory Science Council Of Nigeria (MLSCN)

15 registration with the MLSCN
16 Possession of current annual tag issued by

MLSCN
Nurse Practitioners

17 Qualified Nurse (i.e. BNSc or its equivalent,
Registered Nurse/Midwife [RN/RM] or other
specialized areas of Nursing)

18 Registration by the Nursing and Midwifery
Council of Nigeria (NMCN)

19 Possession of the current license to practice,
issued by the NMCN
Radiographers and Ultra Sonographers

20 Possession of the Bachelor of Radiography degree,
or equivalent qualification recognised by the
Radiographers Registration Board of Nigeria
(RRBN)

21 Registration with the RRBN
22 Possession of the current license to practice,

issued by the RRBN
Physiotherapists

23 Possession of the BSc, BMR or B physiotherapy
or equivalent qualification, recognised by the
Medical Rehabilitation Therapist Board of Nigeria
(MRTBN)

24 Registration with the MRTBN
25 Possession of the current license to practice,

issued by the MRTBN
Medical Rehabilitation Therapy Technician

26 Possession of Medical Rehabilitation Therapy
Technician certificate issued by schools
accredited and recognised by the MRTBN

27 Registration with the MRTBN
28 Possession of current annual permit to practice,

issued by MRTBN
Dental Surgeons

29 Possession of the Bachelor of Dental Surgery
degree, or equivalent qualification, recognised by
theMedical and Dental Council of Nigeria(MDCN)

30 Registration with the MDCN
31 Possession of the current license to practice issued
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by the MDCN
Dental Technicians/Technologist

32 Possession of the certificate, BSc. Or HND in
Dental Technology or equivalent qualification
from accredited Schools or institution

33 Dental Technologists are required to be registered
with their relevant Regulatory body
Optometrists

34 Possession of Doctor of Optometry degree, or
equivalent qualification recognised by
optometrist and dispensing optician registration
board of Nigeria (ODORBN)

35 Registration with ODORBN
36 Possession of current license to practise issued by

ODORBN

REQUIREMENTS FOR HEALTHCARE FACILITIES (HCFS)
S/N Statement
1 Possession of professionals with relevant academic

qualifications
2 Registration with the relevant regulatory body
3 Possession of the current license to practice
4 Appropriate facility for service delivery
5 Registration by State authorities where applicable
6 Possession of professional indemnity cover
7 Possession of evidence of registration with Corporate Affairs

Commission (CAC) or official gazette for government owned
health institutions

8 Possession of adequate information and communication
technology (ICT) infrastructure which must include internet
access
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FACILITY AND PERSONNEL REQUIREMENTS FOR PRIMARY
HEALTHCARE FACILITY

Facility Requirements:

The following minimum features shall be provided at a Primary Healthcare Facility:

S/N Waiting and Reception Area Consistent Not
consistent

1 At least 4 x 3 metres
2 Sitting facilities
3 Reception table
4 Registration table
5 Medical record keeping facilities
6 Wheel chair/patients‟ Trolley
7 Adequate ventilation
8 Weighing scale
9 Stadiometre for heights

Consulting Room
10 At least 4 x 3 metres
11 Examination couch
12 Wash hand basin
13 Thermometer
14 Good light source
15 Stethoscope
16 Diagnostic set
17 Sphygmomanometer
18 Table and chairs
19 Adequate ventilation

Treatment Room
19 At least 2 x 3 metres
20 Instruments cabinet
21 Dressing trolley/tray
22 Cotton swab
23 Needles and syringes
24 Galipot
25 Dressing forceps
26 Needle holder
27 Suture materials
28 Antiseptics and disinfectants
29 Gauze/bandages
30 Disposable gloves
31 Wash hand basin
32 Dressing stool
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33 Colour coded containers for waste
disposal

34 Safety box(es) for sharps
35 Patients‟ toilet facilities with adequate

water supply
35 Sterilizer/Autoclave
36 Containers for disposal of sharp objects
37 Emergency tray containing:
38 Needles and syringes
39 Scalp vein needles
40 I V giving set
41 Injection hydrocortisone
42 Injection adrenaline
43 5% dextrose
44 Normal saline
45 Injection Aminophyline
46 Gloves

Resuscitative equipment
47 Ambu bag
48 Oxygen cylinder and trolley
49 Suction machine (auto or pedal)
50 Drip stand
51 Appropriate firefighting equipment
52 Adequate waste disposal facilities
53 Refrigerator
54 Alternate power supply

