Ensuring Financial Access to Primary Health Care: The Experience and Challenges of the National Health Insurance Scheme in Nigeria
~ Dr Tarry Asoka – Publisher/Editor Health Insurance Affairs
National Consultation on Primary Health Care Financing, organized by the National Primary Health Care Development Agency (NPHCDA), at Ladi Kwali Hall, Abuja Sheraton and Towers, Abuja, Federal Capital Territory, Nigeria
February 3, 2011
INTRODUCTION

Contrary to common wisdom, the low demand for health services especially among the poor and those in the rural areas in Nigeria has been attributed largely to lack of knowledge and negative perception of public health services. But we now know that cost is a major factor as well. As over 60% of total health expenditure is out of pocket  (Soyibo et al, 2005) - the payments needed at the point of access deters the poor from seeking care in time or deepens their impoverishment when they are compelled to make health expenditure. Access to medicines is particularly constrained by this problem. For example, a course of new anti-malarials (artemether-lumefantrine; and artesunate-amodiaquine) that are now recommended as first line treatment for malaria – the most common medical condition in the country costs between $4 and $8. For those most at risk of this disease, the household decision to be made is usually between buying medicine for a sick child, and providing food for a day for the entire family. 
Nonetheless, despite some faltering steps ‘a system’ (the National Health Insurance Scheme) for protecting people from the financial difficulties they face when they have a need for medical services has been put in place and running for close to a decade. How has this system worked to reduce the financial burden of ordinary people in accessing health care services? What experience has been gained from this programme of social protection against the financial risk of ill-health in a vast country such as Nigeria? What challenges is this system being confronted with, in doing so? And what practical actions should be taken to rapidly scale-up mechanisms that would protect the vast majority of the population from financial difficulties when accessing health care services, in line with the essential package of care.  

These are the main questions this paper would address as a way to provide some useful insight into how the country can ensure financial access to primary health care. Just to note that what is being discussed here is the ‘system of health insurance’ that is being operated in the country, rather than an institution, organisation or groups of organisations which are also part of the system. 

NATIONAL HEALTH INSURANCE SCHEME (NHIS) 
The Background Context

Right from the time of independence in 1960, processes for the establishment of a National Health Insurance Scheme (NHIS) have been ongoing (Care Net Nigeria, 2010). Attempts by successive governments to provide alternative sources of financing health care in the country, were met with vigorous opposition either from the labour unions or bickering among health care professionals. It was at the maiden Health Summit held in Abuja in 1995 that the National Health Insurance Scheme was given a major impetus (Care Net Nigeria, 2002). Although with some difficulties, a decree establishing the National Health Insurance Scheme (NHIS Decree 35 of 1999) was finally signed into law on May 10 of the same year (Federal Government of Nigeria, 1999).  
The Scheme

As noted by the law, the objectives of the scheme include: ensuring access to good health care without financial hardship to families; limiting the rise in cost of health care services; maintaining high standard of health care delivery services; improving and harnessing private sector participation in the provision of the health care services; promotion of equity in the distribution of health services; and patronage of institutions at the different levels of health care delivery.  

Responsibility for oversight of the scheme was given to the Council of the NHIS. Among its numerous functions are: registering health maintenance organisations (HMOs); issuing appropriate guidelines to maintain the viability of the scheme; approving format of contracts proposed by the HMOs for all health care providers; determining, after negotiation, capitation and other payments due to health care providers, by the HMOs; advising the relevant bodies on inter-relationship of the scheme with other social security schemes; advising on the continuous improvement of quality of services provided under the schemes through guidelines issued by the Standards’ Committee established by its enabling law; and doing other things as are necessary or expedient for the purpose of achieving the objectives of the scheme.   Thus, it will be seen that based on the ascribed objectives and functions, the enabling law of the NHIS expects the ‘organisation’ set up by the Council of the NHIS to undertake its functions to be a regulatory and supervisory agency of the operators involved in the service of health insurance provision and safeguarding the interest of consumers. 

