1. INTRODUCTION

1.1Background
The health system in Nigeria and the health status of Nigerians are in a deplorable state: Nigeria’s overall health system performance was ranked the 187th position among the 191 Member States by the World Health Organisation in 2000; maternal mortality ratio is one of the highest in the world; other health status indicators like under-5 mortality rate and adult mortality rate are higher than the average for sub-Saharan Africa. The Ministries of Health at Federal and State levels have limited capacity for policy, plan and programme formulation, implementation, monitoring and evaluation. Disease programmes like HIV/AIDS, TB, and malaria and other programmes as reproductive health are currently implemented within a weak health system and hence have had little impact. Routine immunization coverage rate of over 80% has dropped to less than 25%. Primary health care facilities serve only about 5-10% of the potential load. Public expenditure on health is less than $5 per capita compared to the $14 recommended internationally. Private expenditures are estimated to be over 70% of total health expenditure with most of it coming from out-of-pocket expenditures in spite of the endemic nature of poverty. Consumers’ health knowledge and awareness of their rights to quality care are low. Partnerships between the public and private sector are mostly non-existent or ineffective.

In April this year, Nigeria had her second election after a period of long successive military regimes, that is, the first election between civil governments. The newly appointed Minister, through the Federal Ministry of Health (FmoH) has set a goal to improve the health status of Nigerians as a significant co-factor in the national poverty reduction efforts.

In order to achieve the goal, the Honourable Minister of Health, Prof Eyitayo Lambo has identified, as his mission, the undertaking of a government–led comprehensive health sector reform aimed at strengthening the national health system to enable it deliver effective, efficient and qualitative health services. Seven strategic objectives are identified: one of which is to make adequate health resources available and to boost their management. The development and implementation of a comprehensive   health care financing strategy including the review of the current modalities for the implementation of the National Health Insurance Scheme (NHIS), it is hoped shall contribute to the achievement of this strategic objective.

It is with a view to doing this that the Minister set up a Ministerial Expert Committee to assess the NHIS with a view to giving  a new lease of life into it. Specifically the Minister charged the committee to review and assess the journey undertaken by the scheme so far and to draw out implications for repositioning the scheme for the future. The committee’s responsibility also includes the development of a blueprint for the accelerated implementation of the scheme so that Nigeria will achieve an almost universal coverage by 2010.

1.2 Methodology
The review first held a two-day workshop in which the Executive Secretary of the NHIS and members of his management team made presentations on the conception and operational modalities of the NHIS. The workshop also benefited from lessons learnt from a recent field study on some of the social insurance programmes operating in the country conducted by consultants.  Presentations and literature review on other country experiences like Tanzania, Ghana, and Kenya were also made on the second day of the workshop.  Also reviewed were the enabling legislation of the NHIS, its operational guidelines, rules and regulations.  

Field visits were then conducted to different social health insurance programmes, Health Maintenance Organizations (HMOs) and provider sites in the country.  A total of four groups was constituted, based on contiguity of sites to be visited.  The group that went to the Rural Community Social Health Insurance Programme (RCSHIP) in Ibogun-Olaogun in Ogun state also visited private   sector providers in Lagos State. A group went to Edo state to collect data on the operations of the RCSHIP project in Warrake, while the group that visited Aba in Abia State collected data from two Urban Self-Employed Social Health Insurance Programme (USESHIP) based in that city. The fourth group visited the Ijah RCSHIP project based in Ijah-Koro in the Tafa Local Government Area (LGA) of Niger State.  

To complement data collected from the field, and those garnered from the presentation of the management team of the NHIS, the committee also requested for specific data items from the NHIS management, including information on its history, its organogram, personnel by type; funding, management accounts and audit reports. Thereafter, the data collected were subjected to analysis including a Strengths-Weaknesses-Opportunities-and-Threats (SWOT) Analysis. The development of a blue print for the accelerated implementation of the NHIS was then undertaken.  

However, prior to analysis in other sections of this report, we provide a brief clarification of the concept of health insurance and its typology. This is very important because, it provides the basis for the assessment of the existing situation in NHIS as well as suggestions aimed at refocusing the scheme to meet the new challenges. 