Minimum Facilities for Labour
Room

55 Labour room at least 4 x 3 metres
56 Equipment and consumables in labour

room
a) Delivery bed
b) Baby‟s cot
c) Weighing scale for (babies)
d) Delivery packs containing:
i. Episiotomy scissors
ii. Kocher forceps
iii. Artery forceps
iv. Surgical scissors
v. Kidney dish without cover
vi. Galipot
vii. Straight scissors (long)
viii. Cord scissors
ix. Kidney dish with cover



243

x. Cord Clamp
xi. Needle & Syringe
xii. Mucous extractor
xiii. Surgical gloves
xiv. Disposable gloves
xv. Draw Mackintosh
xvi. Tape rule
xvii. sterilizer (for delivery pack)
xviii. Suturing materials
xix. Gauze bowl
xx. Vitamin K, Oxytocin and
Ergometrine injections
Resuscitative Equipment:

57 Oxygen
58 Suction machine (auto or pedal)
59 Resuscitative table
60 Oropharyngeal airway
61 Disposable gloves
62 Needles & syringes
63 10/50% dextrose
64 Scalp vein needle 21G, 23G
65 IV giving set
66 Normal saline
67 Dextrose saline
68 At least 1 bed
69 Adequate toilet facilities
70 Adequate lighting
71 Adequate water supply
72 Adequate waste disposal
73 Washable floor
74 Ward
75 Lying-in ward with minimum distance of

one metre in-between adjoining beds,
and 1 x 3 sq. metres between two
rows of beds

76 A locker and an over-bed table for each
bed

77 Sterilizer/Autoclave
78 Wheel chair/patients‟ trolley
79 Ward screen
80 Sluice room
81 Adequate lighting
82 Clean water
83 Clean toilet and bath facilities with
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adequate water supply
84 Adequate drainage
85 Firefighting facilities in good condition

that are appropriately distributed
throughout the premises

86 Mosquito screening for the wards
87 Nurses„ bay
88 Doctors‟ room
89 Possession of required professional

indemnity insurance cover as stipulated
in the NHIS Operational Guidelines

90 Possession of appropriate equipment
and staff to render services in the field
of specialization

91 Registration of premises by the
Government of the State in which they
operate, where applicable

92 Alternative power supply in good
condition
SIDE LABORATORY

93 Microscope
94 Bench centrifuge
95 Refrigerator
96 Glassware (slide, cover slips, etc)
97 Stains
98 Reagents/Kits
99 Hematocrit centrifuge and reader
100 Adequate waste disposal
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APPENDIX III (B) UNIVERSITY OF IBADAN INSTITUTE OF EDUCATION
INTERNATIONAL CENTRE FOR EDUCATIONAL EVALUATION

NHIS SERVICE QUALITY SCALE (NSQS) Out Patients Only

Dear NHIS Subscriber,

The purpose of this research is to elicit information and give you the opportunity to rate the
quality of service you have received from this university medical center since the
intervention of NHIS.
Please be informed that the response given will be used for academic purpose and
your sincere response will be of great importance and any information given will be
treated with utmost confidentiality. Thank you for your anticipated cooperation.
SECTION A Demographic Information
Instruction: Kindly supply the necessary information by ticking [√] just once in the box
provided.

Gender: Male Female

Marital status: Single Married Divorced Widowed

Educational Qualification: No Formal Education Primary O/L/ SSCE

Tertiary Education Post Graduate Degree

Designation (Please do specify): ___________________________
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SECTION B. NHIS SERVICE QUALITY SCALE

Instruction: Please rate the quality of healthcare service delivery in this university(Out

Patient only. You are to rate as follows: Poor Fair Good, Very Good

S/N Medical Doctor Services: How would you rate : Poor Fair Good V. Good
1 Doctor’s attendance to your medical needs ?
2 The freedom you had to explain your health needs to the

Doctor?
3 Your experience of being greeted and talked

respectfully by the Doctor?
4 Your experience of being involved in taking decision

concerning your health needs?
Nursing Services (NS): How would you rate :

1 Nurse attendance to your health need?
2 The way your privacy was respected during physical

examination and treatments?
3 Nurses politeness?
4 Nurse‟s care during treatment?