The Model

The model of health insurance adopted by the country is a form of ‘social health insurance’, which allows each insured person to decide which health centre or clinic, she or he intends to use as first point of contact and registers with the facility. A monthly capitation – a payment per person registered whether she or he uses the services or not is paid to the health centre (clinic) that has been designated to provide health care services as and where necessary to the insured persons. 
Whilst, the activities of these health centres and clinics would be coordinated by intermediary organisations known as Health Maintenance Organisations (HMOs), the overall regulation of the scheme rests squarely on the shoulders of the Council of the NHIS. 

Health Maintenance Organisations – What are these?

Health Maintenance Organisations (HMOs) have been described in many different ways. But they are generally perceived as insurance-based health systems that have the responsibility for the provision of a comprehensive package of care to an enrolled population for a prepaid fixed fee (Robinson and Steiner, 1998). In practice they offer ‘prepaid health plans’ in which patients are usually covered only if they use providers specified by the plan and access them according rules established by the plan.  Although similar, the HMOs within the Nigerian context are defined by the law establishing the scheme as – an institution, company or provident association using its administration or insurance companies to provide health care for its clients through associated health centres (Federal Government of Nigeria, 1999). The incorporation of HMOs – mainly private sector organisations, into the national health insurance scheme was said to be underpinned by the desire of the government to promote an economic policy based on pursing a private-sector driven economy of which the health sector was regarded to be a significant part. 
Consequently, the HMOs were given a major role in the implementation of the scheme. These include: collect contributions from all eligible employers and employees; collect contributions from voluntary contributors; pay capitations to health care providers participating in the scheme; render returns to the council of the NHIS; contract with only health care providers approved by the Council for the purpose of rendering health care services under the scheme; and ensure that contributions are banked according to guidelines approved by Council in banks participating in the programme. No doubt from the foregoing, it can be seen that much of the success or otherwise failure of the NHIS depended on how well these organisations are operated and managed. 
Programmes

The NHIS Decree only specifies that public and organized private sector employers and employees will make compulsory contributions to the scheme.  The Council of the NHIS is empowered by the enabling law to issue guidelines on the employers and employees liable to contribute under the scheme. Under this, which is now referred to as the Formal Sector Social Health Insurance Programme (FSSHIP), 15% of the basic salary of employees is contributed to the scheme; out of which the employee contributes 5% while the employer matches the balance of 10%. The benefit package is almost comprehensive, excluding only high-cost illnesses like HIV/AIDS and only generic drugs must be prescribed.  The benefit package covers the employee, the spouse and four children under the age 18. For two working spouses, their contributions cover both and not more than four children under the age of 18. For other dependants, the employee will be surcharged. Participants can enjoy services only after a waiting period of one month and are issued with Identity (ID) cards to minimize fraud.
The decree establishing the scheme makes participation by the self-employed voluntary.  With the formal sector employing just about 5% of Nigerians, if implemented as conceived, the NHIS will cover only a negligible proportion of Nigerians. Therefore two additional programmes are designed for the informal sector, however with no legal backing. The first is the Urban Self-Employed Social Health Insurance Programme (USESHIP). This was a non-profit arrangement to cover self-employed individuals in urban areas bound by common economic engagement.  There must be at least 500 members in a registered programme so as to be able to pool sufficient resources.  The benefit package, which depends on the group’s willingness and ability to pay, is to be selected from the NHIS costed benefit package list.  The contribution rate was initially fixed by the NHIS at N150 per person per month. Access to service is on presentation of ID cards and when there are defaults, they must be cleared before access. There is surcharge for false claims.
The second programme, the Rural Community Social Health Insurance Programme (RCSHIP), is also a non-profit arrangement to provide social health insurance cover in rural areas to groups that are location-based.   It is similar in conception and operational modalities to USESHIP.  Thus, there must be at least 500 registered members with similar benefit packages. However, the monthly contribution was also fixed initially but at N120 per person. For both programmes, the provider is compensated using capitation at the primary level, fee-for-service at the secondary level and out-of-pocket at the tertiary level.  They are both managed by a seven-member Board of Trustees (BOT), which collects the fees, manages the fund, pays providers and maintains necessary records. The NHIS audits their accounts and carries out general coordination in both cases. Just like in the case of the FSSHIP, disbursement of contribution is by fixed rates.  In practice, before operation, the NHIS assists the affected communities in rehabilitating health facilities and in provision of essential inputs.

