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Abstract: For equitable access to health care in Nigeria, the government introduced the National Health
Insurance Scheme (NHIS) as an alternative source of funding for a rapidly extending and increasingly costly
health care system. This study assessed the level of awareness of NHIS by health care consumers i Oyo state,
Nigerna. A random sampling technique was adopted in administering one hundred questionnaires on health care
consumers in the state. Information sourced with questionnaire include age, gender, family size, marital status,
employment status, educational status, income and registration levels. Analytical techniques used were
chi-square (¥*) and descriptive statistics. Results from the study showed that 87% of the respondents were
aware of the (NHIS) programme and about 83% of the respondents were registered with the programme.
Furthermore, employment level is a significant factor (p<0.01 ) affecting the level of awareness of the programme
by respondents while gender, income level, family size, marital status and educational status were not
significant factors influencing the awareness of respondents about the programme. Though the scheme 1s still
at mfancy, notwithstanding, majority of the respondent were aware of and registered for the programme. Hence,
there is the need for the government to consolidate the gains so far of NHIS in order to improve the

performance of the scheme.
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INTRODUCTION

The demand for medical care 1s irregular. It 1s
determined by illness and risk of death or impairment
(Arrow, 1963). According to Arrow (1963), resources
allocation problem for medical care is basically the issue
of uncertainty in the incidence of disease and efficacy of
treatment. Consumers of medical care prefer to shft risk
of illness to others at appropriate prices because of
uncertainty of becoming ill and the risk of death. Medical
care 1s the curative aspect of healthcare. For the purpose
of increasing societal welfare, it has been suggested that
everyone should have equal access to basic medical care
and that medical needs rather than economic status
should be the criterion for the distribution of basic
medical care. Pricing of medical care reduces usage and
the direct negative effect is to reduce demand for medical
care, thereby reducing health status and causing loss to
the society. Demand for healthcare can be defined as the
amount of health services that the people are willing to
obtain as a function of the service prices, given people’s

socio-economic and demographic characteristics, their
perception of the quality of services, the people’s
geographical location relative to health providers and the
environment (Collins et al., 2006).

Grossman (1972) 1s of the opmion that consumer
demand health care for two reasons. Firstly, health care
makes the consumer better so that it 1s considered as
a consumption commodity. Secondly, health care
determined the nmumber of hours or days available to the
consumer for work and leisure, which also affect the
time available for productive activity. Hence, it is an
investment commodity. Demand for health care comes
from the desire for good health and preventive services
are consumed with the expectation that the cost of
prevention 1s less than the cost of illness. Preventive
health services may also improve personal hygiene or
immunological resistance, which affects health. The
demand for curative health is linked to symptoms of
possible illness and desire for diagnosis, treatment or pain
alleviation, which 13 mfluenced both by an mndividual’s
state of health (the frequency of illness) and economic
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factors. These 2 perspectives of health care by Grossman
(1972) provide the starting point in evaluation of the
determmants of demand for medical care.

The determmants for medical services include the
incidence of illness, economic factors and cultural-
demographic factors. The cultural-demographic factors
have been identified to include, age, marital status and
education among others (Collins et af., 2006). Economic
factors tend to attribute more significantly to variations in
medical care and such factors mclude income, price and
time cost of receiving treatment. Generally, the factors
affecting the demand for medical care include the prices
charged for medical services, the consumer income, the
quality of medical care, the distance that the consumer
travel to obtain medical services, waiting time and service
time (Akin et al., 1995; Collins et al., 2006). Heller (1982)
noted that demand for healthcare, whether preventive,
curative, rehabilitative and promotive derives from a more
fundamental demand for good health.

From the foregoing, it means that healthcare demand
by individuals and households is influenced both by
their perceived state of health-the frequency of illness
(morbidity) and by economic factor such as income and
prices. Economic theory has it that whatever 1s purchased
depends on income available and the relative prices of
commodities. When mncome 1s low and prices are high,
quantity demanded of any commodity will certainly below.
Healthcare demend 1s not exempted from this theory. This
is why individuals income and prices of health services
must be taken mnto serious consideration when drawing
up policies that will aim at encouraging high demand for
health goods and services. Findings have shown that as
in other commeodities, medical spending goes up as
income increases but less than proportionally. This means
that the income elasticity of healthcare demand 1s between
0 and 1. Given these small elasticities, the mplication 1s
that higher healthcare prices will cause people to reduce
their demand for health goods and services, a situation,
which will further increase the cost of healthcare. This is
very true of the Nigerian situation, where prices of
healthcare are very high even though demand for it is
relatively low.