Support Services (SS). How would you rate:
1 The amount of time you waited for diagnostics services

at the healthcare centre?
2 The availability of Required drugs at the healthcare

centre pharmacy unit?
3 .The cleanliness of the healthcare centre environment by

the house-keeping staff?
4 The emergency/ambulance services of the healthcare

centre?
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Administrative Services (AS): How would you rate:
1 Your waiting time before being attended to by Medical

Record Staff
2 Your experience of getting information about types of

treatment/test?
3 The way your personal information was confidential?
4 Your experience of getting enough time to ask question

about tour health problems or treatments?
Hospital Infrastructure (HI): How would you rate:

1 The physical structures of the healthcare centre?
2 The sitting space you had during each visit to the

healthcare centre?
3 The ease of moving around the healthcare centre during

each visit?
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APPENDIX IV UNIVERSITY OF IBADAN
INSTITUTE OF EDUCATION INTERNATIONAL CENTRE FOR
EDUCATIONAL EVALUATION
NHIS SUBSCRIBERS PATRONAGE RECORD (NSPR)

Section A: PATRONAGE (BEFORE)UNIVERSITY--------------------------

Section B: PATRONAGE (AFTER)
Year No of Staff Number of patients
2009
2010
2011
2012
2013
2014
2015
2016
2017
2018

Year No of Staff Number of patients
1999
2000
2001
2002
2003
2004
2005
2006
2007
2008
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APPENDIX VA UNIVERSITY OF IBADAN INSTITUTE OF EDUCATION
INTERNATIONAL CENTRE FOR EDUCATIONAL EVALUATION

NHIS SUBSCRIBER’S SATISFACTION RATING SCALE (NSSRS)

Dear NHIS Subscriber
The purpose of this research is to elicit information and give you the opportunity to rate
your level of satisfaction from services received at this university healthcare center under
the NHIS
Please be informed that the response given will be used for academic purpose and
your sincere response will be of great importance and any information given will be
treated with utmost confidentiality. Thank you for your anticipated cooperation.
SECTION: A Demographic Information
Instruction: Kindly supply the necessary information by ticking [√] just once in the box
provided.

Gender: Male Female

Marital status: Single Married Divorced Widowed

Educational Qualification: No Formal Education Primary O/L/ SSCE

Tertiary Education Post Graduate Degree

Designation (Please do specify): ___________________________
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SECTION: B SUBSCRIBER’S SATISFACTION RATING SCALE
You are to state your level of satisfaction as appropriate from the listed options: Very
dissatisfied, (VD), Dissatisfied, (D), Satisfied, (S), Very satisfied, (VS).
Please indicate your level of satisfaction with NHIS and
healthcare services in this university from 2009-2018

VD D S VS

1. How would you best describe the healthcare services under
the NHIS in terms of drug administration?

2. How would you describe the quality of medical care under
the NHIS

3. What is your description of this hospital environment?
4. How do you feel with the way healthcare services are run in

this university?
5. Overall, what is your impression about the policy of NHIS?
6. How satisfied are you on the effectiveness of the strategies

used to get information about NHIS services?
7. Your choice of seeing a doctor or specialist for proper

attention
8. How would you best describe the drugs given under the

NHIS?
9. How would you best describe the state of facilities in this

centre since inception of NHIS?
10. How would you best describe the premium (package) of the

NHIS?
11. How satisfied are you about healthcare services rendered to

you since subscription to NHIS?
12. Are you satisfied with laboratory service under the NHIS?
13. How satisfied are you with the Nurse Care under NHIS

since inception
14. Are you satisfied with the duration of your waiting time at

this clinic since inception of NHIS
15. How satisfy are you with the willingness of hospital support

workers to render needed assistance since inception of
NHIS
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APPENDIX VB UNIVERSITY OF IBADAN
INSTITUTE OF EDUCATION INTERNATIONAL CENTRE FOR
EDUCATIONAL EVALUATION

NHIS FORMER SUBSCRIBER’S ASSESSMENT INTERVIEW GUIDE (NFSAIG)

Dear NHIS Former Subscriber,
The purpose of this research is to elicit information and give you the opportunity to express
yourself freely as you respond to questions that bothers on your general assessment of the
NHIS since inception in this university.
Please be informed that the response given will be used for academic purpose and
your sincere response will be of great importance and any information given will be
treated with utmost confidentiality. Thank you for your anticipated cooperation.
SECTION A: Demographic Information

INSTRUCTION: Kindly supply the necessary information by ticking [√] just once in the space provided.