In addition, there are three other programmes – known as subsidy programmes, which are operated alongside the informal programmes. The subsidy programmes are said to have come about as a result of Presidential directive. These are: the under five-health care programme, the permanently disabled and the aged programme, and the prisoners programme. Hundred percent subsidies are provided by the NHIS, for primary and secondary health care services for all the beneficiaries. Furthermore, two new programmes have now being added to the portfolio of programmes. These are: Tertiary Institutions and Voluntary Participants Social Health Insurance Programme, as well as social health insurance programme for Armed Forces, Police and other Uniformed Services. As in the other social insurance programmes the primary providers are paid by capitation, while secondary providers are on a fee-for service basis.

Despite the multitude of programmes, the percentage of population covered is still very low, at around 4 million – approximately 0.0 3% of the total population of 150 million. 

NHIS – MATTERS ARISING 
What follows is an outline of the key findings of the implementation of the scheme based on evidence that have been accumulated through the records of a quarterly industry newsletter – first as Health Insurance Report and later as Health Insurance Affairs
, between January 2002 to October 2010 (Care Net Nigeria, 2011). This is in addition to a review of the scheme by a Ministerial Expert Committee (Federal Ministry of Health, 2003). The major issues emanating from these results are presented below in a thematic form. 
Consumer Benefits and Provider Innovation
Apart from not paying for services out of pocket when accessing services, beneficiaries of the formal sector scheme have been given an enhanced patient-experience. This has largely been due to the responsiveness of providers who no longer see their patients as helpless victims but rather as valuable customers, clients or consumers. More like the adage – “he who pays the piper, dictates the tune’. Most large provider organisations such as teaching hospitals have a dedicated clinic for clients registered under the NHIS. Many of these clinics are not only user friendly but also gender friendly in line with acceptable cultural practices. And rather than navigate through the care process, enrollees of the NHIS are fast tracked from the registration desk, through the clinic, laboratory, X-ray to pharmacy and other points of care. As opposed to those not on the scheme that have to contend with several transaction encounters with various hospital-based revolving funds that collect payments at the point of contact.  Some providers have refrained from collecting the stipulated 10% co-payment for prescribed drugs. Such providers are certain that by removing any form of barrier to access, they are positioning their hospitals and clinics to attract more clients. Apart from that some see the NHIS as ‘an insurance against poverty’ and therefore are presenting a model that could encourage ordinary citizens to join knowing that there are no additional financial burden after paying the required insurance premiums. 
Similarly, several providers across the country are employing relevant tools at the cutting edge of available technology to improve the client-experience. All personal data of NHIS enrollees are being captured on computer including their photographs. Information Technology (IT) is also being used at other points of care such as pharmacy, wards etc. This has the added advantage of making the tasks of care givers less cumbersome and more interesting while also making huge savings for the providers. Some have already progressed with the development of their hospital information systems aimed at integrating clinical and financial data linked to patient outcomes. 
Extremely low population coverage

Although there are no definite figures for these groups, the population currently protected from the financial risk of ill-health is estimated to be about 4 million out of a total population of around 150 million (approximately 0.03%). This means that the vast majority of the people especially those who are at the bottom of the income pyramid will have to pay out of pocket, whenever they access health care services.