1.3     Rationale for the Approach 

The Ministerial Expert Committee on the National Health Insurance Scheme, was given only two weeks to complete its assignment, in spite of the very broad nature of its terms of reference (TOR).  This is understandable, given the desire of the Minister to make appreciable impact in the shortest time possible.  Therefore, for effective use of time and resources, an approach that can save on time and other resources while adding value was adopted. More over because of the limited scope of the implementation so far it was possible to visit almost all the schemes. In the formal sector, only one HMO and one professional practice indemnity insurer have been licensed.  Similarly, the other informal social health insurance programmes are operating on a pilot basis and are therefore limited in number.  Besides, in spite of the smallness of their size, Consultants have recently studied some of the schemes.  It was therefore worthwhile to benefit from such a study without re-visiting them. The conceptual clarification of health insurance, which is done in the next section, provides a major platform and plank for our analysis and development of the blueprint for accelerated implementation of the NHIS.

1.4   The Concept of Health Insurance 

Health insurance is simply a mechanism of protecting people against high cost of health care by making   prepayment(s) prior to falling ill.  It involves pooling of resources from persons of different illness-risk profiles and the cost of the risk of illness among those who are ill and those who are healthy are shared.  Thus, health insurance has three characteristics: prepayment, resource pooling and cost- burden sharing.  While there are several typologies of health insurance, for our purpose, two types will suffice: social health insurance schemes and actuarial health insurance schemes. Social health insurance schemes make prepayments, which are fixed either as a proportion of the payroll, or are flat rates contributed by participants. In other words, prepayments are not proportional to the risk of illness of individual contributors.  However, in actuarial health insurance schemes, the prepayments by individuals are proportional to the risk of falling ill.  Both social health insurance and actuarial health insurance can be operated in the private and public sectors.   

2: PART   I: NHIS AND THE JOURNEY SO FAR

2.1 NHIS: Current Status  

The NHIS, which was established by Decree 35 of 1999, was signed into law on May 10 of that year.  The objectives of the scheme include ensuring access to good health care without financial hardship to families and limiting the rise in cost of health care services; maintaining high standard of health care delivery services and 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.  

Among its numerous functions are: registering 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 objective of the scheme.   Thus, it will be seen that based on the ascribed objectives and functions, the enabling law of the NHIS expects it 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 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 refereed to as the Formal Sector Social Health Insurance Programme (FSSHIP), 15% of the basic salary of employees will be contributed to the scheme 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 and are issued with Identity (ID) cards to minimize fraud. It is interesting that funds disbursement to providers is based on fixed ratios. Thus 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 to 5 –15% of premium recorded in other countries. It is not clear how these proportions were determined.  It is not clear how the expenditure pattern will be monitored so as to ensure that only payments for services rendered will be deducted. 

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. Two additional programmes have now been designed for the informal sector, however with no legal backing yet. The first is the Urban Self-Employed Social Health Insurance Programme (USESHIP). This is 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 is 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 is the Rural Community Social Health Insurance Programme (RCSHIP), which is 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 is fixed 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 in operation, which are described as subsidy 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. As in the other social insurance programmes the primary providers are paid by capitation, while secondary providers are on a fee-for service basis.

2.2 An Appraisal of the NHIS 

As described above the NHIS can be seen as performing multiple and sometimes conflicting roles:

1. The enabling law empowers it to regulate both social health Insurance operators and providers.

2. By providing subsidy for certain groups it has assumed the role of a non- insurance health fund.

3. By implementing and managing the informal sector, rural community and the subsidy programmes it is acting as a programme manager.

4. Through the rehabilitation of health facilities and the supply of essential inputs it is acting as a provider.

As originally conceived, designed, and backed up by the enabling decree the NHIS is expected to be a regulatory and supervisory agency. These are clearly stated in section 6  (sub titled: functions and powers of the scheme) of the National Health Insurance Scheme Decree 35 of 1999. Although the Council of the NHIS is empowered among other things to set guidelines for the effective implementation of the scheme, such power exist only within the provisions of that decree. Thus for the newly introduced programmes to be legal and legitimate, there is a need for an enabling law to back them up. While the need for new and added programmes to address the shortcoming of the original design is acknowledged, there is equally a need to ensure that this is done through an enabling law. 

By managing subsidy programmes, which clearly have no links with social health insurance, the NHIS is certainly acting beyond its original mandate. If government decides to get involved in social security projects the appropriate agencies should be so used.

By implementing and managing community based social health insurance programmes the NHIS is caught in the web of role conflict because it is a regulator regulating it self. It should provide an enabling environment and a level playing field for all operators. Its role should be to facilitate and motivate potential operators and not to micro-manage programmes.

Clearly the provision of primary healthcare facilities is the function of the local Government Council, or in the alternative the National Primary Health Care Development Agency (NPHCDA). However, the NHIS was seen to be involved in such a role. 