Gender: Male Female

Marital status: Single Married Divorced Widowed

Educational Qualification: No Formal Education Primary O/L/ SSCE

Tertiary Education Post Graduate Degree

Designation (Please do specify): ___________________________
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SECTION B:NHIS FORMER SUBSCRIBER’S ASSESSMENT INTERVIEW
GUIDE (NFSAIG)
1. How long did you participate in NHIS before pulling out?
2. With your experience, briefly describe the overall effectiveness of NHIS in

your institution
3. Were you satisfied with the scheme while you were a subscriber
4. Briefly explain why you unsubscribed from NHIS
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APPENDIX VC UNIVERSITY OF IBADAN

INSTITUTE OF EDUCATION INTERNATIONAL CENTRE FOR
EDUCATIONAL EVALUATION

NHIS NON SUBSCRIBERS INTERVENTION INTERVIEW GUIDE (NNSIIG)

Dear NHIS Non- Subscriber,
The purpose of this research is to elicit information and give you the opportunity to express
yourself freely as you respond to questions that bothers on your general opinion as regards
the need for NHIS intervention in healthcare delivery in this university.
Please be informed that the response given will be used for academic purpose and your
sincere response will be of great importance and any information given will be treated with
utmost confidentiality. Thank you for your anticipated cooperation.
SECTION A: Demographic Information

INSTRUCTION: Kindly supply the necessary information by ticking [√] just once in the space provided.

Gender: Male Female

Marital status: Single Married Divorced Widowed

Educational Qualification: No Formal Education Primary O/L/ SSCE

Tertiary Education Post Graduate Degree

Designation (Please do specify): ___________________________
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Questions
1(a) Are you aware of National Health Insurance Scheme in your institution?
(b) If yes, briefly state your reasons for not subscribing?
2 Have you ever had a discussion with a subscriber of NHIS about the need to

subscribe to it? If yes, why have you not subscribed to it?
3 Regardless of your responses to questions 1 and 2, do you still desire to

subscribe to NHIS?
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APPENDIX VI A
UNIVERSITY OF IBADAN INSTITUTE OF EDUCATION

INTERNATIONAL CENTRE FOR EDUCATIONAL EVALUATION

NHIS PROGRAMMME MANAGERS EXPERIENCE ON SOURCES OF FUND
INTERVIEW GUIDE (NPMESFIG)

Director of Healthcare Centres
To what extent has NHIS through HMOs made available, required fund for quality
healthcare service delivery in federal universities in the south-west, Nigeria from 2009-
2018 through
i. Premium collections from subscribers ?
ii. Capitation and fee for service claims payment to Healthcare Centres?

Universities Health Centres NHIS Desk Officers
To what extent has NHIS through HMOs made available, required fund for quality
healthcare service delivery in federal universities in the south-west, Nigeria from 2009-
2018 through
i. Premium collections from subscribers ?
ii. Capitation and fee for service claims payment to healthcare centres?
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APPENDIX VIB UNIVERSITY OF IBADAN INSTITUTE OF EDUCATION
INTERNATIONAL CENTRE FOR EDUCATIONAL EVALUATION

NHIS PROGRAMME MANAGERS EXPERIENCE ON FUND UTILISATION
INTERVIEW GUIDE (NPMEFUIG)

Director of Healthcare Centres
What proportion of funds released by the HMOs is used for the provision of periodic drugs
and laboratory reagents, infrastructure and human development by the healthcare centres
of federal universities in the south-west, Nigeria from 2009-2018?

Universities Health Centres NHIS Desk Officers

What proportion of funds released by the HMOs is used for the provision of periodic drugs
and laboratory reagents, infrastructure and human development by the healthcare centres
of federal universities in the south-west, Nigeria from 2009-2018?
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APPENDIX VIC UNIVERSITY OF IBADAN INSTITUTE OF EDUCATION
INTERNATIONAL CENTRE FOR EDUCATIONAL EVALUATION

NHIS PROGRAMME MANAGERS EXPERIENCE ON GENERAL FUNDS
ADMINISTRATION INTERVIEW GUIDE (NPMEGFAIG)

Director of Healthcare Centres
1 What is your actual experience of NHIS being the Director of this NHIS

accredited healthcare facilities?
2 What are the impediments to funding the healthcare services under the NHIS?

Universities Health Centres NHIS Desk Officers
1 Describe your funding experience about NHIS particularly deductions from

workers’ salaries
2 Are there impediments hindering effective funding of health services in this

university under the NHIS regime?
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APPENDIX VID UNIVERSITY OF IBADAN INSTITUTE OF EDUCATION
INTERNATIONAL CENTRE FOR EDUCATIONAL EVALUATION

NHIS PROGRAMME MANAGERS SUGESTION ON IMPROVED FUNDING
INTERVIEW GUIDE (NPMSIFIG)

Director of Healthcare Centres
What are your suggestions on how to increase funding in this centre through NHIS?

Universities Health Centres NHIS Desk Officers
In what ways do you think funding can be improved under NHIS?