Since, the cost of quality healthcare is very high in
Nigeria (Akin et a@l, 1995) and with an mcreasing
deteriorating living and livelihood conditions of a large
proportion of the population (Madu, 2007), <50% of the
entire population in Nigeria could be said to have access
to quality healthcare, sumply because they cammot afford
such services even if they should demand for them. A
substantial amount of literature (Omokhodion and
Omokhodion, 2004; Oluwatayo, 2008) documents the vast
difference mn health status of the relatively lugh and low
income groups within the (Nigerian) society.
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Having established that healthcare demand is a
fumction of income and prices of health services, it means
certan sources of financing healthcare may proof
inadequate. In order to ensure that there is effective
demand of healthcare in Nigeria, the method of healthcare
financing must have the ability to generate revenue for
the health sector, ensure equity i the distribution of
quality health packages, pool health risks together for the
entire nation to remove the problem of income inequality,
ensure efficiency m funding and managing the health
sector (possibly through the inclusion of the private
sector) and finally ensuring sustainability in healthcare
funding.

In Nigeria, it 18 obvious that the quality of health
services facilities 1s very poor. At all levels, health
services facilities are dilapidated or non-functional. The
health referral system is simply non-operational. Thereby
translating to mefficient and unequal health services
delivery. Fake and substandard drugs are widely
proliferated in the Nigerian Markets. Since, medical care is
regarded as a merit good. Colling et al (2006) believed
that public financing of medical care 1s necessary and
justified so that mcreased consumption of medical
services can lead to improved health status and positive
externalities. In line with this school of taught, the
Nigerian government (formally) mstituted the National
Health Insurance Scheme (NHIS) in June 2005 The
scheme is designed to provide comprehensive health care
delivery at affordable costs, covering employees of the
formal sector, self-employed, as well as rural communities,
the poor and the vulnerable groups.

Evidences from countries that have institutionalised
national health (insurance) programmes indicate positive
impact on health care system and productivity of labour
(Adamache and Sloan, 1983; Stephen, 1984; Akin et al.,
1986; Collins et al., 2007, KaFaFoHeRET, 2007). In terms
of benefits, health nsurance was discovered to have
2 sides to its com. Empirical studies suggested that
workers m jobs with health msurance coverage had higher
productivity and lower job
without health msurance benefits (Karoly and Rogowski,
1994; Buchmeller and Valletta, 1996; O Brien, 2003;
Collins et al., 2006). On the other hand, other studies
suggest that offering health insurance has very little or no
effect on job tumover (Getler et al., 1987; Mwabu and
Wang ombe, 1997, Collins et al., 2007). However, it is
generally believed that people without health insurance

tunover than workers

are more likely to be in worse health condition and have
higher death rates than are people with insurance
coverage because they are less likely to seek medical care.
Conventional theory holds that people purchase health
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insurance because they prefer the certainty of paying a
small premium to the risk of getting sick and paying a
large medical bill (O Brien, 2003; Collins ef af., 2006). In
other words, people will be more likely to purchase a
health mnsurance when the premium 1s low compared to
the value of the coverage to the consumer.

Given the foregomng, the key issues thus study
addressed are: What categories of people does NHIS
cover? What is the extent of coverage? What is the
awareness level of the progamme?

The objective 1s to assess, the NHIS programme n
Ovyo state, Nigeria vis-a-vis:

Describing, the socio-economic characteristic of
health service consumers

Evaluating, the level of awareness of NHIS among
(health care) consumers

MATERIALS AND METHODS

The study area of this research is Thadan, the largest
city in West Africa and the capital city of Oyo state of
Nigena. It 1s located approximately on longitude 3°54'E of
the Greenwich meridian and latitude 7°23'N of the equator.
Tt is some 145 km North eastwards from Lagos and is
directly connected to many towns in Nigeria via its rural
hinterland by a system of roads, railways and air route.
Ibadan has one of the highest population densities in
Nigeria. The total population of Thadan was 2,258,625
inhabitants according to the 2006, census made up of
1,125,843 urban and 1,132,782 rural population sizes
(Omoniyjo et al., 2007). The choice of Ibadan 1s as a result
of the presence of government mstitutions and these
(institutions) are the starting point of the implementation
of the NHIS programme.