Consequently the scheme has become overwhelmed and spread itself too thin. There is therefore a need for the scheme to be streamlined and re-focused in a way that it carries out only functions within its original mandate. 

2.3 Field Assessment
The committee visited different social health insurance programmes, HMOs’ and providers’ sites as outlined in the methodology chapter. The visits gathered different experiences depending on schemes and the length of implementation. This section summarizes these experiences.

All the community health schemes visited both in urban and rural areas were facilitated and supported by National Health Insurance Scheme (NHIS). They are meant to provide almost comprehensive primary and secondary health care services to the contributors. NHIS provides grants to the schemes to cover for treatment of under-five children, permanently disabled persons and over sixty-five years of age. The minimum membership required by NHIS is 500 members for the scheme to be established. Most of the schemes visited demonstrated variation of membership every month. The membership ranked from 5,000 at the beginning of the Programmes in the rural to an average of 500 at present in both rural and urban schemes. The variation is due to defaulters who are unable to pay monthly contributions.

The proposed contribution rates by NHIS are N150 in urban areas and N120 in rural areas. In practice, all the schemes visited in urban areas were paying N100 while those in rural areas were paying N120.

The accounts of the Associations are managed by a Board of Trustees (BOT), which is autonomous. NHIS recommends that seven members should constitute a BOT. However, there are great variations in the composition of members among the schemes. The variation may have resulted from adaptation of the schemes in different areas. For example, in urban areas where different lines of service exist they developed a need to include line secretaries in the BOT.

The schemes depend on different healthcare providers. Whilst rural schemes make use of public providers usually managed by local government authorities, urban schemes select one of the private providers. The experience of using private providers is mixed. While one of the schemes in Aba is pleased with the services of their provider who happens to be a church leader, the other scheme seems not to be as satisfied prompting a change to another provider.

Provider payment mechanisms used by the schemes are fee for service and capitation. Fee for service is used by rural community health schemes and urban schemes use both capitation for primary health services and fee for service for secondary health care. The BOTs complain that providers have a tendency of over invoicing in the fee-for-service payment mechanism. Moreover, the ‘capitation’ used was not the typical capitation since the rate for capitation varied significantly between months. The committee did not find any evidence of a contract between BOT and providers on the agreed capitation rates.

In almost all of the schemes visited, the committee observed vague knowledge of the operation of the scheme by members of the BOT. Similarly, planning for the fund does not exist, accounts are not audited and members were not aware of the list of illnesses in the benefit package. It is only in one scheme where the BOT were knowledgeable and the books of accounts were kept correctly.

The low membership of the scheme can be attributed to lack of systematic and continuous advocacy, sensitization and promotion of the scheme. The committee recognizes the importance of key opinion leaders of the community in one scheme visited. Such kind of leaders, like chiefs, if neglected can jeopardize the successful implementation of the Programme.

In one scheme visited, double qualified nurses and other health personnel as well as non-health personnel received the same flat rate salary of N3000 per month paid by the local government. This creates a disincentive to qualified personnel and may affect the sustainability of the Programme.

The participation of Local and State governments to the schemes visited was very minimal. This situation might have adverse effect on the sustainability of the scheme.









The HMOs visited by the committee showed ability and willingness to accommodate more members. Their members include business firms, individuals, their spouses and four children on agreed arrangement specified by contracts. Payment by capitation to providers is done in advance quarterly. The benefit package depends on size of client and premium charged. Contracts with clients are normally being done on yearly or half yearly basis. However, our field visit showed that only one HMO and a professional indemnity insurer have been registered by NHIS.

2.4 Country Experiences - Sub-Saharan Africa
2.41Tanzania

Tanzania with a population of 34.5 million and a GDP per capita of US$210 was until 1991 financing health care through general taxation, external donor assistance and limited fees in the non profit private health facilities mostly run by faith-based health organizations. Between 1990-1992 Tanzania commissioned a major health financing study that recommended two more options of financing health services these are user fees in the form of cost sharing in government health facilities and introduction of the National Health Insurance Scheme. 

The government began by introducing cost sharing in stages beginning with urban areas where the populace was used to paying for health services and then moving gradually to rural areas. Implementation of cost sharing also provided room for exemption from payment from some services, which were conceived to have public health elements. These are; maternal and child health services, treatment of under-fives, selected chronic and epidemic diseases. It also provided waivers for those who cannot afford to pay.