Fragmentation of Funding Pools
As noted above, the various programmes (8 in number) of the NHIS with their respective ‘blueprints and guidelines’ targeting different segments of the population operate independently of each other. This would only mean that funds contributed for different programmes are not effectively pooled together to provide some sort of subsidy across income groups. Similarly, the lack of effective pooling also means that the health risks of the population are not aggregated in a manner that allows people with medical conditions to be adequately covered. On the long run two things are bound to happen – the small funding pools will not be sustainable as health insurance is a ‘game of numbers’; and large segments of the population would be left without social health protection. In order to promote fair financing for health among all income groups – the aim should be to work towards achieving ‘universal coverage’, which would require organising the population into much larger pools.  
Stakeholders Issues that Remain Unresolved 
States – other than their health facilities being providers, felt left out in the scheme of things. Most would rather prefer to regulate the scheme in their domains by establishing State Health Insurance Boards. It was alleged that this was the original plan as presented in the daft NHIS bill of 1996. The position of the States is not helped by the Council of the NHIS  who attempt to invoke a clause in the Federal Constitution that gave exclusive right to the use of the term ‘insurance’ to the Federal Government. To avoid any constitutional confrontation, progressive States intent of providing health insurance for their citizens tend to adopt clauses such as ‘social health protection’ or ‘managed care’. So far only 3 States – Cross River, Bauchi and Jigawa are said to have some reasonable relationship with the scheme. What has stalled progress is the desire for States to have a decentralized system that gives them the right to establish and operate ‘health funds’ in their domains, rather than being micro-managed by a federally driven programme from Abuja. 
Labour Unions – the Nigeria Labour Congress (NLC) in particular had serious reservations about the design of the scheme as previous experience both with the defunct National Provident Fund and the National Housing Fund did not render benefits to contributors (workers). Nigerian workers were urged to resist any attempt to make deductions from their salaries for the purpose of the NHIS. This was partially resolved when the Federal Government waived the contributions of its employees for two years. A similar agreement with State and Local Government employees was not reached and are therefore not benefitting. Workers in the organized formal private sector also have also not profited from this incentive. But the main thorny issue is the lack of protection for those in the informal sector that constitutes over 80% of those in one form of employment or the other. 
Employers of Labour – under the auspices of the National Employers Consultative Association (NECA) advised government to make the scheme optional, as most of their members already provide good health care benefits to their employees. So for now, the scheme is still not mandatory for employers and employees in the private sector. This has thus reduced the effective pool of contributors to the scheme. Nonetheless, this group has found the use of HMOs quite useful in helping them to streamline the management of medical benefits to their workers. However, as user organisations they are often faced with issues arising from existing gaps in the relationship between HMOs and Providers. 
Health Care Providers – especially General Practitioners (GPs), although very supportive of the NHIS, have been expressing their dissatisfaction with the way the scheme has been implemented. To start with, they find it quite absurd for secondary and tertiary hospitals such as State General Hospitals, Federal Medical Centres and Teaching Hospitals to be accredited as primary providers. This action leaves frontline GPs with very few enrollees that make the pooling of costs as against the capitation received impossible. General Medical Practitioners also complain of high handedness of HMOs in their dealings with them. The main issues include arbitrary setting of capitation rates, which are very low and inconsistency in their payments; and poor communication. The providers attribute this behaviuor of HMOs to weak regulatory capacity.  From what one might call ‘cat and dog fight’, the relationship between providers and HMOs in some instances degenerated into a complete backlash against HMOs by providers. 
Health Maintenance Organisations (HMOs) – like to pride themselves as having pre-dated the National Health Insurance Scheme, but up until this moment they have failed to effectively carry out the functions assigned to them within the framework of the NHIS. HMOs were expected to mobilize contributors to the scheme, set up health funds and creatively expand coverage through market segmentation to reach a greater proportion of the population. At best many of them only act as ‘third party administrators’ rather than as vehicles for integrating the financing and provision of health care. The mainly functional programme covering Federal level employees of the government has attracted all manner of persons and organisations – from retired civil servants, banks, insurance companies and politicians – to set up HMOs in order to have a piece of the pie. Otherwise, how come there are well over 50 HMOs catering for just 4 million beneficiaries, while the vast majority of the population (about 150 million) are without any form of cover. This state of affairs added to the myriads of capacity issues of HMOs has also been largely attributed to the weak regulatory framework of the NHIS. Meanwhile, there are a few progressive HMOs that are maturing into significant corporate entities fit for purpose. 
The Council of the NHIS – as regulator has failed to recognise its appropriate role, while blaming the inadequacies of the existing regulatory framework. In effect it helped to perpetuate the lack of understanding of the institutional arrangements within the system of health insurance that has been put in place. What is commonly now referred to as NHIS (that is, the organisation) is actually the Council of NHIS – similar to other bodies such as the Medical and Dental Council of Nigeria, the Nursing and Midwifery Council of Nigeria and so on. Because in reality the National Health Insurance Scheme in Nigeria is the system of health insurance, which is backed by Decree 35 of 1999 consisting of a regulator, health plans or health funds, programmes and operators. Contrary to claims by the operators, you do not have to change the name of an existing regulator from that of a Council to a Commission for it to do its job. And the said Decree is un-ambiguous about this and repeatedly referred to the Council of NHIS in its provisions. In the meantime, this lack of understanding by the implementers has led the Council of NHIS to transform itself into something else. In the course of the implementation of the NHIS, the Council has assumed several functions, including mobilisation of funds and registration of enrollees that should have been done by HMOs, and therefore not able to undertake its expected oversight duty. 
It is also interesting to note that funds disbursement to providers out of the 15% contribution by participants is based on fixed ratios. Accordingly, 10% goes to service delivery, 2% each is respectively for HMO and NHIS cost of operations, while the balance of 1% is set-aside in a reserve fund. This translates to 67% of the premium being spent on service delivery, 22% spent on administrative charges and 11% set aside for the reserve fund. Clearly the administrative cost is very high and compares poorly with 5 –15% of premium recorded in other countries where health insurance is well established and considered as good practice. It is not clear how these proportions were determined.  It is also not clear how the expenditure pattern will be monitored so as to ensure that only payments for services rendered will be deducted. 
Significant Political Will and Commitment at the Federal level 