Primary data used for thus study were sourced
through the administration of a well-structured
questionnaire. The (primary) data sourced include level of
awareness about the (NHIS) programme by health service
consumers, number of people registered under the NHIS
as well as efficiency in health care delivery under NHIS
programme.

Respondent (health care) consumers were sampled
(at random) from the list of organisations provided by
Oyo state ministries of information and commerce.
One hundred (well-structured) questionnaires were
administered on the respondents (from which, 95
questionnaires were found useful) and the data generated
were analysed with the use of descriptive and chi-square
(y*) statistical techniques. The descriptive statistics are
essentially mean, frequency and percentages, while the
chi-square (%) statistics used can be expressed as:
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Where:
O; = Observed frequencies of ith variable (e.g. age,

family size, awareness level, etc.)
E, = Expected frequencies of ith variable given as
[(C)e(R)]» (G) (2)
Where:
C, = Column total for O;
R, = Row total for O,
G Grand total
RESULTS AND DISCUSSION

Table 1 revealed that 84.2% of the respondents fell
within the age bracket of 25-55 years. This implies that
majority of the respondents were within the (active)
working class of the population while 15.8% were
dependants. About 52% of respondents were males, while
48% were females (Table 1). This implies that more males
than females were covered by the study (or probably the
scheme covers more male than females or employment is
gender skewed).

Table 1 also showed that 87% of respondents were
married. This means that the NHIS programme would
be well populated because a married individual is
expected to register along withlus or her family members
{(nuclear family only). Furthermore, Table 1 indicates that
about 63% of respondents had a fairly large family size
(of 5 persons). This is another indication that NHIS
programme would be well participated in by (health care)
consumers. About 83% of the respondents were educated
up to tertiary level (Table 1). This implies that a significant
proportion of the respondents will appreciate the
programme.

Table 2 shows that the civil service was the largest
employer of labour, with about 19, 33 and 35% of the
respondents being employees of the federal, state and
local government, respectively. Since NHIS started with
government workers (particularly federal), who made up
to 86% of respondents, this gives better opportunity to
register and enjoy health services under the programme.
By implication, if NHIS programme could cover all
government employees, a good proportion of the working
population in Nigeria will have access to qualitative and
quantitative health care services, since, it i1s said that
government 1s the largest employer of labour n Nigeria.
Furthermore, about 51% of respondents earned monthly
income in the range of #&21,000-840,000, while only 1%
earned less than #10,000 (Table 2). This means a
substantial number of people will be able to contribute
financially to the programme.
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Table 1: Distribution of respondent consumers by socio-economic variables

Table 4: Distribution of respondents by NHIS service delivery

Variable Frequency (%) NHIS Features Frequency (%)
Age (years) Services
<25 8 84  Not enjoyed 39 4.1
25-55 80 84.2 Enjoved 56 58.9
=55 7 7.4 Total Q5 100.0
Total 95 100.0 Health history
Gender Healthy 3 32
Male 49 51.6 Fell sick 92 96.8
Female 46 48.4 Total Q5 100.0
Total 95 100.0 Dependant healthy 27 28.4
Marital status Dependant fell sick 68 71.6
Single 6 6.3 Total 95 100.0
Married 83 87.4 Treatment
Divorced 6 6.3 Untreated 23 24.2
Total 95 100.0 Treated 71 74.7
Household size Tatal jsh] 100.0
3 5 5.3 Source: Field Survey (2006)
4 18 18.9
5 60 63.2 Table 5: Contingency for awareness level value by socio-economic variables
g 1 i 1 i ‘15 Variable y-statistic
Total 95 100.0 éﬁzd(zrem) ?Zgz
Educational status Marital status 0.99
Secondary education 16 16.8 Family size (people) 451
Tertiary education 79 83.2 Educational status 0.65
Total 95 100.0 Income level (%) 1.94
Employment status 206.90% %+
Table 2: Distribution of respondent consumers by employment status *Significant at 10% **Significant at 5%; ***Significant at 1%
Variable Frequency (%0)
g:sg;;séuonvim 18 15.9 the programme in Nigeria is high. About 83% of the
State Govt. 31 32.6 respondents were registered with the programme, while
I}:"_C"ﬂwGo‘”; i’; T;'g about 17% were not (Table 3).
S?}Zn;f;yg 1 11 Also, about 81% of the respondents registered their
Total 95 100.0 dependants with the programme while about 19% had not
Income class (Table 3). About 75% of respondents were contributors
Té,%gggo,ooo 2é 2;:}‘ to the (NHIS) programme, while about 25% of the
21,000-40,000 48 50.5 respondents were non-contributors ( Table 3).
41,000-80,000 20 211 If registration is not compulsory not everybody that
Total 95 100.0