Extension of user fees to rural areas brought challenge to the government, as this is where primary health care is being practiced with large health gains. The government therefore had to devise a strategy which will reduce the effects of fees to service utilization. The strategy was introduction of Community Health Fund (CHF). CHF is a voluntary prepayment scheme for informal sector to protect them from high costs of medical treatment. The scheme provides for members who are earning seasonal income in rural Tanzania to pay their premium once a year. Payment is usually done at the harvest season. The premium paid covers for the medication of the member and his household (a household is defined as a family of father, mother and all children under eighteen years, each of the extra spouses and children constitute another household, Institutions such as boarding schools and colleges are also treated as households. 

CHF was piloted in one district in 1996; the evaluation, which took place two years later, encouraged the government to roll over to another nine districts. Its performance in the ten districts made the government to reach a decision in 2001of extending the scheme to the remaining districts. The decision was reinforced by a legislation constituting the Community Health Fund.  Under this legislation the management of the fund is within the authority of the local government. The scheme covers all primary health care services. At the beginning, the scheme could not attract adequate members to meet the required level of risk rating. This was overcome through aggressive social marketing, which raised membership from about 8% of the expected households to 30%. Coupled with inclusion of user fees in the risk-rating premium. Moreover, the government provides matching funds to attract members. The implementation of CHF has improved considerably the quality of health services (drugs, medical supplies and rehabilitation).

It has also enhanced community involvement in the management of health services.

In 2001 the country began implementing a National Health Insurance Fund (NHIF) whose objectives include: strengthening cost sharing in public services, providing health insurance cover to employees, and enhancing equity of health financing and provision among employees.

The initial membership of the fund consists of 179,000 civil servants with an intention of extending to the rest of the formal sector. The contribution is a total of 6% of the employee’s salary split equally between the employer and employee i.e. 3% each. The benefit package includes outpatient care (drugs prescribed in generic names and medical examinations) and in-patient care up to a pre-determined sum per day. However, public health services covered by specific government Programme such as TB, Maternal health care are excluded. All services for people with HIV/AIDS are also excluded.

The NHIF was established as an executive agency of the government (independent of regular government management) with Board members appointed by the Ministry of Health and under guidance from a wide range of professional disciplines including insurance industry experts and trade unions representatives. Recruiting its management on contracts out of competitive process. By legislation the administrative cost of the Fund is restricted to 8% of the premium.

The scheme started with central government employees who were more disadvantaged for medical care compared with other employees in the parastatals and private sector. This strategy was taken to mitigate anticipated resistance from the private sector and parastatals employees who had medical privileges. The legislation establishing the Fund provides for the Hon. Minister to increase coverage of the members by publishing in the government gazette without interfering with the major provisions of the Act. 

The practical problems encountered with the implementation include logistic difficulties of ensuring that appropriate administrative documents were in place across the country before the start of the scheme, producing enough ID cards, and registration forms to start the scheme, lack of enough attention to advocacy and raising awareness about the scheme among providers and participants some of whom were unaware of the scheme until deductions appeared on their pay slips. Besides strong resistance towards the scheme was encountered prior to and from its inception partly among Tanzania Teacher’s Association who felt that there is no need for them to contribute since health services in some of the rural areas was still free at the point of delivery and senior civil servants who felt that their healthcare privileges were threatened.  To ensure acceptability two types of membership were created each with the same package of care but with different providers.HeaHHHHhHHhhhhhhhHHH

2.42 Ghana

Ghana with a population of 18 million has a per capita GPD of US$ 400. Administratively the country is made up of 10 regions and 110 districts. Each district has an assembly responsible for public services functions. Historically, the country relies on a mix of tax revenue external donor assistance, user fees and employer schemes for financing the health system. However some community health insurance and a number of private health insurance schemes were recently developed. Tax revenue, and external donor assistance account for 70% of health care expenditure. The private sector and households cover the balance of 30%. 

The National Health Insurance Programme  (NHIP) aimed at ensuring equitable and universal access at an acceptable quality is planned in the country. It is based on the principle that the inability of paying at the point of service should not limit access to healthcare. Under the programme, district level bodies called Mutual Health Organizations  (MHOs) will be set up to act as third party health purchasers for the local populations with all funds to pay for local health services channelled through these bodies.  Additional to existing revenue sources new money will be collected in the form of social health insurance targeting formal sector workers who will contribute from their salaries. A National Health Insurance Fund (NHIF) will collect the funds generated at the central level. However, government will continue to facilitate the development of community health insurance targeted at the informal sector.