“…we will break the circle of planning and motion without movement. We must start this scheme even with some imperfections, and fine-tune these as we go along.” 
~ Dr Lecky Mohammed, Former Executive Secretary of NHIS Council

This quote expressed the mood of the operators of the scheme at the flag-off of the formal sector programme covering employees of the Federal government – Ministries, Departments, and Agencies (MDAs), as well as police and paramilitary in 2005. With a massive cash injection of Ten Billion Naira (NGN 10 billion), and two years moratorium of premium deductions from this group of workers – the Federal government unequivocally demonstrated the will and commitment to carry forward the plans for a sustainable social health protection for Nigerians. Following the debt relief secured from its international creditors, additional funding was also made available through the Office of the Senior Special Assistant to the President on the Millennium Development Goals (MDGs) – to expand coverage to pregnant mothers and children. Starting initially in 3 LGAs, each in 6 States, it was expected that the concerned States will put forward additional funding to cover the remaining LGAs in their States, while further funding from the MDGs Office would go to expanding coverage to other States. Furthermore, a provision has been made in the National Health Bill (still in the works) to set aside 2% of the Federation budget for primary health care, out which 50% would be used to create financial access to ordinary Nigerians. In the meantime, deductions from federal level employees are being made – ensuring that a steady flow of funds to keep the operations of the public sector formal programme is sustained. And with the signing of the Nigeria Country Compact with the International Health Partners on the basis on the National Strategic Health Development Plan (NSHDP), the framework for international donor support to provide assistance in increasing financial access to health care in Nigeria has been made strong. 
NHIS – KEY CHALLENGES

Based on the benefits that are being received from the NHIS by the beneficiaries, and the way providers have responded to improving the quality of care, there is strong evidence that the scheme is useful and can work in Nigeria. And with the level of on going support by the Federal government, there are huge opportunities for this scheme to be reformed into an effective and efficient system of financial risk protection for the entire population in the shortest period of time. But there are few obstacles that are needed to be overcome for this to happen. 
Capacity Issues 
Organisational capacity in the management of an insurance-based health care service is lacking at all levels of operation – health facilities (providers), HMOs (third-party administrators) and Council of NHIS (regulators). And the skills gap range from basic understanding and application, to competencies in day – to – day business operations. The poor execution capacity appears to be the single most important binding constraint that is preventing people from joining the scheme. 
Institutional Arrangements

There is still unresolved ambiguity between the roles and responsibilities of the major players – Council of NHIS, HMOs, Providers, Employers, Employees and ordinary consumers. This is not helped by the fact that the current law (NHIS Decree 35 of 1999) provides for only the formal sector. Therefore as new programmes are added, there is an expectation that both formal rules and informal mores are negotiated among the key actors in order to find a pathway to achieve a common purpose. 
Stakeholder Disenfranchisement 

State governments even with considerable resources and autonomy have no assigned role in the scheme. The Council of the NHIS often uses a very patronizing phrase in its advocacy to them - ‘rolling them in’, as if they are foreign entities. This lack of inclusiveness has led to the States attempting to create parallel systems of social health protection in the country. Rural persons and those in the informal sector are also alienated with an extra burden on them to form groups to manage their own mutual health associations, while the same is not applicable to those in formal employment and city dwellers. 