Table 3: Distribution of respondents consumers by participation in NHIS

Variable Frequency (%)
Awareness

Unaware 12 12.6
Aware 83 874
Total 95 100.0
Registration

Unregistered 16 16.8
Registered TG 832
Total 95 100.0
Dependant unregistered 18 189
Dependants registered 77 81.1
Total 95 100.0
Contribution

Non-contributor 24 253
Contributor 71 4.7
Total 95 100.0

Source: Field survey (2006)

Although, NHIS is still new in Nigeria, vet 87.4% of
the respondents were aware of the programme as
indicated in Table 3. Tmplying that with this level of
awareness, the prospect of successful admimstration of
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is aware of the programme will register. The reluctance of
(health service) consumers to register with NHIS may be
attributed to the lack of confidence in the programme
like previous government programmes or lack of social
insurance model that will ensure universal coverage. In
the eyes of the uninsured, insurance is meant to help
equalise financial risk between the healthy and the sick,
hence the healthy will not be willing to register.

In Table 4, it 1s shown that 58.9% of the respondents
have started emjoying services under the NHIS
programme (since about 1 year of registration). Table 4
equally shows that about 97% of the respondents have
fallen sick, while about 72% had their dependants falling
sick at one time or another after registration with the
programme. About 75% of the respondents have received
treatment from the registered health care providers under
the NHIS programme (Table 4).

This indicates slowness in the progress of the
programme, in spite of the level of respondents
registration with, awareness of and contribution to the
programime.
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From Table 5, it can be observed that employment
status was a significant factor (p<0.01) affecting the level
of awareness of the programme by respondents. However,
age, gender, marital status, family size, educational status
and mcome level were not significant factors mfluencing
the level of awareness of the programme. This shows that
the programme 1s yet to be embraced totally by the larger
society.

CONCLUSION

The importance of equity in the provision of health
care carmot be over emphasised. The poor lack access
to basic health low quality
medical care due to mability to pay for quality care. This
(among other reasons) prompted the establishment of the
National Health Insurance Scheme (NHIS). Hence, the
evaluation of NHIS 1s best undertaken in terms of the
original goals of the Scheme. The first major goal of NHIS

services and receives

is to ensure that everyone has access to quality health
Therefore, the
scheme was examined. One hundred well-structured
questionnaires were administered on randomly selected

care. level of awareness about the

health care consumers in Oyo state, Nigeria. Descriptive
and chi-square (y°) statistical techniques were used for
data analysis.

Findings of the study, showed that NHIS coverage in
Nigeria was restricted so far; because not all registered
persons from the
programme. Infact, 87.4% of the people were aware of the
programme and 83.2% were registered under the

have started enjoying services

programme, however, the number of people enjoying the
programme just 58.9%. This study revealed that majority
of the respondents were aware of the scheme and the
implication is that over time (with full implementation of
the scheme), accruable benefits from it will be fully tapped
by the populace.

RECOMMENDATION

Therefore, there 18 need on the part of the
government to consolidate the gamns so far in order to
unprove the performance of the scheme. To be able to
achieve this:

Awareness campaigns should be intensified so that
majority of Nigerians will become aware of the
possible benefits of the scheme

Government should as a matter of urgency enforce
compulsory registration of all and sundry to ensure
that everybody fully benefit from the scheme
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