The plan is to allocate funds from the NHIF to district MHOs using a pre-determined formula. Funds collected by the community health insurance schemes will be merged with NHIF funds at the district level. Part of the existing funds from the central government and the donor community will be repackaged as an “exemption fund” and channelled via the district body and earmarked as fund for the poor and vulnerable groups. The benefit package is expected to include in-patient hospital care, outpatient care, at the primary and secondary levels, emergency and transfer services. The affordability of the package in relation to revenue expected is however yet to be costed. 

A National Health Insurance Council (NHIC) will oversee both the NHIF and the district health insurance scheme. The NHIC will be charged with regulatory oversight of both schemes and the providers that are contracted including accreditation, licensing, and complaint procedures. It will also have responsibility for helping to extend scheme membership across the informal sector, as well as facilitating training and other support for schemes.

All schemes would offer a basic minimum package on an open enrolment basis. The schemes will purchase healthcare from public and private providers, which will be bound by the national treatment protocol. Benefits will be subject to financial ceilings. Schemes may also be allowed to offer supplementary packages in exchange for additional premiums. Private insurers may also offer a benefit package but they will not receive funds from the NHIF (e.g. no formal sector contributions). Only one scheme would be authorized per district, other scheme would operate in the district only on a private basis.

The scheme is characterized as an ambitious reform of the health sector rather than a creation of a new financing mechanism. Among the challenges are setting the appropriate level of taxation; how to effectively merge the community health funds with the district funds; how to set up a regulatory framework; and how to determine an appropriate payment mechanism to reimburse providers.

An important lesson from Ghana’s NHIP is that it is not expected to replace user fees totally for many years in the country. However members of the insurance schemes will be exempted from such fees. But only very gradually can the entire population be expected to join the scheme. Abolishing user fees will de-motivate people from joining the insurance programmes.

2. 43 Kenya

Kenya operates a National Health Insurance Fund (NHIF), which was launched in 1966 making it the oldest in Anglophone Sub-Saharan Africa. It is compulsory for all Kenyans earning a certain minimum wage. It was initially targeted at the formal sector where revenue was collected through a payroll tax paid only by employees. It has since been expanded to include parts of the informal sector. Only hospital benefits are included under the scheme and as such only hospitals are expected to receive reimbursement. However the NHIF has undergone substantial reform during its lifetime. It has had considerable impact on hospital service delivery, in particular and the growth of the private sector.

A number of useful lessons had been learnt from the operation of the NHIF since its inception. People are willing to pay for healthcare and demand for insurance products if it exists in the health sector. In particular it provides evidence of the administrative challenges resulting from the introduction of a National Health Insurance Scheme and the way resources can be skewed towards certain population groups. Other important lessons learnt include:

· The importance for an appropriate governance arrangement for an insurance fund. Early arrangements were for the funds to be controlled by the Ministry of Health, Executives with fund management expertise were part of the management team but have limited membership representation on its board.  As a result the Fund accumulated huge surpluses as emphasis was placed on accumulating funds rather than developing health services. De-linking the Fund from the ministry, changing the skill set of board and widening the network of accredited healthcare providers was successful in reducing the size of the Fund.

· Fraud abuse can flourish as a result of a poorly developed compliance and monitoring system. One estimate determined that the NHIF received less than 70% of its expected revenue.

· Certain private facilities were able to master the claiming process more effectively than facilities serving poorer population groups. This illustrates one way in which resources can become skewed in favour of the better off: one study found that private hospitals, nursing homes and maternity homes accounted for 26% of the approved facilities but received 58% of total NHIF reimbursements. The inclusion of hospital based care and not primary care services tended to act as incentive to by-pass first level providers.

· Extending coverage of the scheme to the informal sector is a slow process as since inception the scheme covers about 25% of the population. A vigorous marketing was considered a vital component to encouraging the informal sector to participate.

A consultative taskforce set up in 2002 was expected to re-model NHIF as a mandatory National Social Health Insurance Scheme with a particular focus on targeting poor people, improving drug supply, and incorporating traditional medicine into the national health care system.  A new revenue stream from a levy on sales of tobacco, alcohol and related products is being considered for used by the NHIF.      