Scaling-up Coverage
For the NHIS to be of any use to the country and continue to retain the support it is currently receiving, mechanisms for rapidly and progressively expanding social health protection coverage for the vast majority of the population must be put in place through any available means. You will recall that a Minister of Communication once told the nation that telephones are not meant for the poor. But today Nigerians imagine how they ever lived without mobile telephones. Social health protection can be turned around just as the means of communication using mobile telephone has been done. Certainly, Nigerians do not want to be told once again that the 4 million so far covered by the NHIS is equivalent to the population of some other country elsewhere. What is needed is to get everyone covered. 
NHIS – WAY FORWARD
One good thing going for the NHIS in Nigeria is the massive support it is having from all stakeholders based on its potential as a useful mechanism for securing financial risk protection for all Nigerians. In crafting National Health Insurance Schemes worldwide, there are no cure-all blueprints. But in a diverse country such as Nigeria, it is expected that ‘many flowers will bloom’. In doing so and at the present moment, two fundamental issues must be borne in mind, without which it would be difficult to focus on results. These are: the need to rapidly scale-up activities to achieve universal coverage as soon as possible; and to work with what is currently available, in terms of the organisations and the institutional framework. Some practical recommendations are here presented.  
1. Re- orientate stakeholders to understand National Health Insurance Scheme as a system (rather than as an institution) consisting of key actors - Regulator, Health Insurance Funds, Programmes, Operators and Consumers; and the set of structured relationships between these main actors. 
2. Reposition the Council of NHIS as the overseer of this system – with citizens’ benefit as its ultimate goal. And this should be, ‘to guarantee protection against the financial consequences of disease’. 
3. Decentralize the governance structure of the system (not the organisation set up by the Council) to give the States some responsibilities, such as setting up and managing ‘health funds’, accreditation of providers, settling disputes between providers and HMOs or between providers and clients through arbitration, and such other functions that may require supervision close to where the activities take place.
4. Allow various models of social health protection to flourish within the system, in relation to what is feasibility in different locations and circumstances. But aim towards universal schemes that promote fair financing across all income groups in society. And this should be linked to a broadly defined ‘primary health care’ system, which would deliver a comprehensive package of essential health care as the benefit. 
5. Coordinate the pooling and allocation of funds, including those from global initiatives, as well as international donor support to catalyze and stabilize all social health protection initiatives. 
6. Institute significant annual reviews as part of the joint annual reviews of the National Strategic Health Development Plan for the period 2011 to 2015, thereafter an institutionalized annual review can run on ‘auto-pilot’. 
7. Respond to issues that are raised by such reviews and other monitoring systems before they become real problems. 
CONCLUSION

There is still a huge expectation that the National Health Insurance Scheme can still improve access to healthcare for the vast majority of Nigerians. Despite the perception from several quarters that the scheme is not working, many stakeholders agree that with inadequate budgetary allocations for health by government, the NHIS is still a promising alternative source of sustainable funding for healthcare. The current dependence on out-of-pocket payments for health care is very retrogressive. As observed, poor people who can not spare extra cash for health care patronize quacks and often make compromises with their health with tragic consequences. Even the educated and well to do persons, acting out of ignorance and expediency are said to make uninformed choices.  The renewed focus on ensuring financial universal access to primary health care, targeted at providing an essential package of care guaranteed to all Nigerians creates a huge opportunity to re-vitalize this scheme. 
While the NHIS will not solve all the financial and funding problems of the health system in Nigeria, it can provide financial risk protection for essential health care, for the entire population when linked to the primary health care system. What is required is to find the ways and means of rapidly scaling up the activities of the scheme by building on the already existing structures but tweaking the areas that can facilitate rapid uptake especially at the State level. 
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