2.5 SWOT Analysis
	STRENGTHS

· Existence of some successful community based schemes that can be scaled up

· Some form of legal framework

· NHIS existing and has structure

· Some creative/innovative staff in the NHIS


	WEAKNESSES

· Low level of advocacy and enlightenment

· Failure to empower private sector

· Trying to do too much (‘spread too thin’)

· Contradictory and sometimes overlapping roles with other agencies

· Lack of clear staff disposition

· Limited involvement of professional in board and management

· Lack of political will to take off

· Lack of transparency and accountability 

· Operating under civil service environment

· High cost of administration (about 22% of premium)

	OPPORTUNITIES

· High potential demand for its products

· New reform minded Minister with political will and necessary support for reform

· Existence of large network of providers (private and public)

· NYSC doctors, pharmacists etc usable for rural coverage

· Existence of complimentary institutional structure – NPHCDA, Community owned facilities, Mission health facilities etc.

· Improving political stability

· Presence of niche in the NEEDS framework

· Emerging Information and Communication (ICT) environment


	THREATS

· Large companies not involved

· Non involvement of other levels of government – States, LGAs

· Resistance by Nigeria Labour Congress (NLC) and other Workers Unions 

· Existence of pockets of conflicts

· Growing and unregulated HMO sector

· Weak IT systems of HMOs and Providers

· Poor state of public infrastructure




2.6 Repositioning the Scheme for the Future
In view of the field assessment reports country experiences of sub-Saharan Africa SWOT analysis and other documentation related to the implementation of the NHIS provided to the committee, the following actions for the repositioning of the scheme are proposed.

1. Reposition the National Health Insurance Scheme as a system (rather than as an institution) consisting of a Regulator, Health Insurance Funds, Programmes, and Operators.

2. There should be an omnibus regulator to be known as National Health Insurance Commission (NHIC).

3. There should be a National Health Insurance Fund (NHIF) that will collect and Manage Social Health Insurance (SHI) contributions.

4. There should be Private Health Insurance Funds (PHIFs) that will develop and manage health insurance plans.

5. There should be clear split between Insurers (Purchasers) and Providers

6. Health Maintenance Organizations (HMOs) and Mutual Health Associations (MHAs) should be accredited to function as third party administrators

7. Providers of healthcare should be accredited from a network of service delivery facilities in both public and private sectors

8. The NHIC should regulate all Funds and Operators within the scheme to ensure effective pooling and efficient utilization.

9.  Remove restrictions and liberalize the establishment of HMOs, PHICs, and MHAs (Community – Based, LGAs, States, Zones, National and Provider – Based)

10. There should be a deliberate human capital development to produce a new cadre of regulators, fund managers, programme managers, and other healthcare managers to meet the requirements of the new system.

11. NHIF should ensure equity in the implementation of the scheme across the country especially the government funded vulnerable group programmes – presently referred to as the subsidy programmes.

12. The new vulnerable groups programme should be operated by the NHIF and governments at levels should pre-pay the contributions on behalf of these groups.

13. The consultative process with all stakeholders should be revived, to devise appropriate strategies of implementation and engender ownership of the different programmes. Stakeholders should include the civil servants, National Employers Consultative Association (NECA), Nigeria Labour Congress (NLC) and other Workers Unions, National Assembly, State Assemblies, State Executives, LGA Executives, National Council of Health, Professional groups among others

14. The role of States and LGAs in the design and implementation of the Scheme should be appropriately recognized.

15. The enabling NHIS Act should be revised to take account of these changes.

16. In this repositioning, the new Scheme should take advantage of the existing institutional arrangements – National Primary Health Care Development Agency (NPHCDA), National Programme on Immunization (NPI) National Youths Service Corps (NYSC) among others.

17. Private sector workers should have the option of choosing either the NHIF or any of the PHIFs but they must be covered.

A Plan of Action (PoA) for implementation of these actions is outlined in Annex 1. The Government may wish to finance this plan of action through its own resources or seek the assistance of Development Partners. The Development Partners may be approached to provide both technical and financial assistance. Potential development cooperation agencies that have been involved in supporting health-financing reforms including development of National Health Insurance Schemes in sub-Saharan Africa include the World Bank, DFID, USAID, and GTZ. These agencies may be approached to support different areas of the PoA based on their comparative advantage.

2.7 New NHIS Structure
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3. PART II: BLUEPRINT FOR ACCELERATED IMPLEMENTATION OF NHIS

Our first step in the design of a blueprint is to identify the groups to be covered to achieve universal coverage over a ten-year period.

The identified groups are:

1. Government Employees – public sector workers, military, paramilitary, police, State and National Assembly and so on.

2. Employees of Large Firms – manufacturing, oil and gas, construction, Commerce and financial institutions etc

3. Employees of Small and Medium Enterprises (SMEs)

4. Informal sector (e.g. mechanics, shoe makers, taxi drivers, market men and women, etc)

5. Communities – rural and urban

6. Vulnerable groups – prisoners, permanently disabled, Aged/Pensioners, Children under 5 and Pregnant Women

3.1 What Programmes?

There should be three main programmes to cover all the groups so identified. 

These are:

i. Formal Sector Programme 

ii. Informal Sector Programme 

iii. Vulnerable Groups Programme 

The Formal Sector Programme (FSP) covers government employees, employees of large firms and employees of SMEs. While the Informal Sector programme (ISP) covers self-employed workers as well as communities both in the rural and urban areas.  In this design communities are conceived as settlements, towns, villages, trade groups, educational institutions, voluntary organizations religious groups, and Community Development Associations (CDA). The Vulnerable Groups Programme (VGP) is a special programme to cater for the vulnerable groups in society.

3.2 Design of Each Programme
3.21 Formal Sector Programmes
Under this programmes there are two types:

(a) Social Health Insurance (SHI)

(b) Private Health Insurance (PHI)

3.211 Social Health Insurance

Membership will consist of formal sector workers in the public and private sectors. While it is compulsory for workers of the public sector, it is optional for those in the private sector. Membership will be restricted to individuals but benefits cover the contributor, spouse, and four (4) children below age 18. Benefits will be almost comprehensive covering out-patient and in-patient care up to a predetermined sum including obstetric care up to four (4) live births. Public health services covered by specific government programmes such as TB, HIV/AIDS Reproductive health, and Immunization are excluded.  

The premium will be paid by employees through deductions from monthly basic salaries. The contribution rate is set at 15% of basic monthly salary of which the employee contributes 5% matched by 10% contribution by the employer. Funds collected through this mechanism will be pooled and managed by the NHIF. The NHIF will administer benefits through third party administrators – HMOs. While accredited healthcare providers from both the public and private sectors will provide benefits.

3.212 Private Health Insurance

Membership in this type will depend on individual plans following guidelines approved by NHIC. Membership could be individuals or groups such as family, company, associations etc and will be compulsory for those not already covered by Social Health Insurance. The minimum benefit package will be the same as SHI with additional optional plans for those who so desire.

The beneficiaries will be the same as that of the SHI. However, additional number of beneficiaries can be covered by alternative plans. Similarly the minimum premium should follow the same pattern. Under this type, funds will be collected and managed by the PHIFs following NHIC approved guidelines. Both private and public sector health providers will provide health benefits.

3.22 Informal Sector Programmes

There are also two types of informal sector programmes:

(a) Work – Based Health Insurance

(b) Community – Based Health Insurance

3.221 Work – Based Health Insurance
Membership is drawn from individuals held together by common economic interests who may reside in urban or rural area and enrolled in a Mutual Health Association (MHA). Each MHA, which can be registered at the state or LGA level should have at least 500 financial members. Members in consultation with the NHIF, which will provide re-insurance, will outline benefits. However, premium will be determined through individual community rating in line with guidelines set up by NHIC. To benefit, you have to be a financial member. 

This programme is managed by the MHA, which collects contributions and administers benefits through a Board of Trustees according to specified guidelines by NHIC. However management and supervisory support will be given to each MHA by the NHIF in addition to providing them re-insurance. Benefits will be provided though accredited public and private health facilities. 

3.222 Community – Based Health Insurance 
This type is essentially the same with the work-based health insurance except that membership is limited by location. Communities in this context are as defined in section 3.1 above.

3.23 Vulnerable Groups Programme
There is only one type of insurance under this programme – Vulnerable Group Health Insurance - VGHI. The VGHI will cover permanently disabled, the aged, prisoners, and those (Children under 5 and Pregnant Women) who otherwise have not been covered by other schemes.

Contributions will be pre-paid by governments at all levels according to guidelines specified by NHIC. Benefit package will be similar to SHI. Funds will be collected and managed by NHIF however the benefits will be administered through third party administrators – HMOs and MHAs. As in the SHI the benefits will be provided through accredited providers from the public and private sectors.

3.3 Roles and Responsibilities of Stakeholders
3.31 Communities

· Mobilize and form MHAs

· Pay contributions 

· Manage funds through MHAs

· Monitor quality of care

· Mobilize more members

· Control and contain abuse

3.32 Local Government Councils

· Contribute premiums for employees

· Contribute portion of premiums for vulnerable groups

· Energetically ‘jump start’ MHAs

· Register MHAs

· Capacity development for MHAs

· Operate PHC facilities effectively and efficiently

3.33 State Governments 

· Contribute premiums for employees

· Contribute portion of premiums for the vulnerable groups

· Register MHAs

· Give Operational Certification to HMOs

· Build capacity of LGAs to support MHAs

· Operate Secondary care facilities effectively and efficiently

· Undertake public health care programmes

3.34 Federal Government

· Revise the NHIS Act

· Establish NHIC and NHIF

· Contribute premiums for employees

· Contribute portion of premium for vulnerable groups

· Capacity development for staff of NHIC and NHIF

· Capacity development for States to support LGAs 

· Strengthen public health care programmes

· Operate Tertiary care facilities effectively and efficiently

3.35 NHIC

· Regulation of NHIF and PHIFs – governance, and solvency requirements, loss ratio rules and minimum capital requirements

· Regulation of programmes (e.g. governance, financial stability, and audit requirements, portability rules, field agents activities ) with inspection, complaints procedures and sanctions to stimulate compliance

· Regulation of providers (e.g. accreditation, quality assurance, design of protocols), also with effective compliance measures

3.36 NHIF

· Collection of Contributions 

· Fund management

· Purchasing care

· Effective claims processing

· Consumer relations

· Manage third party administrators

· Provide re-insurance for MHAs

3.37 Private Sector

· Contribute premiums for employees

· Establish and operate PHIFs, HMOs and PHICs

· Operate healthcare facilities

· Collaborate effectively with the public sector

· Provide re-insurance for HMOs

· Provide Banking facilities the Scheme

3.38 Development Partners

· Support capacity development of all stakeholders

· Provide information for different experiences

· Provide technical assistance in implementation

· Provide financial support in the implementation

3.4 Implications for the Immediate Future
In the next six to twelve months of repositioning, the Scheme can do a number of things in accordance with the provision of the present NHIS Decree.

1. Reconstitute the membership of the Governing Council in accordance with section 2 of NHIS Decree 35 of 1999.

2. In accordance with section 7 of the Decree the Council should begin to assume the regulatory role expected of NHIC.

3. All current programmes should be merged into a Programmes Department

4. The Programmes Department should begin to perform the functions expected of the NHIF

5. Begin to de-link the regulatory functions from that of funding and provision through the revision and enactment of a New NHIS Act.

3.5 Critical Success Factors
1. Political will to Implement “new NHIS”

2. Separation of Regulatory Agency from Implementing Agencies

3. De-linking the NHIF operations and management from the public service

4. Development of cadres of healthcare managers from all disciplines and capacity development at all levels

5. Massive advocacy and promotion of the programmes

6. Continuous engagement of all stakeholders

7. Pre-paid funding of the Vulnerable Health Insurance by governments at all levels

8. Transparency and Accountability in the entire systems

9. Widening the network of accredited providers

10. Strengthening special Public Health Programmes such as TB, HIV/AIDS, RH and Immunization 

4 CONCLUSION

In designing National Health Insurance Schemes worldwide, there are no cure-all blueprints. In the light of this, countries explore various schemes with the intention of adopting what is feasible and practicable in their circumstances.   The proposed repositioning has been suggested with this in mind.

The design has taken into account the large informal sector and its characteristics. The adoption of MHAs as third party administrators for this sector will facilitate coverage. Their simplicity and potentials for group discipline and monitoring will ensure lower cost of administration and sustainability. Keeping their registration simple by taking advantage of existing legal framework at State and LGA levels will facilitate scaling up and accelerate coverage. The linkage of the MHAs to the NHIF through re-insurance will further ensure sustainability.

The de-coupling of roles and responsibilities in the new Scheme will promote transparency and accountability and maximize efficiency through specialization and also minimize wastages and duplication. While the NHIC concentrates on regulation, the NHIF and PHIFs will focus and mobilizing and management of funds. In order to have clear Purchaser – Provider split, third party administrators, HMOs and MHAs, will act as purchasers on behalf of the Funds.

The existence of two types of Funds in the formal sector programmes provides opportunity   for acceptability by employers and employees in the private sector and can lead to accelerated implementation of the Scheme.  

The use of Vulnerable Groups Programme to cover those who otherwise would have been left out by other programmes will promote appropriate targeting of the poor and the vulnerable, hence ensure equity and total coverage.
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